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Abstract 

Problem: Evidence has shown that early mobilization can improve patient outcomes, expedite 

recovery time, and shorten the length of stay for hospitalized patients. However, early 

mobilization of critically ill patients is not routinely practiced in an academic medical center's 

medical intensive care unit (MICU). The MICU has a higher immobility rate than other units, 

with only 29% of patients receiving early routine mobilization. Plans to encourage mobility are 

not routinely discussed during patient care rounds by the multidisciplinary healthcare team in the 

MICU. 

Purpose: The purpose of this quality improvement (QI) project was to implement and evaluate 

the effectiveness of an evidence-based nurse-driven mobility algorithm for adult patients 

admitted or transferred to the MICU. 

Methods: The mobility algorithm was implemented in an adult MICU over 15 weeks from 

August to December 2021. A mobility algorithm was developed based on evidence-based 

practice recommendations. Following staff education, the mobility algorithm was reviewed with 

each patient admitted or transferred to the MICU by the oncoming shift during nurse handoff to 

assess the patient's mobility level and plans to promote mobility. Weekly mobility reports, 

electronic chart audits, and observation audit tools were utilized to collect staff compliance on 

utilizing the mobility algorithm. The data was analyzed using run charts to track changes in 

mobility screens, mobility level door signs, and patient activity. 

Results: There were positive and negative trends among 520 patients with mobility rates. Results 

showed that average mobility screen increased (30% to 100%) and mobility level door signs (5% 

to 100%). There was an increased in patients’ mobility level (29% to 80%) during the fourth 
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week of implementation. Analysis of all run charts showed no shift in trends with rates of early 

patient mobility utilizing a mobility algorithm. 

Conclusion: The anticipated outcomes of this QI project were achieved with improvement in 

inpatient mobility screening, mobility level door signs, and documented patient activity to 

increase early patient mobility. 
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Promoting Early Mobility in The Medical Intensive Care Unit 

More than  5.7 million adults in the USA are treated annually in intensive care units (ICU) 

and are at an increased risk of intensive care unit-acquired muscle weakness aggravated by 

immobilization (Schaller et al., 2016). The failure to mobilize patients early is associated with 

predictive adverse patient outcomes in most ICU settings (Balas et al., 2014; Engler et al., 2013; 

Schaller et al., 2016). Critically ill adults with prolonged immobility are more likely to 

experience ICU delirium, neuromuscular weakness, and poor patient outcomes (Fraser et al., 

2015; Schaller et al., 2016). According to Engel et al. (2013), approximately 50% of ICU 

patients experience these impairments resulting in prolonged mechanical ventilation, higher 

mortality rates, and an increased need for more extended rehabilitation. Despite long-standing 

evidence in the literature of the benefits of early mobilization, bedrest continues to be a standard 

of practice in the medical intensive care (MICU) of an urban academic medical center.  

The MICU patient population consists of critically ill patients aged 19 and older with severe 

medical conditions requiring mechanical ventilation and life-saving treatment. The MICU has a 

lower mobility rate than other units, with only 29% of patients receiving early routine 

mobilization. The MICU struggled with implementing early mobility practices due to several 

potential barriers, which includes the incorrect screening of patient's mobility level, no mobility 

plans to promote mobility, and the requirement of more resources or staff needed to mobilize 

patients (see Appendix A). A standardized mobility algorithm has been shown to decrease 

physical deconditioning, delirium, and fewer days on the mechanical ventilator, leading to a 

reduced length of stay in the ICU (Balas et al., 2014). Given the harmful consequences of 

immobility, this quality improvement (QI) project aims to implement a mobility algorithm to 

improve early patient mobility in adult patients admitted or transferred to the MICU. The 
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anticipated outcomes are to improve nursing staff mobility screening of patients' highest level of 

mobility. This will ensure provider orders are updated daily to reflect patients’ level of activity 

and plans to promote mobility. 

Literature Review 

A literature review was performed to find relevant evidence to support the implementation of 

early mobility algorithms for critically ill adult patients in the ICU (see Table 1). The review 

focused on early mobility interventions used in the algorithm to measure patients’ mobility 

levels. A common theme in the evidence was the significance of multidisciplinary 

communication with mobility goals to improve patients' health outcomes (Higgins et al., 2019; 

Hodgson et al., 2016; Hopkins et al., 2016; Klein et al., 2018; Schaller et al., 2016; Schallom et 

al., 2020). A standardized mobility algorithm has been shown to decrease physical 

deconditioning, delirium, and fewer days on the mechanical ventilator, leading to a reduced 

length of stay in the ICU (Balas et al., 2014). The articles relied on retrospective chart reviews to 

assess, manage, and gather data on physical activity's health benefits.  

 Evidence has shown that implementing an early mobility algorithm into practice is safe and 

feasible in the ICU setting. Schaller et al. (2016) evaluated the effectiveness of using a strict 

mobilization algorithm combined with interdisciplinary communication to improve mobility 

among patients admitted to the surgical intensive care unit (SICU). The primary outcome of the 

intervention resulted in significantly higher mobilization (p value <0.0001), decreased length of 

stay in the SICU (p = 0.0054) and improved mobility upon discharge (p = 0.0002).  

Vitor et al. (2020) conducted a systematic literature review of three electronic databases on 

the impact of early mobilization of the critically ill patient admitted to an ICU. The central 

outcome of the review revealed that the goal-oriented early mobilization algorithm improves 
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patient mobility during admission, reduces the length of hospital stay in ICU, and improves 

mobility upon hospital discharge. In a pilot randomized controlled trial, Hodgson et al. (2016) 

implemented a protocol-driven early mobility protocol on mechanically ventilated adult patients. 

The researchers reported statistically higher levels of mobility with early ambulation and 

standing of patients out of bed with a mean of 20 minutes each day.  

Klein et al. (2018) observed the effectiveness of the John Hopkins Mobility Goal Calculator 

(JHMGC) as a protocol to set specific daily mobility goals for patients. The study resulted in a 

statistically higher level of mobility (p < .001) and increased mobility in the hospital setting. In a 

systematic review and meta-analyses, Higgins et al. (2019) conducted a literature review of four 

electronic databases on the effects of early mobilization in trauma patients admitted to the ICU. 

Findings revealed that using a mobility protocol resulted in improved early mobility with fewer 

days of mechanical ventilation with mean difference 1.18 days. 

Lastly, Schallom et al. (2020) conducted a retrospective before-and-after quality 

improvement project to examine how implementing interdisciplinary mobility protocol increases 

mobility, decreases the length of stay, and decreases delirium. There was a statistically 

significant difference in pre and post implementation with mobility scores (p =.01). This QI 

project implemented the American Association of Critical-Care Nurses' mobility protocol with 

an awakening, breathing, coordination, delirium monitoring, early mobility, and family 

engagement (ABCDEF) bundle to achieve previously stated QI objectives. The evidence 

outcomes demonstrated the possibility of implementing an early mobility algorithm for the ICU 

patient to improve early mobilization, safety, and quality of patient care (AHRQ, 2017; Balas et 

al., 2014; Hodgson et al., 2016). 
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Theoretical Frameworks 

Icek Ajzen Theory of Planned Behavior (TPB) was selected to guide the implementation of 

this QI project (see Figure 1). The TPB is a middle-range theoretical framework developed to 

explain and predict human behavior. Ajzen describes this theory as understanding individuals’ 

attitudes and feelings about a given behavior to determine the probability of that behavior 

happening. Behavioral intentions of an individual to perform a given behavior are strongly 

influenced by their attitudes and beliefs toward the behavior, and subjective norms of society, 

which all influence a person's intention and ability to implement that perceived behavior (Ajzen, 

2011). This theoretical framework helped guide the project's implementation to change the 

previous mobility practice.  

TPB can be operationalized to address the current practice of bed rest in the MICU by the 

organization's core mission and values. The organization focuses on providing quality care to 

patients at the highest standards and incorporates the best evidence from well-designed studies 

into clinical practice. Presenting evidence-based benefits of utilizing mobility algorithm fostered 

positive changes in the attitudes and subjective norms, which help to influence both staff and 

patient behavioral intention and lead to desirable behavior or action. In addition, establishing an 

interdisciplinary team of stakeholders to mobilize mobility champions to support implementing 

the early mobility algorithm helped to transform the unit culture to improve the quality of 

patients' health. With these changes, healthcare team members were more likely to be convinced 

of their ability to perform the behavior in support of the practice change in utilizing mobility 

algorithms to improve early patient mobility.  

Helfrich's Conceptual Framework for Complex Innovation will be utilized to achieve the 

structure, process, and outcomes goals of improving early mobility in the MICU (see Figure 2). 
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Helfrich et al. (2007) provide key elements for implementing and sustaining a clinical practice 

change. This framework emphasized strong leadership qualities are needed to facilitate changes 

in practice. Senior clinical nurses were needed to help reinforce the practice change by 

reminding staff to utilize the mobility algorithm and update patients’ mobility level door signs. 

To reach the project goals, early identification of mobility champions was made to help plan the 

integration of an evidence-based algorithm in the MICU. The practice change implemented by a 

quality improvement project reflects the organization's professional practice model of providing 

patient-centered care with improved solutions to better health outcomes. Management support 

was in place with the moral backing from leadership to promote practice change. Financial 

resources were made available by providing laminated mobility algorithms, mobility level door 

signs, and educational resources. The implementation climate was strong with previous 

successful QI projects, and staff perceived the innovation as a priority to improve the quality of 

care for their patients. The theoretical frameworks helped to implement early mobilization as the 

standard of care, enhance patient care quality, improve patient outcomes, and promote safety in 

the MICU. 

Methods 

This quality improvement project was implemented in a MICU over 15 weeks from 

August to December 2021 with critically ill adult patients with severe medical conditions, such 

as acute respiratory failure requiring life-saving treatment. Additional resources were used to 

provide mobility for those patients who were the most vulnerable, such as non-English speaking; 

patients on mechanical ventilators; morbidly obese; having an artificial airway, surgically placed 

airway, medical drains, nutrition tubes; receiving continuous medication infusions; continuous 

renal replacement therapy, and on continuous telemetry monitoring. An algorithm was developed 
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as a guide for clinical staff in promoting early mobility incorporating both evidence-based 

practice and unit policies (see Appendix B). Following staff education, the mobility algorithm 

was reviewed with each patient admitted or transferred to the MICU by the oncoming shift 

during nurse handoff to assess the patient’s mobility level and plans to promote mobility. The 

algorithm reinforced patient mobility screening with door signs within 24 hours of admission and 

updated daily provider orders reflecting the patient’s mobility level and plans to promote 

mobility. The mobility algorithm served as a resource in assessing barriers to early mobilization 

and provided patient-specific mobility interventions to progress patients to their highest mobility 

level. The ICU nurse checklist that was completed each day by the nightshift nurse and presented 

during shift change handoff reminded staff to review the patient's plan for mobility. The mobility 

algorithm and checklist were laminated and posted inside each alcove outside the patient's door 

(see Appendix C). 

Structure, process, and outcome measures were identified to track implementation progress 

and assess the impact of the practice change. As a structure measure, data was collected to ensure 

that all clinical staff registered nurses (RNs), patient care technicians (PCTs) received training on 

the practice change components of the project. The other structure measure was ensuring patient 

activity orders reflected patient mobility level within 24 hours of admissions. Specific strategies 

used to implement these measures were presented during unit governance meetings, PowerPoint 

presentation, staff emails, and educational sessions. In addition, ongoing education was provided 

to both dayshift and nightshift clinical staff to promote the practice change. 

Process measures for this project included collecting data and tracking the rates of early 

mobility with daily activity interventions documented for patients with activity as tolerated 

orders and having the mobility algorithm posted outside each patient's door. To improve safe 
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mobilization, daily assessment of the patient’s highest level of mobility and accurate patient 

mobility level door signs reflecting current mobility orders were also tracked. Staff compliance 

in utilizing the mobility algorithm with improved patient early mobility was the outcome 

measure used to track implementation progress. The strategies and tactics used to reach these 

measures included mobility champions, reminding staff of the practice change, and performing 

weekly spot observation mobility audits to collect data (see Appendix D). To draw attention to 

the algorithm, candy was provided near the mobility algorithm posted inside the staff meeting 

room. Hands-on demonstrations with the nursing staff on the use of the algorithm were also 

provided periodically. The development of a mobility binder with educational resources and 

mobility level doors was available to all staff in the MICU to reinforce practice change. All data 

collected from the outcome and process measures were openly shared with the MICU staff 

regarding project updates and the progress towards meeting project goals. 

Every week, data was collected from the patient’s electronic health record on the mobility 

screen, provider activity orders, and documented activity level (see Appendix E and Appendix 

F). Data were analyzed using run charts for each structure and process data collected to 

determine the effectiveness of nurses utilizing mobility algorithms in promoting early mobility. 

After implementing strategies and tactics, the run charts calculated a positive trend in changes 

during the implementation phase. Adjustments to strategies and tactics were made for 

sustainability based on data findings with having mobility champion class as part of new nursing 

staff orientation and mobility in-services from the rehabilitation department. To protect the 

confidentiality and privacy of individuals, each patient was assigned a unique identification 

number, and no personal identifiers were included on the chart audit tool (see Appendix G). All 

data were recorded on a secure data management spreadsheet stored on a password-protected 
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device accessible only by the project leader at the project site. Prior to implementation, the QI 

project was submitted to the Human Research Protections Office at the University of Maryland 

and received a nonhuman research determination. 

Results 

During the 15 weeks of the QI project, 520 patients were screened for early mobility by 100 

RNs and twelve PCTs. The structure measure was achieved with the education of all clinical 

staff on the practice change components of the project. Incorporating the nurse-driven mobility 

algorithm into inpatient practice helped ensure plans for mobility were routinely discussed to 

increase rates of patient mobility. The run charts illustrated runs, shifts, trends, and astronomical 

data points collected over time on promoting early mobility for adult patients admitted or 

transferred to the MICU. 

 The run charts revealed positive trends in the process to promote early mobility among 

critically ill adults. The percent of admissions with early mobility (see Figure 3), mobility 

algorithm outside patient’s door (see Figure 4), and mobility screens (see Figure 6) had an 

insufficient number of runs to indicate a purposeful variation in data points. The run chart on 

mobility level door signs (see Figure 5) displayed too many numbers of runs consistent with 

random variation. There was a downward trend in rates of early mobility with fewer algorithms 

outside the patient's door near the end of the QI project and the rise of the Sars-Cov-2 pandemic. 

There were few astronomical data points with huge negative and positive spikes in the percent of 

nurses utilizing the mobility algorithm (see Figure 7) starting at week 12 due to an increase in 

severity of patient’s illnesses and contraindications to mobility. Analysis of all run charts showed 
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no shift in trend with rates of early patient mobility, mobility level door signs, mobility screens, 

and utilization of algorithm. 

Discussion 

Implementing an evidence-based mobility algorithm increased the number of patients with 

activity as tolerated orders receiving daily activity interventions. This quality improvement 

project consists of a multidisciplinary team approach initiated by a nurse-driven standardized 

algorithm to help promote early routine mobilization. Early mobility utilizing this practice 

change helped to enhance mobility documentation, with RNs no longer documenting bed rest for 

patients without any contraindications to mobility. Also, RNs unable to provide early patient 

routine mobilization due to transient events, such as patients with abnormal or unstable blood 

pressure, documented contraindications for daily activity with plans to reassess mobility within 

the next twelve hours. This improvement with mobility documentation helps clinical staff 

perform better mobility assessments of patients' highest mobility level. Safety promotion 

increased with no reports of patient falls during the implementation period. 

The AHRQ (2017) recommends a protocol to get patients out of bed with early recognition 

of patients' mobility readiness with a valid and reliable mobility screening tool. The percent of 

correct mobility screens was above the 80th percentile when evaluating weekly data collected 

during the project implementation. Incorporating this new practice change helped increase the 

MICU compliance rates with reliable mobility screening. The finding also indicates safety 

promotion with increased mobility door signs that reflect patients’ highest mobility level, 

compared to zero door signs at week one. Furthermore, interdisciplinary communication on 

mobility planning improved during patient care rounds. The QI practice change mirrors literature 
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findings that implementing a mobilization algorithm with interdisciplinary communication may 

increase the number of patients who receive early routine mobilization (Schaller et al., 2016). 

The overall increase in early mobility rates of patients in the MICU setting is consistent with 

literature reviews utilizing this practice change (AHRQ,2017; Hodgson et al., 2016; Schaller et 

al.,2016). 

 The observed outcome did not meet the project’s goal of 100% of all patients meeting the 

criteria for mobilization receiving daily activity. There were limitations and barriers which may 

have decreased internal validity. The Sars-COV-2 pandemic had increased the severity of 

patients’ disease and impacted the number of patients appropriate to perform a mobility 

screening to get patients out of bed. The pandemic also led to a high turnover of nursing staff, 

limited resources, and staff shortage in the MICU. The barriers identified with meeting the 

project’s goals were changing the unit culture to patients being mobilized daily during both 

dayshift and nightshift. An unexpectedly high number of patients refused mobility interventions 

despite understanding the benefits of early mobility. Keeping clinical staff engaged with practice 

change was another challenge during the pandemic. Lastly, many novice nurses were 

uncomfortable with providing patients in the MICU with early routine mobilization. 

The facilitators to overcome these barriers and minimize limitations were mobility 

champions and the strong leadership support from key stakeholders such as the nurse managers, 

senior clinical nurses, charge nurses, and physical therapists. The champions of practice change 

helped to reinforce the project with education on the health benefits to patients and clinical staff. 

The implementation of strategies and tactics facilitated clinical staff RNs’ education and training 

on the algorithm and helped to promote the cultural change to early routine mobilization. 

Additionally, nursing staff education provided by physical therapists on safe patient handling 
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techniques such as placing a patient in a chair position using specialty beds helped staff feel 

more competent with patient mobility. Incentives, performing weekly mobility audits, sharing 

project progress, and hands-on demonstration of algorithm utilization with nursing staff helped 

to keep staff engaged and contributed to improved early routine patient mobilization.  

Conclusion 

Immobility of critically ill adults in the ICU is associated with many health 

complications, an increased risk for falls, increased morbidity, and poor patient outcomes. Strong 

evidence suggests using a standardized mobility algorithms can help to improve patient mobility 

and shorten hospitalization. Despite long-standing evidence that early mobility is an essential 

aspect of daily care to improve patient outcomes, barriers prevent the implementation of best 

practices. The evidence-based mobility algorithm provided clinical staff with resources to assess 

obstacles to mobility and enabled discussion during daily interdisciplinary patient care rounds. 

The findings of this project were consistent with the literature that early mobility in the MICU 

setting is improved with a multidisciplinary approach guided by a nurse-driven mobility 

protocol. Mobility champions and key stakeholders helped to transform practice change as 

standard care in the MICU. As a result, increased compliance with mobility level door signs and 

improved safety with mobilization. Additional training on safe patient handling techniques and 

patient equipment reduced barriers associated with staff feeling uncomfortable with mobilizing 

patients out of bed. 

The utilization of a nurse-driven standardized mobility algorithm improved 

interdisciplinary communication with mobility planning to enhance the quality of patient care. 

The algorithm served as a resource in overcoming barriers, improving mobility screening, and 



EARLY MOBILITY  15 

 

promoting safety. The unit leadership has incorporated the mobility champion class as part of 

nurse orientation to establish sustainability with progressing patients to their highest mobility 

level. This measure of sustainability will ensure clinical staff remains competent with 

implementing early mobility for patients in the ICU setting as the standard practice. Future QI 

projects implementing similar practice changes in an academic institution with a similar patient 

population would benefit from unit-wide mandatory educational sessions to ensure all staff 

receives the proper training on the practice change. The process and findings of this QI project 

were tailored to meet the specific needs of patients in the MICU and may not be generalizable to 

all ICU settings. In conclusion, incorporating the nurse-driven mobility algorithm into inpatient 

practice helped ensure mobility plans were routinely discussed and guided mobility 

conversations to promote early mobility among critically ill adult patients.  
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Table 1 

Evidence Review Table: Implementation of Early Mobility Algorithm 

Citation: Higgins, S. D., Erdogan, M., Coles, S. J., & Green, R. S. (2019). Early mobilization of trauma patients admitted to intensive 
care units: A systematic review and meta-analyses. Injury, 50(11), 1809–1815.  
https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.injury.2019.09.007 
 

Level (Melnyk) II 
 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

“To determine the 
effect of early 
mobilization (EM) in 
trauma patients 
admitted to the ICU” 
(p.1). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Systematic Review was 
performed in Ovid 
Medline, Embase, 
CINAHL, Cochrane 
Library, bibliographies, 
and critical care and 
trauma conference 
presentations 

Sampling Technique: 
Selected studies by two 
authors (blinded for 
review)  
 
# Eligible: 2982 
research articles  
 
Inclusion Criteria: 
Adult trauma ICU 
patients who received 
early mobility 
compared to patients 
with either delayed or 
no mobilization 
 
# Accepted: 9 research 
articles with 
research designs that 
include retrospective 
cohort, prospective 
cohort, prospective 
observational, 
bidirectional case-
control, and one study 
having a retrospective 
control arm and 
prospective 
experimental arm  

Control: Usual standard 
of care of delayed or no 
mobilization 
  
Intervention: Early 
mobilization using 
progressive algorithm 
or protocol 
 
Intervention fidelity: 
Most studies used a 
progressive mobility 
protocol to provide 
passive range of 
motion for unconscious 
patients and advance 
them to active range of 
motion exercises as 
they become more 
awake and interactive. 
Two studies focused 
simply on ambulation 
as the mobilization 
measure 

DV: Mortality, hospital 
and ICU length of stay, 
and length of days on 
mechanical ventilation  
 
 
Measurement tool 
(reliability), time, 
procedure: 
Newcastle-Ottawa 
Quality Assessment 
Scale (NOS) which 
evaluate studies based 
on selection of study 
groups, comparability, 
and assessment of 
outcomes. All studies 
that met inclusion 
criteria were included 
in the review. Inter-
rater agreement of 
total NOS scores 
between reviewers 
using weighted Cohen's 
kappa. In addition, the 
Agency or Healthcare 
Research and Quality 
(AHRQ) was used to 
evaluate study quality. 

Statistical 
Procedures(s) and 
Results: 
Mortality was reported 
in 5 studies, of which 3 
observed a lower rate 
with early mobility. 
However, the meta-
analysis showed no 
difference in mortality 
between patients 
mobilized early and 
those receiving usual 
care.  
 
Eight studies reported 
decreased LOS in the 
hospital and ICU). 
However, the 
difference in LOS was 
not significant in meta-
analysis.  
 
Finally, three studies 
reported on ventilator 
days, all of which 
observed a reduction in 
the intervention group. 
On meta-analysis, 

https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.injury.2019.09.007
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 Study populations 
include males less than 
50 with neurotrauma, 
blunt abdominal 
trauma, burns, or 
mixed injury types.  
 
Study cohorts ranged 
from 15 to 1132 
patients (median 63) 
with variations in the 
inclusion criteria.  
  

 duration of mechanical 
ventilation was 
statistically significantly 
lower with EM (mean 
difference 1.18 days, 
95% CI, 2.17 – 0.19) 
 
 

 

Citation: Hodgson, C. L., Bailey, M., Bellomo, R., Berney, S., Buhr, H., Denehy, L., ... Webb, S. (2016). A binational multicenter pilot 
feasibility randomized controlled trial of early goal-directed mobilization in the ICU. Critical Care Medicine, 44, 1145-1152. 
https://doi.org/10.1097/CCM.0000000000001643 
 

 
 
Level (Melnyk) II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

"Study aimed was to 
determine if a protocol-
driven early 
mobilization 
intervention could be 
utilized to provide 
treatment to patients 
receiving mechanical 
ventilation compared 
with standard care” 
(p.1). 
 
 
 
 
 

Multicenter pilot 
blinded RCT  

Sampling Technique: 
Convenience sampling 
from 100 patients from 
five ICUs in Australia 
and New Zealand 
 
Eligible: Adults 18 years 
and older expected to 
be on MV >24 hours 
 
Exclusion: Patients on 
bedrest; receiving end 
of life care; unable to 
provide consents; ICU 
patients with 
myocardial, 

Control: Standard of 
care, including 
mobilization that was 
based on the hospital 
policy. 
  
Intervention: 
Goal-directed 
mobilization protocol 
to improve mobility  
 
Intervention fidelity: 
Early goal-directed 
mobilization protocol 
consists of functional 
rehabilitation 

DV: Outcome measures 
included ICU mobility 
level achieved during 
ICU stay; ventilation 
duration; and the 
length of ICU and 
hospital stay 
 
Measurement tool 
(reliability), time, 
procedure: ICU 
Mobility Scale (IMS) 
Score has proven 
reliability and validity. 
The amount of time the 
intervention for active 

Statistical 
Procedures(s) and 
Results: 
 
The highest level of 
mobility was analyzed 
with an independent T-
test  
 
Kruskal- Wallis tests 
were used to assess 
heterogeneity between 
clinical sites of the 
study 
 

https://doi.org/10.1097/CCM.0000000000001643
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oxygenation, and 
neurological instability 
# Eligible: 391 
# Accepted: 50 
# Control: 21 patients 
randomized to receive 
the current practice 
# Intervention: 29 
patients were 
randomized to receive 
mobilization protocol 
Power Analysis: None 
 
Group Homogeneity: 
At baseline, both the 
intervention and 
control group had 
similar demographics 
clinical characteristics. 

treatment conducted 
at the highest level of 
mobility 

mobility took place was 
dependent on the 
patient's IMS score. 

Wilcoxon rank-sum test 
was used to perform 
analyses between the 
intervention and 
control group 
 
 Proportions were 
compared using chi-
square tests for equal 
ratio or Fisher's exact 
tests for smaller 
numbers 
 
Higher levels of activity 
were seen with 
patients in the 
intervention group 
versus the control 
groups, with a mean 
(95% CI) being 7.3 (6.3–
8.3) versus 5.9 (4.9–
6.9), unadjusted p = 
0.05, at ICU discharge. 
 
More patients were 
ambulated in the 
intervention group. (19 
intervention (66%) vs 8 
control patients (38%); 
(p = 0.05), (significant).  
 
More patients stood in 
the intervention group. 
(26 intervention (90%)/ 
13 control patients 
(62%); (p = 0.02), 
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Secondary outcomes: 
Patients in the 
intervention group 
received a more 
significant duration of 
treatment while in the 
ICU during one week 
after trial initiation 
(median, 20 
minutes/day compared 
with 7 minutes/day; p = 
0.002)  
 
 
 
 
 

 

 

Citation: Klein, L. M., Young, D., Feng, D., Lavezza, A., Hiser, S., Daley, K. N., & Hoyer, E. H. (2018). Increasing patient mobility 
through an individualized goal-centered hospital mobility program: A quasi-experimental quality improvement project. Nursing 
Outlook, 66(3), 254–262.  
https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.outlook.2018.02.006 
 

 
 
Level (Melnyk) V 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

"In this quality 
improvement (QI) 
project, the goal was to 
improve patient 
mobility through the 
use of a novel 
algorithm to guide the 
nursing team on setting 
SMART (specific, 
measurable, 

Quasi-experimental 
Quality Improvement 
(QI) Project 

Sampling Technique: 
Convenience sampling 
from two inpatient 
adult units in a large 
academic 
medical center in 
Baltimore, Maryland. 
Both units care for 
patients with 
neurological, 

Control: Standard of 
care with the Johns 
Hopkins Highest Level 
of Mobility 
JH-HLM) scale and 
Activity Measure for 
Post-Acute Care 
Inpatient Mobility 
Short Form (AM-PAC 
IMSF) 

DV: Mean daily 
maximum JH-HLM, 
mean JH-HLM daily 
goal, percentage of JH-
HLM goal met during 
the hospital stay, and 
the percentage of JH-
HLM goal exceeded 
during hospitalization.  
 

Statistical 
Procedures(s) and 
Results: Independent 
sample t-tests for the 
intervention and 
control group during 
the baseline of the QI 
implementation time 
frames baseline.  
 

https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.outlook.2018.02.006
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achievable, relevant, 
time-bound) mobility 
goals for each patient. 
The system was 
developed based on 
the recognition that 
patient mobility goals 
should be informed by 
the degree of mobility 
impairments; patients 
with fewer mobility 
impairments should be 
expected to achieve 
higher mobility levels 
compared to patients 
with greater 
impairments who may 
be more difficult to 
mobilize to a high level 
in a feasible manner.” 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

neurosurgical, and 
medical diagnoses. One 
unit was designated as 
the control group (CU) 
and the other unit as 
the intervention group. 
 
# Eligible: 2,164  
 
# Accepted: All patients 
were accepted during 
the project time (2,164)  
# Control: 956   
 
# Intervention: 1,208  
 
Power Analysis: None 
 
Group Homogeneity: 
At baseline, both the 
intervention and 
control group had 
similar demographics 
project time frames. 
There was no 
difference in outcome 
measures between 
groups during the 
baseline time frame of 
the QI project. 

 
Intervention: The 
intervention group 
consisted of education 
and implementation of 
the John’s Hopkins 
Mobility Goal 
Calculator (JH-MGC) as 
a protocol to improve 
early mobility 
 
Intervention fidelity: 
The JH-MGC takes a 
patient's AM-PAC IMSF 
score and connects it 
with a specific mobility 
level on the JHHLM 
scale. The JHMGC sets 
specific daily mobility 
goals for patients based 
on their mobility 
capabilities. 

Measurement tool 
(reliability), time, 
procedure: The JH-HLM 
scale and the AM-PAC 
IMSF have 
demonstrated 
reliability and construct 
validity. The JH-MGC 
was developed after 
identifying a positive 
linear relationship 
between a patient's JH-
HLM scale and AM-PAC 
IMSF. An 
interdisciplinary cohort 
of clinical nurse 
specialists, physical 
therapists, and 
physicians agreed on 
the alignment of JH-
HLM and AM-PAC IMSF 
scores to develop the 
Johns Hopkins Mobility 
Goal Calculator. The 
length of the 
intervention was eight 
weeks.  

Benjamin-Hochberg 
procedure for t-test 
results was used due to 
multiple  
comparisons 
 
Baseline data revealed 
no differences between 
groups for any of the 
outcome measures.  
 
After the intervention 
the intervention group 
had significantly higher 
JH-HLM scores (p < 
.001, 5.8 vs 5.2) and 
achievement of 
mobility goals (p < .001, 
2% vs. 51.8%).  
 
Data revealed no 
statistically significant 
difference between 
groups for the mean 
JH-HLM goal (p = .389) 
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Citation: Schaller, S. J., Anstey, M., Blobner, M., Edrich, T., Grabitz, S. D., Gradwohl-Matis, I., Heim, M., Houle, T., Kurth, T., Latronico, N., 
Lee, J., Meyer, M. J., Peponis, T., Talmor, D., Velmahos, G. C., Waak, K., Walz, J. M., Zafonte, R., & Eikermann, M. (2016). Early, goal-
directed mobilization in the surgical intensive care unit: a randomized controlled trial. Lancet, 388 North American Edition (10052), 1377–
1388. https://doi.org/10.1016/S0140-6736(16)31637-3 

Level (Melnyk) 
II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

"In this study, we tested if 
early, goal-directed 
mobilization, using a strict 
mobilization algorithm 
combined with facilitated 
inter-professional 
communication, in 
critically ill SICU patients 
leads to improved mobility 
during SICU admission, 
decreased length of stay 
on the SICU, and increased 
functional independence 
at hospital discharge" 
(p.1). 

 
 
 
 
 

Randomized 
Controlled Trial (RCT) 

Sampling Technique:  
Convenience sampling of 
international multicenter 
from 5 University 
hospital’s Surgical 
Intensive Care Unit (1 in 
Germany, 1 in Australia, 
and 3 in USA). 
Inclusion Criteria: 
 18 years of age or older, 
ventilated for less than 48 
hours, were functionally 
independent at baseline, 
had a reversible disorder, 
and were able to provide 
consent 
 
# Eligible: 665 
# Accepted: 200 
# Control:96 

Control: Standard of care, 
including mobilization that 
was based on the hospital 
policy. 
  
Intervention: 
Standard of care plus goal 
directed mobilization 
based on a mobilization 
algorithm 
 
Intervention fidelity: 
The intervention group 
had a mobilization goal 
that was defined after 
morning patient care 
rounds and then 
communicated between 
shifts. The goal was based 
on an algorithm that had 

DV: Primary outcomes 
were the length of stay 
in the SICU and 
functional mobility at 
hospital discharge 

Measurement tool 
(reliability), time, 
procedure: 
The algorithm mobility 
scale has been 
validated. Scores were 
collected from day 1 
until the patient was 
transferred or 
discharged from the 
SICU. Data was 
collected on the 
patient's mobility levels 
by reviewing the 

Statistical 
Procedures(s) 
and Results: 
Mann-Whitney 
U test was 
used for 
continuous 
variables and 
Fischer's exact 
test was used 
for categorical 
outcomes.  
 
The 
intervention 
group had a 
statistically 
significant 
higher 
mobilization 

https://doi.org/10.1016/S0140-6736(16)31637-3
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# Intervention: 104 
 
Power analysis:  
Approximately 100 
patients per group would 
have a power greater than 
80%, with an assumption 
of 11% mortality rate and 
11% attrition rate 
                                                                                      
 
Group Homogeneity: 
Baseline characteristics 
between groups were 
similar. The control group 
had slightly higher rates of 
patients with 
cerebrovascular disease 
and trauma injuries than 
the intervention group. 
 
 
 
 
 
 
 
 
 
 

four different mobility 
milestones, which 
identified their SICU 
Optimal Mobility Score 
(SOMS). The 
interdisciplinary team 
decided on specific 
procedures to reach the 
goal, and a sign was 
placed above the patient's 
bed that stated the goal. 
In the evening, the 
patient's achieved 
mobility level was 
documented in the 
electronic medical record. 

observed mobility 
achieved in the chart 
during their SICU stay, 
and the mean was 
calculated after 
discharge. They were 
monitored for 28 days 
after discharge from the 
SICU. Functional 
mobility at discharge 
was determined with a 
modified functional 
measure score, which 
was given by the study 
staff after chart review 
and bedside clinical 
examination.  

(p<0.0001), 
decreased LOS 
in the SICU 
(p=0.0054), 
and improved 
functional 
mobility level 
at hospital 
discharge 
(p=0.0002). 
There was no 
difference in 
serious 
adverse events 
between 
groups. 
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Level- IV 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

“This study aimed to 
examine the impact of 
implementing 
interdisciplinary mobility 
protocol in seven specialty 
intensive care units” (p.1).  
 

The study utilized a 
retrospective before-
and-after quality 
improvement project 
in specialty intensive 
care units 

Sampling Technique:  
Convenience 
Eligible Participants: 
18 years or older Male or 
female adults in the ICU 
with an ICU provider 
Excluded Participants: 
ICU patients with 
myocardial, oxygenation, 
and neurological 
instability. RASS score <3, 
New or increase of any 
vasopressor X2hours, 
Unstable cervical 
spine/pathologic fracture 
Accepted: 4,625 patients 
to participate in both 
phases of the study 
Control:  
Phase One- 1266 ICU 
patients 
Phase Two- 258 ICU 
patients 
Intervention:  
Phase One- 1420 ICU 
patients 
Phase Two- 1681 ICU 
patients 
Group Homogeneity: 
Homoscedasticity met 
with variances in the 
groups being compared 
similar in Table 3 for 

Control Protocol: 
Routine care of 
monitoring vital signs, bed 
rest and initiated physical 
therapy referral with 
medical stability 
Intervention:  
Standard of care with 
using the American 
Association of Critical-Care 
Nurses (AACN) mobility 
protocol   
Treatment fidelity:  
The pre- and post-
intervention research 
design was conducted into 
two phases. Phase one 
collected baseline data for 
24hrs for two months 
before and two months 
after implementation. 
Phase two consisted of 
collected data monthly on 
20 randomly selected 
patients with ICU stays 
longer than three days for 
two months before and 12 
months after 
implementing early 
mobility 

Dependent Variables 
(DV): 
ICU length of stay (LOS)- 
measured in the mean 
and median number of 
days 
 
Measured:  
ICU (LOS) measured in 
the mean and median 
number of days from 
admission to ICU 
discharge. 
 
Sedation levels are 
measured by the 
patient's RASS score 
recorded every four 
hours. A score of -4 or -
5 does not allow for 
CAM-ICU assessment. 
 
ICU Delirium was 
assessed daily at least 
every twelve hours by 
bedside clinical nurse 
conducted the CAM-
ICU.  
 
  The patient's 
maximum level of 
mobility was measured 
by the ICU mobility 

Statistical 
Procedures(s) 
and Results: 
P-value <.05 
was 
considered 
statistically 
significant. 
Nonparametric 
Mann-Whitney 
Analysis- 
Significant 
difference in 
initial and ICU 
discharge 
mobility 
scores. 
(P= .01) 
 

https://aacnjournals.org/ccnonline/article/40/4/e7/31108/Implementation-of-an-Interdisciplinary-AACN-Early
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results in phase 1 and 
phase 2. 
 
Power Analysis: None 

scale (IMS). The scale 
ranges from 0, 
indicating no activity, to 
10 showing functional 
independence with 
safety awareness. 

 

Citation: Vítor Vieira, J., Ferrinho Ferreira, R., Palma Goes, M., Oliveira, H., Guerreiro Pacheco, R., & Pereira, J. (2020). Early mobilization 
of the critically ill patient: Literature systematic review. Critical Care & Shock, 23(2), 54–64. 
http://survey.hshsl.umaryland.edu/?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=142733915&site=ehost-live 

 

Level- II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

“To determine the impact of 
early mobilization on the 
critical patient admitted to 
an intensive care unit” (p.1). 

Systematic Review was 
performed in the 
EBSCOHost search engine, 
CINAHL Complete and 
MEDLINE Complete 
databases 

Sampling Technique: 
Selected studies by three 
authors  
 
# Eligible: 451 research 
articles 
 
Inclusion Criteria:  
Critical adult patients 18 
years or older admitted to 
intensive care units 
 
# Accepted: 7 research 
articles covering four 
systematic literature 
reviews and three RCTs 
 

Control Protocol: 
Routine care without early 
mobilization protocols or no 
mobilization 
Intervention:  
Early mobilization 
interventions using goal 
directed algorithm or mobility 
protocol 
 
Treatment fidelity:  
Most studies used a 
personalized progressive 
mobility protocol to provide 
passive range of motion, bed 
mobilization activities, and 
ambulation within the first 24 
hours of admission. 

DV: Mortality, 
hospital and 
ICU length of 
stay, and 
length of days 
on mechanical 
ventilation  
 
Measurement 
tool 
(reliability), 
time, 
procedure: 
Evaluated the 
level of 
evidence from 
Joanna Briggs 
Institute. The 
methodological 
quality was 
assessed using 
the Critical 
Appraisal Skills 

Statistical 
Procedures(s) 
and Results: 
All studies 
observed an 
increase in 
mobility, muscle 
strength, 
ambulation, 
decreased 
mechanical 
ventilation time. 
 
One study 
reported 
reduced length 
of hospital stay 
in ICU 

http://survey.hshsl.umaryland.edu/?url=http://search.ebscohost.com/login.aspx?direct=true&db=rzh&AN=142733915&site=ehost-live
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Program for 
systematic 
reviews and for 
RCTs. All 
studies that 
met inclusion 
criteria were 
included in the 
review. 

Rating System for Hierarchy of Evidence 

Level of 

Evidence 
Type of Evidence 

I (1) 
Evidence from systematic review, meta-analysis of randomized controlled trails (RCTs), or practice-guidelines based 

on systematic review of RCTs. 

II (2) Evidence obtained from well-designed RCT and/or reports of expert committees. 

III (3) Evidence obtained from well-designed controlled trials without randomization. 

IV (4) Evidence from well-designed case-control and cohort studies 

V (5) Evidence from systematic reviews of descriptive and qualitative study 

VI (6) Evidence from a single descriptive or qualitative study 

VII (7) 

Evidence from the opinion of authorities 

Note: Adopted from Melnyk, B.M. & Fineout-Overholt, E. (2014). Evidence-based practice in nursing & healthcare: 

A guide to best practice (3rd ed.). New York: Lippincott, Williams & Wilkins.  
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Table 2 

Synthesis Table: Implementation of Early Mobility Algorithm  

Evidence-Based Practice Question (PICO):  Does the implementation of a mobility algorithm to improve early patient mobility in adult patients admitted or transferred t o 

the MICU, increase the rates of patient mobility compared to current practice?  

Level of 

Evidence 

# Of 

Studies 
Summary of Findings Overall Quality 

II 

 

4 

 

Higgens et al. (2019) evidence suggests that patients who 

receive early mobility decrease duration of mechanical 

ventilation but have similar mortality and LOS compared to 

those receiving usual care of delay or no mobilization. 

 

Hodgson et al. (2016) found that early mobility protocol is 

safe, feasible, and improves critically ill patients' activity.  

Schaller et al. (2016) found that mobility goals based on an 

algorithm and interdisciplinary communication resulted in 

Surgical Intensive Care Unit (SICU) patients have higher levels 

of mobility, decrease stays in the SICU, and progress patients 

to their higher levels of mobility when being discharged from 

the hospital. In addition, this research found no difference in 

serious adverse events such as falls between the intervention 

and control group. 

Vitor et al. (2020) suggested intensive care units formulate 

algorithms that promote the performance of mobility in a 

timely manner with constant consideration of critical illness 

and sedation levels. 

 

B-Schaller et al. (2016), Hodgson et al. (2016) and Vitor et al. (2020) had similar 

findings that clearly communicated mobility goals increased a patient's 

mobility level. In addition, they both found that increased patient activity 

resulted in less time spent in an acute care setting.  

Overall, each study was well-designed where patients were randomly assigned. 
The studies had a large sample size with a power analysis met with decreasing 

Type II error risk. The findings from each research study were statistically 

significant, with consistent results and clear recommendations. 
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Rating System for Hierarchy of Evidence 

Level of 

Evidence 
Type of Evidence 

I (1) 
Evidence from systematic review, meta-analysis of randomized controlled trails (RCTs), or practice-guidelines 

based on systematic review of RCTs. 

II (2) Evidence obtained from well-designed RCT and/or reports of expert committees. 

III (3) Evidence obtained from well-designed controlled trials without randomization. 

IV (4) Evidence from well-designed case-control and cohort studies 

IV 1 

Schallam et al. (2020) found that implementing 

interdisciplinary mobility protocol increased mobility screens 

and mobility levels. 

B-This study had a large sample size and included a control with standard care. 

While this study's findings were statistically significant, it did not involve 

randomization or provide a power analysis to confirm the sample size's 

appropriateness. The research design led to the opportunity for missing data. 

Nevertheless, the results were consistent, and the recommendations were 

clear. 

V 1 

Klein et al. (2018) found that patients with established daily 

mobility goals will have a higher percentage of mobility goal 

attainment and shorter hospital stay length than those who do 

not have mobility goals. 

C- Klein et al. (2018) had an adequate sample size that lacked randomization 

and power analysis. There were consistent results that promoted the use of 

establishing daily mobility goals. However, further research is needed to 

evaluate if the results can be generalized to other settings. In addition, the 

study was unable to establish a direct cause and effect relationship between 

intervention and outcome. 
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V (5) Evidence from systematic reviews of descriptive and qualitative study 

VI (6) Evidence from a single descriptive or qualitative study 

VII (7) Evidence from the opinion of authorities 

 

Rating Scale for Quality of Evidence (Newhouse) 

High (A) 

Scientific 

Consistent results with sufficient sample size, adequate control, and definitive conclusions; 

consistent recommendations based on extensive literature review that includes thoughtful 

reference to scientific evidence  

Summative Review 

Well-defined, reproducible search strategies; consistent results with sufficient numbers of 

well-defined studies; criteria-based evaluation of overall scientific strength and quality of 

included studies; definitive conclusions  

Experiential Expertise is clearly evident 

Good (B) 

Scientific 

Reasonably consistent results, sufficient sample size, some control, with fairly definitive 

conclusions; reasonably consistent recommendations based on fairly comprehensive 

literature review that includes some reference to scientific evidence  

Summative Review 

Reasonably thorough and appropriate search; reasonably consistent results with sufficient 

numbers of well-defined studies; evaluation of strengths and limitations of included studies; 

fairly definitive conclusions. 

Experiential Expertise seems to be credible. 

Low Quality (C) 

Scientific 
Little evidence with inconsistent results, insufficient sample size, conclusions cannot be 

drawn 

Summative Review 
Undefined, poorly defined, or limited search strategies; insufficient evidence with 

inconsistent results; conclusions cannot be drawn  

Experiential Expertise is not discernable or is dubious  

 Newhouse, R. (2006). Examining the source for evidence-based nursing practice. JONA.Volume 36, Number 7/8, pp 337-340 
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Figure 1 

Theoretical Frameworks: Icek Ajzen Theory of Planned Behavior (TPB) 

 

 

 

 

Note: Adopted from Ajzen, I. (2011). The Theory of Planned Behavior: Reactions and Reflections. Psychology & Health, 26(9), 1113–

1127.  
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Figure 2  

Theoretical Frameworks: Helfrich Framework for Complex innovations 

 

 Note: Adopted from Helfrich, C.D., Weiner, B.J., McKinney, M.M. & Minasian. L. (2007). Determinants of implementation 

effectiveness adapting a framework for complex innovations. Medical Care Research and Review, 64(3), 279-303  
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Figure 3. 

 Patients daily activity intervention run chart 
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Figure 4.   

MICU mobility algorithm outside patient’s door run chart 
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Figure 5.  

Mobility level door signs run chart 
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Figure 6.  

Mobility screen for patients in the MICU run chart 
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Figure 7.  

Nurses utilizing the mobility algorithm run chart 
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Appendix A 

Process Flow Map of the Current Mobility Practice in the MICU 

 

Patient Admission or 
Transfer 

Nurse driven bedside mobility screen not performed during 
patient assessment

Patient orders by default with activity to tolerate 
and do not reflect patient's mobility level 

No identification of patients mobility level door sign  outside of patient's room

Nursing staff document bed rest without a bedrest order  

Recommended interventions based on mobility level and activity orders are 
not implemented  

No plans to promote 
mobility during patient 

care rounds  

No provider notification to update 
patient orders to reflect  patients 

mobility level 
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Appendix B 

Implementation Tool: MICU Mobility Algorithm 

Mobility Tips 

Non-Transient Event: 

• Defer mobility screening, and request bed rest order 

• Document “No, has an active bed rest order” for 

mobility screen 

Transient Event: 

• Address contraindications, then complete mobility 

screen 

Mobility Documentation: 

• Document “No, has active bed rest order” with Active 

BED REST ORDER 

• Document in comment box if patient has an active 

OOB order, but not appropriate for OOB currently 

• Record Mobility Activities in the Activity Intervention 

Row within the Daily Care Flowsheet at least once a 

day 

• Activity that counts for OOB: Up to Chair, Standing, 

Ambulation/Walking, W/C Activities, Bed to Chair 

Position, Back to Bed, Verticalization, Contraindication 

• Document “Contraindication” for transient events 

Daily Mobility Plan 

• Develop goals and activities based on mobility level 

• Suggested activities for each level will appear when 

you highlight the mobility level 
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Appendix C 

Implementation Aid: MICU Checklist 

Nurse Participation in Rounds 

Rounds will start with the nursing one liner and any significant overnight events including: 

●  Patient name, age, code status, allergies, and isolation 

●  Significant overnight events and major assessment changes 

● Current drips/dose and difficulties with sedation weaning 

At the conclusion of rounds, RN will review ICU Checklist as the Intern or NP documents: 

• Consents completed in chart:   Yes   No 

• LDAs: include insertion date and indication 

▪ Central lines and A-line:   Yes   No   Date: 

▪ Airway:   Yes   No Date: 

▪ Foley:   Yes   No    Date: 

▪ Drains:  Yes   No   Date: 

▪ Flexiseal:   Yes   No   Date: 

• Lab Orders 

▪ Current Lab Order  

▪ Repletion’s needed?  

• VTE Prophylaxis  

▪ SCDs:   Yes   No  

▪ Pharmacologic:   Yes   No 

• GI Prophylaxis  

▪ Pharmacologic:   Yes   No 

• Sedation/Pain 

▪ Medications: Scheduled and PRN 

▪ RASS Range and CAM ICU 

▪ Pain Score and Changes Needed 

• Nutrition 

▪ Diet Order/Feeding Status 

▪ Swallow Evaluation Needed:   Yes   No 

• Activity Status/Mobility 

▪ PT/OT Consulted with Current Activity Order:   Yes   No 

▪ Mobility Level and Plans for Mobility 

• Skin Assessment 

▪ Current Wounds and Would Consult Ordered?   Yes   No 

▪ New Breakdown?:   Yes   No 

• Family Status 
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▪ Involved and Up to Date? 

▪ Needs/Issues 

• Palliative Consult 

▪ ICU Palliative Care Screening Score 
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Appendix D 

Observation Monitoring Tool 

Date: _________________ 

 

Day of week (circle)  M Tu W Th F Sa Su 

 

Time started______________ am   pm (circle)  

 

 

 

 

 

 

Patient 

(Code) 

Assign RN 

(Subject ID 

Number) 

 

Mobility 

Algorithm 

outside 

patient’s 

door? 

 (Yes=1 

   No=0) 

Mobility Plan 

discussed during 

handoff? (Yes=1 

  No=0) 

Mobility Plan 

discussed during 

AM Rounds? 

(Yes=1 

  No=0) 

Mobility Level 

Door Sign up? 

(Yes=1 

No=0) 

Mobility Level 

Door sign match 

nursing mobility 

level? (Yes=1 

No=0) 

1       

2       

3       

4       

5       

6       

7       
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Appendix E 

Data Management Spreadsheet 

Admission 

Date 

(Code) 

Shift 

Days= 1 

Nights 

=2 

Patient 

Code 

Code 

for 
Assign 

RN 

Screen 

Yes=1 

No=0 

Level 

Door 
Sign 

Yes=1 

No=0 

Accuracy 

Yes=1 

No=0 

Activity 

Order 

Yes=1 

No=0 

Activity 

Yes=1 

No=0 

000  001 1      

001  002 2      
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     Appendix F 

Values of Data Management Sheet 

Variables Variable Names Values Labels 

    

Admission 

Date Date of Admission to the MICU   

Shift Dayshift (7:30a-7:30p) 1  

 Nightshift (7:30p-7:30a) 2  

Code subject ID number Patient  

Assign RN subject ID number Nurse  

    

    

Screen  Mobility Screen Completed 1 Yes 

  0 No 

    

Level Door 

Sign Mobility Level Door Sign Present 1 Yes 

  0 No 

Accuracy Mobility Level Door Sign Match Nursing Mobility Level 1 Yes 

  0 No 

    

Activity Order Activity Order Match Mobility Level 1 Yes 

  0 No 

Activity Documented Activity 1 Yes 

  0 No 
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 Appendix G   

    

 

Code Key 

Implementation of a Mobility Algorithm 

Code Key 

Admission 
Code 

Patient 
Code 

Medical 
Record 

Number 

Clinician 
Code 

Clinician 
Name 

01 001 98763 1 XXX 

02 002 6789 2 QI 

project 
Lead 
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