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In the commentary, Dr Dean ques- 
tions the basis for the conclusions 
reached in our article based on the 
methodological problems of the 
source studies used in the meta- 
analysis, as well as heterogeneity 
within the analysis. 

We concur with the view that body 
positioning and mobilization poten- 
tially have much value, and that is 
why they characterize much of the 
usual postoperative care and protocol 
delivered by physical therapists (vide 
infra) and other health professionals 
working in the perioperative setting. 
Quantification of the stimuli that will 
or may alter ventilation/perfusion 
patterns in the initial postoperative 
recovery will provide a substantial 
challenge for most investigators, given 
the numerous brief disturbances and 
events that occur around the patient. 

The minimal methodological standard 
acceptable for this analysis was "ran- 
domized trials." Randomization of the 
patients to the different treatment 

arms can be an effective strategy for 
balancing the potential confounding 
factors, although not ensuring it, par- 
ticularly in small samples. If the com- 
parative groups were equally exposed 
to the body position changes and 
mobilization, and those interventions 
provided the dominant mechanism 
behind the outcomes of interest, then 
any difference in outcome between 
the treatment groups would be 
minimized. 

The results of our analysis have dem- 
onstrated that chest physical therapy 
and incentive spirometry are more 
effective that the control in preventing 
the postoperative pulmonary compli- 
cations of atelectasis and pneumonia 
following upper abdominal surgery. 
Both of the latter interventions usually 
include positioning and mobilization, 
and we have not attempted to deter- 
mine which of the components in 
each treatment package is contribut- 
ing either more or  less to the efficacy. 

Dr Dean suggests that physical thera- 
pists have not yet taken advantage of 
the benefits of body positioning and 
mobilization by incorporating them 
into their clinical practice. In a na- 
tional survey of of perioperative phys- 
ical therapy practice conducted in I 

Canada in 1990 (Kelsey CJ, McIntosh 
JM; unpublished research; 1990), 
clinicians were asked to rank the 
patient problems in a case scenario 
relating to the immediate postopera- 
tive physical therapy management of a 
patient who had undergone upper 
abdominal surgery. The main prob- 
lems identified by therapists were 

I 
pain, decreased lung volumes, de- 
creased cough, and decreased mobil- 
ity. When asked about their treatment 
objectives, the three most frequent 
responses were (1) to decrease re- 
tained secretions, (2) to increase 
mobility, and (3) to increase ventila- 
tion. In examining the specific inter- 
ventions to improve decreased lung 
volumes, therapists identified posi- 
tioning as the first treatment priority, 
followed by incentive spirometry and 
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breathing exercises. We therefore 
believe that physical therapists con- 
sider positioning and mobilization as 
important components of their 
treatment. 

It should be noted that of the six 
analyses completed, only one analysis 
(deep breathing exercises versus a 
control) demonstrated heterogeneity. 

Research and development is a dy- 
namic, ongoing process that accom- 

modates to changes in theory, new 
interventions, and new evidence. 
Systematic examination of the postop- 
erative benefit of a program of body 
positioning and mobilization would 
assist in the continued development 
of the body of evidence. Through the 
successive additions of the results of 
new studies, a cumulative meta- 
analysis profile' may facilitate more 
rapid identification of effective thera- 
pies and thus reduce any or some of 

the difficulty in clinical decision mak- 
ing and concomitantly improve the 
delivery of care. 

Jackie A Thomas, MSc, BScPT 
John M Mclntosh, MSc, BPT 
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