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ABSTRACT 
The aim of this paper is two-fold: (i) to describe the development of a new measuring 
instrument for quality of care from the perspective of the users of local authority 
Occupational Therapy (OT) services, and (ii) to evaluate the potential of the new 
instrument as a standardized approach for involving consumers in the service evaluation 
of home health care services. A combination of qualitative and quantitative methods was 
used. Focus group discussions with users of local authority OT-services preceded a postal 
survey. Questionnaires were sent to a random sample of 997 users of the local authority 
OT Bureau in Kent, UK. The response rate was 55%. A valid and reliable instrument – 
the QUOTE-OT Services questionnaire – was developed, which reflects the (expressed) 
needs of the users of OT services. Feasibility tests showed that information from the 
instrument can play an important role in follow-up activities that aim at continuous 
quality improvement. The QUOTE-OT Services instrument can be seen as an example of 
a new generation of questionnaires for assessing user views in quality of care research. 
Potentially, instruments such as the QUOTE-OT questionnaire contribute to the 
empowerment of users in programmes that aim at improving the quality of home health 
care services. 

INTRODUCTION 
An understanding of user views about services provided by health and social care organizations is 

extremely important for the maintenance of good relationships between users and health and social 
care providers and the adherence to medical and social regimes.1–3 Also, user views are vital to quality 
assurance (QA) and quality improvement (QI) programmes and the expected outcome of care.4–7 

Within quality of care research there is a longstanding tradition that user views are best measured by 
satisfaction questionnaires. (In this article we will use the term ‘users’ as an equivalent for consumers, 
clients and patients.) However, the relevance of satisfaction studies for QA and QI programmes in the 
health and social care sector is often questioned because of the lack of a theoretical or conceptual 
framework, doubts about the reliability and validity of satisfaction scores and the ambiguity of the 
concept of ‘user satisfaction’.8–12 Also, it has been established that measuring instruments for patient 
satisfaction are mainly based on the perspective of researchers, with users only being involved in such 
studies as respondents.13 This casts doubts on the validity of such instruments for measuring quality of 
care through the users’ eyes. Finally, most patient satisfaction instruments tend to focus on general 
aspects of quality of care and not on aspects that are particularly relevant for specific groups of users 
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or specific services. Although appropriate in general population studies, such generic aspects deny the 
specific needs and experiences of large subgroups within the population, such as patients with specific 
chronic diseases or other frequent users of health and social care services. 

Quality of care from the users’ perspective can be defined as the totality of features and 
characteristics of a health care product or health care service that have a bearing on its ability to satisfy 
the ‘needs’ of users.14 Implicit in this definition are elements of a balanced evaluation between 
experiences and expectations15 and the distinction between cognitive evaluations and affective 
responses of respondents.11 Although, in theory, user satisfaction is related to the ‘experiences’ and 
‘needs’ of respondents, empirical studies tend to focus on the result: user (dis)satisfaction. 

Alternative approaches were developed by Parasuraman et al.16,17 and Zastowny et al.18 

Parasuraman’s Service Quality (SERVQUAL) model directly measures expectations and experiences 
of respondents. Zastowny’s Patient Experience Survey (PES) model concentrates on three quality of 
care elements: performance, importance and impact. Good performance (or problem frequency) is 
associated with good quality of care, whereas relatively poor performance is associated with poor 
quality of care. As some problems are more important to users than others, an importance component 
is added. Problem incidence and importance scores are combined into quality impact indices, which 
can form the basis for the selection of quality aspects for QI programmes. Both models are in line with 
the idea that questions asking for ‘reports’ tend to reflect the quality of care better and are more 
interpretable and actionable for QI purposes than ratings of (dis)satisfaction or excellence.19 The 
combination of the SERVQUAL and the PES models provides us with a conceptual framework based 
on four elements: expectations, importance scores, performance scores and quality impact indices. In 
this framework, ‘expectations’ refer to the ‘needs’ or ‘desires’ of users of health and social care 
services and should cover different aspects of the delivery of health and social care services, reflecting 
the multidimensionality of the quality of care concept.8,20–25 

If frequent users of health and social care services are considered as experts, then users should be 
involved in research and development processes at as early a stage as possible and then follow the 
process through. This process usually starts with identifying a research topic and continues with 
prioritizing these topics, carrying out the research, analysing and interpreting the results of research, 
disseminating these results and evaluating the research process. Usually, three types of user 
involvement are recognized: consultation, collaboration and user control.26 In principle, there is a role 
for each of these types of involvement within research projects. 

The aim of this paper is two-fold: (i) to describe the development of a new measuring instrument for 
quality of care from the perspective of the users of local authority Occupational Therapy (OT) 
services, paying special attention to the way users of OT services were involved in this development 
process, and (ii) to evaluate the potential of the new instrument as a standardized approach for 
involving consumers in the service evaluation of home health care services. 

METHOD 
As the new instrument for measuring quality of care from the perspective of the users of local 

authority OT services is building on previous work that was carried out as part of an ongoing research 
programme in the Netherlands, we will first give a short description of this programme and the 
instruments that were developed. Next, we will describe in more detail the methods that were used as 
part of the development process of the new QUOTE-OT Services instrument. 

The QUOTE-family of instruments 
The QUOTE-family of instruments (the acronym QUOTE stands for QUality Of care Through users’ 

Eyes) was developed to measure quality of care from the perspective of different user groups. Part of 
the instruments focus on specific disease categories, such as people with asthma and COPD (chronic 
obstructive pulmonary diseases), diabetes mellitus and rheumatic diseases.27–29 Other instruments aim 
at specific groups such as frail, elderly people and disabled people,30,31 or at specific services such as 
services that users get from general practitioners or physiotherapists. 

QUOTE-instruments are developed as selfadministered questionnaires based on a combination of 
qualitative and quantitative methods.32 User groups participate in this process from the very beginning 
and all the way through. Each QUOTE instrument contains a generic part, with quality aspects that are 
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relevant for all users, and a category-specific part, with quality aspects that are particularly relevant for 
a specific group of users of health services or that can be typified as service-specific. Generic aspects 
are, for example, the wish ‘to be taken seriously’ or ‘enough time during consultations’. Examples of 
category-specific items are ‘a smoke-free waiting and consultation room’ (COPD-patients) and 
‘comfortable chairs in the waiting room’ (rheumatic patients). 

Quality aspects included in the QUOTE-instruments reflect the multidimensionality of the quality of 
care concept. These aspects refer to a process dimension (courtesy, professional competence, 
information, perceived autonomy) and a structure dimension (continuity of care, 
accessibility/availability, costs, assessment procedures, etc.). Under specific circumstances (e.g. such 
as the instrument that was developed in collaboration with people that went through cataract surgery) 
an outcome dimension is added. The development of the QUOTE-OT Services instrument builds upon 
earlier work that was carried out as part of the development of the QUOTE-Disabled instrument. 

The qualitative phase 
As a first step in the development of the QUOTE-OT services instrument, the questions and prose 

text of the original Dutch version of the QUOTE-Disabled questionnaire were translated. The original 
Dutch version, which was based on a combination of qualitative and quantitative methods, was 
translated by two mother tongue English and fluent Dutch speakers, followed by a panel discussion by 
bilinguals. Backward translation was performed by two mother tongue Dutch and fluent English 
speakers and was followed by another panel discussion and a check for linguistic correctness. The 
result of this translation process – a preliminary English version of the QUOTE-Disabled instrument – 
was used as background information for the researchers at the start of a series of focus group 
discussions (FGDs). 

Two groups consisted of disabled people: one group of 18 people and a second group of 10 people. 
Participants were recruited through the Kent Social Services Occupational Therapy Service (the Kent 
OT Bureau). Men and women were almost equally represented; participants varied in age from 35 to 
68 years. A large majority of the participants experienced serious limitations in daily life activities; 
approximately half of the group members were wheelchair users. In both groups, perceived health was 
rated between ‘good’ and ‘fair’. Almost 40% of the participants lived on their own, being single, 
divorced or widowed. Some group members knew each other through working or socializing together. 

The aims of the first FGD were three-fold: (1) to discuss important quality of care aspects especially 
relevant for disabled people in the United Kingdom in general, (2) to derive and discuss specific 
quality aspects that refer to the work of local authority OT services, and (3) to hear the participants’ 
comments on the translated Dutch version of the QUOTE-Disabled questionnaire and the relevance of 
these aspects for the situation of OT-users in the UK. The aim of the second and third FGD (apart 
from the session with OT-users, six OT and social service managers and senior practitioners [four 
females and two males], all having more than 10 years of professional experience in delivering health 
and social care services to disabled people) was to comment on the results of the first group meeting. 
Sessions lasted about 21/2 hours and were conducted in the presence of two experienced moderators on 
the basis of a semi-structured discussion guide. Included in this guide were: (1) an introductory 
text/question to start the discussion, (2) a list with quality of care dimensions and sub-dimensions to 
structure comments that were made, (3) the list of quality aspects that were included in the preliminary 
version of the QUOTE-Disabled instrument, and (4) information about the next stages of the project. 
Parts 1, 3 and 4 of the discussion guide were also put on overhead sheets and presented to the OT-
users participating in the group discussions. Prior to the meeting, participants received an introductory 
letter informing them about the objectives of the FGD, the background of the study and the formal 
arrangements that were made to accommodate the participants. 

During the session, group dynamics (which is one of the great advantages of working with focus 
groups,33,34) worked well. Participants did not feel any reluctance in telling their own histories and 
experiences, sharing common experiences, disagreeing with each other and receiving information 
from more experienced co-participants. Sometimes participants clearly showed their interest in user 
rights and user autonomy: (‘I think that users should have a clear voice in all the services available 
and should be involved in the decision making process . . .’). OT-specific topics that were frequently 
mentioned during the discussion refer to the information that is offered to users (‘I want to have 
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adequate information about all the services available and the procedures to be followed; something 
like an information booklet.’), assessment procedures (‘There are good days, and there are bad days. 
If I put all my energy in the assessment, because I want to do as good as possible, I know that I can 
spoil things for myself. I think that assessments should refer to the normal situation, to avoid that the 
impression they get looks better than it actually is.’) and waiting times (‘waiting time for adaptations 
should be as short as possible and I want information on a regular basis about the status of the 
request.’). Other quality aspects that were mentioned refer to generic topics, such as courtesy (‘during 
an appointment everything needs to be discussed with me and in my presence; not behind my back!’ 
and ‘sometimes care givers treat you like a small child’), good communications between the different 
services (‘I really hate the “red tape”; the feeling that you’re telling the same story twice and have to 
do the same test over and over again.’) and the way information is given to the users (‘All the 
information I receive, oral as well as in writing, should be in clear and normal language.’). 

The 53 quality aspects that were derived from the first brainstorming session with OT-users were 
printed on a deck of cards, with one aspect listed on each card. In line with the concept mapping 
procedure,35 FGD participants were asked (1) to sort these cards into piles in a way ‘that makes sense 
to them’, by placing similar aspects or aspects that belonged to the same ‘family’ into the same pile, 
and (2) to rate each aspect on a 1–5 scale (1 = ‘relatively unimportant’ and 5 = ‘extremely 
important’).To avoid all aspects ending up in one or two categories, participants were instructed that 
each of the five scale categories should include about the same number of (approximately 10) quality 
of care aspects. The results of the sorting and rating jobs were recorded and entered in the concept 
mapping computer program to plot the different quality aspects in a spatial map and to calculate the 
relative importance scores of all 53 aspects. 

FGDs and concept mapping resulted in a draft version of the QUOTE-OT instrument consisting of 40 
quality aspects. The 40 aspects were selected on the basis of the importance scores, their contribution 
to the different quality of care (sub)dimensions in the instrument- under-development and their face 
validity for each of the participants of the second and third FGD. Of these 40 quality aspects, 23 items 
can be typified as ‘generic aspects for disabled people; the remaining 17 aspects could be labeled as 
‘OT-specific’. The 40 quality aspects that were selected for inclusion in the preliminary version of the 
QUOTE-OT instrument can be seen as the ‘expectations’ of users with regard to the service quality of 
the OT bureau in Kent. The 40-aspect version of the QUOTE-OT instrument was used in the 
quantitative phase of the study. 

The quantitative phase 
To evaluate the potential of the new instrument as a standardized approach for involving consumers 

in the evaluation of home health care services, the feasibility and psychometric characteristics of the 
40-aspect version of the QUOTE-OT instrument were explored by including the instrument in a postal 
questionnaire. Accompanying questions referred to sociodemographic variables (gender, marital 
status, age, household, employment position, years of education), questions about the health profile of 
the respondents (SF-12) and the UK version of the QUOTE-Disabled instrument. The questionnaire 
was sent to a 1 in 12 systematic random sample of 1000 users selected from the computerized records 
of the Kent Social Services OT Bureau. The inclusion criteria were (1) the presence of serious, 
physical limitations, registrable as physically disabled, (2) being non-institutionalized, (3) being 16 
years of age or older, and (4) having been allocated to a member of the OT Bureau within the last year 
drawn from the files of the local Social Services OT Service. Questionnaires were distributed in June 
1998 and were followed by one reminder. 

The original sample was reduced by three because of two duplicate names and addresses and one 
blank address. The remaining sample of 997 was reduced further by 58 deceased people, 3 Post Office 
returns with people no longer living at this address and 43 people who were unable to complete the 
questionnaire because of illness or disability. Of the remaining sample (N = 893), 489 persons 
completed the questionnaire (including 6 questionnaires that were only partially completed), 41 
persons refused to participate and 363 persons did not respond. Given the original sample size of 997 
persons and the ‘deadwood’ of 104 persons, the response rate was 55%. Two-third of the respondent 
group were women. The average age of the respondents was 69 years and 40–45% lived on their own, 
being single, divorced/separated or widowed. Almost 75% of the respondents described their health 
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status as ‘poor’ or ‘fair’. With respect to the age and gender distribution of the respondents, it was 
established that these distributions closely matched the distribution of the population of OT Bureau 
service users (that is, twothirds over 65 years and two-thirds females). 

As part of the QUOTE-OT services instrument, importance and performance were measured by 
fourpoint response categories. Importance ratings assigned to four-point categories (1 = ‘not 
important’, 2 = ‘fairly important’, 3 = ‘important’ and 4 = ‘extremely important’) for each of the 40 
quality aspects included in the QUOTE-OT instrument were converted into scores between 0 and 10.36 

Performance scores for all 40 quality aspects, originally rated on four-point Likert scales (1 = ‘no’, 2 = 
‘not really’, 3 = ‘on the whole, yes’ and 4 = ‘yes’) were calculated by combining percentages ‘yes’ and 
‘on the whole, yes’. Importance (I) and performance (P) scores were combined into quality impact 
indices (QI), applying the formula QI = I x (1–P). The 40 quality aspects were grouped together in 
eight quality of care (sub)dimensions. Except for the ‘costs’ dimension (Cronbach’s alpha: 0.53; three 
aspects), the sub-dimensions form reliable scales (Cronbach’s alpha > 0.75). 

The data set was analysed using item and inter-item analyses, explorative factor analysis (Principal 
Component Analysis with varimax rotation) and reliability analysis. Differences in means and 
percentages between respondent groups were analysed using a P = 0.05 level of significance. 

RESULTS OF THE FEASIBILITY STUDY 
The rationale behind the QUOTE-framework, that not all quality aspects are equally valued by users, 

was confirmed in the feasibility study. Some quality aspects were highly valued; others were rated as 
‘fairly important’ or ‘unimportant’. 

Table 1 offers different types of information relevant to user groups and quality assurance policies. 
Firstly, the relative importance of the 40 quality indicators is shown in the first column (I-scores). On 
a 0 (‘not important’) to 10 (‘extremely important’) scale, importance scores vary between 8.5 (aspect 
nr. 38) to 5.9 (aspect nr. 2 and aspect nr. 30). Secondly, the perceived performance of the OT-service 
bureau and OT-workers can be deduced from the P-column in Table 1. The performance score 44 for 
aspect nr. 1 (‘complaint procedures are explained to the OT-user’) indicates that 44% of the 
respondents got such information. High performance ratings refer to better quality of care and less 
possibilities for quality improvement. Performance scores vary between 34 (aspect nr. 2) and 95 
(aspect nr. 40). 

[ TABLE 1 ] 
 
Thirdly, the relative impact of priorities and performances on the overall quality of care concept can 

be deduced from the QI-columns of Table 2. These quality impact scores can be seen as a weighted 
score of importance and performance ratings. The importance of item 7 (‘OT-service and OT-workers 
should carry out an annual follow-up check to see if adaptations and/or equipment are still 
appropriate’) is valued at 7.6, and 37% of the respondents reported that their OT-Bureau did not 
supply this service. The quality impact (QI = 2.8) is rather high, as a result of the product of a 
relatively low performance score (P = 37) and a high importance score (I = 7.6). QI-scores are 
presented in Table 2 in a descending order. According to these quality impact indices, OT-user groups 
that want to be involved in setting priorities for quality improvement activities should focus on aspects 
with relatively high importance scores (above 7.0) and a quality impact score well above 1.0. QI-
scores above 1.0 indicate sufficient room for improvement on this particular aspect. However, other 
workable solutions are also possible. If, for example, one wishes to emphasize differences in 
importance scores between the quality aspects included in the instrument, one could decide on using 
squared values of the I(mportance) component instead of the original values between 0 and 10. Also, 
inclusion criteria for items to be included in a quality improvement programme can vary. For example, 
one could concentrate on the top-10 or top-15 of the most important quality aspects, instead of looking 
at aspects with an importance score that exceeds 7.0. 

[ TABLE 2 ] 
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Importance scores for the 40 quality aspects are relatively stable for subcategories within the 

respondent group. When broken down by gender and perceived health, no systematic differences were 
found between these subcategories. When broken down by educational level (‘less than 10 years’ vs. 
‘10 years of more’), age (‘less than 65 years of age’ vs. ‘65 years or older’) and disability level 
(‘moderately limited’ vs. ‘severely limited’), importance scores increase with the level of education 
and the disability level, while younger people rank the importance of the 40 quality aspects 
systematically higher than older people. With regard to the performance scores, there is a tendency 
that men are somewhat more critical than women, that older people give somewhat lower performance 
scores than younger people, and that severely disabled people give higher performance rankings than 
people who experience moderate disabilities. As higher importance scores were associated with higher 
performance ratings (rmean

 = 0.12), differences in QI-scores for subcategories broken down by 
respondent characteristics were small. 

Although less relevant for quality improvement purposes, QUOTE survey results also allow 
comparison of services on subdimensions of quality of care. Aggregated importance scores (ranging 
from 0 ‘not important’ to 10 ‘extremely important’) and performance scores (ranging from 0 
‘extremely bad performance’ to 10 ‘extremely good performance’) for eight quality of care 
subdimensions are shown in Table 2. 

Table 2 illustrates that, in general, OT-user groups should concentrate on quality aspects that relate to 
the courtesy of the OT-Bureau and its OT-workers and to aspects that refer to the professional 
competence of the service. These subdimensions receive relatively high importance scores. Relatively 
low importance scores were found for aspects that are related to the costs of OT-services and the 
‘perceived autonomy’ dimension. Looking at the aggregated performance scores for this particular 
OT-Bureau, the highest ratings refer to the courtesy dimension and the dimension that can be labelled 
as ‘professional competence’. The 9.4 score for the courtesy sub-dimension indicates that, on average, 
94% of the respondents report ‘good performance’ on the quality aspects that relate to this sub-
dimension. Relatively low performance ratings are assigned to the subdimensions ‘costs’ and 
‘assessment procedures’. 

Finally, the conceptual framework behind instruments such as the QUOTE-OT Services instrument 
and the inclusion of generic aspects means it is possible to make cross-service comparisons. In Fig. 1, 
overall performance ratings for the OT-Bureau are compared with the services offered by general 
practitioners (GPs) and hospital consultants. This comparison is based upon performance ratings on 19 
aspects that the QUOTE-OT Services instrument and the QUOTE-Disabled instrument had in 
common. 

[ FIGURE 1  
 
Aspects were grouped together in ‘process quality’ (courtesy, information, professional competence, 

perceived autonomy), ‘structure quality’ (continuity of care, accessibility and availability, costs, 
assessment procedures) and ‘overall quality’ (all eight subdimensions). Figure 1 illustrates that 
weighted performance scores for the Kent Social Services OT-Bureau were somewhat below the 
performance scores of general practitioners and somewhat above the performance scores of hospital 
services and hospital consultants. 

CONCLUSIONS AND DISCUSSION 
This article aimed to (i) describe the development of a new measuring instrument for quality of care 

from the perspective of the users of local authority Occupational Therapy (OT) services, and (ii) 
evaluate the potential of the new instrument as a standardized approach for involving users in the 
evaluation of home health care services. 

One of the problems with satisfaction surveys is that users are seldom involved in the process of 
developing patient satisfaction scales or other instruments measuring quality of care. As a 
consequence, one can question the validity of such instruments for measuring quality of care from the 
users’ perspective. The development process of the QUOTE-family of instruments, including the 
QUOTE-OT instrument, involves users in this process from the very beginning. In this specific study, 
users of OT services were involved initially by identifying and prioritizing aspects of quality of care 
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during the focus groups and concept mapping meetings, secondly by commenting on earlier drafts of 
the instrument, and thirdly by completing the questionnaires as part of the feasibility study for the 
QUOTE-OT Services instrument. 

Working with focus groups has the disadvantage of ‘small group’ bias. To avoid this pitfall, results 
from two focus groups with users were compared with findings from other quality of care studies20–24 

and with verbatim written comments on an ‘open question’ in the quantitative part of the study, that 
asked for additional quality aspects. Based on the content analysis of these written comments, only a 
limited number of additional quality aspects were mentioned.37 Other possible disadvantages of FGDs 
were minimized by using a combination of this qualitative research method with a large(r) scale 
survey study. From the researchers’ perspective, focus groups proved to be an efficient way of 
identifying salient concerns of consumers and resulted in a better understanding of phenomena that 
were of key importance to the users of the services of an OT-Bureau. For the clients of the OT-Bureau 
that participated in the FGDs, the meetings offered a platform for mentioning and discussing their 
views on ‘good service quality’ at the beginning of a research and development (R & D) study. 

The second aim of our study was to look at the potential of the QUOTE-OT instrument to evaluate 
and improve the services of a local authority OT Bureau from the users point of view. Survey results 
from the feasibility study yielded specific information about the quality of services provided by the 
OT Bureau. User groups can benefit from the kind of information that is derived from instruments like 
the QUOTE-OT Services, especially in areas in which there seems to be room for quality 
improvement, such as the accessibility of the OT service, the information that is given to users and 
assessment and follow-up procedures. Quality impact indices, such as the ones presented in this study, 
provide such groups with useful information about specific quality aspects that are relevant and leave 
sufficient room for quality improvement. Also, combining importance and performance scores on the 
level of relevant subsamples means that quality improvement programmes can be tailored to the 
wishes and expectations of these specific groups. For example, user groups could aim at improving 
specific services for people who are above 75 years of age, people who are severely disabled or people 
with specific chronic diseases. Here, the limiting factors are the size of the sample and subsamples and 
whether or not these (sub)samples are representative of the population they were sampled from. Based 
on information that is provided by quality impact scores, user groups can set their own priorities in 
discussions with local authorities and providers of health and social care services at the start of quality 
improvement programmes. Survey results, as presented in this article, can therefore facilitate user 
groups in setting the agenda for quality improvement programmes and contribute to the (further) 
empowerment of such groups. However, whether or not such user groups are actually taken seriously 
as stakeholders and are able to reach real power sharing depends on other factors than just sharing 
information. 

Constructing a new instrument like the QUOTE-OT Services questionnaire is like placing money on 
two different horses. All 43 aspects included in the final version of the instrument (three aspects 
derived from the ‘open questions’ were added to the 40 aspects included in the preliminary version of 
the QUOTE-OT instrument) contribute to the face validity of the instrument and provide user groups 
with useful information for quality improvement programmes. However, from the point of response 
rates and to minimize distress (especially) to elderly people, an instrument with 43 quality aspects 
might be somewhat lengthy. Therefore, two shorter versions with 23 or 12 key items were developed 
which are less resource intensive for providers, less arduous for users to complete and still provide an 
adequate ‘quick scan’ of the service quality of local OT services. 

The QUOTE family of instruments is based on a conceptual framework that builds on the sequence: 
expectations – performance – importance – impact. Expectations (or ‘needs’) of users are derived from 
and further specified in FGDs and should reflect the multi dimensionality of the care-giving process. 
With respect to the ‘performance’ component we agree with Cleary and Edgman-Levitan19 that 
questions asking for ‘reports’ tend to reflect better the quality of care and are more interpretable and 
actionable for quality improvement purposes than ratings of satisfaction. As some quality aspects are 
more valued than others, the importance component of the model can function as a weight factor in 
evaluating the performance scores as part of quality improvement plans. 

Whether used at the start of a process of continuous quality improvement or to provide a ‘quick 
scan’, it is important to realize that user involvement should not be limited to the development phase 
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of a measuring instrument. Users should also be involved in (1) policy developments and the 
implementation of quality improvement programmes that are based on survey results, (2) a regular 
review of the instrument, so that it remains sensitive to users’ needs and experiences, and (3) the 
selection of ‘local’ topics that could be added to the basic set of quality aspects in order to tailor the 
instrument to specific local needs. When applied in this way, instruments like the QUOTE-OT 
Services could contribute to the further empowerment of user groups and patient organizations. 
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