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Indiana’s Bold Aim

2

To make Indiana the safest 
place to receive health care 
in the United States…            
if not the world



Agenda

 Welcome and Introductions

 Get UP Campaign
 Guest Speaker Theresa Murray, RN, MSN, CCRN,

Critical Care Clinical Nurse Specialist

 Resources and Support

 Get Up Webinar Series 
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Polling Question #1

What is your role within your organization?
o Infection Preventionist
o Nursing Professional
o Laboratory Professional
o Medical Staff
o Physical Therapy Professional
o Environmental Services/Housekeeping Professional
o Other
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Early Progressive Mobility
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UP Campaign

Goal: Simplify safe care and 

streamline cross-cutting 
interventions to reduce the risk 
for multiple patient harms
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Up Campaign Schedule

• Supports Hospital Improvement 
Innovation Network (HIIN) harm 
reduction efforts

• Strategic Deployment of Three 
Campaigns:

SOAP UP

GET UP

WAKE UP

4Q 2017

1Q 2018
3Q 2017



Did you know…..
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Results of Falls Checklist Survey
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Guest Speaker

Theresa Murray MSN,RN, CCRN,CCNS

Community Health Network

Indianapolis, IN 



Start Walking: Improving Outcomes 
Through Use of an Early Progressive 

Mobility Program  

Theresa Murray MSN,RN, CCRN,CCNS

Community Health Network

Indianapolis, IN 



Challenge, Journey, Evolution

• Everest is 29,035 ft.… 5 ½ miles

• 7,001 summits through August 
2015

• 1923-1999: 1,169 summits; 170 
deaths; 14.5% mortality rate

• 2000-2015: 5,832 summits; 112 
deaths; 1.9% mortality rate

• Mortality rates in patients 
admitted to adult ICUs average 
10% to 29%

• Study shows decrease in ICU 
length of stay, falls post ICU, and 
hospital length of stay

• Ultimately reduce readmissions 
and the mortality rate based on 
ICU stay



Study Purpose and Objectives

•This randomized, IRB approved study,  
looked at active progressive mobility with 
the goal to prevent deconditioning and the 
resultant negative outcomes (12 bed ICU)
• falls 
• increased length of stay
• readmission

•This progressive mobility program followed 
the patients throughout their hospital stay.



Study Investigative Team

• Study Principle Investigator: Theresa Murray

• Co Investigators: Marianna Schneider, Sue Heinzman, Deb 
Ferguson  

• Rehabilitation Study Team: Wilfredo Geronimo PT, Janet 
Dawes OTR, Marcia Shumaker OTR (labor team)

• Erin Gill RN, Miranda Bailey RN, Ebony Brown RN

• Physician Champion: Bassam Helou MD 

•All CHE inpatient staff 

• Kanitha Phalakornkule – Statistical researcher



Patient Risk Factors

• Immobility

• Number of days on mechanical 
ventilation/VAE’s

• Length of stay in the ICU

• Heavy sedation

• Delirium*mobility 

K Vollman



Early ICU Mobility Therapy

• Baseline characteristics similar in both groups

• Protocol group:
• Received as least 1 PT session vs. usual care (80% vs. 47%, p < .001)

• Out of bed earlier (5 vs. 11 days, p < .001)

• Reduced ICU LOS (5.5 days vs. 6.9 days, p=.025)

• Reduced Hospital LOS ( 11.2 days vs. 14.5 days, p =.006)

• No adverse outcomes; 

• Most frequent reason for ending mobility session was patient fatigue

• Cost

• Average cost per patient was $41,142 in the protocol group

• Average cost per patient was $44,302 in the control group

Morris PE, et al. Crit Care Med, 2008;36:2238-2243 
Kvollman



Determining Readiness

• Perform Initial mobility screen w/in 8 hours of ICU admission & 
Reassess mobility level at least q 24 hrs (recommended at shift 

change)

• PaO2/FiO2 > 250

• Peep <10

• O2 Sat > 90%

• RR 10-30

• No new onset cardiac arrhythmias or 

ischemia

• HR >60 <120

• MAP >55 <140

• SBP >90 <180

• No new or increasing vasopressor infusion

• RASS > -3

Patient 

Stable, Start 

at Level II & 

progress

Patient is 

unstable, 

start at Level 

I & progress

Bassett RD, et al. Intensive Crit Care Nurs (2012) 2012 

Apr;28(2):88-97

Needham DM, et al. Arch Phys Med Rehabil. 2010 

Apr;91(4):536-42

No Yes

KVollman



The Progressive Mobility Continuum



Level I

RASS -5 to -3

Goal: Clinical Stability,

Passive ROM, (PT/OT 

consult PRN 

______________________

Maintain HOB > 30º

*PROM 2X/d  performed by 

RN, or UAP

_________________

CLRT/Pronation initiated if 

patient meets criteria based 

on institutional practice

OR 

Q 2 hr turning with assist 

device



Level II

RASS -3 & Up
Goal: Upright sitting; increase strength & 

moves arm against gravity

PT/OT consult prn

ACTIVITY:

Q 2 hr turning with assist device

*Passive /Active ROM 3x/d

Progressive Bed Positioning

1.HOB 45º X 15 min.

2. HOB 45º,Legs 

in dependant 

position X 15 min.

3. HOB 65º,Legs 

in dependant

position X 15 min.

4. Step (3) & full 

chair mode 

X20 min

Or 

Full assist into cardiac chair with 

turn/assist or air transport device 2X/day



Level III

RASS -1 to up

Goal: Increased trunk strength, 

moves leg against gravity and 

readiness to weight bear

PT: active resistance 1x per day, 

strength exercises; OT: consult 

PRN

ACTIVITY:

Q 2 hr turning by self or with 

assist device

Sitting on edge of  

bed w/RN, PT, RT   

assist X 15 min.

Or

Pivot to regular chair     

2X/d with gait belt, SPD and 

chair alarm



Level IV

RASS 0 & up

Goal: stands w/ min. to mod. assist, 

able to march in place, weight bear 

and transfer to chair 

PT & OT each daily

ACTIVITY:

Q 2 hr turning by self or 

with assist device 

Sitting on edge of 

Bed with RN, PT, RT 

present and stand with gait 

belt assist 3x daily

or

Regular chair 3x per day 

with gait belt, SPD and 

chair alarm  



Level V

RASS 0 & up

Goal: Increase distance in 

ambulation & ability to perform some 

ADLs

PT & OT each daily

ACTIVITY:

Self or assisted Q 2 hr 

turning

Up to regular chair 

Min. 3X/day with SPD & 

chair alarm

Meals will be consumed 

while dangling on 

edge of bed or in regular 

chair with SPD & chair 

alarm

Ambulate with gait belt 

progressively longer 

distances with less 

assistance x3/day with 

RN/PT/RT



Progressive Mobility: Use of Supports For In-Bed & Out of 
Bed Mobility

Progression to tolerating 
turning, upright position,  
sitting, SOSOB, marching, 
standing, walking, and out 
of bed chair sitting can 
occur quicker through the 
use of supports. 



“Four Cornerstones for Success”

Evidence Based 
Practice

Inter-
Professional 

Teams

System 
Collaboration

Reduction of 
Practice Variation

KVollman



Patients  in the study

• Control Group

• 50 patients

– 34 vents

• Intervention group

• 47 patients

– 32 vents

Both groups had similar age ranges, admitting diagnoses, sex  



What about falls during the study?

47.%

30

17

Total Falls of Patients who have been transferred 
from the ICU

2015

2016

Only 2 patients in the study group fell



Length of Stay Aspects 
Control group vs. Study group

10.5

8.3

CONTROL STUDY

Hospital LOS

5.8

7.1

CONTROL STUDY

ICU LOS

7.3

5.3

CONTROL STUDY

Vent LOS



Discharge Disposition



Readmissions



Conclusions

• A progressive mobility program is possible and is found to 
have beneficial outcomes for all patient types; especially 
related to prevention of deconditioning (falls), ability to 
discharge to acute rehab, and less death

• Following the patient throughout the entire LOS engages all 
levels of caregivers to improve patient outcomes 

Opportunities

• Engagement of all members of the care team is necessary

• Meeting with the group at the sharp end regularly to get 
their feedback on the process is essential  

Thank you



wGet Up Resources



How Can IHA Help?
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• What resources do you 
need to help with your 
improvement efforts?



IHA Resource Sheet

35 https://www.ihaconnect.org/patientsafety/Pages/default.aspx



HRET Change Package/Fact Sheet-
Falls and Immobility

http://www.hret-hiin.org/topics/injuries-from-falls-immobility.shtml



HRET Change Package-Pressure 
Ulcers/Injuries

http://www.hret-hiin.org/resources/display/hospital-acquired-
pressure-ulcersinjuries-change-package



Teach-Back Tool

http://www.hret-hiin.org/resources/display/hret-
hiin-teachback-tool-for-falls-prevention



AHRQ Toolkit-Pressure Injuries

https://www.ahrq.gov/professionals/systems/hospital/pressureulcert
oolkit/index.html



AHRQ Toolkit-Falls

https://www.ahrq.gov/professionals/systems/hospital/fallpxtoolkit/i
ndex.html



AHRQ VAE Guide

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-
patient-safety/hais/tools/mvp/modules/technical/early-mobility-mvpguide.pdf



Social Media Messaging

• IHA has created messaging for both general public, health 
care providers

• Messaging provided for formats:     

Twitter Facebook LinkedIn
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43
http://www.hret-hiin.org/engage/up-campaign.shtml

How are you incorporating GET UP 
within your organization?



GET UP Webinar Series 

Nov. 14-HAPU Prevention with Early Mobility

Dec. 12-Multi-disciplinary Approach to Early Progressive 

Mobility
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Our IPSC Team

Annette Handy
Clinical Director
317-423-7795
ahandy@IHAconnect.org

Karin Kennedy
Administrative Director
317-423-7737
kkennedy@IHAconnect.org

Cynthia Roush
Patient Safety Support Specialist 
317-423-7798
croush@IHAconnect.org

Patrick Nielsen 
Patient Safety Data Analyst
317-423-7740
pnielsen@IHAconnect.org
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Kim Radant 
Special Projects
Patient Safety & Quality Advisor
317-423-7740
kradant@IHAconnect.org

Becky Hancock
Patient Safety & Quality Advisor 
317-423-7799
rhancock@IHAconnect.org

Madeline Wilson
Patient Safety & Quality Advisor 
317-974-1407
mwilson@IHAconnect.org45

Matt Relano 
Patient Safety Intern
317-974-1420
mrelano@IHAconnect.org


