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From the authors:

H.S. Kulkarni and coworkers argue that a mean increase in 6-
min walk distance (6MWD) of 27 m during a second 6-min walk
test (6MWT) in 1,514 patients with chronic obstructive pulmon-
ary disease (COPD) still does not provide enough evidence to
consider performing two 6MWTs [1]. Even though we very
much appreciate this correspondence, we disagree with the
arguments and conclusions of H.S. Kulkarni and coworkers.

H.S. Kulkarni and coworkers state that we implied that only the
result of the second 6MWT should be used. This is incorrect; we
did not state this in our manuscript [1]. Indeed, 18% of the
patients with COPD walked further during the first 6MWT.
Moreover, the use of the best of two 6MWTs (defined as the best
6MWD) is very common in the COPD literature [2–5].

82% of our patients with COPD walked further during the
second 6MWT. Indeed, the mean difference between the first
and second 6MWT of 27 min is currently considered as
clinically important in patients with moderate-to-very-severe
COPD [6, 7]. Moreover, we verified, through the Bland–Altman
analysis, that the limits of agreement between the first and
second 6MWT largely exceed the upper limit of clinically
important change [8]. Both findings support the implementation
of a second 6MWT. Moreover, an improvement in 6MWD as a
result of learning may be interpreted erroneously as a positive
treatment; and the yearly change in 6MWD in COPD is
estimated to be, on average, -26 m [9]. These are two additional
strong arguments in favour of considering a second 6MWT.

H.S. Kulkarni and coworkers argue that the 6MWT should be
compared with the outcomes of a cardiopulmonary cycling
test, health status or symptoms. Nevertheless, the proposed
outcomes may not be valid anchors for anchor-based minimal

important difference estimates [10–12]. The argument of H.S.
Kulkarni and coworkers that a second 6MWT is too expensive
and requires too much effort seems invalid, as a 6MWT is
simple and less time consuming than a formal cardiopulmon-
ary exercise test. Moreover, we believe that the benefits of
avoiding measurement error when assessing functional exer-
cise capacity and prognosis in COPD are more relevant than
the modest costs and effort required to perform a second
6MWT. In addition, reimbursement is arranged [13].

In conclusion, the 6MWT is a simple, easy and cheap test, with
valuable clinical information, ignoring the fact 82% of the
patients walk further during the second 6MWT can have clinical
consequences, as discussed extensively in our article [1].
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Killer weekends: can we do something?
To the Editors:

BARBA et al. [1] touched on the sensitive issue of the ‘‘weekend
effect’’. There is no dearth of studies concluding that there is a
relative lack of care on weekends. The main reasons for the
weekend effect are staff shortage [2], relatively junior staff, lack
of supervision, weekend covering staff not familiar with the
case [3] and relatively tired staff after a whole week of work.
Society has every right to demand the same high level of care
on all days, as medical disorders do not observe weekends.
Many doctors are already overworked; therefore, expecting
them to work ‘‘24/7’’ would be unjust and unrealistic and, in
all possibility, could hamper their efficiency. Smartly mana-
ging rosters seems a viable option but, ultimately, this aims to
have more staff working on weekends, which nobody likes [4]
or can be forced to do. Moreover, the image of the doctor as an
overworked person living a dull life may not be a healthy thing
for the profession. In finding a solution, the concerns of both
parties must be taken into account. Merely making a higher
proportion of the staff work on weekends is also not a solution
if they are overworked and tired. The trend for calling in
offshore doctors from lower paying countries on weekends,
such as from New Zealand to Australia, and from other
European countries to the UK [5], is also not a healthy practice;
such doctors, who have already worked over the week and are
completely alien to the patient’s condition, cannot do justice to
patient care, except for providing false comfort. There cannot
be a single solution to the problem. A multipronged strategy
will be required to improve patient care on weekends, which
may include the following. 1) Inculcating a greater sense of
responsibility, service and pride among healthcare profes-
sionals. This may seem to be an impractical and archaic
thought in the era of ‘‘professionalism’’, but has the capability
to bridge the healthcare gap by providing more volunteers.

2) Providing extra incentives in the form of monetary gains or
fewer working hours during the week. 3) Innovative changes
in the working atmosphere, especially on weekends, to
develop enjoyable workplaces may make working on week-
ends less painful.
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