
 

 

Today I want to talk about a paper that I read that was published in the Journal of Physiotherapy 
and this paper stood out because it was selected as the 2019 paper of the year.  
 
The title of the paper is “Physiotherapist advice to older inpatients about the importance of 
staying physically active during hospitalisation reduces sedentary time, increases daily 
steps and preserves mobility: a randomised trial. 
 
The first author of the paper is Nayara Alexia Marino from the University of Sao Paulo in São 
Paulo Brazil. I’ll link to the paper in the shownotes.  
 
What intrigued me about this paper and why I thought would be interesting for listeners was 
that it really focused on the small things that can be done by physiotherapist staff to improve 
the physical activity of older patients who are in an acute-care hospital. As you are well aware, 
people with COPD, asthma, and interstitial lung disease can experience acute exacerbations 
resulting in hospitalization, and I think the rehabilitation period starts while they are in hospital. 
So you’ll hear episodes related to activity during hospitalization on this podcast.  
 
This study focusses on the important fact that many of these patients arrive to the hospital 
deconditioned but they even get more deconditioned while they’re in the hospital. The reasons 
for this are complex, and are not completely related to disease severity. Health professional 
behaviour, and the overall ‘culture’ of mobility on a ward are also important factors. Whatever 
the reason, these high levels of sedentary time are associated with very poor health outcomes 
for these patients.  There is a critical need to develop interventions that address not just the 
reason for the hospitalization but the fact that patients are so immobile while they’re in the 
hospital.  
 
This particular study was a randomized clinical trial, and the primary objective of the study was 
to evaluate the impact of an orientation program for older hospital inpatients about the 
importance of them staying physically active during hospitalization.  
 
The outcome the researchers thought would be improved by this intervention was the level of 
physical activity and mobility, muscle strength, length of hospital stay, and the incidence of any 
complications. They also were interested in finding out from patients what they thought were 
the main barriers to staying physically active during that hospitalization were.  
 
The investigators questioned if advice from a physiotherapist about the importance of staying 
active actually improve those health outcomes. So they ran a randomized clinical trial and they 
screened people who were admitted to respiratory and clinical medical wards.  
 
Let’s have a look at the methods of this study. As I mentioned, this is a randomized clinical trial, 
so there was an experimental group and a control group. They used concealed allocation, 
blinding of assessors, and an intention-to-treat analysis. What do those terms mean?  
 



 

 

Concealed allocation means that the investigators didn’t see which participant was in which 
group (experimental or control) until right at the moment when the person was randomized. So 
after the researcher confirms the individual has met the inclusion criteria for the study, they then 
find out what group the participant will go into. Sometimes that involves contacting someone 
outside the study to get the allocation, or opening up an envelope to reveal the allocation. 
Basically it prevents the researcher from knowing ahead of time, and potentially influencing, 
which group the participant will be in.  
 
Blinding of assessors means that the people who measure the outcomes are not the same 
people who deliver the intervention, and they don’t know which group the participants belong 
to when they do the outcome measurement. In a study like this, you ask the participants not to 
mention anything about which group they were in. The idea is to reduce the risk of bias in the 
assessors – they may unknowingly influence the data they collect if they knew which group the 
participant was in.  
 
Intention-to-treat analysis means that you compare the people in the intervention group with 
the people in the control group EVEN if you know that some of the people in the intervention 
group never got the intervention! Or it wasn’t delivered that well. OR if you find out that some 
of the people in the control group accidentally got the intervention. The idea is that while it 
might mean that you don’t see the full effect of the intervention, because of this ‘dilution’, you 
err on the side of caution and analyse the data as per the group allocation.  
 
So who did they recruit? They recruited patients admitted to the respiratory and clinical wards 
of an acute care hospital in Sao Paulo, Brazil. The patients had to be greater than or equal to 60 
years old and hospitalized for any clinical condition within the last 48 hours, and able to 
mobilize without assistance of another person. They needed to pass a Mini Mental State 
Examination. They were excluded if they were in isolation, were scheduled for elective surgery, 
were on medically-ordered bedrest, had emergency surgery, or were unable to wear an 
accelerometer due to a health condition.   
 
Next, what was the intervention? Participants in the experimental group received a booklet 
containing information and advice about the importance of moving around while in the hospital, 
and it gave suggestions about what they could do to increase their level of physical activity in 
the hospital. A physiotherapist delivered this book and talked with each patient about the 
recommendations. This session lasted about 20 minutes. The patients were recommended to 
refer back to the book if they had any questions and to keep the book in their bedside table (so 
assessors couldn’t see it).  
 
The participants in the control group did not receive any booklet or specific advice at all.  Both 
groups received usual hospital care to treat the conditions that lead to their hospitalization.  
 
What were the outcome measures? The primary outcome was physical activity level as 
measured by an accelerometer. The accelerometer recorded the number of steps and the time 
at different intensities of activity and estimated the metabolic rate. If you listed to the other 



 

 

journal club episode on physical activity, you’ll recall how this outcome can be measured. I’ll link 
to that episode in the show notes. Secondary outcomes were mobility as assessed by the De 
Morton mobility index (also known as the Demmi). They also measured peripheral muscle 
strength using a hand grip dynamometer, as well as the hospital length of stay, and any 
complications during the hospital stay. They also measured how many physiotherapist sessions 
there were. 
 
To understand the barriers of mobility, a 16 item with ‘yes’ and ‘no’ questions, plus two open-
ended questions, was completed by telephone call 72 hours after discharge.  
 
To detect a difference between the two groups, the investigators needed 58 participants in 
order to have their study adequately powered to investigate the primary outcome of step count, 
so that’s 29 per group.  
 
Let’s turn to the results.  
When you look at study results, its good to start with the table that describes the characteristics 
of the participants. This is usually Table 1 or Table 2. 68 people were enrolled in the study, 33 to 
the experimental group and 35 to the control group. You’ll see that they provide these details 
by group. This is important, you as the reader should look at these characteristics to confirm, in 
your mind, that randomization ‘worked’ and these groups were quite similar at baseline. 
Sometimes it happens that, despite going through the randomization process, the groups aren’t 
equal in terms of their characteristics. So you need to judge if any differences occur, if the 
differences are large enough between the groups to potentially impact the results.  
 
You’ll see that in this study, the proportion of men is higher in the control group, and the 
proportion of patients who were admitted for a diagnostic intervention is higher in the control 
group, but in terms of absolute numbers, it is 1 person in the experimental group versus 4 in the 
control group. Will these differences affect the study? Difficult to know, but it is something to 
keep in mind.  
 
 
 
 
There was very little missing data, which is excellent, and 58 participants answered the 
questionnaire at the end. 
 
What did they find? The patients in the experimental group had an increase had a greater 
number of average steps at the end of the overall with almost 5000 steps per day compared to 
the control group which was for about 4000 steps per day with a difference of about 975 steps 
per day. However, it should be noted that the confidence intervals were quite large (28 to 1919). 
This means that if the study was repeated 100 times, in 95 of those studies the measured 
difference could be as high as 1919, but importantly, as low as 28. So its possible the actual 
effect of the intervention, although statistically significant, could actually be quite small 
(something that the authors acknowledge).  



 

 

 
There was about 6% less sedentary time in the intervention group compared to the control 
group, and 1% more moderate activity time in the intervention group, but with these 
comparisons, the 95% confidence intervals did include no difference. Again, this means that if 
you were to repeat this study 100 times, in 95 of those times, the possible difference between 
the groups could be 0. So we need to interpret these findings with a bit of caution.  
 
With respect to mobility, participants in the experimental group were less likely to lose mobility 
during their hospital admission – 6% in the experimental group lost mobility versus 29% in the 
control group.  
 
The length of stay was the same in both groups, so the intervention didn’t speed up discharge, 
but it also didn’t add to the stay either. There were no adverse events in either group.  
 
With respect to barriers to mobilization, 76% of the participants knew about the importance of 
moving during hospitalization and 67% said they receive some advice about staying active 
during their admission. The participants reported the top three barriers to mobility was 1) lack of 
space; 2) lack of companion encouragement, and 3) lack of available oxygen therapy. I’m not 
sure what ‘companion encouragement’ means – I took that to mean lack of encouragement 
from family or other visitors. 
 
So what do we take away from this study?  
I think this study points us to a couple of really key take aways. Based on the results of this 
study, it would appear that a brief session with the physiotherapist regarding the importance of, 
and how to be, mobile results in a statistically significant improvement in daily steps. There was 
some variation on this finding though, so for a given patient, the actual benefit may be quite 
small. But the between-group difference of almost 1000 steps is clinically significant, and came 
about with really a very small intervention on the part of the physiotherapist. Importantly, there 
was no clinical adverse events for either group. 
 
A second important take-away for me were the the top barriers that patients gave for reduced 
mobility. The top three barriers had nothing to do with their physical symptoms (although many 
patients did give symptoms as a reason) – that being space, lack of oxygen therapy, and 
encouragement. Personally, I have seen a major change in the physical layout of many hospital 
wards – there has been a large influx of equipment in the halls – workstations, medication carts, 
computers, workstations, linen carts… all of which are challenging to navigate, and often block 
access to the walls or railings on the walls. So patients are forced to hang onto this other 
equipment which can feel like something they shouldn’t do. Also, for many wards, patients, 
especially respiratory patients, are often ‘tethered’ to their bed by their oxygen tubing.  Think of 
the barriers these patients face with respect to mobility – they have to call for someone to find a 
tanks (and there may not be enough portable tanks available), then switch them over to the 
portable tank for the walk, and navigate the tank and the tubing during their walk, then do the 
reverse. This can feel like too much trouble all around, so the chance of more spontaneous 
mobility is limited.  



 

 

 
I also want to reinforce that although the health profession in this study was a physiotherapist, 
really this is the role of all health professionals involved in a patient’s care. It took very little time 
to provide a short orientation to the booklet that reinforced the importance of physical activity. 
This message, for it to be effective, needs to come from all members of the team, reinforced to 
visitors and family, and made possible by improving the physical environment.  
 
In closing, I know this isn’t really a traditional pulmonary rehab type of a topic, but many of us of 
course care for patients in the hospital, or receive patients in our programs who have been 
discharged. And as I said, for me rehabilitation isn’t just an outpatient intervention! Also, I think 
sometimes we think that without an enormously complex intervention we’re not going to have a 
little effect – but actually this was a fairly modest intervention that did have an impact.  
 
Thank you for joining me on this episode, and until next time, keep moving!  


