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Abstract 

This paper presents the development of a Time-limited Occupational Therapy (OT) Model designed to address the significant challenge of 
organizing the OT process within the constraints of a time-limited protocol while maintaining a client-centered approach and promoting 
systematic interdisciplinary care. Rooted in the authors’ clinical experiences and supported by existing literature, this challenge is compounded 
by multifactorial and contextual barriers within the Philippine healthcare system, including financial and resource limitations, institutional 
policies, and the uneven distribution of occupational therapists. Integrating the Dose-Effect (DE) and Good-Enough Level (GEL) models, this 
framework balances efficient treatment delivery with flexibility to meet client-specific goals. The DE Model emphasizes early improvement, 
while the GEL Model allows therapy to adapt dynamically to client progress. Key safeguards, such as Goal Attainment Scaling (GAS) and Post-
Intervention Review and Feedback based on the 5 A’s Model (Assess, Advise, Agree, Assist, Arrange), enable precise tracking of incremental 
progress and foster self-management through actionable feedback and goal-setting. The model comprises three main phases: evaluation, 
intervention, and re-evaluation, each structured by standardized measures, collaborative goal setting, and personalized intervention strategies. 
Interdisciplinary collaboration, informed by frameworks like the Occupational Therapy Practice Framework (OTPF-4), further enhances its 
adaptability across diverse clinical contexts. Demonstrating its practical application, a sample case of an 80-year-old inpatient highlights 
effective outcome measures and transition planning. While preliminary, this model provides a structured yet adaptable framework for delivering 
high-quality, outcome-driven care despite systemic constraints. Future research should prioritize empirical validation to refine the model and 
evaluate its long-term effectiveness in addressing the complexities of therapy delivery under resource-constrained conditions. 
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INTRODUCTION

Time-limited therapy is a structured approach 
where assessment, intervention, and goal 
attainment occur within a set time frame or 
session limit.1 Central to this approach are the 
Dose-Effect (DE) and Good-Enough Level (GEL) 
models. The DE Model suggests that most 
therapeutic progress happens early in treatment, 
with diminishing returns over time, emphasizing 
the optimization of therapy within a finite 
duration.2 In contrast, the GEL Model posits that 
effectiveness depends on the client’s response to 
treatment rather than duration, advocating for 
individualized therapy dosage based on 

achieving a “good-enough” level of progress.3,4 
Together, these models underscore balancing 
structured timelines with personalized care. 

In practice, time-limited therapy addresses the 
demand for cost-effective, scalable interventions 
across healthcare settings. It encourages 
pragmatic, efficient clinical decision-making and 
aligns with controlled trial methodologies 
requiring time constraints.1,5 However, evidence 
also indicates potential drawbacks, as externally 
imposed limits (e.g., by insurance or managed 
care) can negatively impact outcomes.6 This 
highlights the need for an approach that balances 
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external constraints with client and therapist 
autonomy. 

In occupational therapy (OT), the process 
typically includes evaluation, intervention, and 
outcome assessment.7 These steps are intended 
to be executed dynamically, without a prescribed 
time limit, and with the client’s best interests in 
mind to facilitate their occupational engagement, 
health, and well-being. However, real-world 
contexts, such as that of the Philippines, pose 
significant challenges to achieving ideal OT 
practices. Financial constraints are a significant 
barrier to healthcare access, with the Philippine 
Statistics Authority reporting that a significant 
proportion of Filipinos belong to the low-income 
class, leaving them unable to afford adequate 
healthcare, including therapy services.8,9 
Resource limitations further restrict the 
availability and reach of OT services, particularly 
in rural areas where healthcare infrastructure 
and personnel are severely lacking.10 
Additionally, the uneven distribution of 
occupational therapists exacerbates inequities, 
as urban areas disproportionately benefit from 
the available professionals, leaving rural and 
underserved communities with acute shortages 
.11 Institutional constraints, such as insufficient 
funding for public health programs and strict 
caps on therapy durations due to budgetary 
limitations, further hinder consistent and 
comprehensive therapy provision.12 These 
systemic issues create a challenging 
environment for OT practice, where 
professionals must devise innovative ways to 
deliver client-centered care despite significant 
constraints. A time-limited OT approach, 
blending the structured methodology of the DE 
Model with the client-focused adaptability of the 
GEL Model, offers a promising solution. By 
tailoring protocols to maximize therapy 
outcomes within the resource-constrained 
context of the Philippine healthcare system, this 
approach may improve access to and the quality 
of OT services for underserved populations, 
particularly in marginalized and rural areas, 
while aligning with broader efforts to promote 
equity in healthcare delivery.   

Given the current literature gap, this study aims 
to propose an overarching framework to:  

1. Guide the organization and prioritization of 
the OT process within a time-limited 
protocol tailored to the Philippine context. 

2. Develop an integrative clinical pathway for 
multidisciplinary teams using frameworks 
from various disciplines. 

3. Promote holistic, client-centered care 
throughout the OT process. 

 

DEVELOPMENT PROCESS 

The authors identified a significant challenge 
faced by therapists: effectively organizing the OT 
process within the constraints of a time-limited 
protocol while maintaining a client-centered 
approach and promoting systematic 
interdisciplinary care. This roadblock, rooted in 
multifactorial and contextual constraints such as 
financial and resource limitations, institutional 
policies, and the uneven distribution of 
occupational therapists, particularly in resource-
constrained settings, was observed in the 
authors’ clinical experiences and corroborated 
by existing literature. These factors underscore 
the need for a structured yet adaptable 
framework to address the complexities of 
delivering effective therapy under such 
conditions. 

To address this roadblock, the authors first 
initiated a preliminary search of the existing 
literature on time-limited protocols and 
frameworks. Subsequently, a group discussion 
synthesized key findings and gaps from the 
search and established the model objectives.  

Following this, the primary authors created the 
initial draft of the Time-limited OT Model. 
Specifically, the authors ensured that the model 
was founded on a robust theoretical framework 
and a comprehensive review of relevant 
literature. The primary authors then held a 
group discussion to provide an initial critique of 
the model. Thereafter, consultation was 
conducted with the last author, who provided 
additional insights and recommended further 
revisions. 

Utilizing the group discussion and consultation 
feedback, the primary authors revised the model 
to promote clarity, conciseness, and coherence. 
Subsequently, a manuscript was drafted 
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explaining the model’s theoretical foundations, 
components, and integration into OT practice. 
Two external experts reviewed the manuscript 
to promote rigor and trustworthiness. Based on 
expert feedback, the authors applied the 
necessary revisions to the manuscript.  

 

THEORETICAL BASES 

The Time-limited OT Model integrates multiple 
frameworks to provide a structured, client-
centered approach. Rooted in the Integrative 
Clinical Pathways Model, commissioned by AOTA 
and the Alliance for Comprehensive Integrated 
Pain Management, it emphasizes 
interdisciplinary collaboration and 
biopsychosocial assessment to guide 
intervention and outcomes.13 This approach 
aligns with the steps outlined in the Occupational 
Therapy Practice Framework (OTPF-4) and is 
organized using the Occupational Therapy 
Intervention Process Model.7,14 It also 
incorporates the holistic, contextual factors in 
the Canadian Practice Process Framework.15 The 
5 A’s Behavior Change Model (i.e., Assess, Advise, 
Agree, Assist, Arrange), adapted for self-
management, is a key component of the Post-
Intervention Review and Feedback process, 
ensuring clients receive clear, actionable 
feedback each session.16–18 During this review, 
the therapist and client assess progress, discuss 
strategies, and agree on the next steps, 
empowering the client to take an active role in 
their self-management. This model provides 
structured guidance on addressing barriers and 
reinforces independent practice outside therapy. 
For documentation, the SOAP (Subjective, 
Objective, Assessment, Plan) note method is 
used, integrating subjective and objective data to 
guide data-driven interventions. The model 
combines DE and GEL principles to balance 
therapy duration with flexible, client-centered 
goals, optimizing benefits within a limited 
time.2,3 Goal Attainment Scaling (GAS) further 
enhances goal-setting and progress tracking, 
using specific, measurable, attainable, relevant, 
and time-bound criteria and a 5-point scale.19 
Together, these elements create a 

comprehensive approach that supports effective, 
individualized OT care. 

 

CONCEPTUAL FRAMEWORK 

Phases 

The framework involves three phases: 
evaluation, intervention, and re-evaluation, 
grounded in a client-centered and occupation-
based approach. In the evaluation phase, the 
therapist assesses the client’s needs and 
collaborates on goals for therapy. During the 
intervention phase, the therapist integrates 
evaluation findings in devising interventions and 
tracks corresponding client progress. The re-
evaluation phase determines if the intervention 
has adequately improved the client’s 
occupational performance and entails 
appropriate recommendations. This process 
dynamically proceeds such that phases may be 
repeated as needed to target ongoing goals. 

Processes 

Screening. Screening is done before meeting the 
client to determine whether OT is needed. It 
involves evaluating the client’s biopsychosocial 
needs, collaborating with other providers, and 
deciding on an OT referral. When OT services are 
deemed unnecessary, the process ends, 
represented by a dotted arrow. Conversely, if OT 
services are needed, the process continues.  

Evaluation. The evaluation process involves 
creating an occupational profile, analyzing 
occupational performance, and synthesizing the 
evaluation process. The occupational profile is 
created through formal or informal interviews to 
gather information about the client’s background 
and contexts, aiding in establishing client-
centered outcomes. The analysis of occupational 
performance involves reviewing and analyzing 
data collected to form hypotheses about the 
causes of identified concerns. Specifically, this 
considers the various OT domains and identifies 
client-supporting and hindering factors that 
shape the intervention plan and impact 
outcomes. 
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Figure 1. Time-limited OT Model 

 
 

Analyzing the client’s performance in valued 
occupations involves using standardized and 
non-standardized measures, specifically in two 
areas: self-reported quality of occupational 
performance and observed quality of 
occupational performance. Informed by the 
SOAP notes model, the aforementioned sections 
enable the triangulation of subjective and 
objective data, respectively, thus facilitating 
comprehensive and client-centered assessment. 
Serving as an example of a subjective measure, 
the Canadian Occupational Performance 
Measure (COPM) assesses clients’ perceived 
occupational performance and satisfaction levels 
using a 10-point scale.20 Objective measures are 
used to gather information on the client’s 
cognitive, sensory, and motor functions, and how 
these interact with the client’s contexts and 
influence occupational performance. Common 
assessments include the Sensory Processing 
Measure, Manual Muscle Testing, and the Beery-

Buktenica Developmental Test of Visual-Motor 
Integration .21–23  

Synthesis of the evaluation process facilitates an 
integrated analysis of how each component 
influences occupational performance. This, in 
turn, enables the process of establishing, 
finalizing, and refining goals, which continues 
into intervention planning. 

Intervention Plan. Intervention planning takes 
place between the evaluation (i.e., Session 1-2) 
and the intervention implementation session 
(i.e., Session 2-3). 

According to the OTPF-4,7 intervention planning 
includes three steps:  

1. Selecting 

a. Objective and measurable 
occupation-based goals and related 
time frames 

b. OT intervention approach/es 
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c. Service delivery methods 

2. Considering potential discharge needs and 
plans 

3. Making recommendations or referrals to 
other professionals as needed. 

As mentioned, the evaluation process is dynamic, 
with ongoing goal refinement. Due to the time-
limited protocol, GAS is used for efficient 
outcome setting and measurement throughout 
the intervention and re-evaluation phases. 

Intervention Implementation and Review. 
The OTPF-4 describes intervention 
implementation and intervention review as 
follows7: 

“Intervention implementation is the process of 
putting the intervention plan into action and 
occurs after the initial evaluation process and 
development of the intervention plan” (p. 25). 

“Intervention review is the continuous process of 
reevaluating and reviewing the intervention 
plan, the effectiveness of its delivery, and 
progress toward outcomes” (p. 26). 

Due to the time-limited nature of the model, the 
intervention implementation and review ensues 
from Sessions 2-3 to n-1 through the performance 
of the following:  

Intervention Strategies. Interventions may 
focus on single or multiple aspects of the OT 
domain, such as specific occupations, contexts, 
performance patterns, and performance skills. 
Strategies to be used may include the following7:  

• Therapeutic use of occupations and activities 
• Interventions to support occupations 
• Education 
• Training 
• Advocacy 
• Self-advocacy 
• Group intervention 
• Virtual Interventions 

GAS. GAS will be used to objectively assess the 
client’s performance after each session by 
scoring their progress on defined levels (-2 to 2). 
This approach allows the therapist to document 
incremental gains and set realistic, measurable 
goals.  

Post-Intervention Review and Feedback. Using 
the 5 A’s Model, the therapist will engage the 
client in assessing their occupational 
performance, advise on intervention options and 
benefits, and agree on prioritized goals for 
sessions and home practice. The therapist will 
then assist the client by providing feedback and 
recommendations, such as home activities or 
specific strategies (i.e., short-term and/or long-
term applicability) during or after activities to 
address barriers and support occupational 
performance. A follow-up plan will then be 
arranged to monitor progress and ensure 
effectiveness. 

Post-Intervention Review and Feedback after 
each session act as safeguards, ensuring 
continuity if therapy is limited or ends early. In 
such cases, the therapist provides clear feedback 
and home strategies to help clients maintain 
progress, even without re-evaluation. Addressing 
premature therapy discontinuation, an issue 
targeted by the model, these safeguards use GAS 
and structured feedback: 

• GAS. Documents goals and progress, offering 
clients a clear plan for independent 
continuation or supported follow-up. 

• Post-Intervention Review and Feedback. 
Delivers actionable feedback and strategies 
for real-life application, fulfilling the 
therapist’s duty to ensure a safe and effective 
discharge. 

Premature discontinuation, often seen between 
Sessions 2-3 to n-1, is represented by a dotted 
arrow element to illustrate potential early 
terminations due to external factors. 

Outcomes and Recommendations. Outcomes 
and recommendations are addressed in the re-
evaluation phase, typically in the final session 
(i.e., Session n). As clients may not reach this 
phase, these steps are optional in the model; the 
dotted line indicates that this phase is ideal but 
not required. 

Outcomes. Outcomes are evident throughout the 
process. During evaluation, the therapist 
determines targeted outcomes in collaboration 
with the client, caregiver, and/or stakeholders. 
Moreover, outcomes are one of the 
considerations for intervention planning, 
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implementation, and review, and these processes 
should ultimately result in outcomes.  

According to the OTPF-4, the outcomes targeted 
in OT are summarized into the following7: 

• Occupational performance 
• Prevention 
• Health and wellness 
• Quality of life 
• Participation 
• Role competence 
• Well-being 
• Occupational justice 

The outcome is measured using the same 
methods used in the evaluation process. It is 
determined by comparing the client’s status at 
evaluation with the client’s status at discharge or 
transition. This may be done through the 
following outcome measures:  

• Objective Outcome Measures. According to 
OTPF-4, objective outcomes refer to 
measurable and concrete aspects of 
improved performance and are often derived 
from standardized assessments. Moreover, 
objective outcome measures are selected 
early in the process based on the following7:  

• Valid, reliable, and appropriately 
sensitive to change in the client’s 
occupational performance, 

• Consistent with targeted outcomes, 
and; 

• Congruent with the client’s goals and 
able to predict future outcomes. 

GAS is considered one of the objective 
outcome measures in addition to other tools 
used that are under the Observed quality of 
occupational performance of the evaluation 
process. 

• Patient-Reported Outcomes (PRO). 
Defined as “any report of the status of a 
patient’s health condition that comes directly 
from the patient, without interpretation of 
the patient’s response by a clinician or 
anyone else.”7  

In addition to the PROs gathered through an 
informal or formal interview, the 
assessment/s used for the self-reported 
quality of occupational performance under 
the evaluation process are also included 
under patient-reported outcomes.   

Following the example mentioned under the 
evaluation process, if the COPM, a self-report 
outcome measure, is used as a means for 
self-reported quality of occupational 
performance, this would be considered one 
of the PROs.  

Recommendations. During the 
recommendations process, the therapist 
determines whether to continue, modify, 
transition, discontinue, follow up, and/or refer to 
other services.7 

• Transition. When transitioning is needed, 
the therapist plans for the client’s transition 
in terms of the client moving from one 
setting to another and/or need for other 
services. Thus, referral to another OT service 
provider and/or other professionals, as 
necessary, is included in transition planning. 

• Discontinuation. Discontinuation is done 
when the client terminates services due to 
meeting set outcomes. 

Dosage or Number of Sessions 

The Time-limited OT Model combines the 
structured approach of the DE Model with the 
flexibility of the GEL Model to enhance 
therapeutic outcomes within limited time 
frames. The DE Model provides a foundation by 
linking therapy duration to outcomes, typically 
suggesting 8-12 sessions for significant progress, 
with most gains occurring early on.2 This guides 
practitioners in setting a structured session plan 
for measurable improvements from the outset. 
Meanwhile, the GEL Model introduces flexibility, 
allowing therapy duration to adapt to each 
client’s progress, recognizing that some clients 
may achieve results sooner while others may 
need  
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Figure 2. Utilizing the Time-limited OT Model 

 
 

additional time.4 Through tools like GAS, the 
model continuously evaluates client progress, 
allowing for tailored adjustments. This balanced 
approach, incorporating ‘boundaries responsive 
regulation’ from the GEL Model, creates an 
environment where clients actively shape their 
therapy. The Time-limited OT Model thus 
ensures a results-driven, client-centered 

approach that aligns with best clinical practices 
for optimized outcomes. 

 

Contexts 

The Time-limited OT Model includes three 
contexts: societal, practice, and models and 
frames of reference. Therapists, through 
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reflective practice, select suitable OT models and 
frames to guide client assessment and 
intervention, shaped by both the practice and 
societal contexts. The practice context includes 
personal and environmental factors; personal 
factors encompass the experiences, skills, and 
beliefs of both therapist and client, forming the 
therapist-client relationship, while 
environmental factors include cultural, social, 
and physical aspects of the therapy setting. The 
practice context is nested within the broader 
societal context, which includes cultural, 
institutional, social, and physical dimensions that 
influence clients’ occupational participation and 
the OT process. Together, the societal and 
practice contexts dynamically shape the course 
of therapy. 

Figure 2 outlines the Time-Limited OT Model for 
an 80-year-old inpatient, John, diagnosed with 
chronic cerebrovascular infarct and metastatic 
lung cancer, affecting his mobility, self-care, 
social, and leisure participation. The model is 
structured across three phases: Evaluation, 
Intervention, and Re-evaluation.  

1. Evaluation Phase (Session 1): John’s 
difficulties with daily activities (e.g., feeding, 
dressing) and social and leisure participation 
are assessed using standardized and non-
standardized tools. Factors such as strength, 
endurance, cognitive function, and 
environmental barriers are considered. His 
PM&R physician refers him to OT due to 
challenges in self-care, social, and leisure 
activities. 

2. Intervention Phase (Sessions 2-7): Goals are 
collaboratively set with John and his 
caregiver, targeting feeding, dressing, social, 
and leisure participation. Interventions are 
reviewed and adjusted iteratively, and 
safeguards (i.e., GAS and Post-Intervention 
Review and Feedback) are implemented to 
ensure continuity if therapy ends 
prematurely. 

3. Re-evaluation Phase (Session 8): John 
demonstrates progress, achieving a GAS level 
of +1 by participating in leisure activities 4-5 
times per week for 15-20 minutes with 
moderate assistance. COPM scores reflect 
improved performance and satisfaction. The 
therapist provides a home program, refers 

him back to his PM&R physician, and 
recommends discharge from OT services. 

The broader context includes societal 
(socioeconomic, cultural, and religious 
background) and practice settings (adult 
inpatient ward), guided by the PEO Model and 
Rehabilitative Frame of Reference. 

The sample case demonstrates the application of 
the Time-Limited OT Model in an adult physical 
dysfunction setting. However, the model is 
adaptable across diverse settings and 
populations, including clients with physical, 
cognitive, or mental health conditions. It is 
suitable for both pediatric and adult populations 
and can be effectively applied in outpatient 
clinics, community programs, and beyond. 

 

LIMITATIONS AND RECOMMENDATIONS 

In the development of the Time-limited OT 
Model, several limitations should be 
acknowledged. First, the absence of a participant 
sample means that findings are based on 
theoretical frameworks and practitioner insights 
rather than empirical data, which may limit the 
model’s validation and generalizability. 
Additionally, without longitudinal data, assessing 
the long-term effectiveness of the model remains 
challenging. To strengthen future iterations, pilot 
studies with diverse participant groups are 
recommended to gather empirical data. 
Incorporating structured feedback mechanisms 
and developing evaluation metrics would further 
enhance the model’s reliability and applicability 
across various clinical settings. 

 

CONCLUSION 

The Time-limited OT Model addresses a critical 
roadblock identified by therapists: effectively 
organizing the OT process within the constraints 
of a time-limited protocol while maintaining a 
client-centered approach and fostering 
interdisciplinary care. This challenge, rooted in 
multifactorial constraints such as financial and 
resource limitations, institutional policies, and 
the uneven distribution of occupational 
therapists in resource-constrained settings like 
the Philippines, underscores the need for a 
structured yet adaptable framework to navigate 
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these complexities. Integrating the DE and GEL 
models offers a balance between efficient 
treatment delivery and flexibility to meet 
individual client needs. The inclusion of 
safeguards, such as GAS and Post-Intervention 
Review and Feedback based on the 5 A’s Model, 
ensures structured and measurable feedback at 
each session. These tools support incremental 
progress, empower self-management, and help 
sustain therapeutic outcomes even if therapy is 
prematurely discontinued. GAS provides a clear 
and reliable way to track small, meaningful gains. 
At the same time, the 5 A’s Model enhances post-
session reviews, helping clients assess their 
progress, address barriers, and refine strategies 
for continued independent practice. By 
addressing the systemic and contextual barriers 
that complicate therapy provision, this model 
lays a strong foundation for delivering high-
quality, outcome-driven OT care in settings with 
limited therapy duration. While further 
empirical research is needed to validate its 
effectiveness, the Time-limited OT Model 
represents a significant step toward improving 
access to and equity in therapy services within 
resource-constrained environments, particularly 
in the Philippines. 
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