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Abstract: Background: Progressive mobility in the ICU has been recommended; however, the def-
initions of low, moderate, and high mobility in the ICU still diverge between studies. Therefore,
our objective was to classify the mobility of the sample from verticalization and active withdrawal
from the bed, and from that, to analyze the chances of discharge, death, and readmission to the ICU.
Materials and methods: This is an observational and retrospective study that consults the medical
records of individuals admitted to the ICU of the University Hospital of Sergipe (HU/SE) between
August 2017 and August 2018. Mobility level was classified based on the Intensive Care Unit Mobility
Scale (IMS). Results: A total of 121 individuals were included. The mean age was 61.45 ± 16.45,
being 53.7% female. Of these, 28 (23.1%) had low mobility, 33 (27.3%) had moderate mobility, and 60
(49.6%) had high mobility. Individuals with low mobility were 45 times more likely to die (OR = 45.3;
95% CI = 3.23–636.3) and 88 times less likely to be discharged from the ICU (OR = 0.22;
95% CI = 0.002–0.30). Conclusion: Those who evolved with low mobility had a higher chance
of death and a lower chance of discharge from the ICU. Moderate and high mobility were not
associated with the investigated outcomes.

Keywords: mobility limitation; intensive care unit; early ambulation

1. Introduction

The assessment of mobility of individuals hospitalized in intensive care units (ICUs)
has been recommended to quantify the responses to therapies, evolution, or functional
decline of individuals [1]. The independence to move and transfer postures should be part
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of the goals outlined by the multidisciplinary team, as well as the reduction of length of
stay, especially in mechanical invasive mechanisms, lower rates of death, and readmission,
all of which influence the reduction of costs related to hospitalization in the intensive care
unit (ICU) and hospital in general [1,2].

Even in an institution where there are early mobilization protocols and in the face of
recommendations for the insertion of mobilization protocols at systematic levels of progres-
sion of postures and activities, studies have shown that the highest level of mobilization
achieved by most individuals, prior to discharge from the ICU, has been turning over in
bed, corresponding to 57.5% of the sample [1,3,4]. Furthermore, the incidence of activities
outside the bed has been low (25%), with only 5% of individuals performing some activity
away from the bed in the ICU [3].

Early mobilization in the ICU is not always synonymous with high mobility in these
units [4,5]. Although they may be associated, the individual can be mobilized within
the first 48 or 72 h after admission to the ICU, but not performing orthostasis or walk-
ing, by various factors [4–7]. It has been suggested that the multidisciplinary team work
with progressive mobility goals, culminating in out-of-bed mobilization, so that in ad-
dition to reducing the length of stay in the ICU, they favor greater mobility, aiming to
improve individual-centered outcomes such as improved function and quality of life post
discharge [4,5,8].

There is a conflict between the articles regarding the cutoff point in the IMS scores
to classify the mobility levels of those in the ICU with low or high mobility, for example.
There was a clinically significant difference; according to the study by Claire (2018), it
ranges from 1.4 to 3 points on the Intensive Care Unit Mobility Scale (IMS), which is one
of the main mobility assessment scales in the ICU. It has been used as a binary variable,
defined as passive mobilization or active mobilization, not making it possible to analyze
whether the level of care and the performance of activities in and out of bed influence the
results in the ICU [9–11]. That said, the aim of the present study was to classify the level of
mobility of the sample based on verticalization and active distancing from the bed through
the IMS score and from this analyze the chances of discharge, death, and readmission of
individuals admitted to the ICU.

2. Materials and Methods
2.1. Study Design

This is an observational and retrospective study, carried out from the consultation of
records in the medical records of hospitalized individuals, from August 2017 to August 2018.
The recommendations of the STROBE Statement for cross-sectional studies were fol-
lowed [12].

The present study was approved on 17 September 2018 by the Ethics and Human
Research Committee of the Federal University of Sergipe (UFS) with the technical advice
number 2,897,651.

2.2. Search Location

Data collection was carried out in the ICU of the University Hospital of Sergipe
(HU/SE), which has the characteristic of a mixed ICU and serves individuals with an
elective clinical and surgical profile, with a predominance of abdominal surgeries.

The aforementioned ICU had five beds, and it also had a culture of progressive mobility
already established through an institutional protocol, in which, after finding the individual
fit for increased mobility, multidisciplinary strategies were drawn up for the performance
of bedside sitting, progressing to orthostasis and stationary gait and subsequently assisted
or independent walking for at least five meters.

2.3. Participants

Initially, the medical records of all individuals aged ≥ 18 years were selected, both
sexes, admitted to the ICU for medical or elective surgical reasons, under use or not of
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invasive mechanical ventilation. Those with a diagnosis of neurodegenerative disease
were not included, be it pre or after admission to the ICU, in the postoperative period of
spine and/or lower limb fractures, amputation of one or both lower limbs, diagnosis of
cerebrovascular accident in the acute or chronic phase or in which any conditions that
contraindicate or make it impossible to increase mobility were presented, hospitalization
time ≤ 24 h. Medical records with missing data were excluded.

2.4. Study Sample

The non-probabilistic sample, for convenience, was initially made up of all individuals
who were admitted to the ICU in the period previously established for the study, of which
the medical records were available for data collection, totaling 160 medical records. Figure 1.
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Figure 1. Study sample selection flowchart.

2.5. Instruments and Procedures

The medical records in the hospital’s archive sector were checked and data from an
assistance instrument entitled Physical Therapy Indicators in the ICU were selected, which
is used for the assessment and monitoring of individuals in that ICU.

Data were collected: age, gender, reason for admission, admission profile (clinical or
surgical), mobility (IMS score), use of invasive ventilatory support (pre- or post-admission),
length of stay, time on invasive mechanical ventilation (IMV), early mobilization and
outcomes (readmission, discharge from the ICU and death). The records of the IMS score
were performed by the team’s physical therapists in all shifts until discharge from the unit,
death, or transfer of the patient.

Classification of mobility level considered the highest IMS score achieved by the
individual during the entire ICU stay. An IMS score of 0–3 was considered low mobility,
4–6 was considered moderate mobility and 7–10 was considered high mobility based
on the patient’s verticalization and distance from the bed. For individuals who had the
greatest mobility to sit on the bedside (partial verticalization), low mobility was considered.
Those who underwent orthostasis at the bedside, had stationary gear, or were passively
transferred to the seat (they performed the complete verticalization but remained close to
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the bed) were classified as having moderate mobility. Those who walked, even if assisted,
for more than 5 m in the unit (complete verticalization and active/assisted distancing from
the bed) were classified as high mobility. A 3-point difference in the IMS between low
and moderate mobility levels was also considered, as well as between moderate mobility
and high mobility, considering the clinically relevant difference in points between the
levels [10].

2.6. Studied Variables

The level of mobility was considered a predictor variable. Gender, identity, admission
profile (clinical or surgical), length of stay, time in IMV, and early mobilization were
considered possible influencers on the level of mobility. The outcome data were discharge
from the ICU, readmission, and death.

2.7. Statistical Analysis

The IMS score was expressed as median and percentiles. Continuous variables are
presented as mean ± standard deviation. Categorical variables were expressed in absolute
and relative frequencies.

Due to the dichotomous characteristics of the outcome variables, all analyses were
performed using non-parametric tests, and it is not necessary to analyze the normality of
the sample. Possible differences in mobility level between admission, clinical, and surgical
profiles were verified using the Wilcoxon test. Possible influences of gender variables, age,
admission profile (clinical or surgical), length of stay, time on mechanical ventilation, and
early mobilization in mobility levels and their association with outcomes were verified from
the crude and adjusted association analysis. p < 0.20 was considered for inclusion of the
variable in the adjusted model. The estimation of odds and probability of outcomes were
performed using simple logistic regression. The results of the analyses were considered
significant when p < 0.05, and the entire analysis was performed using the SPSS software,
version 22.0 (IBM SPSS Statistics for Windows IBM Corp, Released 2013, Armonk, NY, USA).

3. Results

Initially, 160 potentially eligible individuals were identified. After detailed analysis of
the records, data from 121 of them were included in the study.

In Table 1, the descriptive characteristics of the sample are included. It was found that
86 individuals, 71.08% of the sample, had a surgical profile. Individuals with a clinical
profile had longer stays in the ICU and longer on MV.

Individuals with a surgical profile had a significantly higher mobility level compared
to clinicians (z = −9.72; p < 0.001), with a median of IMS 4 (p25: 3; p75: 8) for clinicians and
8 (p25: 6; p75: 8) for the surgical ones. In the overall sample, 28 individuals (23.1%) had low
mobility, 33 individuals had moderate mobility (27.3%), and 60 had high mobility (49.6%).

Of the individuals who were discharged from the ICU, 21 had low mobility (18.6%),
32 had moderate mobility (28.3%), and 60 had high mobility (53.1%). Among those who
had death as an outcome, seven had low mobility during their ICU stay (87.5%), only one
had moderate mobility (12.5%), and there was no high mobility in the ICU in this group.
Of the individuals who were readmitted, three had high mobility (50%) and three had low
mobility (50%). The percentages of discharge, death, and readmission by mobility level are
shown in Figure 2.
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Table 1. Demographic and clinical characteristics of the studied population.

Variables

Age (mean ± SD) 61.45 ± 16.45
Male (n (%)) 56 (46.3)

Female (n (%)) 65 (53.7)
Diagnostics n (%)

IRpA 14 (11.57)
CPA 2 (1.66)

Angina pectoris 1 (0.82)
Sepsis 10 (8.26)

Pneumonia 2 (1.66)
Chronic lung disease 3 (2.48)

HDA/Duodenal ulcer 2 (1.66)
Miliary tuberculosis 1 (0.82)

Postoperative of abdominal surgeries 65 (53.72)
Postoperative of pelvic surgeries 9 (7.44)

Postoperative of pulmonary surgeries 6 (4.96)
Postoperative head and neck surgery 6 (4.96)

Length of stay (days)
Clinical profile 9.25 ± 9.75
Curgical profile 2.70 ± 1.33
VMI time (days)
Clinical profile 16.51 ± 18.98
Surgical profile 1.92 ± 1.50

ICU discharge n (%) 113 (93.4)
Readmission n (%) 6 (4.95)

Death n (%) 8 (6.6)
IRpA—acute respiratory failure; CPA—cardiorespiratory arrest; HDA—upper gastrointestinal bleeding; VMI—
invasive mechanical ventilation; n—sample number; %—percentage; SD—standard deviation.

Clin. Pract. 2021, 12, FOR PEER REVIEW  5 
 

 

Chronic lung disease 3 (2.48) 
HDA/Duodenal ulcer 2 (1.66) 
Miliary tuberculosis 1 (0.82) 

Postoperative of abdominal surgeries 65 (53.72) 
Postoperative of pelvic surgeries 9 (7.44) 

Postoperative of pulmonary surgeries 6 (4.96) 
Postoperative head and neck surgery 6 (4.96) 

Length of stay (days)  
Clinical profile 9.25 ± 9.75 
Curgical profile 2.70 ± 1.33 
VMI time (days)  
Clinical profile 16.51 ± 18.98 
Surgical profile 1.92 ± 1.50 

ICU discharge n (%) 113 (93.4) 
Readmission n (%) 6 (4.95) 

Death n (%) 8 (6.6) 
IRpA—acute respiratory failure; CPA—cardiorespiratory arrest; HDA—upper gastrointestinal 
bleeding; VMI—invasive mechanical ventilation; n—sample number; %—percentage; SD—
standard deviation. 

Individuals with a surgical profile had a significantly higher mobility level compared 
to clinicians (z = −9.72; p < 0.001), with a median of IMS 4 (p25: 3; p75: 8) for clinicians and 
8 (p25: 6; p75: 8) for the surgical ones. In the overall sample, 28 individuals (23.1%) had 
low mobility, 33 individuals had moderate mobility (27.3%), and 60 had high mobility 
(49.6%). 

Of the individuals who were discharged from the ICU, 21 had low mobility (18.6%), 
32 had moderate mobility (28.3%), and 60 had high mobility (53.1%). Among those who 
had death as an outcome, seven had low mobility during their ICU stay (87.5%), only one 
had moderate mobility (12.5%), and there was no high mobility in the ICU in this group. 
Of the individuals who were readmitted, three had high mobility (50%) and three had low 
mobility (50%). The percentages of discharge, death, and readmission by mobility level 
are shown in Figure 2. 

 
Figure 2. Discharge, death, and readmission according to the mobility level of individuals admitted 
to an ICU. 

In the group of individuals who required the use of IMV, 11 evolved with low 
mobility (44%), nine with moderate mobility (36.6%), and five (20%) with high mobility. 

1 2 3
0

20

40

60

80

100
High

Readmission
Death

1- Low mobility
2- Moderate mobility
3- High mobility

%

Figure 2. Discharge, death, and readmission according to the mobility level of individuals admitted
to an ICU.

In the group of individuals who required the use of IMV, 11 evolved with low mobility
(44%), nine with moderate mobility (36.6%), and five (20%) with high mobility. The level of
mobility was associated with the outcomes of discharge and death in the sample in general,
being x2(df) = 2; p < 0.01; r = 0.40 x2(df) = 2; p < 0.01; r = 0.40 respectively. Regarding the
rehospitalization outcome, there was no significant association with x2(df) = 2; p < 0.10; r = 0.19.

Younger individuals were less likely to develop low mobility (OR: 0.95; 95% CI = 0.92–0.98).
Early mobilization generated 64 less chances (OR: 0.36; 95% CI = 1.05–12.95) and the surgical
profile generated 81 less chances of low mobility level (OR: 0.19; 95% CI = 0.06–0.62) (Table 2).
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Table 2. Crude and adjusted association between factors and levels of mobility in the ICU.

Variable

Mobility Level

Low Moderate High
Raw Adjusted Raw Adjusted Raw Adjusted

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Sex
Male 1

Female 0.68 0.29–1.59 1.47 0.65–0.31 0.97 0.47–1.98
Age
Male 0.97 0.94–1.00 * 0.95 0.92–0.98 0.99 0.96–1.01 1.03 1.004–1.05 1.03 1.01–1.06

Female 0.99 0.93–1.07 0.92 0.85–0.99 0.92 08.5–1.007 1.12 1.00–1.23 * 1.00 0.90–1.10
Early mobi-

lization
No 1
Yes 0.16 0.59–0.46 0.36 1.05–12.95 1.55 0.55–4.31 12.14 2.67–55.12 9.41 2.01–44.02

Profile
Clinical 1
Surgical 0.23 0.09–0.58 0.19 0.06–0.62 1.09 0.245–2.62 3.47 1.48–8.11 2.50 1.01–6.20

IMV time 0.15 0.96–1.23 * 0.95 0.88–1.04 1.00 0.95–1.06 0.86–1.01

OR: odds ratio; CI: confidence interval; IMV: invasive mechanical ventilation; * p < 0.20.

Table 3 presents a crude and adjusted analysis of the level of mobility with the out-
comes of discharge, death, and readmission to the ICU. The analysis showed that indi-
viduals with a low level of mobility are almost 45 times more likely to progress to death
(OR = 45.3; 95% CI = 3.23–636.3) and 88 times less likely to progress to discharge from
the hospital. ICU (OR = 0.22; 95% CI = 0.002–0.30), both with p < 0.05. After adjustment,
moderate and high mobility levels were not associated with the investigated outcomes.

Table 3. Crude and adjusted analysis of outcomes associated with exposure to low mobility, moderate
mobility, and high mobility in the ICU.

Mobility Level

Outcomes
Low Moderate High

Raw Adjusted Raw Adjusted Raw Adjusted

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Discharge 0.03 0.004–0.27 0.22 0.002–
0.30 2.70 0.32–

23.38 1.15 1.04–
1.26 ∞

∞
Death 30.66 3.57–

262.80 45.3 3.23–
636.38 0.36 0.43–

3.05 1.15 1.04–
1.26

OR: odds ratio; CI: confidence interval; ∞—no maximum likelihood estimates, as all individuals progressed to
discharge and none evolved to death. Outcomes adjusted for age, length of stay, early mobilization, and profile.
The he “no” category was automatically fitted in the model as a reference.

4. Discussion

The main findings of the present study were that individuals with low mobility were
88 times less likely to be discharged from the ICU and 45 times more likely to evolve to
death in the ICU. This research assessed the level of mobility of individuals using a specific
instrument and establishing cutoff points for their classification based on the individual’s
verticalization and ability to actively move away from bed, and considering the clinically
significant difference of 3 points between the highest IMS score in each level [10].

Previous studies such as those by Luque et al. and Frazzitta et al. reported the
importance of early complete verticalization in the ICU, even in a passive way [13,14].
Prolonged time in the sitting or reclining posture during waking hours is related to mortality
in the general population; however, passive verticalization does not seem to generate effects
superior to conventional protocols that include mobilization in bed [14,15].
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Growing evidence indicates that early mobilization practices minimize impairments
in the mobility of individuals in ICUs [14–16]. Therefore, early mobilization protocols are
implemented as part of the routine of these units as a strategy to increase the mobility of in-
dividuals, which starts with passive movement in bed in bed, but it requires progression to
antigravity postures, with systematically increased levels of mobilization, which culminate
in the removal of the patient from the bed [1,17,18].

Studies show that activities such as assisted or independent walking in the ICUs are
still related to younger individuals, which corroborates our findings, in which younger
individuals are less likely to evolve with low mobility [1,17]. Although it is well established
in the literature that immobility contributes to an increased risk of delirium, aspiration
pneumonia, pressure ulcers, muscle weakness, and prolonged hospital stay, among other
factors, most elderly people are encouraged to stay in bed, with the main factor the pre-
vention of falls during hospitalization, even the elderly are at increased risk of developing
sarcopenia, which is an important marker of functional decline [4,19–21].

In the practice of progressively increasing mobility, the evolution from the decubitus
position to bedside sitting is one of the first activities performed from the moment they
acquire clinical and hemodynamic stability, characterizing the initial kick-off of increased
mobility in the ICU [4,10]. Evolving an individual from the decubitus position to bedside
sitting reduces the time at rest, favors pulmonary ventilation, stimulates cervical and
trunk control, contributes to neurological and cardiovascular adaptations, and allows
the individual to perform limb and trunk movements in a more functional form than in
decubitus [20]. However, the results of the present study suggest that it is not enough
to favor greater chances of hospital discharge, although there are conditions intrinsic to
the individuals, such as the presence of accesses, tubes, and chest tubes, which can be
interpreted as barriers to increased mobility [15,22,23].

Similarly, activities that involve complete verticalization while still close to the bed,
such as orthostasis, transfer from bed to chair, and stationary gait, considered in this study
as moderate mobility, are performed as a form of mobility progression until the individual
becomes able to walk away assisted or actively under bed supervision [20,24]. Although
with greater benefits than low mobility, the percentages of death and readmission were still
higher than in the high mobility group, who walked in the unit, with walking perhaps the
key to minimizing the chances of negative outcomes in the ICU [20,24].

Jesus et al. justified in their study that the 14.3% decline in mobility in their sample
of individuals admitted to the ICU was due to the predominance of surgical individuals.
However, in the results of the present study, individuals with a surgical profile had a higher
median mobility. Most elective surgical individuals are subjected to the use of IMV, mostly,
just to enable deep sedation and anesthesia to perform the surgical procedure [25,26]. This
fact favors that after stabilizing the condition, the individual progresses to simple weaning
from IMV, increased mobility, and improvement in the level of physical activity in the ICU
at an early stage, which corroborates the statement by Stamatakis et al. that individuals
with less severe organic insufficiencies evolve with greater mobility [3,27,28].

This research has some limitations. The smaller number of clinical individuals com-
pared to surgical individuals and the small number of beds in the ICU where the study
took place may have favored a low percentage of death and readmission to the selected
ICU, limiting the generalization of some results.

In the present study, it was not possible to estimate the chances of death in individuals
who evolved with high mobility, since deaths in this group were non-existent. Then, it is
questioned whether the high level of mobility has a causal effect on the absence of deaths
found, which suggests the carrying out of future studies with similar objectives, with
percentages of more balanced outcomes, in order to confront such results.

Considering that one of the exclusion criteria was individuals who had some condition
that interfered with the measurement of the level of mobility, and considering that the IMS
has high agreement with movement sensors, future studies can be carried out using these
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sensors in order to quantify the mobility of individuals with a previous or acquired change
in the ICU, which cannot be measured using the IMS.

5. Conclusions

Individuals who had low mobility, who tended to sit at the bedside, assisted or active,
but who did not undergo orthostasis during the ICU stay had 45 times more chance
of evolving to death and 88 times less chance of being discharged from the hospital.
ICU younger individuals, those who underwent early mobilization, and those who were
hospitalized with a surgical profile, were less likely to progress to low mobility.

In individuals who evolved with a moderate level of mobility, who underwent com-
plete verticalization through orthostasis, stationary gait, and sitting in an armchair close to
the bed, had lower percentages of death and readmission in comparison with low mobility.
In the group with high mobility, deaths were non-existent. Both moderate mobility and
high mobility were not associated with the investigated outcomes. A possible limitation of
our study is the fact that the profile of the patients included in this sample had undergone
the same surgical procedure.

Author Contributions: Conceptualization, T.L.d.S.M. and F.O.d.C.; methodlogy, T.L.d.S.M. and
J.D.A.; software, J.M.F.d.F., F.M.D., M.V.G. and V.S.L.; validation, B.S.R. and V.S.L.; formal analysis,
T.L.d.S.M. and B.S.R.; investigation, B.S.R., T.L.d.S.M. and J.M.F.d.F.; resources, M.S.S. and E.S.P.; data
curation, T.L.d.S.M. and J.M.F.d.F.; writing—original draft preparation, T.L.d.S.M., J.D.A., F.O.d.C. and
W.M.d.S.J.; writing—review and editing, T.L.d.S.M., F.J.A., L.Y.d.S.M. and W.M.d.S.J.; visualization
J.P.d.F.N., K.C.S.S. and R.E.T.T.A.M.; supervision, W.M.d.S.J. and J.D.A.; project administration,
T.L.d.S.M. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Review Board of the Federal University of
Sergipe-Brasil, with the opinion number 2,897,651.

Informed Consent Statement: The patient’s consent was waived as this was a study with data
collection from medical records.

Data Availability Statement: Data presented in this study are available upon request by the author
for correspondence.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Aquim, E.E.; Marques, W.; Azeredo, S.G.; Severo, L.; Alexandre, R.; Deucher, D.; de Oliveira Deucher, R.A.; Duarte, A.C.M.;

Librelato, J.T.; Melo-Silva, A.C.; et al. Brazilian Guidelines for Early Mobilization in Intensive Care Unit. Rev. Bras. Ter. Intensiva
2019, 31, 434–443. [CrossRef]

2. Hunter, A.; Johnson, L.; Coustasse, A. Reduction of Intensive Care Unit Length of Stay: The Case of Early Mobilization. Health
Care Manag. 2014, 33, 128–135. [CrossRef] [PubMed]

3. Tadyanemhandu, C.; Aswegen, H.V.; Ntsea, V. Early mobilisation practices of patients in intensive care units in Zimbabwean
government hospitals—A cross-sectional study. S. Afr. J. Crit. Care 2018, 34, 16–21.

4. Lorgunpai, S.J.; Finke, B.; Burrows, I.; Brown, C.J.; Rubin, F.H.; Wierman, H.R.; Heisey, S.J.; Gartaganis, S.; Ling, S.M.; Press, M.;
et al. Mobility Action Group: Using Quality Improvement Methods to Create a Culture of Hospital Mobility. J. Am. Geriatr. Soc.
2020, 68, 2373–2381. [CrossRef] [PubMed]

5. Ratcliffe, J.; Williams, B. Impact of a Mobility Team on Intensive Care Unit Patient Outcomes. Crit. Care Nurs. Clin. N. Am. 2019,
31, 141–151. [CrossRef]

6. Nydahl, P.; Sricharoenchai, T.; Chandra, S.; Kundt, F.S.; Huang, M.; Fischill, M.; Needham, D.M. Safety of patient mobilization
and re-habilitation in the intensive care unit: Systematic review with meta-analysis. Ann. Am. Thorac. Soc. 2017, 14, 766–777.
[CrossRef] [PubMed]

7. Zhang, L.; Hu, W.; Cai, Z.; Liu, J.; Wu, J.; Deng, Y.; Yu, K.; Chen, X.; Zhu, L.; Ma, J.; et al. Early mobilization of critically ill patients
in the intensive care unit: A systematic review and meta-analysis. PLoS ONE 2019, 14, e0223185. [CrossRef]

8. Iwashyna, T.J.; Hodgson, C.L. Early mobilisation in ICU is far more than just exercise. Lancet 2016, 388, 1351–1352. [CrossRef]
9. Sibilla, A.; Nydahl, P.; Greco, N.; Mungo, G.; Ott, N.; Unger, I.; Rezek, S.; Gemperle, S.; Needham, D.M.; Kudchadkar, S.

Mobilization of Mechanically Ventilated Patients in Switzerland. J. Intensive Care Med. 2017, 35, 55–62. [CrossRef] [PubMed]

http://doi.org/10.5935/0103-507X.20190084
http://doi.org/10.1097/HCM.0000000000000006
http://www.ncbi.nlm.nih.gov/pubmed/24776831
http://doi.org/10.1111/jgs.16699
http://www.ncbi.nlm.nih.gov/pubmed/32757219
http://doi.org/10.1016/j.cnc.2019.02.002
http://doi.org/10.1513/AnnalsATS.201611-843SR
http://www.ncbi.nlm.nih.gov/pubmed/28231030
http://doi.org/10.1371/journal.pone.0223185
http://doi.org/10.1016/S0140-6736(16)31745-7
http://doi.org/10.1177/0885066617728486
http://www.ncbi.nlm.nih.gov/pubmed/28847238


Clin. Pract. 2022, 12 16

10. Tipping, C.J.; Holland, A.E.; Harrold, M.; Crawford, T.; Halliburton, N.; Hodgson, C.L. The minimal important difference of the
ICU mobility scale. Heart Lung 2018, 47, 497–501. [CrossRef]

11. Raurell-Torredà, M.; Arias-Rivera, S.; Martí, J.; Frade-Mera, M.; Zaragoza-García, I.; Gallart, E.; Velasco-Sanz, T.; José-Arribas, A.S.;
Blazquez-Martínez, E.; Delgado, M.E.R.; et al. Care and treatments related to intensive care unit—Acquired muscle weakness: A
cohort study. Aust. Crit. Care 2020, 34, 435–445. [CrossRef] [PubMed]

12. Ferreira, M.M. STROBE initiative: Guidelines on reporting observational studies. Rev. Saúde Pública 2010, 44, 559–565.
13. Luque, A.; Gabriela, C.; Martins, G.; Gazzotti, M.R.; Santiago, M.S.; de Córdoba Lanza, F.; Gazzotti, M.R. Prancha ortostática nas

Unidades de Terapia Intensiva da cidade de São Paulo Orthostatic plate in Intensive Therapy Units of São Paulo city. O Mundo
Da Saúde 2010, 34, 225–229. [CrossRef]

14. Frazzitta, G.; Zivi, I.; Valsecchi, R.; Bonini, S.; Maffia, S.; Molatore, K.; Sebastianelli, L.; Zarucchi, A.; Matteri, D.; Ercoli, G.; et al.
Effectiveness of a Very Early Stepping Verticalization Protocol in Severe Acquired Brain Injured Patients: A Randomized Pilot
Study in ICU. PLoS ONE 2016, 11, e0158030. [CrossRef] [PubMed]

15. Maria, Y.; Kawaguchi, F.; Nawa, R.K.; Figueiredo, T.B.; Martins, L.; Pires-neto, R.C. Perme Intensive Care Unit Mobility Score e
ICU Mobility Scale: Tradução e adaptação cultural para a língua portuguesa falada no Brasil. J. Bras. Pneumol. 2016, 42, 429–434.

16. Tipping, C.J.; Harrold, M.; Holland, A.; Romero, L.; Nisbet, T.; Hodgson, C.L. The effects of active mobilisation and rehabil-itation
in ICU on mortality and function: A systematic review. Intensive Care Med. 2017, 43, 171–183. [CrossRef]

17. Feijó, L.F. Retirada do leito após a descontinuação da ventilação mecânica: Há repercussão na mortalidade e no tempo de
permanência na unidade de terapia intensiva? Rev. Bras. Ter. Intensiva 2010, 22, 27–32.

18. Timenetsky, K.T.; Neto, A.S.; Assunção, M.S.C.; Taniguchi, L.; Eid, R.A.C.; Corrêa, T.D. Mobilization practices in the ICU: A
na-tionwide 1-day point-prevalence study in Brazil. PLoS ONE 2020, 15, e0230971. [CrossRef]

19. Gomes, T.; Schujamann, D.; Fu, C. Rehabilitation through virtual reality: Physical activity of patients admitted to the intensive
care unit. Rev. Bras. Ter. Intensiva 2019, 31, 456–463. [CrossRef]

20. Santos, G.O.; De Queiroz, R.S.; De Jesus, C.S.; Ailton, J.; Carneiro, O. Pacientes internados em unidade de terapia intensiva que
não adotam postura antigravitacional apresentam maiores chances de óbito. Fisioter. Pesqui. 2018, 26, 235–240. [CrossRef]

21. Martinez, B.P.; Karine, A.; Santos, M.; Gomes, I.B.; Olivieri, F.M.; Warken, F. Frequency of sarcopenia and associated factors
among hospitalized elderly patients. BMC Musculoskelet Disord. 2015, 16, 108. [CrossRef]

22. Hopkins, R.O.; Mitchell, L.; Thomsen, G.E.; Schafer, M.; Link, M.; Brown, S.M. Implementing a Mobility Program to Minimize
Post-Intensive Care Syndrome. AACN Adv. Crit. Care 2016, 27, 187–203. [CrossRef] [PubMed]

23. Conceição, T.M.A.D.; Gonzáles, A.I.; Figueiredo, F.C.X.S.D.; Vieira, D.S.R.; Bündchen, D.C. Critérios de segurança para iniciar a
mobilização precoce em unidades de terapia intensiva. Revisão Sist. Rev. Bras. Ter. Intensiva 2017, 29, 509–519.

24. Park, M.; Pires-neto, R.C.; Paulo, A.; Junior, N.; De Medicina, F.; Medicina, D. Despertar, exercitar, sentar-se, deambular e extubar:
Uma mudança nos paradigmas para pacientes mecanicamente ventilados. Rev. Bras. Ter. Intensiva 2014, 26, 203–204. [PubMed]

25. Jolley, S.E.; Moss, M.; Needham, D.M.; Caldwell, E.; Morris, P.E.; Miller, R.R.; Ringwood, N.; Anders, M.; Koo, K.K.; Gundel, S.E.;
et al. Point Prevalence Study of Mobilization Practices for Acute Respiratory Failure Patients in the United States. Crit. Care Med.
2018, 45, 205–215. [CrossRef]

26. Jesus, F.; Paim, D.; Brito, J.; Barros, I.; Nogueira, T.; Martinez, B.; Pires, T.Q. Declínio da mobilidade dos pacientes internados em
unidade de terapia intensiva. Rev. Bras. Ter. Intensiva 2016, 28, 114–119.

27. Stamatakis, E.; Gale, J.; Bauman, A.; Ekelund, U.; Hamer, M.; Ding, D. Sitting Time, Physical Activity, and Risk of Mortality in
Adults. J. Am. Coll. Cardiol. 2019, 73, 2062–2072. [CrossRef]

28. Menezes, K.V.R.S.; Auger, C.; Menezes, W.R.D.S.; Guerra, R.O. Instruments to evaluate mobility capacity of older adults during
hospitalization: A systematic review. Arch. Gerontol. Geriatr. 2017, 72, 67–79. [CrossRef]

http://doi.org/10.1016/j.hrtlng.2018.07.009
http://doi.org/10.1016/j.aucc.2020.12.005
http://www.ncbi.nlm.nih.gov/pubmed/33663950
http://doi.org/10.15343/0104-7809.20102225229
http://doi.org/10.1371/journal.pone.0158030
http://www.ncbi.nlm.nih.gov/pubmed/27447483
http://doi.org/10.1007/s00134-016-4612-0
http://doi.org/10.1371/journal.pone.0230971
http://doi.org/10.5935/0103-507X.20190078
http://doi.org/10.1590/1809-2950/17027526032019
http://doi.org/10.1186/s12891-015-0570-x
http://doi.org/10.4037/aacnacc2016244
http://www.ncbi.nlm.nih.gov/pubmed/27153308
http://www.ncbi.nlm.nih.gov/pubmed/25295813
http://doi.org/10.1097/CCM.0000000000002058
http://doi.org/10.1016/j.jacc.2019.02.031
http://doi.org/10.1016/j.archger.2017.05.009

	Introduction 
	Materials and Methods 
	Study Design 
	Search Location 
	Participants 
	Study Sample 
	Instruments and Procedures 
	Studied Variables 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

