
Clinician’s Commentary

The provision of physical therapy during weekends
and statutory holidays has been a long-standing topic
of debate for managers of hospitals, heads of physical
therapy departments, and clinicians. Many hospitals
around the world provide physical therapy weekend ser-
vice (PWS), mostly for (sub)acute respiratory conditions;
there is significant variability in the application of and
approach to this service. The very interesting paper by
Hill and Brooks describes the organization and content
of PWS in three tertiary hospitals in Toronto.1 Physical
therapists on duty often face a high workload as a result
of low staffing numbers, insufficient or incomplete in-
formation on the medical history and current status of
patients, and less familiarity with specific physical
therapy treatment of this population. Several issues arise
in this debate: the evidence-based necessity and effec-
tiveness of continuity of care provided by physical thera-
pists, the costs (and cost savings!) associated with this
service, and, last but not least, the efficiency of the orga-
nization of the service.

Patients eligible for PWS are often, but not exclu-
sively, suffering from (sub)acute respiratory conditions.
A recent statement recommends treatment of respiratory
conditions that are amendable with physical therapy,
such as impaired airway secretion clearance, atelectasis,
increased work of breathing, and weaning failure in
critically ill adult patients.2 Continuation of this care
seems obvious, but formal research evidence on the
frequency of treatment, including continuation during
weekend days, is scarce, though positive.3 However, the
above-mentioned respiratory conditions can alter the
patient’s clinical status rapidly and often require inten-
sive treatment—more treatments per day, and some-
times night treatments.

Appropriate selection of patients who will benefit
from (continuation of ) physical therapy requires special-
ized physical therapists. In previous studies, respiratory
physical therapy in mechanically ventilated patients did
not, on average, change the duration of mechanical ven-
tilation or ICU stay,4,5 or adversely prolonged mechani-
cal ventilation.6 However, the major difficulty in these
studies was the lack of information on patient charac-
teristics that would have facilitated decisions on the ap-
propriateness of physical therapy in patients ventilated
for various reasons of respiratory insufficiency. Thus,
as stated by Stiller, ‘‘the decision as to whether respi-
ratory physiotherapy should be provided routinely or
selectively . . . can, at this time, only be made by con-
sultation between physiotherapists and other ICU staff
in individual units.’’7(p.1809) Indeed, appropriate use of

respiratory physical therapy reduces the number of
treatment sessions and subsequent costs without com-
promising care.8 In addition to interventions focusing
on direct treatment of the respiratory condition, early
ambulation and physical activity interventions with
major physical therapy contribution have been shown
to reduce days of mechanical ventilation, ICU stay, and
hospital stay and to improve functional status.9–12 Inter-
estingly, most of these interventions were continued
for 7 days per week and were not associated with an
increase in total direct hospital costs.10 Continuity of
care in other conditions also contributed to transferring
patients more quickly to less expensive hospital services
or to early hospital discharge.10,11,13,14

Emphasis on early mobility in patients with critical
illness requires a ‘‘clinical pathway’’ and a change in the
culture of the health care team. It requires that clinicians
use their time efficiently, relinquish tradition, and re-
prioritize direct care activities to promote optimal short-
and long-term outcomes.15 This multidisciplinary team
approach also includes input from physical therapists,
who should take responsibility for initiating and provid-
ing early mobility and physical activity interventions.2

Specialization in physical therapy is unquestionably
needed to provide adequate care for a large variety of
diseases and health problems, certainly in larger tertiary
hospitals. Organization of physical therapy departments
varies between centralized management and decentral-
ized (matrix- or programme-based) management; both
systems have their pros and cons.16 Hill and Brooks1 ob-
served in their survey that programme-based (decentral-
ized) management for PWS was associated with more
patient visits per hour, more patient screens, and more
staff completing unpaid overtime. In addition, physical
therapists on duty in the programme-based hospital
focused mostly on chest conditions. Physical therapists
were working in their area of expertise, and with patients
who were known to them from their regular weekday
shift. This allowed them to treat more patients per hour,
but it should be noted that more staff were working un-
paid overtime. Since the programme-based hospital had
more beds, additional time was needed to take care of
the higher caseload. The physical therapists at this hos-
pital were probably attached to the patients in ‘‘their’’
wards; perhaps they were more likely to take responsibil-
ity for additional care needed by these patients. Although
formal research is not available to determine the effec-
tiveness of this approach, it seems likely that patients
would benefit more from this service model.

In recent years, the organization of physical therapy
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services has also been influenced by the development of
‘‘clinical pathways’’ in in-patient health care. Clinical
pathways were developed to improve quality, efficiency,
and safety of care.17,18 Multidisciplinary care in these
clinical pathways requires a careful mix of centralized
and decentralized organization of caregivers. Physical
therapy is often part of the clinical pathway, and physi-
cal therapists are responsible for adequate implemen-
tation of care in the clinical pathway. This approach is
potentially in conflict with centralized management of
PWS, in which physical therapists from non-PWS wards
may face difficulties in patient populations with whom
they have no or limited expertise. Clustering of service
areas (ICU and thoracic and cardiovascular surgery, for
example) with compatible expertise and rotation con-
straint may reduce variance in quality of care. This
approach also enlarges the pool of available expert staff
for PWS and promotes continuity of optimal care in
the clinical pathway. Centralized organization of physi-
cal therapy departments remains important, however, to
share knowledge and expertise in professional compe-
tencies in the broader area of physical therapy. Physical
therapists with different expertise in physical therapy de-
partments, especially in large, super-specialized tertiary
hospitals, should share and transfer their knowledge
and expertise to enrich our professional profile, includ-
ing responsibilities for optimal patient care outside of
regular business hours.
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