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Mortality rates Recovery

… change in the opinion of ICU clinicians  …

… …. It is now clear that morbidity following an ICU stay can be high with a wide

range of physical, psycho-logical and cognitive sequelae, which can persist for some

months to years.
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1. Premorbid health status

 frailty

 co-morbidities

 functional status

2. Factors/Interventions occurring during critical illness:

 medications (sedatives, analgesic, drug to control anxiety and agitation,…)

 presence of sepsis

 length of mechanical ventilation …

Factors to be considered for prognosis
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Consequences of bed rest in critically ill patients

1. Profound muscle weakness (ICU acquired weakness)

2. Cognitive impairments

3. Psychological difficulties

4. Reduced physical function

 in Activities of Daily Living

 Decreased Quality of Life  
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1. Joint contractures
2. Thromboembolism
3. Resistance to insulin
4. Microvascular alterations
5. Pressure ulcers
6. Atelectasis
7. Pneumonia
8. Extension of the weaning period
9. Delirium
10. Increase in the days of income
11. Increased mortality
12. Development of disabilities

2. Cognitive impairments

3. Psychological difficulties

4. Reduced physical function

 in Activities of Daily Living

 Decreased Quality of Life  

5. Increase the costs of care

… and in critically ill patients’ caregivers



Main “early” goals for rehabilitation in ICU

 (Clinical stability)

 Mobilization

 Weaning from mechanical ventilation / endotracheal tube

 Recovery of state of consciousness / cognition
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the work of an interdisciplinary 

rehabilitation team

a rehabilitative project with specific aims, tailored 

on patients’ clinical conditions and needs



Main results – were included four RCTs (a total of 690 participants). Participants were adults (median

age ranging from 56 to 62 years) who were mechanically ventilated in a general, medical or surgical

ICU. Admitting diagnoses in three of the four studies were indicative of critical illness, while

participants in the fourth study had undergone cardiac surgery. Three studies included range-of-

motion exercises, bed mobility activities, transfers and ambulation. The fourth study involved

only upper limb exercises. Studies were not blinded to participants and personnel, and two of

four did not blind outcome assessors. Three of four studies reported only on those

participants who completed the study, with high rates of dropout. The description of

intervention type, dose, intensity and frequency in the standard care control group was poor in

two of four studies.



Authors’ conclusions – There is insufficient evidence on the effect of early

mobilization of critically ill people in the ICU on physical function or performance,

adverse events, muscle strength and health-related quality of life at this time. …

We assessed that there is currently low-quality evidence for the effect of early

mobilization of critically ill adults in the ICU due to:

 small sample sizes

 lack of blinding of participants and personnel

 variation in the interventions

 inadequate descriptions of the interventions delivered as usual care

 variation in the outcomes used to measure the effect



Patients enrolled 102 (F/M - 44/58)

ICU stay (days) 24.7 ± 13.9

First rehabilitative evaluation (days) 8.7 ± 8.8

Rehabilitative prescriptions

Regular postural changes 63.7%

Multijoint mobilization 64.7%

Session duration (minutes) 38 ± 11.5 

Other interventions

Swallowing evaluation 14.7%

Psychological support 12.7%

Psychoeducational intervention 17.6%

Interdisciplinary team meetings 28.4%

Discharge destination

sABI Rehabilitation Units 43.7%

Intensive Neurorehabilitation 20.7%



Starting point for rehabilitation interventions
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Introduction

Patients in the intensive care unit (ICU) are regularly treated with

physiotherapy. For neuro-intensive care patients with neurologic deficits,

physiotherapy is an especially important therapeutic strategy. The fear of

harming critical ill patients using different procedures often results in a

policy of “minimal handling” or “no-touch therapy” and therefore a lack of

physiotherapy.
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Passive ROM TID

Turn Q 2 hrs.

Active resistance PT

Sitting position 20 
mins. TID

Passive ROM TID

Turn Q 2 hrs.

Active resistance PT

Sitting position 20 mins. 
TID

Sitting on edge of bed

Passive ROM TID

Turn Q 2 hrs.

Active resistance PT

Sitting position 20 
mins. TID

Sitting on edge of bed

Active transfer to 
chair 20 mins./day

Passive ROM TID

Turn Q 2 hrs.

Active resistance PT

Sitting position 20 mins. 
TID

Sitting on edge of bed

Active transfer to chair 20 
mins./day

Ambulation (marching in 
place, walking in halls)

Able to 

move arm 

against 

gravity

Able to 

move leg 

against 

gravity

Sample Progressive Mobility Protocol

Safety Screening 
(Patient must meet all criteria)

M – Myocardial stability

•No evidence of active 

myocardial ischemia x 24 hrs.

•No dysrhythmia requiring new 

antidysrhythmic agent x 24 hrs.

O – Oxygenation adequate on:

•FiO2 < 0.6

•PEEP < 10 cm H2O

V - Vasopressor(s) minimal

•No increase of any 

vasopressor x 2 hrs. 

E – Engages to voice

•Patient responds to verbal 

stimulation

Level 1

Level 2

Level 3

Level 4



Insufficienti evidenze dalle revisioni sistematiche sull’efficacia della

mobilizzazione/riabilitazione precoce in persone con GCA, sebbene

MOLTI STUDI RIPORTINO RISULTATI FAVOREVOLI (prevenzione

complicanze e riduzione del tempo di degenza)

1

Aumentare e diffondere le conoscenze per SUPERARE LE BARRIERE

CULTURALI e favorire il LAVORO INTERDISCIPLINARE

2

REGISTRI DI MALATTIA e STUDI MULTICENTRICI potrebbero

permettere di superare i bassi livelli di evidenza (BIG DATA analysis)

3

Conclusioni


