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Introduction: Although physiotherapy is beneficial to intensive care unit (ICU) patients and 
recommended by guidelines, the role of physiotherapy in ICU settings is not fully explored 
in Albania.
Purpose: To provide an overview of the current physiotherapy practice in Albanian 
ICUs and explore the involvement of physiotherapists and intensive care nurses regarding 
respiratory therapy and early mobility in the ICU.
Patients and Methods: This was an observational cross-sectional study, which included all 
ICU nurses working in six ICUs of University Hospital Center “Mother Theresa” and 
University Hospital of Trauma and all physiotherapists working in these hospitals. ICU 
nurses and hospital physiotherapists were approached to complete the survey regarding 
respiratory therapy and early mobility in critically ill patients.
Results: One hundred thirty-one completed questionnaires were returned from 189 ques-
tionnaires distributed to the survey participants (151 nurses and 38 physiotherapists); the 
response rate was 69.3%. Physiotherapy procedures were performed on a non-regular basis 
in ICUs in Tirana, Albania. Physiotherapists were not actively involved or exclusively 
employed in the ICU, and these ICUs did not use protocols for physiotherapist consultation. 
Physiotherapists occasionally performed respiratory therapy and early mobility in patients 
without an artificial airway. Nursing staff regularly performed airway suctioning in mechani-
cally ventilated patients (100%) and participated in adjusting ventilator settings (82.2% 
regularly and 17.8% occasionally). In contrast, physiotherapists did not participate in these 
procedures and the early mobility of mechanically ventilated patients.
Conclusion: We report limited physiotherapy involvement in Albanian ICUs. Efforts should 
focus on improving physiotherapy practice in ICU, potentially making organizational and 
cultural changes in the ICU, and establishing protocols and guidelines.
Keywords: intensive care unit, physiotherapy, nurse, physiotherapist, critical patients care

Introduction
Critically ill patients are at risk of different complications due to their medical 
conditions and prolonged state of immobility, such as physical deconditioning or 
respiratory complications. Some of these complications can be addressed with 
physiotherapy procedures, such as early mobilization1,2 and respiratory care,1–3 in 
treating patients in the Intensive Care Unit (ICU).4
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A growing body of evidence suggests that apart from 
being safe and feasible,5–7 physiotherapy procedures are 
beneficial for ICU patients and recommended by 
guidelines.8–13 However, the role and the involvement in 
the ICU of physiotherapy are not fully explored in some 
countries,14 including Albania.

The presence of the physiotherapists in the ICU has 
been recommended due to their contribution to the pre-
vention and treatment of intensive unit care-acquired 
weakness,2 and early recovery of critically ill patients.15 

Procedures performed by physiotherapists have been 
shown to reduce the length of mechanical ventilation, 
the length of hospitalization, the incidence of respiratory 
infections, and consequently, mortality.15 Hence, it is 
reasonable to consider that physiotherapists should be 
part of a multidisciplinary ICU team, caring not only for 
early mobilization,2,16 but also for intubated patients’ 
respiratory procedures.10 There have been attempts to 
define the role of physiotherapists in many countries,4 

and provide minimum standards of clinical practice 
needed for physiotherapists in the ICU;17–21 however, 
there is still variation in ICU practices and approaches 
worldwide.22

In Albania, rehabilitation and physiotherapy are rela-
tively new fields. According to the “Order of Nursing”, 
which is responsible for issuing the professional license to 
the physiotherapists, overall, 1400 physiotherapists are 
licensed (legitimate to work) in Albania (personal commu-
nication) for the whole population (2.862.427 inhabitants 
according to www.instat.gov.al). Until 2006, 
Physiotherapy training in Albania consisted only of 
6-month courses. In 2010, a new curriculum in 
Physiotherapy (3 years Bachelor’s degree) was implemen-
ted by the Ministry of Education. Further education in 
physiotherapy includes programs: “Master of Science” 
and “Professional Master”. Only in the “Master of 
Sciences” program, students have 18 lectures about 
Intensive Care and rehabilitation in ICU. Physiotherapy 
students do not do supervised clinical practices in the ICU 
during their higher education.

There is currently no detailed description of the role of 
physiotherapists in Albanian ICUs, and ascertaining infor-
mation about the current practice will help develop the 
role of physiotherapists in ICUs in Albania.

To address this knowledge gap, we attempt to provide 
an overview of the current physiotherapy practice in ICUs 
of two Albanian university hospitals and explore the 

involvement of physiotherapists and intensive care nurses 
regarding respiratory care and early mobility in the ICU.

Materials and Methods
Study Design and Setting
This study was an observational cross-sectional study at 
the University Hospital Center “Mother Theresa” and the 
University Hospital of Trauma, both in the capital Tirana.

University Hospital Center of Tirana “Mother Theresa” 
(UHCT) and University Hospital of Trauma (UHT) are the 
two largest university tertiary hospitals in Albania. In these 
hospitals, patients take the most specialized health assis-
tance. UHCT has 1450 beds, and ICU units for adult 
patients are organized according to the services: medical/ 
surgical, cardiac care, cardiac surgery, neurologic care, 
neurosurgery, burn and infective diseases ICU, while in 
UHT there is an ICU for trauma patients with 16 beds. In 
the UHCT, there is a physiotherapy unit with 22 phy-
siotherapists, and in the UHT, a unit with 16 physiothera-
pists. Overall, only 38 physiotherapists work in these two 
university hospitals for all clinical settings within the 
hospitals.

Public health services in Albania consist of primary 
health-care centres, secondary hospitals (organized accord-
ing to the 11 regions and 23 districts), and tertiary hospi-
tals, which include three university hospitals for medical, 
surgical, and trauma treatment (UHCT, UHT and 
University Hospital “Shefqet Ndroqi” for the pulmonary 
diseases’ treatment), and two other obstetric-gynecologic 
university hospitals. Regarding secondary hospitals, only 
regional hospitals have Intensive Care Units, and the 
number of physiotherapists working in regional hospitals 
varies from one to four. There are also private hospitals in 
Albania, mainly in large cities.

Data Collection
A self-administered instrument with 74 questions was used 
to extract information in a sample of 189 critical care 
nurses and physiotherapists. The questionnaire was con-
ceptualized and designed to have broad coverage of phy-
siotherapy aspects in critically ill patients.

For the items’ generation, authors conducted literature 
research based on preformulated keywords:13 rehabilitation, 
physiotherapy, respiratory care, early mobilization, ICU 
acquired weakness, Intensive Care Unit, nursing, phy-
siotherapist, standards, recommendation, guideline. The 
questionnaire was developed by authors in collaboration 
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with a group of experts (two senior intensivists with aca-
demic and research backgrounds, one nurse with more than 
ten years of experience in the ICU, one medical doctor 
specialized in physiotherapy, and one physiotherapist with 
more than five years of clinical experience). The question-
naire was revised and validated by another panel of three 
experts with academic and clinical experience: an intensi-
vist, a critical care nurse, and a physiotherapist. After that, 
the final version of the questionnaire was approved, aiming 
at having an overview of physiotherapy practice in the ICUs 
of two university hospitals, which offer care for medical, 
surgical, and trauma patients (Supplementary Material). This 
study was approved by the Faculty of Medical Technical 
Sciences, University of Medicine in Tirana. According to 
our institution’s politics, as the study did not collect infor-
mation about patients, there was not required approval from 
the “Ethical Commission”. Written informed consent in 
providing information in the questionnaires was obtained 
from each participant before the questionnaire’s fulfillment.

Survey Questionnaire
The questionnaire consisted of three parts. The first and second 
part of the questionnaire consisted of short-form questions 
closed and open-ended regarding the availability of phy-
siotherapists in the ICU and the use of guidelines and respon-
dents’ knowledge about them.

Availability of Physiotherapists in the ICU
The first part of the questionnaire for the physiotherapists 
included data about the type of physiotherapist’s employ-
ment (part-time or permanent) in the ICU, shifts, and 
frequency of treating ICU patients. There were questions 
about hours that they worked in the ICU during morning 
shifts and after-hours physiotherapy service during week-
days or the weekend and public holidays. Physiotherapists 
were asked if ICU patients were referred for physiotherapy 
by physicians or were physiotherapists to screen the 
patients and determine the interventions’ plan. The ques-
tionnaire also contained three questions about participants’ 
education, post-graduate education/training in intensive 
care or respiratory care, and their working experience.

Guidelines, Application and Knowledge About Them
The second part of the questionnaire was the same for all 
and asked for information about the application by ICUs 
of guidelines for physiotherapist consultation, early mobi-
lization, the prevention of ventilator-associated 
pneumonia,3 or the use of protocols for ventilator weaning 

and respiratory care in critically ill patients.23 Respondents 
were asked how they self-evaluated their knowledge of 
international guidelines for early mobilization, guidelines 
for preventing ventilator-associated pneumonia, and venti-
lator weaning protocols. There were questions about the 
respondents’ self-evaluation of their knowledge on evalua-
tion methods of functional ability or mobility status and 
ICU patients’ respiratory care.

Responses about knowledge on clinical guidelines or 
protocols involved “yes” or “no”, while those asking 
information about the level of knowledge were presented 
as a Likert scale, no = no knowledge at all, poor = minimal 
knowledge, and very good = maximal knowledge on the 
topic. Information about the frequency of performing dif-
ferent interventions applied: “never performed” (0% of 
patients), “occasionally performed” (<50% of patients) or 
“regularly performed” (>75% of patients).

ICU Practice on Early Mobilization and Respiratory 
Care
The third part of the questionnaire consisted of 48 short- 
form questions, which examined the frequency of nurses’ 
and physiotherapists’ involvement in early mobilization, 
respiratory care in intubated and non-intubated patients.

Concerning early mobilization, mobilization methods 
were divided according to the patient’s cooperation in 
passive mobilization, assisted active mobilization, and 
active mobilization.8,11,13,24

Although evidence about electrical muscle stimulation 
is contradictory, not yet established,25 and consequently 
not recommended in the ICU,8 the authors of the ques-
tionnaire included them to have robust evidence of mod-
alities performed on critically ill patients.13

Respondents were asked about respiratory therapy in 
patients with an artificial airway: airway suctioning, man-
ual techniques to facilitate secretion removal, manual 
hyperinflation, and ventilator hyperinflation.24 There 
were questions about their participation in mechanical 
ventilation adjustment, the weaning from the ventilator, 
and extubating.4

Questions about body positioning referred to position-
ing for respiratory interventions, such as head-down tilt or 
side-lying for postural drainage or lung re-expansion.24

Questions about respiratory therapy in non-intubated 
patients explored procedures such as breathing exercises, 
coughing/huffing, incentive spirometry, and other methods 
that facilitate removal of airway secretions. Respondents 
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were also asked for their participation in noninvasive 
ventilation or the use of nebulizers in their patients.

Participants
All critical care nurses (151 nurses) working in 5 Intensive 
Care Units at University Hospital Center of Tirana (neu-
rologic care, neurosurgery, cardiac surgery, cardiac care, 
and medical-surgical ICU) and in the trauma ICU at 
University Hospital of Trauma were contacted (all of 
these units have a capacity of 90 beds). At the same 
time, all physiotherapists working at the University 
Hospital Center of Tirana and University Hospital of 
Trauma (38 physiotherapists) were contacted by the 
authors, and together with ICU nurses, were invited to 
participate in the survey. One hundred eighty-nine hard 
copies of the questionnaire and consent forms were dis-
tributed to each participant through the six nurses in 
charge of each of the ICUs and the two supervisors of 
physiotherapists. All questionnaires were anonymous, the 
respondents were not required to complete any personal 
data such as sex or age, and data were kept confidential at 
all times.

Data Analysis
Data were given in frequency and percentages of respon-
dents’ performing different procedures of respiratory care 
or early mobilization, dividing them into nursing staff and 
physiotherapists. Chi-square tests were used to evaluate 
comparisons of values and identifying p-value. Statistical 
significance was defined as a p-value less than 0.05.

All statistical analyses were performed with IBM SPSS 
Statistics for Windows, Version 20.0 (IBM Corp., 
Armonk, NY, USA). Results were reported in accordance 
with STROBE guidelines.

Results
Demographics
Out of 189 distributed questionnaires, 131 were completed 
(69.3%), ie, 101 and 30 completed by nurses (66.8% of 
full-time ICU nursing staff) and physiotherapists (78.9% 
of all full-time hospital working physiotherapists) respec-
tively. Table 1 gives data about the number of beds and 
nursing staff of ICUs included in the study.

None of the physiotherapists was exclusively a part of 
an ICU team or worked in such a team full-time (Table 2). 
However, they performed physiotherapy not in all ICU 
admitted patients, and during the morning shifts, on 
a rotational basis.

Twelve physiotherapists (40%) regularly performed 
screening of the patients and evaluated their suitability/ 
eligibility for physiotherapy (trauma ICU, neurologic care 
ICU, and neurosurgical ICU). In other ICUs (ie, medical/ 
surgical, cardiac care, and cardiac surgery), they practiced 
a referral system, where the intensivists determined suit-
ability for physiotherapy for a limited number of patients. 
In these wards, 18 physiotherapists (60%) worked only for 
4–5 hours/weekday.

Physiotherapists did not offer after-hour coverage during 
weekdays, as well as during weekends and public holidays.

Regarding education: 30% of physiotherapists had 
a Bachelor’s degree in Physiotherapy, and 70% had 
Master’s degrees in Physiotherapy.

All respondents confirmed that ICUs did not have their 
guidelines or protocols for physiotherapist consultation or 
early mobilization and respiratory therapy in critically ill 
patients. However, all nursing staff confirmed that ICUs 
did use protocols to prevent ventilator-associated pneumo-
nia and wean from mechanical ventilation.

Table 1 Data About the Number of Beds and Nursing Staff of ICUs

Type of ICU Number of Beds Permanent Nursing Staff Number

Medical-surgical ICU 16 32

Neurosurgical ICU 10 12

Neurological care ICU 16 20

Cardiosurgical ICU 13 22

Cardiac care ICU 19 38

Trauma ICU 16 27

Total 90 151
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All physiotherapists reported good knowledge of inter-
national guidelines for early mobilization and respiratory 
therapy, good knowledge of evaluation methods of func-
tional ability or mobility status, but 90% of them reported 
no knowledge of the guidelines for preventing ventilator- 
associated pneumonia and protocols of ventilator weaning.

All 131 respondents did not have further education in 
ICU therapy or respiratory therapy, and they confirmed the 
necessity of training in ICU patients’ care-related topics.

Respiratory Care in Patients with an 
Artificial Airway
The ICU practice regarding respiratory care in patients 
with an artificial airway, based on respondents’ answers, 
is presented in Table 3.

Physiotherapists neither participated in the adjustment 
of mechanical ventilation nor in spontaneous breathing 
trials, or airway suctioning from endotracheal/tracheost-
omy tube; procedures performed regularly (respectively 
82.2%, 25.7%, and 100%) or occasionally by nursing 
staff (respectively for the first two techniques 17.8% and 
35.6%). None of the nursing staff performed inspiratory 
muscle training in patients with an artificial airway, while 
60% of physiotherapists occasionally performed it.

Forty percent (n=12) of physiotherapists occasionally 
performed postural drainage positions in bed for secretions 
clearance, and 60.0% (n=18) occasionally performed chest 
percussion or vibration.

Respiratory Care in Patients without an 
Artificial Airway
The ICU practice regarding respiratory care in patients 
without an artificial airway, based on respondents’ 
answers, is presented in Table 4.

All physiotherapists occasionally performed: body 
positioning of the patients in bed, chest-wall percussion, 
or manual/mechanical vibration; all of them occasionally 
assisted patients on deep breathing exercises, respiratory 
muscle training exercises, and coughing/huffing. Incentive 
spirometry was occasionally performed by 50% of 
physiotherapists.

Physiotherapists did not administer bronchodilators or 
nebulizers for humidification, which were occasionally 
carried out by 35.6% of nursing staff.

However, the nursing staff did not perform inspiratory 
muscle training in critically ill patients without an artificial 
airway.

Early Mobilization
The ICU practice regarding early mobilization, based on 
respondents’ answers, is presented in Table 5.

Regarding early mobilization techniques for collabora-
tive patients not mechanically ventilated, all physiothera-
pists regularly performed active movement exercises in the 
supine position with manual support. Assisting not 
mechanically ventilated patients to take independent mobi-
lization in bed was regularly performed by 23.3% of 
physiotherapists and occasionally performed by 43.3% of 
them.

All physiotherapists occasionally assisted the patients 
not mechanically ventilated to sit on the edge of the bed 
with their feet hanging, while 60% of them occasionally 

Table 2 Frequencies of the Physiotherapists’ Characteristics

F %

ICU work
Part-time 30 100.0%

Full-time 0 0.0%

ICU rotation

Yes 30 100.0%
No 0 0.0%

Afternoon shifts
Yes 0 0.0%

No 30 100.0%

Weekends and public holidays shifts

Yes 0 0.0%

No 30 100.0%

Referral from the physician

Yes 18 60.0%
No 12 40.0%

Education
Bachelor in PT 9 30.0%

Master of Science in PT 19 63.3%

Professional Master in PT 2 6.7%

Education in ICU therapy or respiratory therapy

Yes 0 0.0%
No 30 100.0%

Years of experience
< 1 3 10%

1–3 4 13.3%

3–5 4 13.3%
6–10 8 26.7%

> 10 11 36.7%

Abbreviations: F, frequency; %, percentage; ICU, Intensive Care Unit; PT, 
Physiotherapy.
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assisted these patients to transfer out of bed in 
a rehabilitation chair.

All physiotherapists confirmed that they did not per-
form the passive transfer of the mechanically ventilated 
patient out of bed in a rehabilitation chair. The procedure 
was occasionally made by 9.9% of nursing staff in colla-
borative and non-collaborative mechanically ventilated 
patients.

There was no use of assisted/active cycling using a bed 
pedal exerciser for collaborative patients with an artificial 
airway, while only 46.7% of physiotherapists helped it in 
cooperative patients not mechanically ventilated. The nur-
sing staff was not involved in assisting critically ill 
patients regarding assisted/active cycling using bed pedal 
exercise.

Respondents did not assist the patients in performing 
chair exercise or ambulating and walking with a portable 
ventilator; only one physiotherapist responded that they 
occasionally helped the patient ambulate and walk with 
a portable ventilator.

Only nine physiotherapists occasionally had adminis-
tered electrical muscular stimulation in non-collaborative 
patients with an artificial airway.

Discussion
Physiotherapy procedures were performed irregularly in 
ICUs in Tirana, Albania. Physiotherapists were not 
actively involved or exclusively employed in the ICU, 
and early mobility and respiratory care procedures were 
performed by nursing staff and on-call/on-request phy-
siotherapists. Physiotherapists conducted respiratory exer-
cises and limb exercises at the patients without an artificial 
airway, while they were not involved in all procedures of 
the respiratory care and early mobility of mechanically 
ventilated patients. Nursing staff performed airway suc-
tioning in mechanically ventilated patients and participated 
in adjusting ventilator settings, while physiotherapists did 
not participate in any of these procedures.

A recent review highlighted the importance of per-
forming ventilator adjustments to facilitate mobility, 

Table 3 The Practice of the ICU Regarding Respiratory Care in Patients with an Artificial Airway, Based on Answers Given by 
Respondents

Respiratory Techniques in Patients with an Artificial Airway Nursing Staff  
Number (%)

Physiotherapists  
Number (%)

P-value*

Perform body positioning in bed to facilitate secretions clearance

Occasionally performed 83 (82.2) 12 (40.0) < 0.0001
Never performed 18 (17.8) 18 (60.0)

Perform airway suctioning from an endotracheal tube or tracheostomy tube
Regularly performed 101 (100.0) 0 (0.0) < 0.0001

Never performed 0 (0.0) 30 (100.0)

Participate in the adjustment of mechanical ventilation

Regularly performed 83 (82.2) 0 (0.0) < 0.0001
Occasionally performed 18 (17.8) 0 (0.0) 0.01

Never performed 0 (0.0) 30 (100.0) < 0.0001

Administer PEEP ventilation

Occasionally performed 54 (53.5) 0 (0.0) < 0.0001

Never performed 47 (46.5) 30 (100.0)

Use of spontaneous breathing trial

Regularly performed 26 (25.7) 0 (0.0) 0.002
Occasionally performed 36 (35.6) 0 (0.0) 0.0001

Never performed 39 (38.7) 30 (100.0) < 0.0001

Perform chest wall percussion or manual/mechanical vibration

Occasionally performed 35 (34.6) 18 (60.0) 0.01

Never performed 66 (65.4) 12 (40.0)

Notes: *Chi-square test used for associations between frequencies of the involvement of nursing staff and physiotherapists in the respiratory procedures among patients 
with an artificial airway. 
Abbreviations: PEEP ventilation, positive end-expiratory pressure ventilation.
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improving performance and duration;26 however, there are 
no guidelines on the adjustments of ventilator assistance 
during early mobilization. One of the challenges of the 
mobilization teams, especially the physiotherapists, is to 
adjust the exercise dose and respiratory support during 
mobilization to avoid overload of respiratory muscle and 
improve exercise performance.26

The recent study results were similar to European 
survey results, although made two decades ago, revealing 
that physiotherapy in critical care was often inadequate.27 

There exists essential heterogeneity among different coun-
tries concerning early mobilization practice,22 and respira-
tory care in ICU patients.10 Our survey confirmed previous 
findings that mobilization in ventilated patients remains 
low.24,28,29 Considering the low rate of nursing staff and 
physiotherapists’ involvement in assisting mechanically 
ventilated patients to sit on the edge of the bed, transfer 

out of bed, or ambulate, they imply that out-of-bed mobi-
lity of mechanically ventilated patients was sporadically 
performed in the ICUs under study.

Several studies have tried to identify barriers to phy-
siotherapy implementation and its application in critical 
care.30–32 A recent survey revealed among barriers, those 
related to the physiotherapists and legal procedures, ie, 
lack of direct physiotherapy access by ICU specialists or 
non-recognition of professional autonomy.30 From the sur-
vey results, we can assume that the low rate of the invol-
vement of physiotherapists in procedures such as 
respiratory care, suction, and adjusting mechanical venti-
lation settings maybe because they are not exclusively 
employed in the ICU and legal procedures related.30

Insufficient staffing was considered a barrier to provid-
ing physiotherapy,4 and early rehabilitation to critically ill 
patients;31,32 an inadequate number of physiotherapists in 

Table 4 The Practice of the ICU Regarding Respiratory Care in Patients without an Artificial Airway, Based on Answers Given by 
Respondents

Respiratory Techniques in Patients Without an Artificial Airway Nursing Staff  
Number (%)

Physiotherapists  
Number (%)

P-value*

Perform body positioning of patients in bed to facilitate secretions clearance

Occasionally performed 83 (82.2) 30 (100.0) 0.01
Never performed 18 (17.8) 0 (0.0)

Assist patients on passive forced expirations
Occasionally performed 25 (24.7) 20 (66.7) < 0.0001

Never performed 76 (75.3) 10 (33.3)

Assist patients in coughing/huffing

Regularly performed 11 (10.9) 0 (0.0) 0.05
Occasionally performed 39 (38.6) 30 (100.0) < 0.0001

Never performed 51 (50.5) 0 (0.0) < 0.0001

Assist patients in deep breathing exercises

Occasionally performed 12 (11.9) 30 (100.0) < 0.0001

Never performed 89 (88.1) 0 (0.0)

Assist patients on incentive spirometry

Occasionally performed 65 (64.3) 15 (50.0) 0.1
Never performed 36 (35.7) 15 (50.0)

Perform chest wall percussion or manual/mechanical vibration
Occasionally performed 78 (77.2) 30 (100.0) 0.004

Never performed 23 (22.8) 0 (0.0)

Place nebulizer for the humidification of airways or to administer bronchodilators/other 

drugs

Occasionally performed 36 (35.6) 0 (0.0) 0.0001
Never performed 65 (64.4) 30 (100.0)

Notes: *Chi-square test used for associations between frequencies of the involvement of nursing staff and physiotherapists in the respiratory techniques in patients without 
an artificial airway.
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Table 5 The Practice of the ICU Regarding Early Mobilization, Based on Answers Given by Respondents

I. Techniques of Early Mobilization in Non-Collaborative Critically Ill 
Patients with an Artificial Airway

Nursing Staff 
Number (%)

Physiotherapists 
Number (%)

P-value*

Perform positioning of the patients in bed (passive turning and moving in the 

bed)
• Regularly performed 38 (37.6) 0 (0.0) < 0.0001

• Occasionally performed 59 (58.4) 17 (56.7) 0.86

• Never performed 4 (4.0) 13 (43.3) 0.0003

Perform in-bed passive range of motions of all extremities in all physiological 

directions
• Regularly performed 24 (23.7) 3 (10.0) 0.1

• Occasionally performed 41 (40.7) 24 (80.0) 0.0002

• Never performed 36 (35.6) 3 (10.0) 0.007

Perform passive vertical mobilization (tilting table, upright position)

• Occasionally performed 35 (34.6) 13 (43.3) 0.38
• Never performed 66 (65.4) 17 (56.7)

Perform passive transfer of the patient out of bed in a rehabilitation chair
• Occasionally performed 10 (9.9) 0 (0.0) 0.07

• Never performed 91 (90.1) 30 (100.0)

II. Techniques of early mobilization in collaborative patients without 
an artificial airway

Nursing Staff 
Number (%)

Physiotherapists 
Number (%)

P-value*

Assist patients to perform active movement exercises in the supine position 

with manual support

• Regularly performed 0 (0.0) 30 (100.0) < 0.0001
• Never performed 101 (100.0) 0 (0.0)

Assist patients to take independent mobilization in bed (sitting down upright, 
turning)

• Regularly performed 81 (80.2) 7 (23.3) < 0.0001

• Occasionally performed 15 (14.8) 13 (43.3) 0.0009
• Never performed 5 (5.0) 10 (33.4) < 0.0001

Assist patients to sit on the edge of the bed with their feet hanging
• Occasionally performed 42 (41.6) 30 (100.0) 0.63

• Never performed 59 (58.5) 0 (0.0)

Assist patients to transfer out of bed in a rehabilitation chair

• Occasionally performed 42 (41.6) 18 (60.0) 0.0001
• Never performed 59 (58.5) 12 (40.0)

Assist patients attempting to stand up, stand outside the bed, marching on the 
spot, walking exercises while standing (standing frame)

• Regularly performed 13 (12.9) 0 (0.0) 0.03

• Occasionally performed 0 (0.0) 18 (60.0) < 0.0001
• Never performed 88 (87.1) 12 (40.0) < 0.0001

Assist patients walking away from the bed with and without walking aids 
(standing frame)

• Regularly performed 60 (59.4) 0 (0.0) < 0.0001

• Occasionally performed 10 (9.9) 12 (40.0) < 0.0001
• Never performed 31 (30.7) 18 (60.0) 0.003

(Continued)
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the ICUs under study (one physiotherapist per unit, with 
ten or more beds) may be one of the reasons why mobi-
lization was not feasible in the patients with mechanical 
ventilation,6 although the survey did not explore barriers.

Our study demonstrated no exclusive physiotherapists 
in the ICU. Physiotherapists performed physiotherapy, not 
in all patients, and were not involved in all early mobiliza-
tion procedures or respiratory care procedures. Working 
occasionally and not permanently in ICU may affect the 
physiotherapists’ practice in Albanian ICUs. A recent 
study demonstrated that respiratory therapy and musculos-
keletal care performed by physiotherapists working perma-
nently in ICU were more frequent than those performed by 
physiotherapists occasionally working in this setting.14

Our study aimed to give an overview of the physiothera-
pists and nursing staff’s involvement in early mobility and 
respiratory care procedures, as previous studies have illu-
strated that providers of these procedures were objects of 
variations between countries.6,10 Our survey revealed that 
airway suctioning had been practiced by nurses, while it has 

been demonstrated that doctors, nurses, or physiotherapists 
can practice it.10 Respiratory procedures in intubated 
patients were considered as part of routine nursing care,33 

and were performed by them.34 As illustrated in other 
studies,34,35 the nursing staff in Albanian university hospital 
ICUs were involved in respiratory procedures of ventilated 
patients and in mechanical ventilation adjustment.

Although European physiotherapists had reported that 
it was their responsibility to provide respiratory therapy in 
ICUs,4 and physiotherapists provide it in different 
countries,4,9,14,25,36 in Albanian practice, physiotherapists 
were not involved in the respiratory therapy of patients 
with an artificial airway.

Physiotherapists, being routinely involved in ICU 
patient care,37,38 should be part of ICU staff involved 
at early mobilization,8,31 however, it has been reported 
that mobility modalities have been performed by phy-
siotherapists, occupational therapists, and bedside 
nurses.6 Studies have shown that nursing staff provides 
mobility events such as out-of-bed mobility or passive 

Table 5 (Continued). 

III. Techniques of early mobilization in collaborative patients with an 
artificial airway

Nursing Staff 
Number (%)

Physiotherapists 
Number (%)

P-value*

Assist patients to perform active movement exercises in the supine position with 

manual support
• Regularly performed 0 (0.0) 15 (50.0) < 0.0001

• Never performed 101 (100.0) 15 (50.0)

Assist patients to take independent mobilization in bed (sitting down upright, 

turning)

• Regularly performed 81 (80.2) 7 (23.3) < 0.0001
• Occasionally performed 15 (14.8) 13 (43.3) 0.0009

• Never performed 5 (5.0) 10 (33.4) < 0.0001

Assist patients to sit on the edge of the bed with their feet hanging

• Occasionally performed 10 (9.9) 0 (0.0) 0.07
• Never performed 91 (90.1) 30 (100.0)

Assist patients to transfer out of bed in a rehabilitation chair
• Occasionally performed 10 (9.9) 0 (0.0) 0.07

• Never performed 91 (90.1) 30 (100.0)

Assist patients to perform chair exercise

• Never performed 101 (100.0) 30 (100.0) NS

Assist patients to ambulate and walk with a portable ventilator

• Occasionally performed 0 (0.0) 1 (3.3) 0.06

• Never performed 101 (100.0) 29 (96.7)

Notes: *Chi-square test used for associations between frequencies of the involvement of nursing staff and physiotherapists in the procedures of early mobilization of the 
critically ill patients. 
Abbreviation: NS, Non-significant.

Journal of Multidisciplinary Healthcare 2021:14                                                                                 https://doi.org/10.2147/JMDH.S319236                                                                                                                                                                                                                       

DovePress                                                                                                                       
1777

Dovepress                                                                                                                                                           Shpata et al

https://www.dovepress.com
https://www.dovepress.com


movements in and out of bed,6 facts confirmed by our 
survey, which showed that nurses provided passive 
movements in bed for patients with artificial airway, 
and out-of-bed mobility for patients not mechanically 
ventilated.

Contrary to the best practice, that recommends early 
mobilization based on protocols,8,9,31 and respecting con-
sensus recommendations on safety criteria before the 
mobilization,11 these protocols and recommendations 
were not implemented in the ICUs under survey.

While internationally, physiotherapists perform the indi-
vidualized assessment and the active treatment of critically ill 
patients25 as part of the multidisciplinary team,39 60% of 
physiotherapists in two Albanian hospitals were involved in 
critically ill patients’ treatment after medical referral of 
patients.40,41 Respondents of the questionnaire confirmed 
that the ICUs did not use protocols for physiotherapist con-
sultation. This can be one reason for various physiothera-
pists’ approaches to the patients in different ICU settings 
under the study. Twelve physiotherapists responded that 
they regularly performed screening of the patients and eval-
uated their suitability/eligibility for physiotherapy in the 
trauma ICU, neurologic care ICU, and neurosurgical ICU. 
In these settings, physiotherapists have direct access to the 
patients. The main reason why they work without a physician 
referral to physiotherapy can be because, during their shift, 
they work only in the critical care unit and not in other wards 
of the hospital. Contrary to this approach, in other ICU 
settings (ie, medical/surgical, cardiac care, and cardiac sur-
gery), physiotherapists, during their shift, also treated other 
patients across different clinical settings within the hospital.

The Albanian ICU’s staff should increase awareness for 
implementing established guidelines for physiotherapist 
consultation,32,40 and other physiotherapy guidelines,7–13 

which were not used in the ICUs under investigation.
Considering all the survey findings, we can state that 

providing physiotherapy in Albanian ICUs is challenging, 
and effort should focus on many directions,42 involving 
many actors.

Firstly, we advocate that organizational changes are needed 
to strengthen physiotherapists’ involvement routinely in criti-
cal patients’ care.9,31 It is typical for physiotherapists working 
in Albanian hospitals to manage patients across different clin-
ical settings within the hospital. Hence, healthcare policy- 
makers in Albania should raise awareness about the impor-
tance of increasing physiotherapists’ staff according to the ICU 
needs,9,43 resulting in cost-saving and improving patient 
outcomes.44,45

Secondly, increasing physiotherapists’ staff alone may 
not be sufficient to enhance physiotherapy provided in our 
clinical practice.6 Simultaneously, the culture of ICU 
patients’ treatment should be changed,40 and the priority of 
the interventions should be revised, considering early mobi-
lity a priority.16 Implementation of a multidisciplinary reha-
bilitation approach, especially in mechanically ventilated 
critically ill patients,9,31 has to become an essential part of 
the work culture change in Albanian ICU wards.

Thirdly, in clinical practice, physiotherapy practice can 
be standardized through established protocols,31 and imple-
mentation of national protocols could be a contributor.

All physiotherapists reported good knowledge of evalua-
tion methods of functional ability or mobility status; how-
ever, the recent study did not explore the use of physical 
functioning measurement instruments.46 The evaluation is 
essential in planning respiratory therapy and early mobiliza-
tion; therefore, physiotherapists should focus on incorporat-
ing measurement instruments into clinical practice.46

The use of reliable instruments for early physical func-
tional assessment is essential in identifying patients who 
may require rehabilitation interventions and evaluating 
interventions’ efficiency.46–48

Lastly, there is a growing need for enhancing physiother-
apy in ICU, and consequently, it may require further 
education.25 The training level needed for physiotherapists to 
work in ICU varies among countries, from no specific addi-
tional training as in some countries,25 including Albania, to 
specialized for particular procedures like bronchoscopy, per-
formed by physiotherapists in the United Kingdom.49 Our 
survey revealed that although 70% of physiotherapists had 
Master degrees in Physiotherapy, they did not have further 
education in ICU therapy or respiratory therapy; however, all 
respondents confirmed the necessity of training in ICU 
patients’ care-related topics. Designed frameworks about the 
minimum standards of clinical practice needed for phy-
siotherapists in the ICU can be utilized to improve the uni-
versity curriculum for the physiotherapists’ education and also 
the training for ICU staff in Albanian practice.19 The imple-
mentation of quality improvement projects in Albania can 
change routine clinical practice,31,50 and establish new 
Critical Care Physical Therapy and Rehabilitation Program.40

Strengths, Limitations, and Future 
Outlooks
This work has some strengths and limitations. To the best 
of our knowledge, this study is the first study reporting the 
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physiotherapy practice in the Albanian ICUs. This study 
provided an overview of the physiotherapy practice in 
ICUs under investigation, demonstrating the need for 
changes and improvements. However, it was confined to 
two centers, and a national survey involving all university, 
regional and private hospitals would provide an insight 
into the Albanian ICU physiotherapy practice.

Furthermore, the survey questionnaire used in this 
study only considered procedures conducted by nursing 
staff or physiotherapists regarding respiratory care and 
early mobilization, without exploring the drivers and pos-
sible factors that may explain why some of these techni-
ques were administered occasionally or not performed at 
all. The study did not consider self-perceived barriers for 
early mobilization or respiratory therapy, and future 
research should focus on elucidating the drivers and bar-
riers to adequate physiotherapy.

The questionnaire was focused only on the phy-
siotherapists’ knowledge about evaluation methods of 
functional ability or mobility status; it did not explore 
the use of measuring instruments, such as CAM-ICU, 
MRC-SS, IMS, FSS-ICU, CPAx, inspiratory muscle pres-
sure, and others.46,48 An upcoming survey in Albania 
should consider asking about the use and rationale for 
measuring instruments to plan early ICU mobility.

The recent study provided some baseline data that may 
be helpful to justify the development of dedicated evi-
dence-based critical care physiotherapy service in this 
setting. However, this study warrants further investigation 
in the field of physiotherapy in Albanian ICUs aiming to 
implement a dedicated physiotherapy service and integrate 
new practices.

Conclusion
Physiotherapy practice in Albanian ICUs is not performed 
according to the established international guidelines and 
best practice evidence. Physiotherapists are not actively 
involved or exclusively employed in the ICU. Procedures 
of early mobility and respiratory therapy in the ICU are 
provided on a non-regular basis or not performed at all, 
mainly in mechanically ventilated patients. Contrary to the 
current practice with limited physiotherapy involvement in 
ICUs, physiotherapists should be an active part of the 
multidisciplinary intensive care team. Efforts addressing 
the multidisciplinary approach should focus on improving 
the physiotherapy practice, making organizational and cul-
tural changes in the ICU, and establishing protocols and 
guidelines.
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