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Background and Purpose. Determining treatment frequency and duration of
physical therapist services is an important component of outpatient pediatric phys-
ical therapist practice, yet there is little research available to inform these decisions.
Treatment frequency guidelines (TFG) can assist decision making in guiding pediatric
physical therapy. The purpose of this project was to examine the feasibility and
application of implementing TFG in hospital-based pediatric outpatient physical
therapy.

Project Description. Previously developed TFG were modified for use in our
pediatric outpatient physical therapy department to include duration and were
referred to as treatment frequency and duration guidelines (TFDG). In order to
successfully implement the TFDG, there were 2 phases to the project. In phase 1, the
staff were provided the guidelines and procedures in a staff meeting and via email
using a PowerPoint presentation. Phase 2 was initiated due to the poor response of
the staff in implementing the guidelines in their practice after phase 1. The format
was changed to include formal re-education via small-group and one-on-one educa-
tion sessions (phase 2). Chart reviews were completed to assess therapists’ adher-
ence to using TFDG.

Outcomes. Therapists’ adherence to use of TFDG increased following re-educa-
tion: phase 1 (n�225 charts, 31% adherence) and phase 2 (n�197 charts, 90%
adherence).

Discussion. Treatment frequency and duration guidelines may assist in guiding
frequency and duration decisions in pediatric physical therapy. Education via
in-person meetings may improve adherence among staff.
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Determining appropriate treat-
ment frequency and duration
of physical therapist services

is an important component of pedi-
atric physical therapist practice, yet
there is little research available on
inform the best way to make these
decisions.1 The treatment frequency
and duration of care determined for
various pediatric conditions can lead
to opposing views between care pro-
viders and families, particularly in
the absence of evidence to inform
these decisions.2 The determination
of treatment frequency and duration
of care has become increasingly
important due to the Affordable Care
Act,3,4 which has led to changes in
health care and insurance benefits.
In addition to planning care and
intervention for the patient, pediat-
ric physical therapists have the
responsibility of showing the value
for their services to the patient and
family, the facility where services are
delivered, other health care provid-
ers, and insurance and third-party
payers. Determining the frequency
and duration of care is essential in all
settings for patient care but is
extremely important in an outpatient
pediatric setting, given a history of
service provision without clear evi-
dence for frequency and duration of
care.2

In an effort to provide the appropri-
ate, patient-specific level of services,
episodic care is important to con-
sider when discussing frequency and
duration of services. Episodic care
refers to the delivery of specific
health care services for a specific
medical problem or illness for a spe-
cific period of time. In patients with
long-term health problems, episodic
care can be utilized to address a spe-
cific need related to that health prob-
lem.5 The Guide to Physical Thera-
pist Practice (Guide 3.0) defines an
episode of physical therapy care as
“The managed care provided for a
specific problem or condition during
a set time period. The episode can be

either for a short period or on a con-
tinuous basis, or it may consist of a
series of intervals marked by 1 or
more brief separations from care.”6

Some patients may require multiple
episodes of care, at various frequen-
cies, throughout their life span given
the nature of their diagnoses (eg,
cerebral palsy).7 Episodic care for
pediatric patients has been studied
in terms of intermittent intensity of
treatment, frequency of treatment,
and the perception of the parents
and therapists. Researchers have
found that short-duration, intensive,
and episodic physical therapy mod-
els followed by rest periods resulted
in higher adherence and improve-
ment in motor performance, as well
as both parents and therapists per-
ceiving that the child attained their
goals more rapidly.8–10 An episodic
care approach also may be more
amenable to parents of children with
chronic conditions, who may prefer
breaks between episodes of therapy
to allow for a rest period and to par-
ticipate in other community activi-
ties as opposed to receiving therapy
for an indefinite length of time.8

According to the Guide 3.0, “The
plan of care consists of statements
that specify the goals, predicted level
of optimal improvement, specific
interventions to be used, and pro-
posed duration and frequency of the
interventions that are required to
reach the goals and outcomes.6 As
stated in the second edition of the
Guide, “The plan of care therefore
describes the specific patient/client
management and the timing for
patient/client management for
the episode of physical therapy
care.”7(p38) The plan of care is a com-
ponent of the clinical decisions that
physical therapists must make in
appropriately serving their patients.
Specifically, several factors have
been identified that should guide a
pediatric physical therapy plan of
care, including: the child’s and fam-
ily’s ability and readiness to partici-

pate, the potential benefit of a cur-
rent episode of care, the current
stage of development, the level of
therapist skill needed, a method and
setting of service delivery, and fre-
quency and duration.1,2,11 Recently,
the American Physical Therapy Asso-
ciation (APTA) Section on Pediatrics
convened a research summit that
identified a need to address ways to
determine appropriate dosing for
pediatric patients. Dosing was
defined as intensity, time, and type
of intervention as well as the fre-
quency of services; all of the vari-
ables listed were noted as having the
potential to increase the treatment
efficacy.12–14

Bailes and colleagues11 developed
treatment frequency guidelines
(TFG), which can assist with treat-
ment frequency decision making in
pediatric settings. The TFG were
developed at a large pediatric hospi-
tal based on task force meetings to
meet the needs of the institution.
The guidelines are designed to be
used across inpatient and outpatient
settings and include the factors pre-
viously discussed: readiness of chil-
dren and family, potential to benefit
from therapy, and amount of thera-
pist skill required. The TFG focus on
frequency, with frequency catego-
ries based on the level of need for
physical therapist services, and are
defined as follows: intensive (3–11
times per week), weekly/bimonthly
(1–2 times per week or 2 times per
month), periodic (monthly or regu-
larly scheduled intervals), and con-
sultative (as needed). These guide-
lines provide a good starting point
for decision making regarding fre-
quency for pediatric patients but do
not include guidelines for duration
of care or define end points for
therapy.

The purpose of this administrative
case report is to describe a quality
improvement (QI) initiative that
examines the implementation of
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treatment frequency and duration
guidelines (TFDG) to guide episodes
of care in a hospital-based pediatric
outpatient physical therapy depart-
ment. Specifically, the goal of this
project was to implement and mon-
itor the use of the TFDG.

Case Description:
Target Setting
The Children’s Hospital of Philadel-
phia (CHOP) is a large academic
pediatric health care system in an
urban setting. The physical therapy
department provides services in the
acute care, inpatient rehabilitation,
sports medicine, and hospital-based
outpatient settings. We initially tar-
geted only the outpatient sites to roll
out the TFDG in our department.
The hospital-based outpatient ser-
vices primarily meet the physical
therapy needs associated with a
medical diagnosis, procedure, or
intervention, in contrast to commu-
nity pediatric services, which are
often more developmental in nature.
All CHOP outpatient physical ther-
apy settings: main hospital (Philadel-
phia) and satellite locations in Penn-
sylvania and New Jersey, with the
exception of sports medicine, were
targeted for this QI project. Approx-
imately 2,000 to 2,500 patients are
seen in the outpatient physical ther-
apy department each year.

In today’s era of accountable health
care, our physical therapy depart-
ment began to discuss ways to dem-
onstrate the value of physical thera-
pist services in terms of providing

appropriate levels of services as
opposed to providing services based
on standard practice of weekly ther-
apy over the course of several years.
Improving frequency and duration
decision making for the pediatric
population may allow families and
health care professionals to see the
value of the physical therapist ser-
vices and support families in under-
standing how to utilize the services
for their child with chronic disabilities.
The original frequency guidelines
developed by Bailes et al11 were gen-
erally applicable to our setting and
could assist in plan of care decision
making; however, the absence of
duration guidelines made it difficult
to apply them to episodic care,
which is a focus of outpatient service
delivery at our institution. Thus, in
discussion with physical therapist
departmental leadership, we modi-
fied the original guidelines to
include duration recommendations
(ie, TFDG).

Together with the outpatient super-
visor, we identified TFDG as a way to
provide a tool for outpatient thera-
pists to make decisions about treat-
ment frequency and duration. Prior
to this project, some therapists were
using the TFG created by Bailes et
al11 but without a formal departmen-
tal standard in place. A group con-
sisting of outpatient physical therapy
leadership and several outpatient
staff members developed the TFDG
by adding duration recommenda-
tions and discussing how the recom-
mendations would be used. The

physical therapy department leader-
ship team agreed that the depart-
mental standard would be to use
TFDG to inform plan of care decision
making in the outpatient practice
areas, and that a QI initiative
monitoring implementation was
indicated.

Development of the Process
We developed a standardized
method for using the guidelines in
our facility to allow for implementa-
tion and monitoring of the use of
TFDG. First, together with the phys-
ical therapy leadership team, we set
a departmental policy, defining the
use of TFDG as the standard of prac-
tice for all outpatient therapists,
including the main hospital and all
satellite locations. Sports medicine
patients and outpatient research par-
ticipants were excluded, as the fre-
quency of care provided in these
programs is guided by specific
multidisciplinary clinical guidelines,
algorithms, treatment protocols, and
research intervention protocols. Sec-
ond, we modified the TFG by adding
duration guidelines for each treat-
ment frequency category (Table).
Duration guidelines were based on
current practice by clinical special-
ists at our facility and informed by
the limited literature regarding
pediatric duration recommenda-
tions.9,10,15,16 Third, we developed a
brochure describing TFDG to distrib-
ute to patients and families at the
time of initial physical therapist eval-
uation (typically, the patient’s first
interaction with the outpatient phys-

Table.
Modified Treatment Frequency and Duration Guidelines

Intensity Definition Criteria

Intensive 3–5 times per week Frequent visits for limited length of time, typically of short duration: 2–6 wk

Weekly 1–2 times per week Depends on length of time required to meet goals: at least 4 wk, and no more than 12 wk

Bimonthly 2 times per month Typically longer in nature, often 1–3 mo

Periodic Monthly or regularly scheduled intervals Typically longer in nature, up to 3–6 mo

Consultative As needed Patient has been discharged from regularly scheduled therapy and consults with therapist
only when certain needs arise

Implementing Treatment Frequency and Duration Guidelines
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ical therapy staff). The outpatient
physical therapy supervisor and
physical therapy department man-
ager set the standard that each family
would receive the brochure and edu-
cation regarding TFDG at the initial
evaluation, and therapists would
document distribution and discus-
sion of TFDG in the electronic med-
ical record system (EMRS). Finally, to
decrease the burden on therapists,
we and the outpatient physical ther-
apy supervisor developed a folder
with all pertinent documents for
families to receive, and therapists to
review, at the initial evaluation. The
folder contained the TFDG bro-
chure, a welcome letter, the atten-
dance policy, and a Health Insurance
Portability and Accountability Act
(HIPAA) form. This folder was dis-
tributed to families by support staff
at check-in for the initial appoint-
ment. The policy and procedure,
folder distribution, and information
regarding TFDG were introduced to
therapists in phase 1 of the QI
project.

Application of the Process
Figure 1 illustrates the process used
to evaluate the implementation of
TFDG.

Phase 1: initial implementation.
For the initial implementation of the
TFDG, we chose a straightforward
approach to inform the staff of the
new policy and procedures. The out-
patient supervisor provided the out-
patient physical therapy staff with
information and philosophy for the
TFDG, describing the role and use of
TFDG, the frequency and duration
categories, the policy and procedure
standard for implementation of the
brochure and folders, and the
method for documentation. Approx-
imately half of the outpatient thera-
pists were presented the information
at an on-site staff meeting, whereas
the remaining staff, who were pri-
marily located at satellite offices,
received an e-mail with the informa-
tion attached in a PowerPoint pre-
sentation. The approach selected to
inform the staff is a traditional model
of continuing education using learn-
ing principles for practicing clini-
cians.17,18 This traditional method,
using a Power Point presentation,
appeared to be appropriate to meet
our objectives of implementing the
new TFDG and to promote change in
practice behavior of the physical
therapists while meeting the time
constraints of daily operations.17 We
used these strategies based on adult
learning theories that have been

used for many years in continuing
education instruction.

To evaluate therapist adherence and
implementation of the TFDG, EMRS
chart reviews of 10 consecutive ini-
tial evaluations per outpatient thera-
pist were completed. The chart
reviews assessed for therapist adher-
ence to the guidelines, which was
defined as clear documentation that
the TFDG were reviewed with the
patient and family. The chart reviews
began 2 weeks after an informational
session was provided to outpatient
staff members. Reviews of charts
from every treating outpatient thera-
pist at all outpatient locations were
included. For therapists who treated
patients at multiple locations, the
first 10 consecutive evaluations com-
pleted by each therapist, regardless
of site, were used. This method was
chosen to capture the “typical”
patient population at any given time
by each therapist and within our out-
patient setting as a whole. Each ther-
apist’s schedule was examined to
identify the initial evaluations. Then,
using the EMRS, we reviewed charts
to determine inclusion and docu-
mentation of TFDG use. Only charts
that resulted in an episode of care
were included; one-time evaluations,
specialty multidisciplinary clinic

Implemented 
Treatment 
Frequency 
Guidelines 
(Phase 1)

Phase 1  
Chart Reviews:  

n=225

Comprehensive 
Re-education 
Sessions – 1:1 
or Small Group 

(Phase 2)

Phase 2  
Chart Reviews: 

n=197

Preliminary Analysis

Figure 1.
Evaluation process.
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evaluations, and re-evaluations were
excluded.

Chart reviews from the initial imple-
mentation phase revealed that TFDG
were distributed and documented in
only 31% of the charts reviewed
(Fig. 2). As a result, we reviewed the
implementation process and deter-
mined that a different educational
approach was needed to improve
adherence to the TFDG and to pro-
mote change in clinical practice.16–18

Phase 2. Phase 2 was initiated due
to the poor response from the clini-
cians in implementing the TFDG dur-
ing phase 1. The low implementa-
tion rate suggested that changing
clinicians’ practice for a long-
standing cultural practice in pediat-
ric physical therapy (ie, treating
pediatric patients with chronic dis-
abilities for an extended period of
time) was going to be a challenge.18

In reviewing the literature on learn-
ing strategies and changing clini-
cians’ practice, we recognized that it
would require essentially changing
the cultural practice of the clinicians
as a group. According to Fox and

Bennett,17 traditional approaches to
continuing medical education,
which is what we used in phase 1,
have limited impact on learning and
professional development and result
only in change in clinicians’ practice
when used in conjunction with
other strategies, including organiza-
tional learning and self-directed
learning. We reviewed adult learning
theory (andragogy), focusing on
behavioral change and the experi-
ence of the clinicians,20,21 with the
goal of influencing clinicians’ behav-
ior and promoting organizational
learning by infusing a change into
the clinicians’ practice and the cul-
ture of practice.17,19 Cook and
Yanow21 defined organizational
learning in the following manner:
“Organizations are seen as cultures,
they are seen to learn through activ-
ities involving cultural artifacts, and
that learning, in turn, is understood
to entail organizations’ acquiring,
changing, or preserving their abili-
ties to do what they know how to
do.”22(p386)

In an attempt to promote the orga-
nizational change and effect a

change in a long-standing cultural
practice, we used adult learning
strategies with transformational
learning theories.18,19 We included
the 3 key elements of transforma-
tional learning identified by Merriam
and Caffarella20: experience, critical
reflection, and development. In
transformational learning, the clini-
cians needed additional education to
understand why the new guidelines
were being instituted and to under-
stand the concept and philosophy of
episodic care. They needed the
opportunity to use the guidelines to
work through philosophical or clini-
cal decision-making challenges, as
well as support as they reflected and
worked through a potential cultural
shift in clinical practice. Finally, the
clinicians needed to use the guide-
lines immediately after receiving
one-on-one education so that any
questions could be addressed or
problems solved as they worked
through the cultural shift.20,21

In contrast to the large-group staff
meeting informational session or
email correspondence in phase 1, in
phase 2 therapists were re-educated

Figure 2.
Adherence to departmental policy for the use of treatment frequency guidelines.
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via small groups, which provided the
opportunity for group learning, and
one-on-one sessions based on their
practice location and schedules. The
educational sessions included a
review of the role of TFDG, initial
findings from phase 1, the rationale
and philosophy for an episodic care
model, and a discussion on the appli-
cation of TFDG in their clinical prac-
tice. The sessions took place in the
therapists’ practice location; thus, 3
therapists received one-on-one edu-
cation, and the majority (n�14) par-
ticipated in small groups of 2 to 7
therapists. We reviewed the educa-
tional materials (folder, brochure,
PowerPoint presentation that was
used in phase 1 expanded to include
additional background information,
and phase 1 adherence data). We
provided these sessions to encour-
age clinicians to openly voice any
concerns or questions regarding the
use of TFDG with individuals or as a
group. Following the sessions, staff
signed off that they understood the
TFDG was the standard of practice at
our facility. The in-person education
format allowed for an interactive dia-
logue with therapists regarding the
rationale for use of TFDG, examples
of how and when to apply certain
TFDG categories, strategies to initi-
ate conversations with families who
may be resistant to TFDG, and doc-
umentation options. Two weeks
after completion of the staff educa-
tion component of phase 2, chart
reviews were completed in the
EMRS in the same manner as the
chart reviews completed following
phase 1 (see “Development of the
Process” section for details on chart
reviews).

Outcome
A total of 225 charts were reviewed
in phase 1, and 197 charts were
reviewed in phase 2. In phase 1 chart
reviews, 31% of the charts showed
adherence to the standard (clear doc-
umentation that the frequency
guidelines were reviewed with the

patient and family), whereas 90% of
the phase 2 charts showed adher-
ence to the standard (Fig. 2). Phase 1
included 22 physical therapists, with
7 adhering to the standard in �50%
of their charts, 5 adhering in �50%
of their charts, and 10 not adhering
to the standard in any of their charts.
In contrast, phase 2 included 17
physical therapists, with 16 adhering
in �50% of their charts and 1 adher-
ing in �50% of the charts.

Discussion
The implementation of a departmen-
tal policy on the use of TFDG repre-
sents a way to make tools for deci-
sion making regarding treatment
frequency and duration available to
pediatric physical therapists. Using
guidelines inclusive of duration
guidelines, as used in this case
report, also helps to provide
decision-making tools to guide epi-
sodic care. This administrative case
report suggests that using adult
learning strategies, focused on indi-
vidual and organizational change,
may improve adherence among
staff.17–21 Educational strategies tar-
geted at promoting learning and
changing clinical practice culture
included in-person education, pro-
viding opportunities for individual
and group learning, as well as discus-
sion and reflection. The strategies
used in phase 2 to educate the staff
appear to be the more efficient and
effective approach to effect change
in the clinicians’ practice and is the
approach that is recommended to
implement this type of change in cli-
nician behavior. These strategies are
supported in the literature focused
on professional learning resulting in
organizational and cultural change in
practice.17–19 This component may
be an important contributing factor
to successfully using TFDG to guide
physical therapy frequency and dura-
tion prescription in pediatric set-
tings. The use of comprehensive
education resulted in 90% adher-

ence, a substantial improvement
over phase 1.

The assumptions that can be drawn
from this administrative case report
are limited by the QI approach used.
We were able to implement a formal
program modeled after existing fre-
quency guidelines and provide ther-
apists with the tools to use TFDG to
guide plans of care. For some thera-
pists, this approach represents a shift
in philosophy of pediatric physical
therapy care from ongoing therapy
throughout a child’s life span to epi-
sodic care.2 We acknowledge that
there is often resistance when new
guidelines or policies are imple-
mented in an established clinical
department, and various forms of
ongoing education are necessary to
ensure continued adherence to such
a change.19 Based on the outcome of
this project and the desire of the
leadership to foster a continued cul-
tural shift toward episodic care,
every new outpatient staff member
is provided with education regarding
the use of TFDG. In addition, the
PowerPoint educational materials
were added to the annual depart-
ment education for all outpatient
staff.

By providing general guidelines to
apply across patient populations,
TFDG may improve therapists’ abil-
ity to prescribe appropriate fre-
quency and duration of care.
Although the original TFG were pub-
lished previously, they were adapted
for use in our facility, with the addi-
tion of discussion of duration in the
guidelines. We do not have data to
inform how the use of TFDG affects
patient outcomes or quality of care;
however, this administrative case
report demonstrates therapists’ abil-
ity to change behavior by imple-
menting TFDG to guide plans of
care. Future work will focus on the
provision of appropriate dosing and
timing of rehabilitation services in
line with health care reform.13,14,23
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The outcomes of this administrative
case report provide support for the
feasibility of implementing and
applying TFDG in a hospital-based
pediatric outpatient setting. The
information from this case report
may provide the basis for future
research examining the use of the
TFDG in pediatric practice. Future
work may evaluate the accuracy of
physical therapists’ ability to predict
the treatment frequency and dura-
tion of episodes of care by compar-
ing prescribed versus actual num-
bers of weeks and sessions. Future
work also may evaluate the effect on
quality of care for various popula-
tions, patient outcomes, and cost of
care or reimbursement24 when
TFDG are used to guide pediatric
physical therapy care. It also will be
important to examine therapists’,
physicians’, and parents’ percep-
tions of a culture shift to using
TFDG.

All authors provided concept/idea/project
design, writing, and data collection and
analysis. Dr Hanson provided project man-
agement. Dr Nixon-Cave provided consulta-
tion (including review of manuscript before
submission). The authors acknowledge all
physical therapy outpatient staff who partic-
ipated and supported this project, as well as
department leadership in supporting this
initiative.
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