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• Forms an integral component of the postoperative 
management of patients undergoing abdominal 
surgery 
 

• Accepted as routine postoperative practice in the 

1940s 
 

• Frequent and high quantities of early mobilisation have 
been associated with: 

–Reductions in postoperative LOS  

–Prevention of postoperative complications 

–Prevention of functional decline 

– Improved quality of life  
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 Benefits: 

  Promote the maximal level of functional 
independence before discharge 

 Decreased risk of neuromuscular abnormalities and 
physical impairments 

 Decreased ventilator and hospital acquired diseases 

 Decreased length of stay in the ICU and in the 
hospital Decreased duration of mechanical ventilation 

 Decreased hospital costs 

 Improved quality of life upon discharge 



• ICU Delirium 

• Memory 

• Altered sleep-wake cycle 

• Back pain 

• Altered cutaneous pain perception 



 The prevalence of neurocognitive dysfunction 
after cardiac surgery varies between 30 to 70 
percent. 

 Important known risk factors of post-op cognitive 
dysfunction: 
  profound depth of anesthesia 

  intraoperative decline of cerebral oxygenation 

  continued low cardiac output,  

 Patient age and education, 

  previous neurologic and cognitive disorders. 
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 In a randomized controlled trial, 80 adult patients 
who had undergone elective cardiac surgery were 
randomly assigned to intervention: 

 [early mobilization protocol; (n=40)]  
 Control group [routine physical therapy; n=40]  
 Early mobilization started from the first post-op 

morning and continued until discharge from ICU.  
 Cognitive dysfunction was assessed by the Mini 

Mental State Examination (MMSE) questionnaire.  
 The MMSE questionnaire was completed at three 

occasions for every patient: one day before surgery, 
first post-op day, and the day before discharge 
from ICU. 
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 Ages of 20 to 70,  
 Ability to read and write 
 The patients must be cooperative (RASS between -2 and 2). 
 Exclusion criteria were as follows:  

 Inability to communicate,  
 Preexisting cognitive or psychological disorders,  
 Cardiac arrest during or after cardiac surgery,  
 Neurologic disturbance, and presence of severe visual or auditory 

dysfunction.  
 Also presence of any contraindications for early mobilization would 

lead to exclusion;  
▪ respiratory incompetence (need for FiO2 values more than 0.85 and PEEP 

equal to 15 cmH2o or more), 
▪  acute myocardial ischemia,  
▪ uncontrolled dysrhythmia,  
▪ unstable blood pressure despite use of vasopressors,  
▪ presence of open sternum 12/9/2017 R Azarfarin 8 



 At this level, patient is totally dependent on 
assistance.  

 Hence, inactive movements in the patient’s 
ROM (Range of Motion) are applied twice daily 
ten times in each cycle, as well as head elevation 
over the bed (≥ 30◦) for 15 minutes and change 
of position for every 2 hours.  

 In a patient with RASS between -2 and +2 who 
tolerates level 1 activity, level 2 would be 
started. 
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 Active movements in patient’s ROM twice 
daily ten times in each cycle, head elevation 
over the bed (≥ 45◦) for 15 minutes  

 Applying sitting position for 15 minutes on 
the bed are parts of this level of activity. 

 If patient tolerates level 2 activity, then next 
level (level 3) could be started. 
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 At this patient needs moderate to low level of 
assistance.  

 Active movements in patient’s ROM twice daily 
ten times in each cycle, head elevation over the 
bed (≥ 45◦) for 15 minutes, applying sitting 
position for 15 minutes on the bed,  

 Sitting at the edge of the bed hanging feet 
with the aid of a nurse for 15 minutes are parts 
of this level of activity.  

 If patient tolerates level 3 activity, then level 4 
could be applied. 
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 At this level, patient requires minimal assistance and 
nurse supervision would suffice for activities. 

 Active movements in patient’s ROM twice daily ten 
times in each cycle, head elevation over the bed (≥ 
45◦) for 15 minutes, applying sitting position for 15 
minutes on the bed, sitting at the edge of the bed and 
hanging feet with the aid of a nurse for 15 minutes, 

 Patient transport to the chair next to the bed by a 
nurse and  

 Restricted bedside walking or walking around the 
ward for stable patients, are parts of this level of 
activity. 
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 No experimental protocol was implemented 
for the control group except for routine 
physiotherapy by a nurse physiotherapist. 
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Early Mobilization Protocol Algorithm 

Highlights 

• Contraindications 

• Precautions 

• Signs of intolerance 

• PT/OT consult within 
24 hours of admission 

• 5 Levels based on 
RASS and functional 
status 
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 Implementation of early mobilization 
protocol has positive effects on cognitive 
outcome and ICU stay after cardiac surgery. 
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 The sensitivity of the MMSE questionnaire to 
detect mild cases of dementia is low and 
leads to false negative diagnoses in people 
with higher education. In addition, low 
literacy may result in false positive findings.  
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 Need for a culture change 

 Perceived harm of mobilization 

 Subjective variations in decisions 

 Disagreement between care givers 

 Lack of structured algorithm 

 Excessive sedation 

 Lack of knowledge of the benefits  

 Lack of tools and trained staff 

 

 



Future Trend 


