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ABSTRACT 

Implementing an Early Mobility Protocol for Patients in the Intensive Care Unit 

by Allison Nicole Crane 

Background: Limited mobility and prolonged bedrest were thought of as necessary to promote 

safety and hemodynamic stability in critically ill intensive care patients historically, but recent 

research does not support this idea.  Newer research is suggesting that mobilizing critical ill 

patients in the intensive care unit can limit the negative effects of immobility and improve 

patient outcomes (Adler & Malone, 2012; Morris, et al., 2008; Perme & Chandrashekar, 2009; 

Perme, Lettvin, Throckmorton, Mitchell, Masud, 2011). 

Objective:  The objective of this clinical scholarly project is to educate the healthcare team 

about the importance of early mobility in the intensive care unit (ICU) patient population, and to 

implement an “Early and Aggressive Mobility Protocol” in an effort to decrease length of stay 

(in both hospital and ICU), mortality rate, and duration of time spent on mechanical ventilation 

between the pre- and post-implementation groups.  

Methods: Healthcare staff were educated on how to mobilize ICU patients safely utilizing an 

“Early and Aggressive Mobility Protocol” owned by Tenet Health Systems. After the education 

was completed, the protocol was implemented on April 1, 2016.  Patient outcomes were assessed 

and compared between the pre-implementation and post-implementation groups.  

Results: Results for mortality, ICU LOS, hospital LOS, and mechanical ventilation duration 

were not statistically significant, indicating that the implementation of the “Early and Aggressive 

Mobility Protocol” had no affect on ICU patient outcomes.  Many limitations were identified and 

addressed to improve implementation for future patients.  

Conclusion: As the project continues to evolve at this community hospital, implementation 
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should continue to improve.  The goal of this CSP was not just to show positive results, but to 

put into place a framework for a quality improvement project that can be utilized to improve 

patient outcomes for many years to come. Hopefully with further refinement, this CSP will have 

a positive effect on patient outcomes.  

Keywords: early, mobility, protocol, ICU, mortality, length of stay, mechanical 

ventilation, clinical scholarly project.  
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Implementing an Early Mobility Protocol for Patients in the Intensive Care Unit 

Chapter I: Background and Significance 

Introduction 

 Critical care medicine has focused on restoring physiologic and hemodynamic stability in 

intensive care patients in an effort to prevent death.  These patients often face long periods of 

immobility, mechanical ventilation and sedation to meet these goals.  Unfortunately, orders for 

bedrest and unintentional long periods of immobility have profound negative effects on patient 

outcomes (Adler & Malone, 2012; 2008; Castro, Calil, Freitas, Oliveira & Porto, 2013;	Clark, 

Lowman, Griffin, Matthews & Reiff, 2013; Morris et al., 2008).  Patient condition and many 

other barriers seen with intensive care unit (ICU) patients such as multiple invasive lines, tubes, 

catheters, hemodynamic instability, as well as life support (i.e. mechanical ventilation) and 

monitoring equipment have prevented healthcare providers from mobilizing patients early in the 

ICU setting.  Historically, ICU culture and thinking was that it was unsafe to move complex and 

critically ill patients, but recent research is proving this outlook needs to change (Adler & 

Malone, 2012; Morris et al., 2008; Perme & Chandrashekar, 2009; Perme, Lettvin, 

Throckmorton, Mitchell, Masud, 2011).  

Statement of the Problem  

Limited mobility and prolonged bedrest were thought of as necessary to promote safety 

and hemodynamic stability in critically ill patients, but a systematic review by Alder and Malone 

in 2012 reports that critically ill patients have experienced “impaired exercise capacity and 

persistent weakness, suboptimal quality of life, enduring neuropsychological impairments and 

high costs of healthcare utilization” secondary to immobility. Physiological adverse affects of 

immobility and delayed physical therapy in the critically ill are of concern, as nearly all bodily 
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systems (cardiovascular, neuroendocrine, musculoskeletal, hematological, pulmonary and the 

metabolic) are affected (Brownback, Fletcher, Pierce & Klaus, 2014; Perme et al. 2011).   

Patient outcomes are dependent on early mobilization.  Research has found that 

immobility in intensive care unit (ICU) patients leads to prolonged use of mechanical ventilation 

and sedation, prolonged ICU length of stay, length of hospitalization and higher mortality rates 

(Burtin et al., 2009; Clark et al., 2013; Morris et al., 2008).  Immobility has also been associated 

with overall functional decline, increased duration of delirium and increased cost of care (Burtin 

et al., 2009; Perme & Chandrashekar, 2009; Talley, Wonnacott, Schuette, Jamieson & Heung, 

2013).  In an effort to prevent these complications, implementation of an “early mobility 

protocol” is recommended for the ICU patient population.  

Currently, research supports implementing early mobility or physical therapy in the 

intensive care unit (ICU) patient setting, but a uniform protocol for this quality improvement 

project does not exist, as studies in this area have only started to appear in research in the last 15 

years (Hodgson et al., 2014; Morris et al., 2008).  The European Respiratory Society and 

European Society of Intensive Care Medicine suggest that all facilities should implement an 

early mobility protocol for critically ill patients (Gosselink et al., 2008). Many facilities are 

developing protocols for use and they have been showing benefit in recent publications, although 

current research is still ongoing and limited (Morris et al., 2008).  

Historical and Societal Perspective 

Multiple studies have been published stating it is safe and feasible to mobilize many 

categories of intensive care unit (ICU) patients such as those on mechanical ventilation, those 

with femoral arterial catheters and vascular access devices, those on extracorporeal membrane 

oxygenation (ECMO) and even those on continuous renal replacement therapy (CRRT) 
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(Brownback et al., 2014; Damluji et al., 2013; Goettler et al., 2002; Perme et al., 2011; Pohlman 

et al., 2010).  As research promoting mobility in even the most critically ill patients is being 

completed, a shift in ICU culture needs to occur in support of early mobility to improve patient 

outcomes and recovery time (Adler & Malone, 2012; Hodgson et al., 2014). 

Education for healthcare providers, families and patients is important for increasing 

acceptance of early mobilization activities in the ICU setting. According to an article by Atkins 

and Kautz (2014), barriers to early mobility activities in ICU patients are not just lack of 

resources, but overall outlook of all those involved.  A common thought from nurses has been 

that the patient will not cooperate or is too delirious, too sick or too complex to be mobilized.  

This myth has been debunked by research repeatedly and education on how to manage complex 

patients and implement early mobility activities is the key to overcoming this negative 

perspective (Atkins & Kautz, 2014).  

Healthcare Cost 

 Reducing healthcare cost is always the goal when improving healthcare delivery and 

implementing quality improvement projects.  Many stakeholders worry that implementing an 

early mobility protocol may have more financial risks than benefits, but this is not the case as 

multiple research studies have found either no change in healthcare costs or a reduction in 

healthcare costs after implementing early mobility protocols (Burtin et al., 2009; Morris et al., 

2008; Ronnebaum, Weir & Hilsabeck, 2012). 

A study of Early intensive care unit mobility therapy in the treatment of acute respiratory 

failure in 2008 found that “total direct in-patient costs for the protocol group inclusive of 

mobility team salaries were $6,805,082, and for the usual care group, $7,309,871…the average 

cost per patient was $44,302 for the usual care group and $41,142 for the protocol group, 
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p=0.262” (Morris et al., 2008, p. 2242).  Cost was not found to be statistically significant, but 

absolute cost was less for the protocol group, and the researchers attributed this cost reduction to 

be secondary to decreased length of stay in the protocol group (Morris et al., 2008).  

 Another study in 2012 found that early mobility significantly decreased length of stay in 

patients who participated in an early mobility protocol (the pre-implementation group mean 

length of stay was 24.9 ± 13.7 days, and the early mobility protocol group mean length of stay 

was 13.3 ± 6.3 days, p= 0.007).  Overall, a mean difference of 11.6 days was observed between 

the study groups equating to a total savings of $22,000.00 per patient, and two and a half times 

this much in patients who were mechanically ventilated (Ronnebaum, Weir & Hilsabeck, 2012). 

This could equate to significant healthcare cost savings for intensive care units, and this savings 

could be spent elsewhere on supplies, new equipment or other quality improvement efforts.  

Supporting Evidence for Advanced Practice Registered Nursing  

According to Byram, leading innovation and change is a role advance practice nursing 

leaders need to be acquainted with (Byram, 2000).  Not only is leadership important for advance 

practice nurses to display in the clinical setting, but it is one of the eight Doctorate of Nursing 

Practice (DNP) Essentials doctorate-prepared Advanced Practices Registered Nurses (DNP-

prepared APRN) are taught in their academic programs (AACN, 2006). This DNP essential 

translates to practice in many ways, one of which is leading quality improvement projects to 

improve both patient and healthcare outcomes (AACN, 2006). 

One of the responsibilities for the DNP-prepared APRN is to identify problems within a 

system, determine where and how to address changing the system to overcome these problems, 

and to implement that change (AACN, 2006).  Most often the changes required are focused on 

quality improvement to increase patient safety and outcomes, but cost-effectiveness and care-
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delivery strategies may also be addressed (Zaccagnini & White, 2014). 

An article looking at progressive mobility in the intensive care setting discusses the 

importance of utilizing mobility to combat the deconditioning and the vast complications 

critically ill patients face.  The article suggests the importance of developing a progressive 

protocol to help patients participate in mobility activities at their own level, while allowing them 

to progress as their condition improves (Atkins & Kautz, 2014).  The protocol implemented in 

this clinical scholarly project follows this recommendation.  The phases of mobility are outlined 

in a handout given to the staff involved on early mobility activities, and it can also be found in 

the complete policy outlining the protocol (see appendix D for the handout and appendix C for 

“Early and Aggressive Mobility Protocol”).  Not only is a protocol important to standardize 

practice in quality improvement projects, but protocols guide interdisciplinary involvement and 

outline the roles of those involved.  If healthcare providers know what is required to carry out an 

intervention and what their involvement in the process will be, success and sustainability of the 

protocol are improved.   

Developing a team is the recommended avenue for providing staff with the help and 

resources they need to implement early mobility in critically ill patients (Atkins & Kautz, 2014). 

This was found to be pivotal in the success of such protocols, as coordinating time with nursing, 

physical therapy and respiratory therapy was not always simple.  In order to implement an early 

mobility protocol consistently, resources need to be provided such as a dedicated team approach, 

and advance practice nurses can facilitate building such a team (Atkins & Kautz, 2014).  In this 

project, the team consisted of the primary investigator, the ICU educator, a physical therapist, a 

respiratory therapist, and the bedside nurse.  Early mobility activities were scheduled after 

interdisciplinary rounds daily to allow staff a structured plan for when this would occur daily, 
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although mobility activities were not limited to this timeline.  

Introduction of PICOt Question 

In patients in the intensive care unit, does implementing an early mobility protocol affect 

hospital and intensive care unit length of stay, mechanical ventilator days, and mortality rate 

during ICU stay over a period of 90 days? 
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Chapter II: Literature Review 

Scope of the Evidence 

The articles selected for research and support of this clinical scholarly project produced the 

following research themes: 

Early mobility is safe and feasible for ICU patients.  

Many healthcare providers have not pushed for early mobility in mechanically ventilated or 

critically ill intensive care patients as they felt these activities were not safe for this patient 

population.  Current research does not support this claim, and studies on early mobility in 

critically ill patients are proving it is safe and feasible in this patient population (Adler & 

Malone, 2012; Pohlman et al., 2010). Research goes from broad to specific in this area starting 

with safely mobilizing mechanically ventilated patients in general, to mobilizing patients with 

other barriers such as central lines and arterial lines.  It is important to look at research 

supporting mobilizing patients on mechanical ventilation, and those with central and arterial 

lines as many intensive care patients have both these life support and monitoring devices while 

in the intensive care unit.  

A randomized controlled trial at the University of Chicago Medical Center and the 

University of Iowa Hospitals implemented a protocol for physical therapy in recently intubated 

patients.  The study was small and only had 49 mechanically ventilated patients to implement the 

protocol and collect data. In these patients, sedation was interrupted and physical therapy 

activities were started. Patients preformed both upper and lower extremity exercises and as they 

improved, physical and occupational therapy progressed.  Overall, 69% sat at the edge of the 

bed, 64% groomed themselves, 67% simulated eating, and 33% moved from the bed to the chair, 

33% stood, and 15% ambulated.  Research findings suggested that patients were able to do more 
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functionally with less assistance and they progressed faster, after undergoing the early mobility 

protocol (Pohlman et al., 2010). 

Looking specifically at safety, the study found 16% of the sessions had reported adverse 

events (described as expected physiologic responses to exercise) such as heart rate or respiratory 

rate increases, although therapy did not need to be stopped for these events. Overall, this small 

study found that extremely early physical therapy in mechanically ventilated patients is both 

feasible and safe when paired with sedation interruptions (Pohlman et al., 2010).   

Other research looking specifically at whether or not patients with central and arterial 

catheters can be mobilized safely is available.  A small 30 patient study at a large teaching 

hospital in Houston, Texas looked specifically at mobilizing patients with femoral arterial 

catheters.  Patients preformed physical therapy activities from sitting at the edge of the bed, to 

standing and ambulating.  Potential adverse effects that were studied were bleeding at the 

insertion site, catheter dislodgement/removal, catheter non-functional after activity and acute 

limb ischemia within 24 hours after activity.  Data collected found that zero adverse events were 

recorded in this study, and researchers concluded that early mobility and ambulation is safe with 

their protocol in patients with femoral arterial catheters (Perme et al., 2011).  

A larger study through John Hopkins Hospital looked at all patients in the medical intensive 

care unit. Out of 1074 patients, 239 patients had one or more femoral catheters of some kind 

(81% venous, 29% arterial and/or 6% hemodialysis).  Out of those 239 patients, 101 (42%) 

received physical therapy with the femoral catheter(s) in place.  Physical therapy ranged from 

walking (23%), sitting (27%), supine cycle ergometry (12%), and in-bed exercises (38%) for the 

study patients.  The researchers looked at whether physical therapy contributed to an increase in 

adverse events related to femoral catheters. Adverse events studied were nonfunctioning 
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catheter, removal of the catheter, bleeding at the catheter site, acute limb ischemia within 24 

hours after physical therapy, retroperitoneal hematoma, and catheter-associated blood stream 

infection. In 253 physical therapy sessions between the 101 participants, none of the adverse 

events were observed (0% event rate, 95% upper confidence limit of 1.4%) proving physical 

therapy is safe and feasible in patients who have femoral catheters.  Of the 101 participants, 67% 

were mechanically ventilated during physical therapy activities, and no adverse events were 

observed related to mechanical ventilation, suggesting early physical therapy is safe in 

mechanically ventilated patients as well (Damluji et al., 2013).  

Early mobility protocols decrease length of stay (LOS).   

Research has demonstrated that increasing length of stay leads to increased incidence of 

infection and physical deconditioning in patients. This means any intervention to decrease length 

of stay should be considered for patients in the hospital. Research supports implementing a 

standardized early mobility protocol, utilizing a multidisciplinary approach to mobility, and early 

initiation of mobility in all patients can contribute to decreasing length of stay in intensive care 

patients (Morris et al., 2008).  

A large university medical center intensive care unit studied implementing an early mobility 

protocol for patients on mechanical ventilation. The study had 165 patients in the control group 

and 165 patients in the intervention group. Outcomes such as mechanical ventilator days, 

intensive care unit (ICU) length of stay and hospital length of stay were measured.  The study 

found that in patients who received the early mobility protocol, both ICU and hospital length of 

stay were significantly decreased compared to the control group.  Mean hospital length of stay in 

the control group was 14.5 (12.7-16.7) days and for the intervention group it was 11.2 (9.7-12.8) 

days, p=0.006.  Mean ICU length of stay in the control group was 6.9 (5.9-8.0) days and for the 
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intervention group it was 5.5(4.7-6.3) days, p=0.025.  The results were found to be statistically 

significant and suggest a correlation between implementing an early mobility protocol and 

decreasing hospital and ICU length of day.  No significant change in mechanical ventilator days 

was found between the control and intervention groups (Morris et al., 2008). 

A small study at a metropolitan hospital looking at 28 intensive care patients found that 

implementing an early mobility protocol was positively correlated with decreasing length of stay 

and decreasing time spend on mechanical ventilation in their patients.  Their research findings 

showed that in patients who participated in an early mobility protocol, length of stay was 

significantly decreased. For the pre-implementation group the mean length of stay was 24.9 ± 

13.7 days, and for the early mobility protocol group the mean length of stay was 13.3 ± 6.3 days, 

p= .007.  Overall a mean difference of 11.6 days was observed between the study groups, which 

they found led to a cost savings of $22,000.00 per intensive care patient. The researcher also 

hypothesized that complications related to length of stay and immobility would be decreased in 

the implementation group (Ronnebaum, Weir & Hilsabeck, 2012). 

A large multicenter randomized controlled trial at the University of Chicago Medical Center 

and the University of Iowa Hospitals studied physical therapy and occupational therapy in 104 

mechanically ventilated patients.  The study looked at delirium, length of stay, mechanical 

ventilator days and return to previous functional level between the intervention and the control 

groups.  Overall, looking specifically at the results, length of stay did not differ between the 

intervention and the control groups, although other positive outcomes of the study were reported. 

Mean length of stay in the hospital for the intervention group 13.5 days (8.0-23.1), and for the 

control group 12.9 day (8.9-19.8), p=0.93. Mean length of stay in the intensive care unit for the 

intervention group 5.9 days (4.5-13.2), and for the control group 7.9 day (6.1-12.9), p=0.08.  
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This evidence does not support, nor denounce the correlation between early mobility and length 

of stay for this population, but shows more research is indicated (Schweickert et al., 2009).  

A large study in Sao Paulo, Brazil looked at implementing physiotherapy in intensive care 

patients.  The study had 146 patients and defined physiotherapy as endotracheal suctioning, 

mobilization, and patient positioning.  The study compared a group with 24-hour-a-day 

physiotherapy (intervention group) with a 6-hour-a-day physiotherapy group (control).  The 

study found that the intervention group had an intensive care unit (ICU) length of stay of 13.6 ± 

12.6 days, and the control group had an ICU length of stay of 21.6 ± 17.8 days, (p=0.0003).  A 

regression analysis showed a probability for a longer ICU length of stay in the control group 

(OR=3.1, 95% CI, 1.4-6.88, p=0.0003) (Castro et al., 2013).  Although these results do not 

confirm mobility is solely responsible for decrease in length of stay, it can be assumed that it 

contributed to this change along with the other physiotherapy interventions.  

Early mobility protocols decrease mechanical ventilator time. 

According to research, 75% of patients in the intensive care unit (ICU) can be weaned from 

mechanical ventilation with spontaneous breathing trials and weaning may be more rapid when 

paired with early mobility (Ronnebaum, Weir & Hilsabeck, 2012).   

As previously discussed, a study by Ronnebaum, Weir and Hilsabeck (2012), found a 

positive correlation between mechanical ventilator days and early mobility for respiratory failure 

patients.  When comparing days spent on mechanical ventilation between the pre-implementation 

and early mobility groups, a positive correlation was found.  The days spent mechanically 

ventilated in the pre-implementation group was 30.9 ± 20.0 days, and for the early mobility 

group was 14.5 ± 8.7 days, p=0.007 with a 95% confidence interval.  This intervention decreased 

mechanical ventilator days by 47%, and was statistically significant.  The researchers concluded 
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that because early mobility has been correlated with decreasing mechanical ventilator days and 

length of stay, it should be implemented as evidence-based practice for respiratory failure 

patients in the intensive care unit to improve outcomes (Ronnebaum, Weir & Hilsabeck, 2012).  

A large multicenter randomized controlled trial at the University of Chicago Medical Center 

and the University of Iowa Hospitals studied physical therapy and occupational therapy in 104 

mechanically ventilated patients.  The study found that the intervention group had a mean of 23.5 

(7.4-25.6) ventilator free days, and the control group has 21.1 (0.0-23.8) ventilator free days 

(p=0.05).  This was found to be statistically significant and therefore, patients with the early 

mobility protocol (intervention group) have 2.4 more ventilator free days. This research supports 

early mobility to decrease mechanical ventilation days (Schweickert et al., 2009). 

A large 146 patient study in Sao Paulo, Brazil looked at implementing physiotherapy in 

intensive care patients. The study compared a group with 24-hour-a-day physiotherapy 

(intervention group) with a 6-hour-a-day physiotherapy group (control).  The study found that 

the intervention group had mechanical ventilator days of 10 ± 20, and the control group had 

mechanical ventilator days of 15 ± 12, (p<0.0001).  The results were significant, and a regression 

analysis showed an increase in probability for increased mechanical ventilator days for the 

control group (OR=3.8, 95% CI, 1.65 to 9.12, p= 0.0001), suggesting that early mobility allows 

patients to be weaned for mechanical ventilation more rapidly (Castro et al., 2013).   

Early mobility in ICU patients decreases complications. 

When looking at complications patients face secondary to immobility, the list is 

overwhelming.  Complications such as joint contractures, muscle atrophy, neuromyopathies, 

pressure ulcers, deep vein thrombosis, prolonged necessity for mechanical ventilation, and 

delirium are only a few complications seen as a result of immobility (Clark et al., 2013).   
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 A large study at University of Alabama at Birmingham published in 2013, analyzed data 

from 2,176 patients in the trauma burn intensive care unit (TBICU).  Patients were categorized as 

being part of either the pre-early mobility program group (1,044 patients) or the post-early 

mobility program group (1,132 patients). Study results found that early mobility implementation 

significantly decreased complication rates for pneumonia, deep vein thrombosis, airway and 

pulmonary complications, and vascular complications.  There was no significant difference in 

rates of cardiovascular complications between groups, and although overall length of stay (LOS) 

was shorter by 2.4 days in the post-early mobility group, it was not significant when adjusted for 

disease severity. This study also found that ambulation with an endotracheal tube was safe with 

their protocol.  There were no unplanned extubations and airway complications were reduced but 

50% in the post-early mobility program group, which was contributed to improved ventilation 

and perfusion matching, improved lung compliance, upright posture, and reduced work of 

breathing from mucociliary clearance (Clark et al. 2013).  

 A study trial at the University of Chicago Medical Center and the University of Iowa 

Hospitals found a correlation between early physical therapy and patient outcomes. The study 

compared control and intervention groups, and found that physical therapy decreased duration of 

delirium in the intervention group. Duration of delirium was 2.0 (0.0-6.0) days in the 

intervention group, and 4.0 (2.0-7.0) days in the control group (p=0.02). The study also found 

that more patients in the intervention group (29 patients, 59%) returned to independent functional 

status at hospital discharge, than in the control group (19 patients, 35%) (p=0.02).  This indicates 

that early mobility is associated with a decrease in duration of delirium and improved return to 

independent functional status in this study (Schweickert et al., 2009). 
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Early mobility activities leads to decreased mortality. 

Decreasing mortality is a common goal for healthcare providers when determining what 

cares to implement and treatments to provide.  Mobility is one outcome currently being studied 

to determine its contribution to decreasing mortality rates in the intensive care unit population.  

A large multicenter randomized controlled trial at the University of Chicago Medical Center 

and the University of Iowa Hospitals studied physical therapy and occupational therapy in 104 

mechanically ventilated patients.  The study found the mortality rates for the control group to be 

25%, and for the intervention group to be 18% (p=0.53).  Although this shows a decrease in 

mortality for the intervention group, these results were not statistically significant and they 

indicate further research in this area may be beneficial (Schweickert et al., 2009). 

A large study in Sao Paulo, Brazil looked at implementing physiotherapy in intensive care 

patients.  The study had 146 patients and defined physiotherapy as endotracheal suctioning, 

mobilization, and patient positioning.  The study compared a group with 24-hour-a-day 

physiotherapy (intervention) group and a 6-hour-a-day physiotherapy (control) group.  The 

results showed that mortality was 15% less in the intervention group, and a regression analysis 

found a probability for lower mortality rates in the intervention group (OR=1.3, 95% CI, 1.08-

2.33, p=0.04).  This study found a significant decrease in mortality between the two groups, 

therefore recommending physiotherapy to decrease mortality (Castro et al., 2013).  

Synthesis of the Evidence 

As research is still emerging and ongoing for early mobility in the intensive care unit 

patient population, continued research and implementation projects in this area can only 

contribute to evidence-based practice. A search of the current research found several themes that 

support implementing this clinical scholarly project.  The first theme is that early mobility is safe 
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and feasible in the intensive care patient population, regardless of mechanical ventilator status, 

complex equipment needs and/or central lines. The next theme that emerged was that early 

mobility is correlated with decreasing both hospital and intensive care unit length of stay, and 

therefore decreases healthcare cost and complications related to immobility.  Early mobility was 

also positively correlated with decreasing mechanical ventilator days, and more rapid weaning 

from ventilator support.  Lastly, early mobility has been found to decrease physiological 

complications secondary to immobility, and may also be positively correlated with decreasing 

mortality rates.  With all this positive evidence and no negative evidence, implementing an early 

mobility protocol in the intensive care unit is supported by the literature, and may improve 

patient outcomes, and therefore is the focus for this clinical scholarly project.  

Theoretical Framework: King’s Theory of Goal Attainment 

 The nursing profession often utilizes theory for the implementation of research and 

evidence-based practice, and once such theory is Imogene King’s “Theory of Goal Attainment” 

(King, 1996).  This theory involves transactions of human interactions that lead to goal 

attainment.  This theory is used in nursing as the goal of the discipline is to attain health for 

people through actions and interventions, and it works in line with the nursing process of assess, 

plan, implement and evaluate (King, 1996).  

The “Theory of Goal Attainment” explains the process of nurse and client information 

sharing as assessment of the situation at hand, development of goals to help improve patient 

health, development of a care plan both parties agree upon to meet those goals, implementation 

of interventions to meet those goals, and evaluation of whether the goals where attained.  The 

ultimate goal of the nurse within this theory is to help patients reach and maintain health so they 

can function in life roles (Goal Attainment, 2013).  Because this theory looks at implementation 
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of clinical practice interventions to help patients reach optimal health and meet goals in recovery, 

it can be used to explain the implementation of new research and evidenced-based protocols such 

as the one in this clinical scholarly project.   

Applying Theory to Practice. 

The goal for this clinical scholarly project is to implement an early mobility protocol for 

intensive care patients to help them reach optimal health, and King’s “Theory of Goal 

Attainment” can be applied.  Early mobility is outlined in a protocol that is designed to allow 

patients to set and meet goals necessary for recovery.  This protocol can then guide practice for 

these patients, help healthcare professionals create an individualized plan of care, and then carry 

out that plan of care safely.  Once the protocol has been implemented, the last piece of King’s 

“Theory of Goal Attainment” is to evaluate if the patients goals were attained.  If goals were met, 

then success can be established, otherwise the plan of care can be discussed with the patients and 

healthcare team, and changes made to help meet patient recovery goals (Goal Attainment, 2013). 

  



 

 17 

Chapter III: Methodology 

Problem Overview 

Critical care medicine has focused on restoring physiologic and hemodynamic stability in 

intensive care patients in an effort to prevent death.  These patients often face long periods of 

immobility, mechanical ventilation and sedation to meet these goals.  Unfortunately, orders for 

bedrest and unintentional long periods of immobility have profound negative effects on patient 

outcomes (Adler & Malone, 2012; Castro et al., 2013; Clark et al., 2013; Morris et al., 2008).  A 

systematic review by Alder and Malone reports that critically ill patients have experienced 

“impaired exercise capacity and persistent weakness, suboptimal quality of life, enduring 

neuropsychological impairments and high costs of healthcare utilization” (Alder & Malone, 

2012, p. 5) secondary to immobility.  Physiological adverse affects of immobility and delayed 

physical therapy in the critically ill are also of concern as nearly all bodily systems 

(cardiovascular, neuroendocrine, musculoskeletal, hematological, pulmonary and metabolic) are 

affected (Brownback et al., 2014; Perme et al., 2011). 

Purpose Statement 

The purpose of this clinical scholarly project is to educate the healthcare team (registered 

nurses, respiratory therapists, physical therapists, and physicians) about the importance of early 

mobility in this intensive care unit (ICU) patient population, and to implement an early mobility 

protocol to decrease length of stay (hospital and ICU LOS), mortality rate, and duration of time 

spent on mechanical ventilation between the pre and post-implementation groups.  

Scope of the Project 

This clinical scholarly project occurred in a 114-bed community hospital in Southern 

California. This facility saw over 21,000 patients in the emergency room and had over 3,600 
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admissions in 2005 according to US News & World Report (2006). 

 The “Early and Aggressive Mobility Protocol” was implemented in the intensive care 

unit specifically, which consists of eight beds.  Patients in these beds suffer from many different 

medical issues, as this is a comprehensive intensive care unit.  Patients have diagnoses ranging 

from cardiac, neurologic, metabolic, respiratory, sepsis, surgical, toxins/overdose, among others, 

and patient acuity varied significantly.  

All the involved intensive care unit (ICU) health care staff (ICU management, ICU 

Educator, and ICU nurses, respiratory therapists, physical therapists, and ICU physicians) were 

educated on the “Early and Aggressive Mobility Protocol” via a powerpoint presentation, 

(Appendix I).  A quiz handout was also administered to the ICU nurses specifically to document 

education and competency (Appendix J).  After education was completed, the “Early and 

Aggressive Mobility Protocol” was implemented starting on April 1, 2016.  

Project Design 

 This project utilized a quasi-experimental design as it was for the implementation of a 

quality improvement project.  The “Early and Aggressive Mobility Protocol” is the intervention 

implemented, and outcomes were assessed comparing the pre-implementation (control) and post-

implementation (experimental) groups.  Variables compared between the two groups were 

hospital length of stay, intensive care unit length of stay, mortality rate, and mechanical 

ventilator duration (days).  

Research Procedures 

 A clinical proposal was presented to the Brandman University Institutional Review Board 

(IRB).  The project was approved by the Brandman University IRB on October 23, 2015 

(Appendix A).  The participating hospital did not require submission to a separate institutional 
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review board for this facility, but rather accepted IRB approval from Brandman University as 

sufficient. A letter of approval was given to the primary investigator allowing for project 

implementation, data collection via chart review, and data use for clinical scholarly project 

activities on July 8, 2015 (Appendix F).  As the project took longer than expected, a request for 

modification and continuation of the approved project was submitted and later approved by 

Brandman University IRB on September 19, 2016 (Appendix B). 

 Prior to starting this clinical scholarly project the HIPAA Privacy and Security 

Awareness Training (Appendix E), Workplace Bloodborne Pathogens for Healthcare Training 

(Appendix K), and the National Institutes of Health Web-based Ethics Course (Appendix H) 

were completed.  

Population 

The population sampled in this clinical scholarly project was adult (over the age of 18 

years old) patients, admitted to the intensive care unit from January 1, 2016 to June 30, 2016. 

The pre-implementation group consisted of patients admitted between January 1, 2016 and 

March 31, 2016.  The post-implementation group consisted of adult ICU patients admitted after 

the “Early and Aggressive Mobility Protocol” implementation between April 1, 2016 and June 

30, 2016.  

Sample 

Once data was collected for analysis, the pre-implementation group consisted of 115 

adult patients (N=115) who were admitted to the intensive care unit (ICU) between January 1, 

2016 and March 31, 2016, regardless of diagnosis.   

The post-implementation group consisted of 29 adult patients (N=29) who were admitted 

to the ICU after the “Early and Aggressive Mobility Protocol” implementation between April 1, 
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2016 and June 30, 2016, regardless of diagnosis. The post-implementation group was much 

smaller as an order to “initiate early mobility” was required from the attending physician in order 

to implement the “Early and Aggressive Mobility Protocol”.  Many barriers were faced with 

early mobility protocol implementation, and these barriers will be discussed later.  

Instrumentation 

The hospital is a Tenet Health Systems owned facility.  The Tenet Health organization 

has developed an “Early and Aggressive Mobility Protocol” to be implemented at this facility 

(Appendix C).  For this clinical scholarly project, this protocol was presented to the staff and 

education was completed through the use of a powerpoint presentation (Appendix I).  Once the 

presentation was viewed, online computer-based competency requirements were completed, the 

intensive care unit (ICU) nurses specifically, were given a quiz handout to further assess protocol 

understanding as this is a very nurse driven quality improvement project (Appendix J).  Once all 

the education was completed during January 1, 2016 to April 1, 2016, the protocol was then 

implemented.  The first patients to have the protocol integrated into their plan of care were those 

admitted on or after the go-live date of April 1, 2016 with a physician order.  

For quick reference, a handout was created to facilitate easy reference for the healthcare 

team (Appendix D).  This handout along with copies of the protocol and an audit tool used for 

data collection (Appendix G), were all kept in the intensive care unit in a binder titled “Early 

Mobility Protocol Resources”.  This binder was available 24-hours a day to all staff, and it was 

checked daily to be sure handouts were stocked and available for staff.  Contact information for 

the primary investigator, ICU Director, ICU educator and ICU nurse champions was also 

included in the binder so that questions regarding protocol implementation could be quickly 

answered.  
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Implementation 

To facilitate implementation, the primary investigator attended interdisciplinary rounds 

daily during the project implementation period.  After the initial education was given, the 

primary investigator continued to provide one-on-one education with healthcare staff (nursing, 

physical therapy, and respiratory therapy) and the intensive care unit (ICU) physicians as needed 

to promote the “Early and Aggressive Mobility Protocol” implementation from April 1, 2016 to 

June 30, 2016.  Encouragement to discuss early mobility options for each individual patient 

occurred in daily interdisciplinary rounds, and help was offered to the ICU staff after rounds to 

mobilize patients who met the protocol criteria (for specific criteria, see Appendix C, D and/or I). 

Documentation on daily mobility activities was also evaluated, and continued education on 

where and how to document early mobility activities occurred as needed with the ICU staff.    

Data Collection 

Once protocol implementation was completed; data was collected via chart review of the 

electronic medical record with permission from the hospital (Appendix F).  Data was collected 

on the pre-implementation group from January 1, 2016 to March 31, 2016, and data was 

collected on the post-implementation group from April 1, 2016 to June 30, 2016.  

Variables collected were intensive care unit (ICU) admit and discharge date and time, 

hospital admit and discharge date and time, intubation date and time, extubation date and time, 

disposition at time of discharge, diagnosis category, age, sex, oxygen requirements, whether or 

not the early mobility protocol was ordered and implemented.  All data was then entered into an 

SPSS data set created and managed by the primary investigator for analysis.  

Data Analysis 

 Once data collection was complete, IBM SPSS Statistics 23 was used to analyze all the 
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data.  The three outcomes assessed were differences in mortality, intensive care unit length of 

stay (ICU LOS), hospital length of stay (hospital LOS), and mechanical ventilation duration (in 

days).  A p-value of less than 0.05 was required for statistical significance.  

 Mortality was assessed using descriptive statistics to calculate mean mortality rate for 

both the pre-implementation and post-implementation groups. Once mortality rates were 

calculated, a chi-square test was completed to compare mortality rates between the two groups. 

A p-value was calculated to determine statistical significance. 

 ICU length of stay was calculated using descriptive statistics to find mean length of stay 

in days for both the pre-implementation and post-implementation groups.   Hospital length of 

stay was calculated using descriptive statistics to find mean length of stay in days for both the 

pre-implementation and post-implementation groups.   

An independent samples t-test was completed to compare ICU length of stay in the pre-

implementation and post-implementation groups.  An independent samples t-test was completed 

to compare hospital length of stay in the pre-implementation and post-implementation groups. A 

p-value was calculated to determine statistical significance. 

 Mechanical Ventilator duration was calculated using descriptive statistics to find mean 

mechanical ventilator duration in days for both the pre-implementation and post-implementation 

groups. An independent samples t-test was completed to compare mechanical ventilator duration 

between the pre-implementation and post-implementation groups. A p-value was calculated to 

determine statistical significance.  
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Chapter IV: Results 

Background 

In this study, the pre-implementation group consisted of 115 participants (N=115) and 

the post-implementation group consisted of 29 participants (N=29). Clinical outcomes compared 

between the pre- and post-implementation groups were mortality rate, intensive care unit length 

of stay (ICU LOS) in days, total hospital length of stay (hospital LOS) in days, and mechanical 

ventilator duration in days.  All statistics were calculated using IBM SPSS Statistics 23.  

Mortality. 

Descriptive statistics were used to calculate mortality rates for both the pre-

implementation and post-implementation groups. For the pre-implementation group (N=115), 

out of 115 patients, 14 expired.  The mortality rate for the pre-implementation group was 12.2% 

(Table 1).  For the post-implementation group (N=29), out of 29 patients, 5 expired.  The 

mortality rate for the post-implementation group was 17.2% (Table 2).  The mortality rate 

increased after the mobility protocol was implemented by 5% between the two groups.  

A chi-square analysis was completed comparing mortality between the pre-

implementation (N=115) and post-implementation (N=29) groups (Table 3).  For this analysis α 

was set to 0.05.  The chi-square analysis results found the mortality differences between the two 

groups to have no statistical significance, and therefore, the null hypothesis failed to be rejected 

[x2 (38) =39.000, (p=0.425)]. There was no statistically significant difference between the pre-

implementation and post-implementation groups for mortality.  
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Chapter V: Discussion 

Themes 

 While the available research for early mobility in intensive care patients suggests 

promising results such as decreasing length of stay, decreased mechanical ventilation duration, 

decreased incidence of complications (i.e. muscle atrophy, neuromyopathies, pressure ulcers, 

deep vein thrombosis to name a few) and decreases in mortality rates, this was not supported by 

the research findings in this clinical scholarly project. While no adverse events were reported in 

the 29 patients mobilized (N=29) with the “Early and Aggressive Mobility Protocol”, statistical 

analysis of the data revealed no significant differences between the pre-implementation and post-

implementation groups.   

Mortality.  

 When looking at mortality rates between the groups, the pre-implementation group 

(N=115) had a 12.2% mortality rate and the post-implementation group (N=29) had a 17.2% 

mortality rate.  The lack of significant change in mortality rates (p=0.425) between the pre-

implementation and post-implementation groups when a chi-square test was completed (table 3), 

could be related to the lack of adjustment for differences in patient acuity between the two 

groups, small sample sizes, and patient age.   

Although no positive correlation was found between decreasing mortality rates and 

“Early and Aggressive Mobility Protocol” implementation, early mobility may still show benefit 

in other clinical outcomes, and/or in future assessments after the protocol is better established in 

the intensive care unit.  
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Intensive Care Unit and Hospital Length of Stay. 

 When looking at intensive care unit length of stay (ICU LOS), the pre-implementation 

group spent 3.97 days verses 5.76 days in the post-implementation group.  The post-

implementation group spent an average of 1.79 days longer in the ICU, and a t-test comparison 

between the groups (table 6) showed that there was no significant difference in ICU LOS [t (142) 

= -1.37, p=0.174].   

When looking at hospital length of stay (hospital LOS), the pre-implementation group 

spent 7.73 days verses 8.58 days in the post-implementation group.  The post-implementation 

group spent 0.89 days longer in the hospital, and a t-test comparison between the groups (table 7) 

showed there was no significant difference in hospital LOS, [t (142) = -0.53, p=0.600].  

 Factors that may have skewed the results for ICU and Hospital LOS may be lack of 

adjustment for patient acuity, multiple comorbidities, age and gender. Although research 

supports mobility and decreasing length of stay in several large studies, this was not found to be 

supported by this clinical scholarly project.  

Mechanical Ventilator Duration. 

For assessment of this clinical outcome, only patients requiring mechanical ventilation 

were included in the pre-implementation (N=25) and post-implementation (N=14) groups.  

When looking at mechanical ventilator duration (days), the pre-implementation group spent 7.97 

days verses 5.03 days in the post-implementation group.  The post-implementation group did 

spend and average of 2.94 less days on mechanical ventilator support, than the pre-

implementation group. Although the trend was there when only looking at mean mechanical 

ventilator duration between the two groups, no significant difference was found during a t-test 

analysis  [t (37) = 0.85, p=0.399]. 



 

 30 

 Current research does support decreasing the need for mechanical ventilator support 

thorough the implementation of an early mobility protocol.  Although the data from this clinical 

scholarly project was not found to support this current research recommendation, the trend was 

in the right direction.  Factors that may have skewed the results were presence of outliers, 

removal of ventilator support for patients receiving end of life care, and lack of adjustment for 

age, gender, acuity and diagnosis.  

Limitations 

 Several limitations were identified during the implementation of this clinical scholarly 

project.  First, intensive care unit (ICU) physician support was not unanimous.  Several 

physicians were willing to evaluate patients and place orders to “initiate mobility protocol” on 

patients who met the criteria for inclusion, and other physicians did not want to participate.  

Those who did not participate often refused to place the “initiate mobility protocol” orders, even 

on patients who met the criteria for the protocol, which contributed to the small sample size of 

the post-implementation group. This limitation was in the process of being addressed through the 

development of a mobility counsel towards the end of my data collection period.  This counsel 

consists of the lead ICU intensivist, ICU Director, ICU Educator, and project champions 

(nursing, respiratory and physical therapy represented) and they meet monthly to discuss changes 

to improve the “Early and Aggressive Mobility Protocol”.  With more physician support in the 

future, patient outcomes could be different if reassessed.  

 Another limitation identified was the lack of ICU nurse support for this project.  Often 

times excuses such as there is not enough time for mobility, help is not available, the patient is 

too sick, or it’s not safe were given. Education in regards to the safety of early mobility, and 

coordination of resources and staff were provided to promote completing mobility activities 
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when ever possible. Continued education and a push for culture change on this ICU are going to 

be required for future success and sustainability of this project.  

 A lack of physical therapy staff and support were discovered during the implementation 

of this clinical scholarly project. During mobility efforts, nurses reported that physical therapy 

staff had no available time to help mobilize patients under the protocol.  An analysis of patients 

being followed by physical therapy staff resulted, and it was found that patients were receiving 

an initial physical therapy evaluation and mobility activity, but continued mobility activities on 

subsequent days was not occurring as physical therapists were not adequately staffed to help 

regardless of a physician’s order to see the patients daily. This was probably one of the most 

significant factors negatively affecting the success of this clinical scholarly project.   

To solve this problem, hospital administrators, ICU physicians, ICU management, and the 

Director of physical therapy had a meeting, and additional physical therapist positions and 

physical therapy assistant positions were approved.  Unfortunately, this process was not 

completed before the data collection period of this clinical scholarly project, but future analysis 

of the “Early and Aggressive Mobility Protocol” may reveal more consistent implementation and 

different clinical outcomes.  

 Another factor that limited the results of this CSP was the sample size.  The pre-

implementation group consisted of 115 patients (N=115) and the post-implementation group 

consisted of 29 patients (N=29) when looking at mortality, intensive care unit LOS and hospital 

LOS.  When looking at mechanical ventilator duration, the pre-implementation group was only 

25 patients (N=25) and the post-implementation group was 14 patients (N=14).  These small 

sample sizes could affect the clinical outcomes measured.  A larger sample size could have 

contributed to more meaningful data and more clinically significant findings.   
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Sustainability 

 Sustainability is the goal to any quality improvement project, and is defined as “the 

standardization of new ways of working and the maintenance of improved outcomes over time” 

(Chambers, 2015, p. 89). When implementing evidence-based research through quality 

improvement projects, advance practice nurses and other healthcare professionals often face 

challenges.  Unless these challenges are used to refine the implementation process along the way, 

success will not be possible.  The key to sustainability is identifying issues with implementation, 

and refining the implementation process to overcome those issues (Chambers, 2015).  Research 

on sustainability in healthcare has found that four factors must be addressed to provide 

sustainability to any quality improvement project.  Those four factors are strong leadership, 

stakeholder support, nursing champions, and a modifiable project (Chambers, 2015).  

 Continued work on this quality improvement project is required to provide sustainability 

in the future.  As challenges such as lack of physical therapy support, lack of physician and nurse 

buy-in, and intensive care unit culture work against successful implementation, interventions to 

overcome these challenges must be implemented.  Physician support is increasing as education 

on the importance of early mobility activities and nursing encouragement continue to build.  

Overall, staff support is also increasing as patients are being safely mobilized and nurses are 

becoming more comfortable with the process.  Physical therapy support has drastically increased 

as new staff members have been hired to meet the demand.  As challenges such as these are 

overcome, sustainability builds for this quality improvement project.  In the future, positive 

outcomes will hopefully result from the interdisciplinary efforts exerted on implementing this 

evidence-based intervention, regardless of the results presented in this clinical scholarly project.  
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Although this clinical scholarly project did not show an statistically significant changes 

after the initial implementation of this “Early and Aggressive Mobility Protocol”, the primary 

investigator is confident that as the process is further refined and implementation becomes more 

consistent in the future, positive outcomes may be possible.  

Dissemination 

 Learning to implement evidence-based practice is one of the key essentials taught to 

Doctorate of Nursing Practice (DNP) students, and in the future as doctorate-prepared nurse 

practitioners it is expected that we continue to implement evidence-based interventions to help 

our patients (AACN, 2006).  Through implementing this clinical scholarly project, the primary 

investigator has had the opportunity to navigate through the Institution Review Board (IRB) 

processes and project development, implementation and analysis.  Learning these skills will go 

on to help guide future advanced nursing practice in many roles such as the practitioner, teacher, 

researcher, and consultant (Kleinpell, 2013).   

 Processes learned from implementing this CSP such as team building, staff education, 

approaching hospital administration, and overcoming resistance will be useful tools to guide 

future practice.  Developing and leading monthly counsel meetings for accomplishing a shared 

goal is one skill that was learned as a result of this CSP that will help with advanced nursing 

practice and quality improvement projects in the future.   

Recommendations for Further Research 

 As the intensive care unit (ICU) manager, educator and nurse champions continue to 

work on the implementation of this “Early and Aggressive Mobility Protocol,” further research 

looking at similar outcomes may show significant results now that improvements have been put 

into place.  Now that physical therapy staff members are available to consistently help nursing 
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and reparatory therapy staff to mobilize ICU patients consistently, data should be reassessed.  

Any future data analysis should factor in patient acuity, gender and age to provide more accurate 

assessment of the intervention and patient outcomes. 

Incorporating The Doctorate of Nursing Practice Essentials I-VIII 

 In the early 1900’s, the first Doctorate of Education (EdD) degrees were offered to help 

prepare nursing faculty.  Later in the 1970’s, the Doctorate of Philosophy (PhD) in nursing 

science and the Doctorate of Nursing Science (DNS) were developed, but none really were 

meant for preparing practicing clinicians at the doctorate level (Zaccagnini & White, 2014). Due 

to demand for a doctorate degree in nursing for practicing clinicians, the Doctorate of Nursing 

Practice degree (DNP) was later created (Zaccagnini & White, 2014).  To outline the DNP 

degree and role in clinical practice, the American Association of Colleges of Nursing (AACN) 

developed the AACN Task Force on the Essentials of Nursing Education for the Doctorate of 

Nursing Practice in 2005.  This task force developed the Doctorate of Nursing Practice 

Essentials in 2006, outlining curriculum expectations and essentials to DNP-level practice 

(AACN, 2006).  Doctorate of Nursing Practice (DNP) students and clinicians now utilize these 

eight practice essentials to guide projects such as the clinical scholarly project, classroom 

curriculum and to guide clinical practice decisions once in the clinical setting (AACN, 2006).  

 Each of the eight DNP essentials addresses a different part of clinical practice, and can be 

applied to the CSP completed for this doctorate degree program.  

Essential I: Scientific Underpinnings for Practice 

Nursing as a profession pulls evidence and knowledge from a vast array of the sciences 

including biology, pharmacology, genomics, therapeutics, psychological sciences, and 

organizational and leadership sciences.  As nurses we use these natural and social sciences to 
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provide a foundation for our nursing practice, and to justify interventions to improve patient care 

and health outcomes.  As the nursing profession grows, recognizing that science underpins 

everything we do for our patients in our discipline, and that scientific knowledge is ever 

expanding is important (AACN, 2006).   

Implementing a clinical scholarly project is just one way to utilize the scientific 

underpinnings of practice.  Research shows early mobility can improve patient outcomes and 

recovery time in intensive care unit (ICU) patients, and implementing an early mobility protocol 

is applying scientific research to everyday practice in an effort to improve patient outcomes and 

advanced nursing practice. Not only does implementing an early mobility protocol utilize current 

research supported interventions, but it requires knowledge and background in organizational 

leadership to plan, carry out, and evaluate if the implementation project was successful.  

Knowledge from multiple disciplines is required for CSP success, and is supported by this first 

DNP essential.  

Essential II: Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking 

As a DNP-prepared Advanced Practice Registered Nurse (APRN), communicating, 

leading and implementing positive policy and quality improvement changes is an expected role, 

and the CSP helps teach DNP students this role.  Analyzing patient safety and ethical issues that 

come up during project implementation is also an expected role for DNP-level providers, and 

should be included in project leadership responsibilities (AACN, 2006).  Ability to consider cost-

effectiveness during project implementation is important for attaining institutional support for 

project implementation from stakeholders, and should be presented to the team involved 

(Zaccagnini & White, 2014).   
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Implementing this clinical scholarly project required policy analysis, education for the 

entire healthcare team, patient safety considerations, stakeholder buy-in, and implementation of 

current evidence-based research.  This CSP become a quality improvement project to improve 

ICU patient outcomes, and it was evaluated by institutional leadership every step of the way at 

this community hospital. Any barriers identified, required a leadership approach to overcome and 

make implementation sustainable and possible.  Cost-effectiveness and utilization of resources 

were also important factors to consider in order to make implementation possible.  

Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based 

Practice 

The role of the DNP advanced practice registered nurse (APRN) is not to carry out 

research, like with previous doctoral degrees in nursing, but the DNP graduate is expected to 

provide scholarly leadership to implement evidence-based practice (AACN, 2006).  According to 

the DNP Essentials, clinical scholarship for evidence-based practice for DNP graduates requires, 

“the translation of research in practice, the evaluation of practice, improvement of the reliability 

of health care practice and outcomes, and participation in collaborative research” (AACN, 2006, 

p. 11).  Not only do DNP-prepared APRN’s need to critically appraise the current research, but 

they need to determine what is best practice and implement that in practice (AACN, 2006). 

Assessment of implementation practices and outcomes must be completed via data collection, 

use of information technology to evaluate findings, and disseminating findings into the pool of 

evidence contributing to evidence based-practice for the health care profession (AACN, 2006).  

For this CSP, the primary investigator has taken positive research on implementing 

mobility for ICU patients, and created a quality improvement project to mobilize this patient 

population. The intent of this project was to utilize evidence-based research, design a project, 
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and improve the patient care at this small community hospital.  Care at this particular facility is 

not as advanced as it is at larger medical centers, and quality improvement projects utilizing 

evidence-based practice are strongly encouraged. When this CSP was presented to stakeholders 

at this facility, institutional support was unanimous as value for evidence-based practice and the 

need for quality improvement projects is known.   

Essential IV: Information Systems/Technology and Patient Care Technology for the 

Improvement and Transformation of Health Care 

DNP APRN’s must be able to utilize technology to implement practice.  Information 

technology is important to disseminate information and web-based learning to health care staff, 

evaluate care provided and outcomes, and work through cost-effectiveness planning. Data 

extraction and evaluation is also dependent on information technology, and is utilized often now 

that most institutions utilize the electronic health record (AACN, 2006).  As advancements 

continue with technology and healthcare, information technology will continue to be a larger and 

larger piece to health care and how clinical practice occurs.  

For this CSP, information technology was utilized to disseminate education on the early 

mobility policy and protocol implemented.  Healthcare staff (registered nurses, physical 

therapists, respiratory therapists and physicians) were educated on the “Early and Aggressive 

Mobility Protocol” (appendix I), and a post-test competency was required to evaluation learning 

(appendix J). This competency will continue to be administered annually as a way to continue 

education for healthcare staff.  Once implemented, data from the pre-implementation and post-

implementation groups was pulled from the electronic health record to analyze patient 

outcomes.  Utilization of the electronic health record will continue to be important as this project 

evolves and patient outcomes continue to be assessed in the future.  
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Essential V: Health Care Policy for Advocacy in Health Care 

One role of the DNP APRN is to be up-to-date on policy design, regulation, and 

implementation.  DNP APRN’s can and are encouraged to get involved in policies that “frame 

health care financing, practice regulation, access, safety, quality, and efficacy” (AACN, 2006, p. 

13).  Not only can DNP graduates get involved in policy development, but they can take part in 

policy changes and implementation at the institutional, local, state, regional, federal and 

international levels (AACN, 2006).  Policy development can be anything from implementing a 

new protocol on a specific hospital unit, to rewriting legal policy affecting practice privileges 

and scope of practice for APRN’s.   

This clinical scholarly project required policy writing and implementation at the 

institutional level.  Research was utilized to implement a policy that was approved by 

institutional leadership and was put into practice in the intensive care until at a small private 

Southern California hospital.  

Essential VI: Interprofessional Collaboration for Improving Patient and Population 

Health Outcomes 

            In order to function in the complex healthcare environment, DNP team leaders must 

organize and utilize interprofessional collaboration. Leading members of many different 

disciplines toward a common goal helps to enable team workflow and collaboration (AACN, 

2006).  The Institute of Medicine (IOM) recommends utilizing interprofessional collaboration to 

improve health outcomes. The emphasis on this recommendation focuses on providers and their 

ability to collaborate, communicate, and make changes to care and care coordination as the needs 

of any one patient are beyond what one care provider can meet (IOM, 2001).  This means the 
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team is needed, no one provider can do it all, and part of the role of the DNP-prepared provider 

is to understand this concept and coordinate interprofessional care.  

 For this CSP, the primary investigator had to lead healthcare professionals (ICU 

management, nursing staff, respiratory therapists, physical therapists, and physicians) toward a 

common goal.  Mobilizing ICU patients can be complex depending on if they require mechanical 

ventilator support, multiple lines, multiple medication drips, and if multiple members of the 

healthcare team are required to participate to safely mobilize patients.  The primary investigator 

led the initial coordination efforts, but the ICU educator and nursing champions encouraged later 

efforts.   

Allowing others to help lead is important to provide sustainability to the project as 

healthcare professionals come and go throughout their careers.  Sustainability was an important 

concept to factor into this CSP.  In order to improve sustainability, the ICU manager, ICU 

Educator, and ICU nursing staff were all included in Early Mobility Protocol implementation and 

follow-up for this project.  Now early mobility is discussed daily at morning rounds, is 

encouraged by these same interprofessional team members, and a mobility counsel has been put 

together to continue progress on this project.  

Essential VII: Clinical Prevention and Population Health for Improving the 

Nation’s Health 

A goal for DNP APRN’s is to prevent harm to patients and to implement changes to care 

improving population health and outcomes through quality improvement projects and clinical 

practice (AACN, 2006). For this CSP, research on how limited mobility and prolonged bedrest 

negatively affected ICU patients was reviewed, and how to prevent these negative outcomes was 

evaluated.  A systematic review by Alder and Malone reports that critically ill patients have 
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experienced “impaired exercise capacity and persistent weakness, suboptimal quality of life, 

enduring neuropsychological impairments and high costs of healthcare utilization” (Alder & 

Malone, 2012, p. 5) secondary to immobility.  Physiological adverse affects of immobility and 

delayed physical therapy in the critically ill are also of concern as nearly all bodily systems 

(cardiovascular, neuroendocrine, musculoskeletal, hematological, pulmonary and the metabolic) 

are affected (Brownback et al., 2014; Perme et al., 2011). Because immobility has such negative 

affects on patient outcomes and health, this project works to implement an early mobility 

protocol to stop prolonged bedrest in this patient population, with a goal of improving mortality 

rates, ICU and hospital length of stay, and mechanical ventilator duration.    

Essential VIII: Advanced Nursing Practice 

            DNP APRNs are expected to practiced comprehensive and systematic assessment skills, 

design, implement, and evaluate interventions, develop therapeutic relationships, practice clinical 

judgment and accountability, guide and support other nurses and patients, and utilize critical 

thinking to evaluate links in practice. All of these interventions are expected to be completed 

with respect to clinical specialty, and to a higher level than non-DNP-prepared nursing 

professionals (AACN, 2006).   

For this CSP, advanced practice management and clinical judgment by the physicians and 

the primary investigator, was needed to determine which patients could be mobilized safely 

under the protocol.  Continuous evaluation of patients and their status on a daily basis was 

needed to determine whether early mobility was still an option as patient conditions continuously 

changed over the course of their stay.  Also, assessment of outcomes and critical thinking in 

regards to patient management was needed to be safe about protocol implementation for each 
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patient, requiring advanced practice management from the primary investigator and attending 

physicians.  

Conclusion 

As the negative effects of immobility and bedrest in critically ill intensive care unit (ICU) 

patients is well documented in the literature, efforts to implement mobility protocols such as the 

“Early and Aggressive Mobility Protocol” for this patient population should be encouraged.  

Patient outcomes assessed (mortality, ICU and hospital length of stay, and mechanical ventilator 

duration) for this clinical scholarly project may not have been improved by the implementation 

of this scholarly project, but further improvements on project implementation may have positive 

results for future patients.  As the project continues to evolve at this community hospital, 

implementation should continue to improve as well.  The goal of this CSP was not just to show 

positive results, but also to put into place a framework for a quality improvement project that can 

be utilized to help improve patient outcomes for many years to come. Sustainable change was the 

goal of this CSP, and in that sense, success has been achieved.  
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Preamble:		 	
In	the	last	25	years	there	have	been	significant	improvements	in	the	care	of	critically	ill	patients,	

resulting	in	improved	survival	rates	(Herridge,2007;	Morris,	2007).		However,	global	literature	notes	

patients	experience	health-related	quality	of	life	issues	after	recovering	from	critical	illness.	While	the	

list	of	critical	care	illnesses	are	varied	and	extensive,	so	too,	is	the	list	of	morbid	outcomes	that	influence	

the	patient’s	quality	of	life	post	survival	of	a	critical	illness.	The	quality	of	life	issues	include	

polyneurophathies,	poor	physical	functioning,	bodily	pain,	as	well	as	general	health	and	vitality	issues.	

(Herridge,	2007;	Herridge,	2009;	Chelluri,	2004;	Heyland,	2005;	&	Morris,	2007).	There	is	limited	but	

positive	evidence	that	post-ICU	cognitive	rehabilitation	improves	long-term	outcomes.	A	recent	small	

study	that	assessed	cognitive	rehabilitation	after	ICU	discharge	in	individuals	who	received	a	6-week	

protocolized	intervention	(goal	management	training	along	with	physical	rehabilitation)	found	improved	

executive	function	in	the	intervention	group	compared	to	controls	(Jackson,		Ely,	Morey,		Anderson,	

Denne,	Clune,	et.	al.,	2012).	

												Mobility	is	not	a	new	concept	and	has	been	cited	in	the	literature	since	the	1960’s	(Olsen,	1967).	

The	results	of	immobility	and	deconditioning	affect	multiple	organs	and	systems.	Yet	despite	the	

knowledge	that	prevention	is	the	best	medicine,	one	of	the	barriers	to	dissemination	and	adoption	of	

early	mobility	for	critical	care	patients	is	nurse	adoption	(Herridge,	2007).	Herridge	(2009)	and	Morris	

(2007)	speak	to	the	constraints	that	may	well	influence	attitudes	and	beliefs	toward	mobilization	of	

critical	care	patients.	Specific	fears	related	to	adverse	events	influence	the	beliefs	and	include	such	

occurrences	as	an	increase	in	cardiac	arrhythmias,	a	decrease	in	oxygenation,	and	other	patient	safety	

concerns	(e.g.	loss	of	vascular	access	lines,	dislodgement	of	endotracheal	tubes).		In	addition,	the	lack	of	

mobility	equipment	(cardiac	chairs,	lifts	and	portable	vents)	and	lack	of	nursing	time,	adds	to	the	nurses’	

concerns	about	mobilizing	their	critically	ill	patients	(Herridge	2009,	Morris	2007).		

											There	is	much	in	the	literature	that	speaks	to	the	safety	risks	associated	with	mobility	for	critical	

care	patients	as	well	as	the	competing	themes	of	wakefulness	and	movement,	but	more	difficult	to	
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define	are	the	risks	involved	in	not	moving	the	critical	care	patients	(Morris	2007).	A	common	

recommendation	from	many	of	the	studies	on	mobility	and	the	critical	care	patient	population	is	to	

advocate	for	further	research	needed	to	better	understand	how	we	can	prevent	some	of	the	

repercussions	of	immobility	for	our	critically	ill	patients.	

The	Mobility	Work	Group	has	reviewed	the	evidence	and	existing	protocols	in	order	to	develop	the	

following	mobility	protocol.	

	 	
PURPOSE:	To	promote	Intensive	Care	Unit’s	commitment	to	improving	patient	outcomes	by	introducing	
evidence-base	practice	for	mobility	and	decreasing	days	on	mechanical	ventilation,	ICU	length	of	stay	
and	Post-Intensive	Care	Syndrome	(PICS)	e.g.,	ICU-acquired	weakness	and	cognitive	dysfunction.		Each	
site	is	charged	with	integrating	the	mobility	protocol	and	changing	unit	culture	to	support	
implementation.	
	
Scope:	Registered	Nurse	(RN),	Physical	Therapist	(PT),	Occupational	Therapy	(OT),	and	Respiratory	
Therapy	(RT),	physician,	patient	care	techs	
	

Mobility	Goals	

For	All	Patients	in	Critical	Care	>	24	hours	

1. Activity	must	occur	daily	and	more	frequently	as	patient	tolerates	by	RN	or	PT/OT;	schedule	activity	
around	procedures		

2. Activity	must	be	advanced	per	guidelines	outlined	within	the	protocol.		Staff	must	be	as	aggressive	
as	clinical	status	allows.			

3. A	Physical	Therapy	/	Occupational	Therapy	consult	must	be	initiated	for	patients	who	meet	
consultation	criteria	as	soon	as	the	patient	is	medically	stable	and	able	to	participate.	A	consult	must	
be	placed	during	Phase	2	of	protocol	if	patient	is	not	progressing.			

4. The	level	of	patient	functioning	must	be	maximized	based	on	clinical	condition	prior	to	transfer	from	
ICU.					

	

Guiding	Principles	

1. Sedative	and	narcotic	use	must	be	minimized	within	Tenet	or	Society	of	Critical	Care	Pain	Agitation	
and	Delirium	Guidelines	with	RASS	maintained	between		0	and	-1.			Patients	who		have	a	reduced	
level	of	consciousness	due	to	over-sedation	and	narcotic	use	are	difficult	to	recondition.				

2. Reasons	must	be	explored	to	provide	activity	for	the	patient	rather	than	reasons	not	to	do	activity.			
3. All	staff	foster	safe	patient	handling	and	fall	prevention	strategies	which	may	include	the	use	of	gait	

belts	during	mobility	and	ambulation	for	patients	who	are	deconditioned.		
4. Patients	with	excessive	breathlessness	or	hypoxia	during	activity	are	difficult	to	recondition.			Work	

of	breathing	(WOB)	and	desaturation	prevention	stategies	must	be	addressed	during	physical	
activity.			
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5. When	patients	appear	not	to	have	the	strength	to	do	both	reconditioning	and	weaning,	
reconditioning	must	be	supported	first,	then	weaning.		Physical	strengthening	helps	overcome	
weaning	difficulties.			

6. Patients	should	not	refuse	activity	as	it	is	part	of	the	medical	treatment,	any	more	than	they	refuse	
an	antibiotic	or	other	important	intervention.	If	assistance	is	needed,	contact	the	ICU	team	/	family	
for	support.	The	ICU	team	must	actively	discuss	and	reinforce	mobility	goals	with	patient	and	/	or	
family	during	rounds.			

7. Activity	must	be	advanced	aggressively	and	progressively.		This	means,	patients	will	do	the	most	that	
they	can	do	at	any	given	time	while	progressing	through	the	phases.				

8. Collaboration	must	occur	between	the	Registered	Nurse	(RN),	rehabilitation	therapies	such	as	
Physical	Therapist	(PT),	Occupational	Therapy	(OT),	and	Respiratory	Therapy	(RT)	for	mechanically	
ventilated	patients	requiring	physical	therapy.					

9. If	the	patient	is	not	aggressively	advancing	and	suspension	of	any	activity	occurs,	communication	
must	occur	to	ICU	team/physician.		A	“huddle”	or	daily	rounds	with	the	health	care	team	(RN,	PT,	
OT,	RT,	PCA,	and	physician)	may	be	necessary	to	determine	appropriate	activity	for	that	day.			

10. Mobility	must	be		performed	at	the	level	of	care	that	can	be	safely	implemented.	Support	required	is	
based	on	patient	acuity	and	equipment	required	e.g,	CT,	drains,	etc.		Each	patient	is	assessed	for	the	
amount	of	support	staff	required	for	ambulation.	For	mechanically	ventilated	patients,	3	people	may	
be	required	to	facilitate	ambulation-	1	RN,	1	RT	and	a	support	person	such	as	a	resident,	PCA/Nurse	
tech,	or	PT/	OT.		

11. Staffing	is	not	a	contraindication	for	mobility.	The	highest	level	of	mobility	that	can	be	safely	
implemented	must	be	completed.		

	

Inclusion	/	Exclusion	Criteria	for	Early	Activity		

		Inclusion	
1. All	patients	who	do	not	meet	any	of	the	Absolute	Exclusion	Criteria	are	considered	appropriate	for	

aggressive	daily	activity.	
	
Absolute	Exclusion	
1. Impending	or	active	withdrawal	of	life	support	or	Comfort	Care	or	brain	death		
2. Evolving/unstable	neurological	condition	e.g.,	stroke,	seizures,	etc	
3. Elevated	ICP	(>	20)	
4. Unstable	fracture		
5. Hemodynamic	instability	(HR	<	40	or	>130	)	or	blood	pressure	requiring	increasing	doses	of	

vasopressors	or	moderate	/	severe	symptomatic	orthostasis	
6. Respiratory	instability	requiring	increase	in	PEEP/	oxygen	or	mode	change	to	increase	support	prior	

to	activity		
7. IABP	
8. Splenic	or	liver	laceration	Grade	IV	
9. Undergoing	a	procedure	that	prohibits	activity	
10. An	unsecured	airway	
	
Relative	Exclusions			
1. Active	neurological	&	muscular	deficits	
2. Frequent	O2	desaturation	to	less	than	88%	
3. Hypotension	trending	down	(MAP	less	than	65mmHg)	
4. New	addition	of	a	vasopressor	agent	
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5. Open	chest	or	abdomen	(fascia	open)			
6. Newly	documented	MI	by	ECG	and	enzyme	changes	(does	not	preclude	cardiac	chair	position)	
7. Dysrhythmia	requiring	a	new	antiarrhythmic	agent	
8. Patients	with	femoral	arterial	catheters	(limits	walking	/	marching	but	not	HOB,	dangling,	and	OOB)	
9. Acute	rhabdomyolysis	–		(limits	walking	/	marching	but	not	HOB,	dangling,	and	OOB)	
10. Severe	agitation	which	puts	the	patient	at	risk	of	injury	or	self	or	others			
11. Coagulopathy	(INR	>	6.0,	plts	<	10)	
	

Mobility	Protocol	

When	to	Begin	and	Advance	Activity:	

1. "Initiate	mobility	protocol"	order	is	entered	into	patient	record.			
2. RN	initiates	and	progresses	activity	as	soon	as	patient	is	stable	based	on	criteria	and	documents	

progress	in	the	medical	record.			
3. In	order	to	obtain	a	PT	/OT	consult,	patient	must	respond	to	verbal	stimuli	with	eye	opening	and	can	

follow	simple	commands.		
4. Agitation	and	delirium	are	not	absolute	exclusions	for	activity	and	will	often	improve	once	

reconditioning	begins.			
5. A	discussion	about	activity	appropriateness	must	occur	between	the	RN,	RT,	PT	,	OT,	and	ICU	Team	

for	patients	who	require	FiO2	>	0.6	and	PEEP	>10,	with	MAP	>	65,	on	stable	doses	vasopressor	and	/	
or	inotropic	agents.							

a. Mobility	such	as	dangling	and	movement	to	chair	can	often	be	initiated	successfully	at	
higher	levels	of	FiO2	and	PEEP,	as	long	as	saturation	and	vital	signs	are	monitored.		

b. Mobility	and	ambulation	enhancement	are	always	to	be	considered	with	each	nursing	
assessment.				

c. SpO2	and	cardiac	monitoring	are	performed	during	mobility,	ambulation,	and	activities	
of	daily	living.						

6. To	reduce	the	risk	of	delirium	and	ensure	adequate	rest	during	the	night,	patients	are	best	mobilized	
in	the	early	evening	on	night	shift.					

	
Section	II	Mobility	Protocol	

How	to	Aggressively	Advance	Activity			

1. Exclusion:	Patient	does	not	meet	mobility	criteria	and	only	tolerates	repositioning	side	to	side	in	
bed.	Passive	Range	of	Motion	(PROM)	must	be	performed	at	least	every	4	hours.		

2. Phase	1	–	Cardiac	chair	positioning	in	or	out	of	bed.		Passive	Range	of	Motion	(PROM)	or	active	ROM	
must	performed	every	4	hours.	Consider	PT/	OT	consult	if	patient	is	not	progressing.		

3. Phase	2-	dangle	at	the	edge	of	bed.	Sit	patient	on	the	bed	with	legs	over	the	edge	and	touching	the	
floor	(if	possible).		Support	back	with	pillows	as	needed.	PT/	OT	consult	in	place	if	patient	is	not	
progressing.	

4. Phase	3	–Standing	&	bed	to	chair	transfers.		Begin	weight	bearing;	transfer	to	chair	by	pivot	or	taking	
one	or	two	small	steps,	maximum	support	may	be	necessary.	Promote	safe	patient	handling	
including	the	use	of	gait	belt.	Consider	use	of	resistance	cycles	for	improving	upper	and	lower	
extremity	strength.		

5. Phase	4	–	Limited	ambulation	with	assistance,	up	to	150	feet.	May	use	a	walker	or	physical	support	
of	an	individual.	Always	have	a	wheelchair	following	behind	in	case	the	patient	becomes	exhausted	
and/	or	breathless	and	needs	to	sit.	Promote	safe	patient	handling	and	use	gait	belt	for	patients	who	
require	walking	re-education	or	are	deconditioned.		
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6. Phase	5	–	Ambulates	>	150	feet.		Promote	safe	patient	handling	and	use	gait	belt	for	patients	who	
require	walking	re-education	or	are	deconditioned.		

	
How	to	Prevent	Excessive	Work	of	Breathing	and	Desaturation	During	Mobility	
1. Titrate	FiO2	to	ensure	Spo2	>90	before	beginning	activity.			
2. Oxygen	saturation	must	be	monitored	during	and	after	activity.			

a. Transient	desaturations	as	low	as	80%	with	activity	despite	100%	oxygen	is	not	a	
contraindication	to	activity,	unless	associated	with	secondary	consequences	(e.g.	arrhythmias).		
Have	patient	rest	and	monitor	length	to	recovery	to	allow	for	increase	SpO2	to	>	88%	before	
proceeding.		

3. If	patient	is	on	mechanical	ventilation	(MV):		
a. Patient	should	be	placed	on	Assist-Control	ventilation	mode	(A/C)	before/during/after	activity	if	

they	are	deconditioned/not	tolerating	CPAP	well.			
b. If	doing	well	on	CPAP,	attempt	treatment	on	CPAP.	If	patient	requires	additional	O2	support	the	

patient	should	be	placed	on	A/C	support	for	mobility/exercise				
c. If	deconditioned/not	tolerating	CPAP	well,	patients	must	be	placed	on		A/C	20min	before,	

during,	and	20min	after	treatment.				
d. If	patient	is	intubated	and	not	on	mechanical	ventilation	during	activity,	and	patient	is	tolerating	

activity	well,	no	support	should	be	needed.	
e. If	the	patient	is	intubated	and	not	mechanically	ventilated,	RT	or	RN	should	ventilate	the	patient	

with	100%	O2.			
4.		S/P		Extubation					

a. Activity	tolerance	must	be	assessed	by	the	bedside	team	prior	to	ambulation	for	newly	
extubated	patients.	

b. A	Non-Rebreather	Mask	(NRM)	should	be	considered	before/during/after	activity	for	patients	
who	do	not	tolerate	activity.		Often	patients	will	tolerate	a	nasal	cannula	at	rest,	but	will	
require	a	100%	non-rebreather	mask	for	activity.			

5. If	patient	has	excessive	dyspnea:	
a. Staff	should	avoid	suspending	activity	due	to	breathlessness	and	dyspnea	by	allowing	the	

patient	to	pause	and	rest	at	short	intervals.			
b. For	extremely	deconditioned	patients	on	MV,	staff	should	attempt	a	short	rest	on	A/C	for	

approximately	30	minutes	prior	to	and	30	minutes	after	their	exercise.		
6. If	patient	has	neuromuscular	weakness:	

a. Enough	support	personnel	must	be	available	to	keep	patient	safe.			
b. Frequent	rest	periods	must	be	allowed	during	activity.		
c. Patients	must	be	followed	with	wheel	chair	when	ambulating.		
d. Safe	patient	handling	must	be	promoted	and	gait	belts	must	be	used	for	patients	who	require	

walking	re-education	or	are	deconditioned.				
	
Metrics		

Complete	for	All	Patients	in	Critical	Care	>	24	hours	

Metrics	are	determined	by	sites	based	on	history	of	mobility	protocol	implementation.		
• Some	sites	are	more	seasoned	/	advanced	with	mobility	protocol	implementation	and	may	not	

require	intensive	early	adoption	monitoring	e.g.,	once	a	month.		
• Other	novice	sites	that	do	not	have	a	protocol	in	place,	should	consider	a	more	aggressive,	short	

term	data	collection	process	e.g.,	at	least	once	a	week.		
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Appendix	D:		Education	Handouts	for	ICU	Staff	

	
PURPOSE:	To	promote	ICU’s	commitment	to	improving	patient	outcomes	by	introducing	
evidence-base	practice	for	mobility	and	decreasing	days	on	mechanical	ventilation,	ICU	and	
hospital	length	of	stay	and	mortality)	

	
	
	
	

Early & Aggressive Mobility Protocol 
for the Intensive Care Unit 
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When	to	BEGIN	and	ADVANCE	activity:	
• The	physician	has	placed	an	order	to	“Initiate	Mobility	Protocol”.	
• Patient	is	stable	and	meets	inclusion	criteria.	
• Patient	can	respond	to	verbal	stimuli	with	eye	opening	and	follow	commands	during	PT/OT	

consult.	
o Agitation	and	Delirium	are	not	absolute	exclusions	and	often	resolve	with	activity.	

• For	patients	who	require	FiO2	>	0.6	and	PEEP	>10,	with	MAP	>	65,	on	stable	doses	
vasopressors	and/or	inotropic	agents,	a	discussion	about	appropriate	activity	must	occur	
with	the	RN,	RT,	PT,	OT,	and	ICU	Team.	

o Mobility	such	as	dangling	and	movement	to	a	chair	can	often	be	initiated	
successfully	at	higher	levels	of	FiO2	and	PEEP,	as	long	as	saturation	and	vital	signs	
are	monitored.		

o Mobility	and	ambulation	enhancement	are	always	to	be	considered	with	each	
nursing	assessment.				

o SpO2	and	cardiac	monitoring	are	performed	during	mobility,	ambulation,	and	
activities	of	daily	living.				

• 	To	reduce	the	risk	of	delirium	and	ensure	adequate	rest	during	the	night,	patients	are	best	
mobilized	in	the	early	evening	on	night	shift.				

• 	
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Appendix	E:		HIPAA	Privacy	and	Security	Awareness	Training	
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Appendix	G:		Mobility	Protocol	Data	Collection	Worksheet/Audit	Tool	
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Appendix	H:		National	Institutes	of	Health	Certificate	
	

	

	
 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
 





 

 69 

	

	
	

Purpose 
To promote Intensive Care Unit’s commitment to 
improving patient outcomes by introducing evidence-
base practice for mobility and decreasing days on 
mechanical ventilation, ICU length of  stay and Post-
Intensive Care Syndrome (PICS) e.g., ICU-acquired 
weakness and cognitive dysfunction.  

Scope: Registered Nurse (RN), Physical Therapist 
(PT), Occupational Therapy (OT), and Respiratory 
Therapy (RT), physician, patient care techs 

 

Why early mobility?? 
“There appears to be significant potential for harm arising 
from the current ICU culture of  patient immobility and an 
often excessive or unnecessary use of  sedation. This is a 
culture that began for all the right reasons; to promote 
patient comfort, safety and respiratory synchrony while 
allowing intubation and mechanical ventilatory support for 
severe respiratory failure.  But this culture has persisted 
despite emerging evidence that these practices may, alone 
or in combination with acute illness that precipitated the 
ICU admission, have important adverse consequences that 
may not be remediable over time” (Herridge, 2009).  
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Is early mobility safe for ICU 
patients?? 

�  According to a 2007 study in Critical Care Medicine, “Early 
activity is feasible and safe in respiratory failure patients.” 

�  Adverse events occurred in 14 of  1,449 activity sessions 
(0.96%): 
�  5 patients fell to their knees without injury 
�  4 SBPs <90 
�  3 Oxygen desaturations <80% 
�  1 Nasogastric tube removal 
�  1 SBP> 200 

�  There were no unplanned extubations, no increased LOS or 
other complications.  

(Bailey et al.,2007) 

Placentia-Linda ICU 
Early Mobility Guidelines 

Tenet Health Systems Policy 
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Mobility Goals:  
For ALL patients in ICU>24 

hours 
�  Activity must occur daily and more frequently as patient tolerates by 

RN or PT/OT; schedule activity around procedures  

�  Activity must be advanced per guidelines outlined within the 
protocol.  Staff  must be as aggressive as clinical status allows.   

�  A Physical Therapy / Occupational Therapy consult must be initiated 
for patients who meet consultation criteria as soon as the patient is 
medically stable and able to participate. A consult must be placed 
during Phase 2 of  protocol if  patient is not progressing.   

�  The level of  patient functioning must be maximized based on 
clinical condition prior to transfer from ICU.     

�  Each patient and their mobility level will be discussed each morning 
in rounds so that a plan can be put in place for mobilization.  

 

Guiding Principles 

  

�  Staffing is not a contraindication to 
activity 

�  Sedation and narcotic used must be 
minimized within Tenet or Society of  
Critical Care Pain Agitation and Delirium 
Guidelines with RASS maintained 
between 0 and -1. Patients who have a 
reduced level of  consciousness due to 
over-sedation and narcotic use are 
difficult to recondition.  

�  Focus on reasons to mobilize. 

�  Foster safe handling of  patients (i.e. 
patient lifts, gait belts) 

�  Work of  breathing/desaturation 
prevention strategies must be addressed 
during activity. 

�  Patients too weak for weaning and 
activity should have activity as the 
priority. Physical strength helps patients 
overcome weaning.  

�  Patients should NOT refuse activity. If  
they do, contact the physician and 
family for conference. 

�  Activity is AGGRESSIVE & 
PROGRESSIVE. 

�  Collaborate with the team (RN, PT, OT, 
RT) for mechanically ventilated patients 

�  Lack of  progression/activity suspension 
calls for a interdisciplinary huddle to 
plan daily activity. 

�  Implement only safe mobility activities. 
Support required is based on patient 
acuity/equipment (e.g, Chest tubes, 
drains, etc.). Each patient is to be 
assessed for amount of  support staff  
required for ambulation.  For MV 
patients, 3 people may be required (RN, 
RT and PT/OT) 
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Screening Criteria for 
Patients… 

Inclusion Criteria 

�  Patients who do not meet Absolute Exclusion Criteria are considered appropriate for 
aggressive daily activity  

Absolute Exclusion 
�  Impending comfort care, death, or active withdrawal of  life support. 
�  Evolving/unstable neurological condition or elevated ICP (> 20) 
�  Unstable fracture or splenic/liver laceration 
�  Hemodynamic instability (HR < 40 or >130 ) or blood pressure requiring 

increasing vasopressors or symptomatic orthostasis. 
�  Respiratory instability requiring increases in PEEP, FiO2, or  vent support pre-

activity  
�  Intra-aortic Balloon Pump  
�  Undergoing a procedure that prohibits activity 
�  An unsecured airway 
�  Paralytic drip 

Screening Criteria for 
Patients… 

Relative Exclusions 
�  Active neurological & muscular deficits 
�  Frequent O2 desaturation < 88% 
�  Hypotension trending downward (MAP less than 65mmHg) 
�  New addition of  a vasopressor  
�  Open chest or abdomen (fascia open)   
�  Newly documented MI by ECG and enzyme changes (does not preclude 

cardiac chair position) 
�  Dysrhythmia requiring new medication 
�  Patients with femoral arterial catheters (limits walking/marching but not 

HOB, dangling, and OOB) 
�  Acute rhabdomyolysis –  (limits walking/marching but not HOB, dangling, 

and OOB) 
�  Severe agitation which puts the patient at risk of  injury to self  or others   
�  Coagulopathy (INR > 6.0, plts < 10) 
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Stages: Initiate/Exclusion 
Patient does NOT meet mobility criteria and only tolerates 
repositioning side to side in bed.  

�  Passive Range of  Motion (PROM) must be performed at 
least every 4 hours.  

�  Up to 20� Reverse Trendelenburg/Tilt Table with lower 
extremity exercises/retracting foot board for 15-60 
minutes each day 

�  This patient should be evaluated daily for inclusion in 
early mobility as he/she improves.  

�  Exclusion one day does not mean automatic exclusion 
the next 

 

Phase 1: Tilt/Dangle 
�  Maintain HOB ≥ 30�  

�  Turn patient every 2 hours  

�  Passive/active range of  motions every 4 hours 

�  Up to 20� reverse trendelenburg/tilt table with lower 
extremity exercises for 15-60 minutes 3 times a day 

�  Dangle legs and/or HOB ≥ 45� for 15-20 minutes, 3 
times a day 

�  PT Consult 
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Phase 2: Chair 
�  Maintain HOB ≥ 30�and turn every 2 hours 

�  Active ROM 3 times a day 

�  Encourage activities of  daily living (ADLs) as 
tolerated 

�  Full chair position with feet on floor if  able to 
tolerate for 30-60 min 3 times a day 

�  Dangling at the bedside as tolerated 

�  PT actively involved in patient care. 

Phase 3: Standing & bed to 
chair transfers 

�  Maintain HOB ≥ 30�and turn every 2 hours (self-assisted) 

�  Active ROM 3 times a day 

�  Encourage activities of  daily living (ADLs) as tolerated 

�  Full chair position with feet on floor if  able to tolerate 3 times a day 

�  Stand (may use sit to stand bed function) 3 times a day 

�  Pivot to the chair twice a day 

�  PT actively working with patient 

***Promote safe patient handling including the use of  gait belt. Consider 
use of  resistance cycles for improving upper and lower extremity strength.  
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Phase 4: Move 
�  Maintain HOB ≥ 30�and turn every 2 hours (self-

assisted) 

�  Active ROM 3 times a day 

�  Encourage activities of  daily living (ADLs) as 
tolerated 

�  Patient stands/bears weight >1 min 3 times a day 

�  Patient marches in place 3 times a day 

�  Limited ambulation with assistance, up to 150 feet. 
May use a walker or physical support of  an 
individual. Always have a wheelchair following behind 
in case the patient becomes exhausted and/ or 
breathless and needs to sit.  

�  PT actively involved 

Phase 5: Continue 
Ambulates >150 ft 

�  Maintain HOB ≥ 30�  

�  Active ROM 3 times a day 

�  Encourage activities of  daily living (ADLs) as 
tolerated  

�  Ambulates up to or > 150 feet with assistance.  
Promote safe patient handling and use gait belt for 
patients who require walking re-education or are 
deconditioned.  

�  PT actively involved 
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Sedation and Sedation 
Weaning 

�  GOAL: Use as little sedation as necessary to 
achieve patient comfort and mechanical ventilator 
synchrony. 

�  Sedation Holiday: A daily wake-up trial will be 
preformed everyday at 0600 to determine 
readiness to wean unless otherwise ordered by the 
MD.  
�  Inclusion: Patients who are hemodynamically stable 

with FiO2<50%, peak pressures </= 35, and PEEP</
= 10. 

�  Exclusion: Patients on paralytics, Inverse-ratio 
ventilation, or PEEP>10.   

Sedation Holidays 
Procedure 

1.  Coordinate with RN and RT. 

2.  Hold sedation medications, continue pain 
medications. 

3.  Assess neurological status: 
a.  Ask patient to “squeeze my hand”, 

“wiggle your toes”, “raise your head off  
the pillow”, and “open your eyes”. 

4.  Assess patient at 15 min, and 30 minutes 
off  sedation. If  patient meets criteria, 
continue to Ventilator weaning trial or 
early mobility trial.  

5.  If  patient becomes hemodynamically 
unstable, SpO2<91%, or has excessive 
agitation, restart sedation at ½ of  the 
previous dose and titrate to ordered 
sedation score.  

There are 2 reasons for a sedation holiday: 

 

For ventilator weaning 
OR 

For early mobility 
 

�  Sedation and narcotic use must be 
minimized within the Tenet “Sedation 
and Agitation Management for ICU 
Patients” policy.  

�  Sedation goal is for RASS score between 
0 and -1. Patients with reduced level of  
consciousness due to over-sedation and 
narcotic use are difficult to recondition. 

�  Patients too weak for weaning and 
activity should have activity as the 
priority. Physical strength helps patients 
overcome weaning.  
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Appendix	J:		Quiz	to	Assess	Competency	Completion	for	ICU	Nurses	
	

Name: _____________ 
Date:______________ 

Department:___________ 
Score:______________ 

Placentia-Linda Hospital 
Early Mobility Protocol Competency Quiz: 

Please read the attached presentation and answer the questions to complete this Early Mobility Competency 

no later than April 1, 2016.   Please return to Shanna, ICU Director to receive credit for this competency. 

 
1. The goal of early mobility implementation is to:  

a. Implement evidence-based practice and improve patient outcomes 
b. Prevent ICU-acquired weakness and delirium 
c. Decrease both ICU and over-all hospital length of stay (LOS) 
d. All the above 

 

2. Patients who have survived critical illness requiring sedation and mechanical ventilation 
while in ICU, often experience what in future? 

a. Neuromuscular weakness, cognitive and neuropsychiatric dysfunction 
b. Improved outlook on life 
c. Appreciation for healthcare workers 
d. Improved health and physical and cognitive abilities 

 
3. Put the activities in the correct order for the stages of mobility: 
 
________ Initiate 
________ Chair 
________ Ambulates >150 feet 
________ Standing and bed-to-chair transfers 
________ Limited ambulation with assistance, <150 feet 
________ Tilt/Dangle/Cardiac Chair Position 
 
4. Patients too weak for BOTH weaning and early mobility activities should have 

activity as a priority. 
a. True 
b. False 
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5. Delirium is a major contributor of mortality in critically ill patients. Each day a patient 
experiences delirium, 1-year mortality increases by what percent? 

a. 5% 
b. 7% 
c. 10% 
d. 15% 

 
6. The early mobility protocol applies to all ICU patients. When should a patient be 

considered for early mobility activities? In order to initiate early mobility 
activities for sedated, mechanically ventilated patients, sedation and narcotic use 
must be minimized using the Richmond-Agitation and Sedation Scale (RASS) for 
a goal of:  

a. On admission to the ICU 
b. When the patient is to be transferred out of the ICU 
c. Daily 
d. Only when Physical Therapy is ordered. 

 
7. In order to initiate early mobility activities for sedated, mechanically ventilated patients, 

sedation and narcotic use must be minimized using the Richmond-Agitation and Sedation 
Scale (RASS) for a goal of:  

a. 2 to +3 
b. 0 to +1 
c. 0 to -1 
d. -4 to -5 

 
8. True or false, there are 2 reasons to do a sedation holiday: for ventilator weaning 

and/or for early mobility activities.  
a. True 
b. False 

 
9. Following the sedation holiday of a patient receiving 30mcg/kg/min of Propofol the RN 

determines for safety the patient requires sedation.  Sedation should be resumed at what 
amount?  

a. 7.5 mcg/Kg/min (25% of what the sedation amount had been) 
b. 15 mcg/Kg/min (50% of what the sedation amount had been) 
c. 22.5 mcg/Kg/min (75% of what the sedation amount had been) 
d. 30 mcg/Kg/min-the dosage the patient had required before the sedation holiday. 

 
10. What patient should NOT be considered for early mobility activities? 

a. A patient with levophed drip at 8 mcg/min whose hemodynamically stable, 
minimally sedated, and currently tolerating weaning from vasopressor medications. 

b. An intubated, sedated and medically paralyzed patient with an Fi02 of 30% and a 
PEEP of 5. 

c. An alert and oriented patient with a femoral arterial catheter who has no sign of 
bleeding or hematoma. 

d. An agitated patient requiring high dose precedex drip, and constant reorientation. 
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Quiz Key: 
1. D 
2. A 
3. 1, 3, 6, 4, 5, 2 
4. A 
5. C 
6. C 
7. C 
8. A 
9. B 
10. B 
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Appendix	K:		Workplace	Bloodborne	Pathogens	for	Healthcare	Training	
	

	
 

 




