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“To attain 85% of optimal* mobilisation milestones* In
all eligible* SICU patients within 6 months”

ho is eligible?

5.
6.

8. Pain

score < 6/10

1. Premorbid — Ambulating independently
Day 2 of ICU stay and above,
Has stable HR (<120) and BP trend (MAP >60-
110) for past 12 hours
Respiratory system:
Ventilated - PEEP < 10 & FIO2 < 60%
Non-ventilated - Fi0O2 <60% & RR < 25
CNS : RASS +1 to -1
Muscle power at least 4/5
/. No surgical contraindications

~
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/What are mobilisation milestones?\

1.Sit over edge of bed
2. Sit to stand

3. Sit out of Bed

4. March on Spot

5. Ambulation

What is considered optimal?
> 3 out of 5 milestones
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Decrease in

ICU LOS by..

2 days

2.1 days

Decrease in
Hospital LOS by..

10 days

3.1 days

r

There are numerous international studies
that demonstrated improved outcomes
kwith early mobilisation.
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(Locally, this has also been h B
shown to decreased the ICU '
length of stay in the hospital!

[;L .I_l finds patients v ho start op
Physiotherapy leaye ICU earlier
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fHowever, only an

were being
mobilised

average of 44% of | 70 -
all eligible patients 60 |
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patient

\_mobility?

(Did you know...an\
average of 30

sessions/week are
eligible for optimal
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What was our workflow like?

Enters SICU
at 8.30am

Macro Flow

Roll call
Jam-7.30am

Handover from

nightshift
7.30am— 8am
On-call i
specialist Prep + give meds
8am -8.15am
handoverto
ICU consultant Sponge patients
by each bed 8.15am 8.45am
8.30am—9 am
Update ICCA
8.45am— 9am
start SICU Join Dr for
rounds 9am — rounds 9am -
11.20am 11.30 am
Update Perform
family/perform miscellaneous
own mini changes
rounds

Walk to
SIcU
8.15am

Screen patient
for eligibility
8.30am — 9am

Plan for
mobilisation
9am — 9.30am

Achieve
mobilization
milestones
9.30am —
Ipm

Plan for Next day

Micro Flow

PT screen patients

for Eligibility to
mobilise

. Straightforward |

Plan for mobilisation

............................................................

' Complex case |

___________________________________

discuss/agree with
| level of mobilization

__________________________________________________________________________

PT /nurse guides pt through mobilization milestones, i.e. sit

PT Nurses RT !
prepares | | prepare || prepares |
walking | pt (stops ventilator
aids/chair lines if : :

i possible)

PT Nurses

. prepares | prepare
. walking | pt(stops
| aid/chair | | lines if
et hossible)

over edge of bed, SOOB and ambulation

Legend : PT = physiotherapist, RT= respiratory therapist, pt = patient

Mo instruction byteam onwhether pt
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Adding years of healthy life

And our top 3 barriers goes to...

Why are SICU patients not optimally mobilised?

- 100%

- 20%

rr‘u“h:rh'll'rt',.r'lsﬂ" N Lack of Mo Mot part Lacl_c of Different HI:I5|:III3_|I5
not taken as knowledge | coordination of patient work timing expanding

"'”_5'_"r_E_':'f that betweenthe  workflow educationin  fgrdifferent , staff pool
a part of the eligibility d
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Our implementation for change...

| Why is your patient still in bed? |
Sarly @ p

If your patient is...

mobilisation
610;06/1;41“
Has stable HR (<120),
BP trend (MAP >60-110)
for past 12 hour;
Plan * Designed as part of daily review * Change mind set “weekend * Design a written routine of 3
syndrome”/leaving care to GW = documentation
* Created eligibility criteria for suitable breaking continuity of care Ro ventilator On ventilator
RR<25and PEEP<10and
patients » Sharing of positive results to all @ 022067  FI02062
* Change mind set “only PTs can stakeholders

* Spread awareness in importance of mobilise patients”

optimal mobilisation

Do * Standardised content of ICU rounds * Provided temporary dedicated * Sign-posting of documentation No e
verbally support on weekends “FAST HUGS IN BED Please”
Able to bend the knee and No - - N
* Provided decision-making algorithm « Reinforced importance via sharing * Compliance monitoring Rush therr foot sgainst yo This is what
| . _ e our algorithm

* Sharing of evidence based practice to Your patient =<rain - looks like!

all stakeholders * Positive reinforcement to staff can safely pe—— OOKS IIK€e!

mobilise out for
Check  Case notes audit * Regular feedback from ground staff * Case notes audit of bed! gmobiisation,
on challenges
* Regular reminders to ground staff / \
Plan-Do- Check-Act (PDCA) strategy
Act « “weekend syndrome” * Documentation from Drs « Reduce frequency of monitoring

was implemented in 3 cycles to

address identified barriers. Our Q.

outcome of interest was the

percentage of eligible mobility

sessions which were optimised, ICU

LOS, and the number of related
deerse events.

inconsistent to provide clinical review 6-monthly

direction

* Leaving care to the general wards
* Consideration of spreading to

* |mportance of optimal mobilisation * Variance of documentation in level MICU/surgical wards

not well spread in ICU of mobility achieved

Our results showed..

How optimally are patients mobilised in SICU?

“n optimally mobalised
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Patients eligible No. of patients Average ICU Average
and.. LOS/day Hospital LOS/day

Not optimally

mobilised 93 3.3 12.7

Optimally

mobilised 100 2.6 13.2
Decrease in LOS: 0.7 days

’/Tt was found within 6 months that the ICU LOS decreased by an average of
0.7 days. Although this may or may not directly translate to cost savings for
the patients, but this allowed a quicker turnover of beds in an ICU that can
accommodate better in times of a bed crunch, enhancing hospital

kprnductiviw.

f Our challenges during this project included the lack of proper timing of reviewing patients’ mobility
status together as a team, instructions that were unclear on whether a patient could be optimally
mobilised, and changing the mindset of the ICU team that patients should not be left lying in bed on
the day of transfer to the general ward.

More importantly, we learnt that it is crucial to consider both experienced and inexperienced staff in
the workflow as a contributor as everyone would be able to provide a different perspective to the
barriers and enablers of this project and at the heart of it all, to place the patient as the focal point of
this initiative.

Engineering sustainability...

mhat has happened since then? \

Continual emphasis on optimal mobility in ICU as a goal to normalise
the environment.

Dedicated more equipment (geri-chairs, hoists) into the ICU.
Hospital-wide spread of optimal mobility to ensure its continuum.
Sustainability measures put in place by engineering controls in the
ICU documentation software to make optimal mobility a routine
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question.
Embedding optimal mobilisation as part of nursing induction
programme to all new nursing staff.

Drop me an email at siu.kylie.kf@ktph.com.sg if you enjoyed this poster!
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