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Objectives

• To review what we know about the current 
practice of early mobility

• To discuss barriers and facilitators to early 
mobility

• To provide some practical guidelines on 
implementation of early mobility 



Early Mobility

• Is safe and feasible in mechanically ventilated 
patients

• Improves functional status at hospital 
discharge

• Reduces duration of delirium

• Is cost-effective
Bailey et al., Crit Care Med 2007
Morris et al., Crit Care Med 2008
Schweickert et al., Lancet 2009
Pohlman et al., Crit Care Med 2010
Lord et al., Crit Care Med 2013



– Automatic evaluation of ICU patients by PT at 1% 
of hospitals

– PT involvement highly impacted by admitting 
diagnosis (stroke, spinal cord injury, MVA vs. 
medical admission)

Hodgin et al., Crit Care Med, 2009



Berney et al., Crit Care Resusc

We’re not doing enough mobility



None of these patients were 
mechanically ventilated. 

We’re not doing enough mobility

Berney et al., Crit Care Resusc



We’re not doing enough mobility

Nydahl et al., Crit Care Med 2013





BARRIERS AND FACILITATORS



Our Project

• Develop theory-based “library” of barriers and 
facilitators to early rehabilitation in 
mechanically ventilated patients

• Study of nurses, physical therapists, physicians 
and respiratory therapists

• Mixed methods
– Semi-structured, theory guided interviews

– Iterative quantitative survey to establish stability 
of responses (Delphi)



Participants

Nurses, 19

Physiotherapis
ts, 22

Occupational 
Therapists, 2

Respiratory 
Therapists, 
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Physicians, 15
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Participants

Years since graduation Years of ICU experience
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THE GOOD NEWS…. (FACILITATORS)



Enthusiasm is on our side

“I can’t express how 
important it is. …you do it 
once or twice and the 
difference in the patient is 
night and day. It’s 
amazing.”

~PT



ICU Culture is Changing

“…the ICU culture initially did not support 
early rehabilitation because we thought 
patients were too sick. 

I think as we’ve gone through education, 
participating in conferences, having in-
services, we’ve all had buy-in that this is 
the best thing for our patients.”

~MD



ICUs are making early mobility a 
priority

• Survey of Michigan ICUs 
(Keystone ICU initiative)

Miller et al., Annals of ATS 2015

• 65% of ICUs reported 
“early mobility” as a 
specific goal



Clinicians believe in the benefits

“I think it’s incredibly important that a patient 
is able to leave whatever situation brought 
them to the ICU in the same state – if not 
partially better – than what they came in 
with”

~RT



Providers still worry about harm

• 42% of physicians in Washington survey report 
“patient safety” as a barrier to mobilization

Jolley et al., BMC Anesthesiology, 
2014



Providers still worry about harm

• I think the biggest risk to me is the 
dislodgment of lines or endotracheal tube 
hardware…  which I have seen occur, that’s 
the biggest risk. (MD)

• if a patient is so agitated that even passive 
range of motion is going to be a problem, you 
know, there are patients I won’t see after 
consulting with nursing (PT)



THE BAD NEWS… THE BARRIERS



We haven’t quite 
figured out 

“teamwork” or 
“interprofessional

collaboration”



WHOSE JOB IS IT ANYWAY?



Well, it’s a 
collaboration 
between the 
physician and the 
nurse taking care 
of the patient

~RN

It’s my job to 
set goals.



I’m making my own 
individualized goals 
for that patient. I 
have the care plan in 
mind but I’m 
thinking about what 
I think is realistic for 
that person.

~PT

It’s my job to 
set goals.



Lack of role clarity is a barrier to good 
care

• Conflict between team members

• Lack of ownership over task

• Lack of expertise in task

• Confusion in communication with families



CO-ORDINATING A TEAM



“the problem is that it’s a 
multidisciplinary process 
so it does involve, you 
know, all the RTs, all the 
nurses, all the physios, the 
dieticians. To get 
everybody to organize to 
do anything is always a 
challenge.”

~RT



“….I mean, sometimes 
it doesn’t work 
[because of] 
scheduling conflicts 
with physical 
therapy.”

~RN



INTRA-TEAM CONFLICT



Differing 
views of 
early 
mobility

There are a few 
physicians who are 
very against any 
movement out of bed 
before day five, for 
their own reasons. 

~RT



Conflicts 
within the 
team may be 
a barrier

We have to be 
collaborative in order to 
be successful, so it’s just 
hard when people say, 
“No, I don’t like it.”

~PT



CO-ORDINATING A TEAM



Making an Early Mobility Session 
Happen

Patient meets criteria
Awake, physiologically stable, no uncontrolled 

pain

Nurse available (not covering other patients)

No conflicting high acuity events nearby

Physiotherapist available

Respiratory therapists available (if needed)

No off-unit testing scheduled

Equipment available



“the problem is that it’s a 
multidisciplinary process 
so it does involve, you 
know, all the RTs, all the 
nurses, all the physios, the 
dieticians. To get 
everybody to organize to 
do anything is always a 
challenge.”

~RT



“….I mean, sometimes 
it doesn’t work 
[because of] 
scheduling conflicts 
with physical 
therapy.”

~RN



THE “HOPEFUL” NEWS



Jolley et al., Annals of ATS, 2015



Miller et al., Annals 
of ATS, 2015



Miller et al., Annals 
of ATS, 2015

• High levels of QI data collection predicted high 
levels of mobility



We knew that once we had the protocol out 
there we couldn’t just walk away from it, but 
that we had to continue to keep on it. And it’s 
still a work in progress, but I think it’s pretty 
successful in our unit.” 

~RN

Goddard et al., manuscript in 
preparation



FINAL THOUGHTS



1. Develop a protocol

• Include the whole ABCDE bundle

• Collect data



2.  Cultivate enthusiasm

• Educate about survivorship

• Show staff videos

• Send staff to mobility conferences, to high 
achieving centres



3. Address concerns about safety

• Include safety measures in your protocols

• Engage physicians to support decision making



4. Consider teamwork

• Which roles need to be explicit?

• How do you deal with shared roles?

• How will you co-ordinate your team and deal 
with scheduling conflicts?
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