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The article by Reeve et al. [1] published in this issue of the
European Journal of Cardio-thoracic Surgery has the merit of
being the first published randomised clinical trial on the
effectiveness of physiotherapy manoeuvres to prevent
pulmonary complications after lung resection. The authors
have carefully designed and conducted an intention-to-treat
study to evaluate the effectiveness of a physiotherapy policy
in their settings, rather than the actual effectiveness of
physiotherapy in the cases that eventually received the
treatment.

For years, perioperative physiotherapy has been consid-
ered as one of themost effectivemeasures to improve quality
of care and provide optimal results to patients with thoracic
surgical diseases [2]. However, in a recently published
clinical practice guideline [3] on fitness for radical therapy in
lung cancer patients developed by the European Respiratory
Society (ERS) and the European Society of Thoracic Surgeons
(ESTS), no recommendations on perioperative physiotherapy
were stated owing to the lack of sound evidences in the
literature.

The article by Reeve et al. [1] reports the preliminary
results of a randomised clinical trial designed 2 years earlier
[4] and concludes that postoperative pulmonary complica-
tions did not decrease in the experimental arm (patients
treated with physiotherapy). This conclusion would be in
accordance with systematic reviews of the literature related
to abdominal and cardiac surgery where the effectiveness of
routine perioperative physiotherapy has not been demon-
strated [5,6]. Thus, according to current best evidences (one
randomised control trial and two systematic reviews of the
literature), it could be concluded that implementing
perioperative physiotherapy programmes for patients under-
going major thoracic and abdominal procedures is not cost-
effective, except for a small subset of cases with specific
high-risk criteria of developing pulmonary complications
[7,8].

In the study design previously published by the same team
[4], the rate of pulmonary complications after major thoracic
surgery was checked in the literature and, according to an
estimated rate of 20%, a sample size of 184 cases was
calculated. Unfortunately for the investigation, but fortu-
nately for the patients, the actual prevalence of complica-
tions at the interim analysis was as low as 2.9% in the control
arm. Thus, the investigators decided to stop patient’s accrual
due to the impossibility of demonstrating any advantages of
the treatment and attributed the low rate of pulmonary
complications to the effectiveness of the standardised
clinical care pathway designed in the centre where the
cases were treated, rendering additional physiotherapy
ineffective. This finding — although not demonstrated by
the data presented in the study by Reeve et al. [1] — is not
new, and some years ago, the first evidence on the
effectiveness of standardised patient care to decrease the
prevalence of adverse outcomes and hospital costs in general
thoracic surgery was published [9]. We also know that a
greater number of hours of care by registered nurses per day
are associated with better outcomes, including low rate of
nosocomial pneumonia, for hospitalised patients [10].

To my understanding, the conclusions in the article
published in this issue of the EJCTS do not contradict the
widespread belief among thoracic surgeons that perioperative
physiotherapy improves the outcomes after lung resection.
Perhapswe should better definewhat kind of interventions are
the exclusive responsibilities of the physiotherapy team and
what kind of physical postoperative care should be performed
by the nursing staff because of comparable results and lower
costs. While in some countries or centres with abundant
professionals, patients are better helped to early ambulation,
deep breath and cough manoeuvres by registered nurses, in
others, these interventions can better fit under the respon-
sibility of physiotherapists.

The article by Reeve at al. [1] has to be well understood
and would never be used by hospital administrators as an
‘evidence-based’ justification to save the money spent in
routine perioperative respiratory care which is absolutely
necessary for thoracic patients.
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Csekeö A, Drescik I, Dussek J, Erzen J, Furmanik F, Godinho MT, Goldstraw
P, Gotti G, Halezeroglu S, Hamzik J, Harustiak S, Hasse J, Hartl P, Hostrup
P, Horvat T, Ilic N, Jeyasingham K, Kappetein AP, Kecskes L, Laisaar T,
Lampl L, Levasseur P, Maggi G, Magnanelli G, Massard G, Moghissi K,
Molnar T, Noirhomme PH, Orlowski T, Pafko P, Petricevic A, Pujol JL, van
Raemdonck D, Ramos G, Ris HB, Salo J, van Schil P, Schmid RA, Thorpe A,
Toomes H, Varela A, Varela G, Venuta F, sa Vieira VM, Weder W, Wihlm JM,
Zannini P, Marta GM. Structure of general thoracic surgery in Europe: by
The EACTS/ESTS Working Group on Structures in Thoracic Surgery. Eur J
Cardiothorac Surg 2001;20:663—8.

[3] Brunelli A, Charloux A, Bolliger CT, Rocco G, Sculier JP, Varela G, Licker M,
Ferguson MK, Faivre-Finn C, Huber RM, Clini EM, Win T, De Ruysscher D,
Goldman L, European Respiratory Society and European Society of Tho-
racic Surgeons joint task force on fitness for radical therapy. ERS/ESTS
clinical guidelines on fitness for radical therapy in lung cancer patients
(surgery and chemo-radiotherapy). Eur Respir J 2009;34:17—41.

[4] Reeve JC, Nicol K, Stiller K, McPherson KM, Denehy L. Does physiotherapy
reduce the incidence of postoperative complications in patients following
pulmonary resection via thoracotomy? A protocol for a randomised
controlled trial. J Cardiothorac Surg 2008;3:48.
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