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Appendix 1 Development of the quality improvement program 1 

In the developmental phase of the program we applied participatory action research principles to facilitate 2 

relationship building and cross-sharing of knowledge and best practices between program developers and end-3 

users.[1] The program was developed from September 2014 to January 2015 by the research group (n=4) in 4 

collaboration with experts in QI research (n=4) and a stake-holders group (n=9) containing four members of the 5 

Royal Dutch Association for Physiotherapy (KNGF), one professional auditor, and four physiotherapists working 6 

in primary care including two leaders of networks of end-users. Six meetings were scheduled with the 7 

stakeholder group; experts were consulted more frequently.  8 

We conducted the following steps to build the program: 1) exploring the existing literature on self- and peer 9 

assessment of clinical and organisational performance, including the measurement instruments being used, 2) 10 

identifying existing theory on QI, 3) designing the program including the development of performance 11 

indicators and testing procedures, 4) developing software to support the self-assessment, peer assessment and 12 

clinical audit process, and 5) development of a program guide. 13 

Exploring the existing literature 14 

A scoping review of the scientific literature and grey literature was conducted to identify relevant peer 15 

assessment practices focusing on competency assessment in primary care. Relying on prior research of 16 

our research group on the effectiveness of peer assessment [2,3] and supported by literature on 17 

effective QI interventions [4–6], the QI was developed.  18 

Identifying existing theory 19 

We mapped relevant theories, the underlying constructs and explicated how we operationalized these 20 

constructs in our program design. Box 1 shows an overview.  21 

 22 

 23 

 24 

 25 
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Box 1  Theories used to build and to implement the QI program 

Theory Underlying constructs used  Operationalization of constructs 

Social constructivist  

learning theory [7] 

Contextual learning, collaborative 

learning, active participation, and 

knowledge construction to enhance 

attention, storage, and retrieval of 

knowledge from memory. 

Presenting authentic clinical problems 

(client records and video-recordings) to 

approach clinical practice as much as 

possible. 

Enhancing active participation by using a 

performance based QI strategy. 

Using face-to-face discussion to share 

knowledge and deepen understanding. 

Self-regulated  

learning theory [8,9] 

Applying meta-cognitive strategies to 

enhance readiness for change and to 

guide the professional development 

process. 

Conscious goal setting based on self-

assessment and peer assessment results.  

Situated  

learning theory [10,11] 

Learning in the context of daily practice to 

bridge the gap between learning context 

and application context. 

Delivering the program within 

communities of practice that share the 

same setting or the same interest. 

Social cognitive  

learning theory [12] 

Enhancing the development of self-

efficacy beliefs by performing the new 

behavior and experiencing the 

consequences of that behavior (mastery 

experience). 

Exposing professional behaviors for 

critical appraisal. 

 Enhancing the development of self-

efficacy beliefs by observing peer behavior 

and the consequences of that behavior 

(vicarious experience). 

Observing a peer’s performance. 

Feedback Intervention 

Theories addressing 

performance 

improvement in health 

care [13–15] 

Providing ‘feedback’ (knowledge of 

results) and ‘feed forward’ (guidance for 

self-regulated improvement) based on 

standards of performance. 

 

Theory of planned 

behavior [16] 

Changing attitudes and subjective norms 

toward the new behavior and enhancing 

the development of self-efficacy beliefs. 

Introducing peers to the assessor 

perspective. In appraising a peer’s 

performance, assessors need to develop 

an understanding and a mutually 

accepted quality standard to deliver 

credible performance feedback.  

Diffusions of 

innovations theory 

[17] 

Aligning the QI program to the context of 

end-users.   

Using knowledge brokers to bridge the 

gap between program developers and 

program users. 

 1 

Designing the program including the development of performance indicators and testing procedures 2 
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The development of performance indicators was informed by the Dutch professional profile 1 

for physiotherapists [18] which includes a set of competency domains and corresponding 2 

global performance indicators according to the Canadian Medical Education Directives for 3 

Specialists (CanMeds),[19] and in line with the quality indicators of the Institute of 4 

Medicine.[20] We selected three domains of professional performance, strongly related to 5 

client-centeredness, effectiveness (including evidence based practice), and transparency of 6 

physiotherapy services: 1) record keeping, 2) client communication, and 3) organisation and 7 

management of private physiotherapy clinics. Informed by the professional profile of the 8 

physiotherapist [18], we developed global performance indicators for client communication, 9 

record keeping, and clinic organisation and management. A series of consensus meetings 10 

with experts were organized to discuss the three sets of global performance indicators and 11 

scoring criteria. Finally the stakeholder group approved all the quality indicators. Appendix 12 

1a-c shows the competency domains, sub-domains, corresponding performance indicators 13 

and their relationships with quality domains including the scoring criteria. Evidence based 14 

practice is the corner stone of clinical reasoning and decision making in physiotherapy 15 

practice as described in the KNGF Professional profile and the KNGF-guideline for record 16 

keeping [18,21]. The KNGF-guideline for record keeping  literally states that “physiotherapists 17 

can – and sometimes need to - deviate from clinical practice guidelines in individual cases.  18 

Physiotherapists who do not adhere to guideline recommendations should motivate this 19 

choice in the client’s record”.   20 

 21 

Developing software to support the self-assessment, peer assessment, and clinical audit process 22 

Together with the software company Compusense Business Avionics B.V.[22] we developed a 23 

web-based performance assessment system. They adhered to all the regulations relating to 24 

privacy of personal data for both clients and participants. Access to information was limited 25 
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and regulated according to the participant’s role. Figure 1 shows a screen shot of the 1 

introduction page. The icons give access to different functions. 2 

Figure 1 3 

 4 

 5 

Developing a program guide 6 

The program guide included a description of the background of the QI program, its aims and 7 

procedures, and information on participation requirements for continuing education credits. Each step 8 

of the peer assessment and clinical audit process as presented in appendix 2, was elaborated to allow 9 

for sufficient preparation including all performance indicators and references to relevant documents. 10 

We provided evidence based guidelines for providing constructive performance feedback and for 11 

enhancing feedback acceptance including tips for responding to feedback.[13,15,23–25] 12 

  13 
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Appendix 1a Self-assessment and peer assessment form client communication 1 

Instruction 2 

1 – 5: 1 = much improvement needed; 5 = no improvement needed 3 

When improvement is needed, please provide written feedback and tips for improvement. 4 

N = not relevant /not applicable 5 

 6 

Performance indicators and corresponding quality domains       Feedback and tips 

 1 2 3 4 5 N    
 11 Is the help request clarified? 

 
 
 

о о о о о о 

21 Are the findings of the intake and clinical examination 
clearly communicated in understandable, client-
friendly language? 

 

о о о о о о  
 
 
 

31,2,3 Are the patient reported outcomes and performance 
outcomes used to develop a treatment plan in dialogue 
with the client?  

о о о о о о  
 
 
 

41,2,3 Are the outcome expectancies of therapist and client 
aligned? 

о о о о о о  
 
 
 

51,2,3 Are the outcome expectancies formulated SMART 
(specific, measurable, acceptable, realistic, time 
contingent)?  

о о о о о о  
 
 
 

61 Are the interventions clearly communicated in dialogue 
with the client? 

о о о о о о  
 
 
 

1quality domain ‘client-centeredness’ 
2quality domain ‘effectiveness’ including evidence based practice. 
3 quality domain ‘transparency’ 

Additional remarks 
 
 
 
 
 
 

 7 

  8 



6 
 

Appendix 1b Self-assessment and peer assessment form record keeping 1 

Instruction 2 

1 – 5: 1 = much improvement needed; 5 = no improvement needed 3 

When improvement is needed, please provide written feedback and tips for improvement. 4 

N = not relevant / not applicable 5 

 6 

Performance indicators and corresponding quality domains       Feedback and tips 

 1 2 3 4 5 N    
 13 Readability Is the record written in plain 

language and is reporting 
concise?  
 

о о о о о о 

23 Completeness Does the record adhere to the 
KNGF guideline for record 
keeping 2016? 

о о о о о о  
 
 
 

33 Transparency  Is the process of clinical 
reasoning and decision making 
transparent? 
 

о о о о о о  
 
 
 

43 Consistency  Are the different steps in the 
process of diagnosis, treatment, 
and evaluation consistent with 
each other (are there no 
contradictory steps)? 
 

о о о о о о  
 
 
 

51,2,3 Client reported 
outcome measures 
(questionnaires) 

Is the use of client reported 
outcome measures (if relevant) 
adequate? 
 

о о о о о о  
 
 
 

61,2,3 Performance 
measures (clinical 
tests) 

Is de use of performance 
measures (if relevant) 
adequate? 

о о о о о о  
 
 
 
 

1quality domain ‘client-centeredness’ 
2quality domain ‘effectiveness’ including evidence based practice 
3 quality domain ‘transparency’ 

Additional remarks 
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Appendix 1c Audit form organisation and management 1 

Instruction 2 

1 – 5: 1 = much improvement needed; 5 = no improvement needed 3 

When improvement is needed, please provide written feedback and tips for improvement. 4 

N = not relevant / not applicable 5 

 6 

Performance indicators and corresponding quality domains Score   Feedback and tips 

Indicator 11,2,3 Criterion 1 2 3 4 5 N  
 Quality 

management 
The practice conducts an active 
policy focusing on continuous 
improvement and accountability 
for the quality of the organisation, 
staff, care and services. 

о о о о о о 

 How to demonstrate? 

 Quality policy 

 Statement of mission, purposes, goals, and procedures. 

 Written plan for continuous improvement of quality of 
care and performance of services.  

 Written annual quality  report  
Staff development 

 Written plan that provides for appropriate and ongoing 
staff development. 

- BIG Registry[26] KNGF quality register[27] 

- Active participation in peer assessment activities 
Quality of care and services 

- Client reported outcomes (PROMs) 
- Client reported experiences (PREMs) 
- Complaints procedures for clients  
- Treatment averages reported by condition 

Indicator 22,3 Criterion 

Client 
management 
 
 
 

Client records adhere to the KNGF 
guideline record keeping 2016 
[21]and demonstrate transparency 
in the process of clinical reasoning 
and decision making according to 
the KNGF professional profile of 
the physiotherapist.[18]  

о о о о о о 

How to demonstrate? 

 Evidence of participation in peer assessment activities. 

 Improvement plans 

 Assessment of a random sample of client records 

Indicator 33 Criterion 

Communication 
and collaboration 

The practice has an appropriate 
system of internal communication 
and collaboration and complies 
with the NGF / KNGF guidelines for 
information exchange.[28] 

о о о о о о 

How to demonstrate? 

Practice meetings 

 Records and notes 
Inter professional meetings 

 Records and notes 

https://www.fysionet-evidencebased.nl/index.php/richtlijnen/richtlijnen/fysiotherapeutische-dossiervoering
https://www.fysionet-evidencebased.nl/index.php/richtlijnen/richtlijnen/fysiotherapeutische-dossiervoering
https://www.kngf.nl/binaries/content/assets/kngf/onbeveiligd/vakgebied/vakinhoud/beroepsprofielen/beroepsprofiel_eng_170314.pdf
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 Reports to referring physicians 

Indicator 41,2 Criterion 

Physical setting The physical setting is designed to 
provide a safe and accessible 
environment. The equipment is 
safe and appropriate to achieve 
the purposes and goals of 
physiotherapy. 

о о о о о о 

How to demonstrate? 

 Quality policy 

 KNGF Toolkit ‘client information’[29] 

 KNGF Toolkit ‘clinic design requirements’[29] 

 KNGF Toolkit ‘patient safety’[29] 

Indicator 51,2 Criterion 

Privacy and safety The clinic conducts an active policy 
to safeguard privacy and safety. 
Physiotherapists comply with 
Professional standards of ethical 
conduct. 

О о о о о о 

How to demonstrate? 

 Quality policy 

 KNGF Toolkit ‘client information’[29] 

 KNGF Toolkit ‘clinic design requirements’[29] 

 KNGF Toolkit ‘patient safety’[29] 

 KNGF Tookit  ‘security of client information’[29] 

Indicator 61,2,3 Criterion 

Innovation and 
entrepreneurship 

The clinic develops and 
implements innovations to 
respond to societal changes and to 
connect to new developments in 
healthcare. 

о о о о о о 

How to demonstrate? 

The clinic determines how innovation and entrepreneurship is 
demonstrated.  
 

1quality domain ‘client-centeredness’ 
2quality domain ‘effectiveness’ including evidence based practice. 
3 quality domain ‘transparency’ 

Additional remarks 
 
 
 
 
 

 1 

  2 

https://www.kngf.nl/binaries/content/assets/kngf/onbeveiligd/vakgebied/kwaliteit/commissies/webleespdf_2012-02_kngf_beroepsethiek-gedragsregels.pdf
https://www.kngf.nl/binaries/content/assets/kngf/onbeveiligd/vakgebied/kwaliteit/commissies/webleespdf_2012-02_kngf_beroepsethiek-gedragsregels.pdf
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