
Review article 113
The quality of physiotherapy care: the development and
application of quality indicators using scientific evidence and
routinely collected data embedded in the process of clinical
reasoning
Rob A.B. Oostendorpa,b,c,d, J.W. Hans Elverse, Emiel van Trijffelb,f,g
aScientific Institute for Quality of Healthcare,

Radboud University Nijmegen Medical Centre,

Nijmegen, The Netherlands, bDepartment of

Manual Therapy, Faculty of Medicine and

Pharmacy, Vrije Universiteit Brussel, Brussels,

Belgium, cDepartment of Physiotherapy,

International Research Group - Pain in Motion-,

Vrije Universiteit Brussel, Brussels, Belgium,
dPractice Physiotherapy and Manual Therapy,

Heeswijk-Dinther, The Netherlands,
eDepartment of Public Health and Research,

Radboud University Nijmegen Medical Centre,

Nijmegen, The Netherlands, fDepartment of

Education, SOMT University of Physiotherapy,

Amersfoort, The Netherlands, gDepartment of

Physiotherapy, Human Physiology and

Anatomy, Faculty of Physical Education and

Physiotherapy, Vrije Universiteit Brussel,

Brussels, Belgium

Correspondence to Prof. Rob A.B. Oostendorp,

PhD, PT, MPT, Oude Kleefsebaan 325, 6572

AT Berg en Dal, The Netherlands.

Tel: +31 024 642 3419;

e-mail: oostendorp.rob@gmail.com

Received 23 March 2019

Accepted 17 June 2019

Bulletin of Faculty of Physical Therapy 2019,

24:113–120
© 2019 Bulletin of Faculty of Physical Therapy | Publishe
Quality improvement has become a central tenet of physiotherapy care. Quality
indicators (QIs) as measurable elements of care have been used over the past 25
years to analyze and evaluate the quality of physiotherapy care. The aim of this
article is to describe the state of the art regarding the development and application
of QIs in physiotherapy primary care when embedded in a clinical reasoning
process. In contrast to international clinical practice guidelines, Dutch
physiotherapy clinical practice guidelines are generally based on the clinical
reasoning process in combination with best available evidence. Information
required to develop QIs is preferably derived by combining available systematic
review-based scientific evidence, guideline-based recommendations, and routinely
collected data with clinical evidence, professional expertise and standards, and
patient perspectives. A set of QIs (n=28) in patients with whiplash-associated
disorders was developed and embedded per step of the clinical reasoning process
in physiotherapy care: (a) administration (n=2); (b) history taking (n=7); (c)
objectives of examination (n=1); (d) clinical examination (n=4); (e) analysis and
conclusion (n=2); (f) treatment plan (n=3); (g) treatment (n=2); (h) evaluation (n=5);
and (i) discharge (n=2). The use of QIs represents a useful tool for measuring the
(improvement of) quality of physiotherapy primary care, as many evidentiary gaps
still exist in terms of diagnostics, prognostics, and treatment, and concerning
patient-related outcome measurements in different patient groups such as
patients with musculoskeletal pain. The recommended set of QIs embedded in
the clinical reasoning process for patients with whiplash-associated disorders can
be used as a starting point for the development of a general set of QIs that measure
the (improvement of) quality of primary care physiotherapy.

Keywords:
clinical practice guidelines, level of evidence, physiotherapy, quality indicator, routinely
collected data, scientific evidence real-world evidence

Bulletin of Faculty of Physical Therapy 24:113–120

© 2019 Bulletin of Faculty of Physical Therapy

1110-6611
This is an open access journal, and articles are distributed under the terms

of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0

License, which allows others to remix, tweak, and build upon the work

non-commercially, as long as appropriate credit is given and the new

creations are licensed under the identical terms.
Introduction
Quality improvement has become a central tenet of
physiotherapy care and a statutory obligation in many
countries [1]. There are numerous reasons why it is
important to improve the quality of physiotherapy
care, and these include enhancing the clinical
reasoning process and making best use of clinical
practice guidelines (CPG) and scientific evidence,
improving patient-related outcomes and safety, and
aligning care to what patients want in addition to what
they need. These factors have prompted many new
initiatives to develop and apply quality measurements,
that is, quality indicators (QIs), over the past decades
[2].

The purpose of this article is to describe the state of the
art regarding the development and application of QIs
in primary care physiotherapy when embedded in a
clinical reasoning process.
d by Wolters Kluwer - Medk
Defining quality indicators and clinical reasoning
QIs have been defined as ‘measurable elements of
practice performance for which there is evidence or
consensus that they can be used to assess the quality
of the care provided’ [3]. QIs may relate to structures
(such as staff, equipment, and appointment systems),
processes (such as clinical reasoning), or outcomes of
care (such as a patient’s functioning, disability, and
participation) [4]. QIs have been used over the past
25 years to analyze and evaluate the quality of
physiotherapy care [5,6]. Rational development of
QIs is preferably based on systematic reviews and
CPGs, supplemented by expert clinical experience
and patient perspectives and values. Process and
now DOI: 10.4103/bfpt.bfpt_4_19
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outcome indicators are also often based on patient
registration systems that encompass operationalized,
guideline-based recommendations as measurable
elements of clinical practice [3,4,7]. It is generally
accepted that the quality of patient registration
systems is a reliable indicator of the quality of care
[8].

In contrast to international CPGs, for example, for
whiplash-associated disorders (WAD) [9], low back
pain [10], and neck pain [11], Dutch physiotherapy
CPGs are generally based on the clinical reasoning
process in combination with best available evidence
[12]. Most Dutch physiotherapy CPGs and evidence
statements have been translated into the English
language under the auspices of the Royal Dutch
Association for Physiotherapy (KNGF), including
those on low back pain [13] and neck pain [14].

Clinical reasoning has been defined ‘as a process in
which the physiotherapist, interacting with the patient
and significant others, structures meaning, goals and
health management strategies based on scientific
evidence, clinical data, client choices and
professional judgment and knowledge’ [15,16].
Clinical decisions based on this clinical reasoning
process are not only related specifically to guideline-
based recommendations but are also consistent with a
more comprehensive approach to managing patients
with, for instance, musculoskeletal pain, such as
nonspecific low back pain or neck pain.

The clinical reasoning and decision cycle is an
internationally accepted concept that facilitates
problem solving and decision making in daily
practice. The transparency of the clinical reasoning
process, as provided by measurable elements such as
QIs, is considered a cornerstone of the quality of care
[7].
Development and application of quality indicators
Three issues are important when developing (content
validity and reproducibility) and applying
(acceptability, feasibility, reliability, sensitivity to
change, and predictive validity) QIs: (a) which
stakeholder perspective(s) are the indicators intended
to reflect, (b) what aspects of health care are being
measured, and (c) what evidence is available?

There are different stakeholders of physiotherapy care
(physiotherapists, patients, practice managers,
professional associations, health insurance
companies, policymakers, and politicians). Different
perspectives of stakeholders may need different sets of
QIs, particularly as stakeholders have different
perspectives about quality of physiotherapy care.
Physiotherapists tend to focus on the quality of
implementation and evaluation of CPGs, including
process and outcome indicators.

The most commonly used method for development of
QIs in the Netherlands is an iterated consensus rating
procedure (similar to that used internationally) [17]. A
number of Dutch studies of different patient groups
have generated a set of guideline-based QIs, expressed
as percentages ranging from 0 to 100%, with the
number of times a QI was met as the numerator and
the number of patients assessed as the denominator
[18–24]. We give a few examples from our study of
patients withWADs [23]. The numerator score for the
number of patients subjected to a methodically
performed history taking and recording of
sociodemographic characteristics (noted as yes) was
365; the extent to which examination objectives were
in agreement with patient’s history taking (noted as
yes) was 319, and the extent to which treatment goals
were in agreement with prognostic health profile and
time phase since accident (noted as yes) was 411. The
denominator was the number of patients who
participated in the study (N=457). The QIs were
79.9, 69.8, and 89.9%, respectively. To allow for
interpretation as performance targets, percentage
scores of QIs were categorized as negligible
(0–20%), weak (21–30%), very inadequate (31–40%),
inadequate (41–55%), sufficient (56–65%), substantial
(66–75%), good (76–85%), very good (86–95%), and
excellent (96–100%). The achieved QIs in the given
examples in our study were respectively good,
substantial, and very good.

As mentioned previously, a desired performance target
can be determined in consultation with different
stakeholders. The Dutch Royal Association for
Physical Therapy (KNGF), in consultation with
physiotherapists working in primary care, has set the
target standard for QIs concerning the steps of the
clinical reasoning process to a minimum of ‘substantial’
(66–75%). This minimum has been chosen to prevent
ceiling effects. Ceiling effects in this context refer to the
percentage of physiotherapists that have the highest
score possible, thus making it difficult to measure
relevant changes in the quality of physiotherapy care
over time.
Method of development and evidence supporting
quality indicators
The preferred method of QI development consists of
five steps: (a) extraction of recommendations from
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CPGs, patient-related outcome measurements, and
literature, particularly systematic reviews; (b)
transformation of recommendations into QIs by
phrasing them as the average degree (in %) to which
patients were subjected to a methodically performed
clinical reasoning process, including the level of
evidence supporting the formulated QIs graded from
levels I–IV, based on a national consensus document
[25]; (c) appraisal by an expert and user panel,
including scoring of the set of QIs on a five-point
Likert scale (1=not at all to 5=completely) based on
acceptability, feasibility, clarity, and relevancy to the
physiotherapy care process; (d) classification of process
indicators into the nine steps of the clinical reasoning
process; and (e) classification of outcome indicators in
accordance with the International Classification of
Functioning, Disability and Health (ICF) [26] such
as body functions, activity and participation, and
personal and environmental factors. For a detailed
description of the methodology involved in the
development of QIs for general practice, see
Campbell et al. [7], and for physiotherapy, see
Oostendorp et al. [22], Oostendorp et al. [23], and
Scholte [24].

The methods used for indicator development in
physiotherapy are now briefly explained by means of
a recently published example on the quality of
physiotherapy care in patients with WAD [23].
Recommendations (n=96) in relation to the
physiotherapy clinical reasoning process were
independently extracted by two specialized
physiotherapists from the Dutch CPG
Physiotherapy Management and WADs [27,28],
and the Quebec Task Force on WAD [29]. These
recommendations were then transformed into a set of
28QIs by phrasing them as the average degree (in %) to
which patients were subjected to a methodically
performed clinical reasoning process, for example,
the average degree (in %) to which patients
underwent a methodically performed history taking,
the average degree (in %) to which accident-related
information was noted, the average degree (in %) to
which treatment goals were determined and recorded
in agreement with individual prognostic health profiles
and the time phase since an accident, and the average
degree (in %) to which physiotherapymodalities agreed
with treatment goals and with time phases since an
accident.
From quality indicators to the process of clinical
reasoning and evidence support
In the aforementioned example, the set of QIs was
classified per step of the clinical reasoning process in
physiotherapy care, including the number of QIs and
the level of evidence per step: (a) administration (n=2);
(b) history taking (n=7); (c) objectives of examination
(n=1); (d) clinical examination (n=4); (e) analysis and
conclusion (n=2); (f) treatment plan (n=3); (g)
treatment (n=2); (h) evaluation (n=5); and (i)
discharge (n=2). A complete overview of these 28
indicators was recently published as a supplement to
our study [23]. Table 1 presents the complete set of QIs
(n=28) for the physiotherapy care process of patients
with WADs [23].

Only two indicators were supported by level I evidence
(psychometric quality of the outcome measures),
whereas five indicators were partly supported by level
II evidence (evidence combined with consensus).
Twenty-one indicators were supported by level IV
evidence (expert opinion and professional consensus
or standards). Most QIs were therefore based on level
IV evidence. Table 2 presents the levels of evidence per
step of the process of clinical reasoning.

Internationally, a number of clinical reasoning models
in physiotherapy have been described, such as
deductive reasoning versus narrative reasoning
[15,16]. In our study [23], the clinical reasoning
and decision-making process was based on a
combination of deductive and narrative reasoning,
which can be compared to internationally accepted
general instruments such as the Hypothesis-Oriented
Algorithm for Clinicians (HOAC II) [30,31].
Recently, a critical review described the utility of
the ICF model in facilitating clinical decision
making for physiotherapists and structuring the
documentation of assessments and interventions
[32]. The ICF model facilitates the process of
clinical reasoning and decision making but is not a
measurement tool for the quality of physiotherapy
care. The ICF facilitates ‘what to measure’ but not
‘how to measure the quality of care.’

Despite a general focus on clinical reasoning over the
past decades in medicine and physiotherapy, a method
of evaluating the clinical reasoning process that is both
objective and comprehensive has limited ability to
evaluate this process [33]. The Script Concordance
Test is one of the evolving tests which are considered to
be valid and reliable tools for assessing clinical
reasoning and judgment [34,35]. To the best of our
knowledge, the use of various clinical reasoning and
decision models in physiotherapy is not linked to a set
of QIs. This means, in effect, that (improvement of)
the quality of the clinical reasoning process in
physiotherapy care is barely measurable.



Table 1 Set of quality indicators for physiotherapy care process of patients with Whiplash-associated disorders: steps of clinical
reasoning, number of indicators per step, item measured, indicator, and level of evidence

Steps of clinical
reasoning (number of
indicators)

Item Indicator: the average degree (in %) in which
........

Level of
evidencea

I. Administration: 2 indicators (1–2)

Name, year of referral, referral, and medical
information

1. Patient’s information is shared IV

Period since accident, request for help 2. Patient’s request for help is noted IV

II. History taking: 7 indicators (3–9)

IIa.
Sociodemographic
characteristics

IIa. Age, sex, educational level, family status, and
employment status

3. Patients were subjected to a methodically
performed history taking, and
sociodemographic characteristics are noted

IV

IIb. Accident-related
information

IIb. location in vehicle, use of seatbelt, use of
positioned headrest, anticipated collision, type of
trauma, and time of onset of whiplash-related
complaints

4. Patients were subjected to a methodically
performed history taking, and accident-related
information is noted

IV

IIc. Preexistent
functioning and health
status

IIc. Preexistent activity limitations, participation
problems, and job-related problems

5. Patients were subjected to a methodically
performed history taking, and preexistent
functioning is noted

IV

IIc. Previous history of neck injury, preexistent neck
pain and/or stiffness, and/or irradiating arm pain,
preexistent pain else, comorbidity, and relevant
medication use

6. Patients were subjected to a methodically
performed history taking, and preexistent
health status is noted

IV

IId. Previous
diagnostics and
treatment

IId. Previous medical imaging neck diagnostics,
cervical soft collar after trauma, pain medication,
modalities of (manual) physiotherapy, and recovery
after previous treatment

7. Patients were subjected to a methodically
performed history taking, and previous
diagnostics and treatment are noted

IV

IIe. Current health
status and recovery
rate since accident

IIe. Impairments in musculoskeletal neck functions,
activity limitations, participation problems, and job-
related problems

8. Patients were subjected to a methodically
performed history taking, and current
functioning are noted.

IV

IIe. Recovery rate since accident, type and number
of complaints, type of signs and symptoms,
inventory prognostic factors, pain medication, and
asymptoms related to the presence of central
sensitization (asince 2009)

9. Patients were subjected to a methodically
performed history taking, and recovery rate
since accident, prognostic factors and the
presence of central sensitization are asked
and administrated

IV

III. Objectives of examination: 1 indicator (10)

IIIa Objectives of
musculoskeletal
examination

Examination objectives in agreement with patient’s
history taking and supplementary medical data,
choice of clinical musculoskeletal, neurological and
oto-neurological tests, and selection of
psychological questionnaires

10. Examination objectives in agreement with
patient’s history are noted, and choice of
clinical tests and psychological questionnaires
is noted

IV

IIIb. Objectives of
neurological
examination

IIIc. Objectives of
oto-neurological
examination

IIId. Objectives of
psychological
examination

IV. Clinical examination: 4 indicators (11–14)

IVa Musculoskeletal
examination

Cervical testing (observation of posture, range of
motion and palpation) in agreement with objectives
of musculoskeletal examination

11. The results of clinical evaluation of
cervical musculoskeletal functions testing are
noted

II–IV

IVb. Neurological
examination

Testing of sensory functions and pain, muscles
functions, reflexes and coordination, and testing of
cranial nerve functions (partly incorporated in oto-
neurological examination, particularly trigeminal
nerve) in agreement with objectives of neurological
examination

12. The results of clinical evaluation of
neurological functions are noted

IV

IVc. Oto-
neurological
examination

Standing and gait testing, dizziness test, positional
testing, eyes movement test in agreement with
objectives of oto-neurological examination

13. The results of clinical evaluation of
equilibrium and dizziness/vertigo are noted

IV

IVd. Psychological
examination

14. The results of examination of
psychological functions and tests are noted

II − IV

(Continued )
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Table1 (Continued)

Steps of clinical
reasoning (number of
indicators)

Item Indicator: the average degree (in %) in which
........

Level of
evidencea

Observation of pain behavior, and questionnaires
(Fear- Avoidance Beliefs Questionnaire − FABQ −
and Pain Coping Inventory − PCI)

V. Analysis and conclusion of diagnostic process: 2 indicators (15–16)

Classification whiplash-associated disorders, time
phase since accident, recovery in time since
accident, determination of health profile A/B/C,
prognostic factors, use of questionnaires, referral to
GP in case if insufficient or no results expected,
indication physiotherapy

15. Individual health profile addressed to the
whiplash injury since accident, an indication of
treatment prognosis, and an indication for
physiotherapy have been established and are
noted

II–IV

Presence of central sensitization 16. Presence of central sensitization is noted IV

VI. Treatment plan: 3 indicators (17–19)

Main treatment goals in different time phases since
accident and in agreement with individual health
profile, prognostic duration of treatment period and
prognostic number of treatment sessions,
pretreatment measures pain (VAS) and functioning
(NDI), treatment plan in agreement with patient

17. Treatment goals are methodically
determined and noted in agreement with
individual prognostic health profile, time phase
since accident, and with patient

IV

18. Prognostic treatment period and number
of treatment sessions are noted

IV

19. Pretreatment scores VAS and NDI are
measured and noted

I

VII. Treatment: 2 indicators (20–21)

Physiotherapy modalities with best available
evidence in different time phases since accident in
agreement with patient profile and treatment goals,
and check for side effects

20. Physiotherapy modalities in agreement
with treatment goals in time phases since
accident and health profile, and with best
available evidence are applied and noted

II–IV

21. Treatment effects and side effects are
noted in patient’s record

IV

VIII. Evaluation: 5 indicators (22–26)

VIIIa. Evaluation
during treatment

Perceived result per treatment goal, regular and
systematic evaluation and, if necessary, adjustment
of treatment goals and treatment modalities,
contact physician if insufficient treatment result

22. A methodically performed evaluation of
treatment goals and treatment modalities are
noted

IV

VIIIb. Final
evaluation

Final subjective and objective evaluation of
treatment goals, posttreatment measures (pain
(VAS) and functioning (NDI), global perceived effect
(GPE), return to work

23. Reached treatment goals and returned to
work are subjectively evaluated and noted

IV

Duration of treatment period and number of
treatment sessions at the end of total treatment

24. Posttreatment scores (pain (VAS) and
functioning (NDI)) are measured and noted

I

25. Global perceived effect is measured and
noted

II

26. Duration of treatment period and number
of treatment sessions are noted

IV

IX. Discharge: 2 indicators (27–28)

Reason for discharge, written report to physician in
copy to patient

27. A final report is written and noted IV

If necessary, arrangement of aftercare 28. Aftercare is arranged IV
aLevels of evidence: I=systematic review or more than 2 high-quality controlled trials or high-quality diagnostic studies or high-quality
psychometric studies; II=two high-quality controlled trials or high-quality diagnostic studies or high-quality psychometric studies; III: high-quality
noncontrolled trials or low-quality diagnostic studies or low-quality psychometric studies; IV: experts opinion and professional consensus or
standard.
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Incompleteness of clinical reasoning in randomized
clinical trials
Randomized clinical trials (RCTs) are commonly
conducted to estimate the effectiveness of
physiotherapy interventions. However, there are
many areas of physiotherapy care for which the level
of evidence is limited or entirely lacking, especially
within the setting of the primary care physiotherapy
practice.
In this context, a study by Maissan et al. [36] is
instructive as it provides insight into the
completeness of the clinical reasoning process in



Table 2 The number of quality indicators (n=28) per step of the clinical reasoning and decision processa and per level of
evidenceb

Step of clinical reasoninga Level of evidenceb I II III IV V VI VII VIII XI Total

I 1 1 2

II (2)c (1)c (1)c (1)c 1 1 (5)c

III

IV 2 7 1 2 (2)c 1 (1)c 1 (1)c 1 (1)c 3 2 20 (5)c

Total 2 7 1 4 2 3 2 5 2 28
aSteps of clinical reasoning: I administration (n=2); II history taking (n=7); III objectives of examination (n=1); IV clinical examination (n=4); v
analysis and conclusion (n=2); VI treatment plan (n=3); VII treatment (n=2); VIII evaluation (n=5); and IX discharge (n=2). bLevels of evidence:
level I=systematic review or more than 2 high-quality controlled trials or high-quality diagnostic studies or high-quality clinimetric studies; level
II=two high-quality controlled trials or high-quality diagnostic studies or high-quality clinimetric studies; level III=high-quality noncontrolled trials
or low-quality diagnostic studies or low-quality clinimetric studies; and level IV=expert opinion and professional consensus or standard. c()
variables of composite indicators on two levels of evidence (see supplement: dx.doi.org/10.17504/protocols.io.uthewj6). For instance: Step IV
Clinical examination: indicator 11 ‘The results of clinical evaluation of cervical musculoskeletal function testing are noted’: measurement range of
motion level of evidence II, and palpation level of evidence IV.
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RCTs. In most RCTs (n=122) involving patients with
nonspecific neck pain, the clinical reasoning process was
reportedly incomplete, specifically in the diagnostic
aspect of the process, with only 6% of the RCTs
including a complete diagnostic process [36]. Similar
findings were reported in the study of Smith and Bolton
[37] who found that RCTs (n=30) included in the
systematic review did not report diagnostic strategies
and criteria for spinal manipulative therapy in patients
with neck pain. These are important findings because it
reveals how often the effectiveness of physiotherapy and
manual therapy interventions is examined without a
prior adequate diagnostic and decision-making process.

These findings suggest that it is necessary to use other
methods todevelop, implement, andevaluate theprocess
of clinical reasoning, particularly the diagnostic steps of
this process. Themeasurement of (the improvement of)
the quality of physiotherapy care should be based on
professional consensus and a complete process of clinical
reasoning and decision making using a set of QIs from
the perspectives of physiotherapists as stakeholder.
Routinely collected data as supplement
The use of routinely collected data (RCD) is one of the
preferred methods to measure the (improvement of)
quality of physiotherapy care. RCD are collected in
practices for reasons unrelated to research or prior
research questions and are increasingly used in
retrospective research. Nevertheless, RCD are not a
substitute for RCTs [38] but they are a necessary
counterpart, allowing measurement of the quality of
the clinical reasoning process using QIs. Data from
daily practice are readily available (although accuracy
and completeness may vary) and represent a potentially
rich source of information on large numbers of patients
with diverse conditions. Use of existing data is less
demanding and has fewer ethical constraints than
planning, funding, and executing long-term pragmatic
or experimental studies. RCD are diverse, available
worldwide in both hospitals and general practice, and
include clinical information from electronic health
records, disease registries, and epidemiologic
surveillance studies. Examples of RCD in primary
physiotherapy care are, nevertheless, scarce [23,39].

QIs derived from RCD may cover the steps of the
clinical reasoning and decision-making process (e.g.
from the objectives of an examination to a clinical
examination or from treatment goals to
physiotherapy modalities that agree with treatment
goals) or outcome measures (e.g. pretreatment and
posttreatment of pain and functioning). However,
proper use of RCD may require certain challenges to
be overcome [40]. Accordingly, to improve the quality
of reporting of studies that use RCD in physiotherapy,
a checklist of items − guidelines for REporting of
studies Conducted using Observational Routinely
collected Data (RECORD) − has been developed
[41] and adopted by journal editors (including the
Journal of Orthopedic & Sports Physical Therapy) [42].

Despite the limitations of RCD studies, we expect that
the results of studies using RCD could plausibly act as
preliminary evidence regarding the completeness of the
physiotherapy clinical reasoning and decision-making
process and could be used to improve the design of
future RCTs. In summary, although improvement of
RCT quality is an important goal, broadening our focus
to include the improved, accurate documentation of
patient records is also a worthwhile goal.
Concluding remarks
Quality improvement has become a central tenet of
health care, primarily in hospitals but increasingly also
in primary care physiotherapy. A variety of methods
can be used in processes of quality measurement and
improvement. One of the most commonly used
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methods is the development and application of QIs as
measurable elements of care. Information required to
develop QIs is preferably derived, using systematic
methods, by combining available systematic review-
based scientific evidence and CPG recommendations
with clinical evidence, professional expertise and
standards, and patient perspectives.

The use of QIs derived from RCD represents a useful
tool for understanding the quality of physiotherapy care,
asmanyevidentiarygaps still exist in termsofdiagnostics,
prognostics, and treatment, and concerning patient-
related outcome measurements in patient groups such
as those with low back pain or neck pain.

The combination of different sources of evidence
regarding physiotherapy management in patients
with diverse conditions in primary care may provide
a broader view of the clinical reasoning process, and a
more comprehensive and realistic view of the
(improvement of) quality of routine practice
compared with data gathered exclusively during an
RCT.

The recommended set of QIs embedded in the clinical
reasoning process for patients with WAD can be used
as a starting point for the development of a general set
of QIs that measure the quality of primary care
physiotherapy.

International consensus on a set of QIs embedded in
the physiotherapy clinical reasoning process, and on
performance targets and scoring procedures, would
improve the comparability of studies of the quality
of physiotherapy care.
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