
Letters to the Editor

On “Identifying items to assess 
methodological quality...” Armio-
Olivo A, Cummings GC, Fuentes 
J, et al. Phys Ther. 2014;94:1272–
1284.

We would like to respond to the 

statement by Armijo-Olivo and 

colleagues1 that the Physiotherapy 

Evidence Database (PEDro) scale 

has not been adequately devel-

oped or adequately tested for re-

liability and validity. Because no 

citations were provided for this 

statement, readers may have been 

left with the impression that there 

has been no research activity in 

this area. That is far from true.

There has been considerable evalu-

ation of the clinimetric properties 

of the PEDro scale.2–14 For example, 

studies have reported acceptably 

high reliability for individual ratings 

and consensus ratings of both the 

English2 and Portuguese9 versions 

of the PEDro scale. A Rasch analy-

sis of the PEDro scale7 has provided 

evidence that the PEDro scale can 

be used as a continuous scale for 

measuring the methodological qual-

ity and statistical reporting of trials. 

There also is evidence for conver-

gent and construct validity of the 

PEDro scale summary score and 8 

of the 11 individual items.8 
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Author Response
In response to Maher and col-

leagues’ letter,1 we would like 

to point out that in our report,2 

we made a general statement re-

garding psychometric properties 

of the quality assessment tools 

used in physical therapy, and we 

did not specifi cally state that the 

Physiotherapy Evidence Database 

(PEDro) scale has not been appro-

priately tested for validity or reli-

ability. This statement was based 

on our previous review, which in-

vestigated the psychometric prop-

erties of tools to evaluate the qual-

ity of randomized controlled trials 

in health research and especially 

in physical therapy.3 The above-

mentioned review highlighted 

that most of the existing scales to 

determine trial quality were not 

adequately developed, including 

the PEDro scale. According to the 

developers of the PEDro scale, 

the scale was developed based 

on the Delphi list.4 Based on our 

results,3 the Delphi list lacked in-

ternal consistency and construct 

validity. These psychometric 

properties are of importance in 

any scale because they indicate 

that the construct—in this case, 

“methodological quality” (or “risk 

of bias,” the more current term for 

this concept)—is fully represented 

by the items of the scale (internal 
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consistency) and that the scores of 
a scale are based on hypothetical 
grounds and should behave based 
on predefi ned hypotheses. In 
other words, the PEDro scale was 
developed based on another tool 
that is not completely validated. In 
addition, the PEDro scale added 2 
new items (items 8 and 10), which, 
to our knowledge, were not ob-
tained from a thorough validation 
process. Therefore, the set of items 
included in the PEDro scale might 
not be entirely valid to represent 
the construct of “risk of bias.”

In addition, in a recent study,5 we 
recognized that some items used 
by quality assessment tools were 
related more to reporting quality 
and not to trial conduct or po-
tential bias (eg, in PEDro scale, 
reporting confi dence intervals 
or other measures of variability). 
Moreover, we noticed that there 
was a lack of agreement regard-
ing item relevance to trial quality 
or risk of bias. Thus, these results 
called for an in-depth analysis of 
the items used to determine trial 
quality and risk of bias of clinical 
trials to provide evidence of valid-
ity for these items. This also ap-
plies to the PEDro scale. Although 
it has been claimed that this is a 
valid tool to determine study qual-
ity using the overall score, the vali-
dation studies mentioned failed to 
demonstrate that the items used 
by this tool are supported by em-
pirical evidence and are related to 
bias in clinical trials. This step is 
of crucial importance to determine 
the validity of the tool.

Furthermore, previous and recent 
evidence has questioned the use 
of summary scores to determine 
risk of bias of RCTs.6–10 The ef-
fects of relevant criteria, such as 
concealment of allocation, may be 
diluted or confounded by the sum-
mary quality score because they 

include other items not related to 
the risk of bias or not important in 
a given context. Indeed, items that 
are important in some situations 
may not be relevant in others, yet 
they receive the same weight in a 
quality scale.6,7 The Cochrane Bias 
Methods Group and Cochrane Sta-
tistical Methods Group, therefore, 
recommend that summary scores 
obtained from quality scales 
should not be used.11 Rather, the 
relevant biases should be assessed 
one by one, including: selection 
bias, performance bias, detection 
bias, attrition bias, reporting bias, 
and other context-specifi c biases.9 
Thus, the use of total score of the 
PEDro scale has been criticized. 

A case study was presented8 as an 
example to highlight the fact that 
biases are introduced into system-
atic reviews and meta-analyses 
when summary quality scores are 
used as an eligibility criterion or 
somehow introduced into the anal-
ysis8 as proposed by others.6,7,10 A 
Cochrane review on knee osteo-
arthritis using a physical therapist 
intervention was revisited for this 
exercise.8 The PEDro scale sum-
mary scores were compared with 
the Cochrane domain approach 
where only trials appropriately 
concealed and blinded were used 
for analysis. The results of this 
study indicated that although “low 
risk of bias” trials according to the 
PEDro score showed highly clini-
cally and statistically signifi cant 
results, trials with proper blind-
ing and concealment of allocation 
based on the Cochrane domain 
analysis indicated a treatment ef-
fect estimate at least 3 times lower, 
with confi dence intervals includ-
ing the null effect. This example 
showed that, depending on which 
scale is used to assess quality and 
which score of that scale is used 
as a threshold to defi ne “low risk 
of bias,” point estimates of treat-

ment effects may be completely 
different. This fi nding, in turn, may 
have serious implications on con-
clusions drawn by investigators 
who incorporate summary quality 
scores into their reviews.

Finally, we acknowledge the ef-
forts performed by the developers 
of the PEDro scale to validate this 
scale; however, we feel that the 
roots of this scale and some of its 
items, as well as most of the meth-
odological quality assessment 
tools, are not completely valid to 
assess the risk of bias of physical 
therapy trials. Also, the use of the 
summary score to determine “risk 
of bias” or “trial quality” might not 
be appropriate based on the exist-
ing evidence. 
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This letter was posted as a Rapid Response on 
September 22, 2014. at ptjournal.apta.org
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On “Application of LSVT BIG 
intervention...” Janssens J, 
Malfroid KN, Myffeler T, et 
al. Phys Ther. 2014;94:1014–
1023.

We would like to congratulate 
Janssens et al on their case report1 
published in the July 2014 issue 
of PTJ. Their fi ndings are impor-
tant in that following application 
of LSVT BIG® treatment to 3 in-
dividuals with Parkinson disease 
(PD), they demonstrated clinically 
signifi cant improvements in gait, 
balance, and bed mobility through 
their standardized outcome as-
sessments. In addition, their 
documentation of the more than 
5-point drop (5.6) in the Unifi ed 
Parkinson’s Disease Rating Scale 
motor score is consistent with 
that previously documented by 
Ebersbach et al2 in the LSVT BIG 
Berlin study. As LSVT BIG certi-
fi ed clinicians and LSVT Global 
Inc faculty members, we observe 
similar changes consistently in our 
patients with PD following LSVT 
BIG. This work of Janssen and 
colleagues supports the positive 
effect of LSVT BIG on improving 
the defi cits of bradykinesia and 
hypokinesia.

We are writing this letter because 
the published description of the 
LSVT BIG treatment protocol is 
missing a number of key compo-
nents. Through consultation with 
the authors, it was determined that 
these key components were actu-
ally completed as part of the pro-
tocol but were not included in the 
published article due to space limi-
tations within tables. As a result, 
we are writing to clarify those key 
components for the readers and 
to direct readers to the article by 
Fox et al3 for a full description and 
details of the LSVT BIG protocol, 
which is briefl y outlined below.

The LSVT BIG protocol consists of 
completion of:

• 7 maximal daily exercises 
(2 sustained and 5 repetitive 
movements)

• 5 functional component tasks

• BIG walking

• 1–3 hierarchy tasks

As shown in Table 3 of the case 
series, participants appeared to 
complete only 1 to 4 functional 
component tasks during the 4 
weeks of treatment. In the LSVT 
BIG protocol, patients must com-
plete 5 of these tasks, and all 5 
tasks are completed repetitively 
from day 1 of treatment and on ev-
ery treatment day throughout the 
16 treatment sessions.

The published report of the LSVT 
BIG protocol includes no docu-
mentation of hierarchy tasks. Hi-
erarchy tasks are complex, salient 
functional tasks that also are prac-
ticed repetitively and are impor-
tant for carryover of amplitude re-
scaling into everyday life.

Correction
Sahrmann SA. The human 
movement system: our pro-
fessional identity. Phys Ther. 
2014;94:1034–1042.

In the perspective article “The 
Human Movement System: Our 
Professional Identity,” the fi rst 
paragraph quotes the resolu-
tion introducing the new vision 
statement for the profession. 
APTA’s offi cial vision statement, 
adopted by APTA’s House of Del-
egates in 2013, is as follows:
 
Transforming society by opti-
mizing movement to improve 
the human experience.
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