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Movilidad Temprana | convilorypropésio Jz !
®
@ /’f
f{’i(( : ot g '? : En estos minutos, mi propdsito es invitarlos a //
7 {C%OCI ‘Zﬂt ser agentes de cambio bajo tres pilares: /
* f}{?-k(ﬁa{({f- PO L esa.. /
el que la hace s R, Bl ‘La herramienta: Movilizacién temprana como estandar.
lan imporlanle. 8 1;.: ; Mk i k
' *El respaldo: Evidencia cientifica para cerrar brechas.
N\
S

*El compromiso: Sequridad del paciente como prioridad.
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II SIMPOSIO DE

Movilidad Temprana

Impacto de la movilizacién temprana (Ries, 1899)

v El tiempo en cama se reduce a 24-48 horas y alta
hospitalaria entre el 4.° y 6.° dia.

v" Evita el deterioro fisico, el dolor de espalda y la
debilidad muscular.

v Los pacientes regresan a casa erguidos y con capacidad
de reincorporarse al trabajo al dia siguiente del alta.

Clinica

Transformando la experiencia del cuidado o?
O lIl"I-l' vV ArOROSITN )’ .
164 AFTER-TREATMENT IN CELIOTONY Jovp. A M. A

SOME RADICAL CHANGES IN THE AFTER-
TREATMENT OF CELIOTOMY CASES®
0y EMIL RIES, M.,

FEOTESSOE OF 6TNENILOGT, FWTIBANDATE WEDICAL SHIECEN
(o [ FERIT IS0

The purpose of the changes which 1 have worked out
within the last four years lns been to fred the pationts
from many irkeome and disngreeable features of the
nitertrentment as nsuslly carried ont, nnd st the eame
time (o make their recovery more rapid and more com-
plite; #o that they are able to leave the hospital at o much
pirlior date than hos been customary and in such n con-
dition of strongth that thoy can follow their wonted oc-
cupations within m fow Iil.l'_'.'l after their dtlufi:nrp,r from
L his |1||.~ru|!h.|..

T'he firnt impulse for these changes has been given by
the observation of patienta on whom vaginal eeliotomy
had boen performed. 1 found, jost as other surgeons did
who used this method, that after imtes-abdoming] work
dong by the vaginal roule with sulwequent somplote olos-
ure of the peritonsum and vaginn oy wutures, the patients
eould ba fed like perfectly hoalthy persons and could b
allowed 1o be up snd wallking abont (n 8 remarkablyvshort
time. Veory soon | foand that the pericd for which i
wis pdvisable to conflne such cases to bed conld bo
counted by hours instend of days, so that of late T have
allowed my patients to got up within twenty-four to
forty-elght bours and lo leave the hospital four Lo eix
daya aftor their vagina! coliotomy, 1 could not fail to
podiee that these aame patletts il not !Iﬁ'lrlll'l the |.llll."
tire of listlessnes and muecular woaknase which the
s category of pationts present afrer the porformanoe
ol the snme operntions by the abdemen with the usual
after-trentment, T refor here to operations on tho wiaras
anid appendages, from the simple sal pingestomy ar reiro.
flavian ruprmllnn fiv s extirpalion of ulerus and -
eyl g
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that early action of the bowel ia a palat of diagnoatic or
prognoatic importusce rather than s therapoutic or pro-
jlh\ﬁlil'i ¢ Lactor with reference to porifonitis

Wikl these rules were baing astablished by my obser-
vations [ found that patients who got up carly and whois
bowels acted regularly and eanly presented another
uymptom which necessitated o further change of the ous-
tomary alter-ireaiment, These patlents wers hungry.
Thioy wers not satisfied with milic and sonp or liguid dict
;:.--m-rrl]l_'n T]:u_'l. had eomo muscular exorcise, being e
mitted and encouraged to turn over in bed immodiately
after their operations, being sllowed to be up and about
s early s twenty-four hours after the operalon.  They
boeame hungry and the question wrose: could it be por-
mitted 1o give them something more ootritious?  "[he
intraperitonesl stomp of organs romaved by this method
and the aniurs of the PerItoneum pmd vagpma did Dot
s 10 form any abjection to having o little mome foen)
matter in the bowol, and ao 1 began to give them meat,
bremd, vegetnbles as soom me peritonitis was proven to be
absent by the obsorvation of the general condition, pules
and rl'llll:d'rl'ﬂ'llrl' nnd |l.'.' AN Ay howel mevirmant aboat
twanty-four hovrs after the opertion.  To my gratiflen
tian the patinnta thriviedl arder this troatmenteowel] thal
now 1 illow thom every riensonable kind of food in liboral
guantities as parly og twenty-four hours after the opera-
tion, Two things are achieved thereby: the bowel con-
teining foeal matter in moderate quantiithes sxperisnoes
the most physiologio impulse to regard oaction and re-
quites vory Iiitle atlention, and the patisnts am oot be
ing starved and can kwp up this museular webivity,
which in it part coptributes toward the physiologio ne-
tion of the bowel

Where coses presonted adhesions, where more or less
raw sucfoces were left on pariefal peritoncam or bowel
or pelvie organs, such libsrality at first seemed little ahort
of temerity, But when [ thought thw matter over, 1
rememborsd Low often i had been obsspved that onorm.
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Home | JAMA Surgery | Vol. 42, No. 6
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EARLY RISING AND AMBULATORY ACTIVITY AFTER Archsurg
OPERATION s o
A MEANS OF PREVENTING COMPLICATIONS doi:10.1001/archsurg. 1941.01210120121015

D. 1. LEITHAUSER, M.D_; HOWARD L. BERGO, M.[D.

LEVANTARSE TEMPRANO Y ACTIVIDAD AMBULATORIA DESPUES DE LA OPERACION
UN MEDIO PARA PREVENIR COMPLICACIONES
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Letter: Early ambulation of patients reguiring
ventilatory assistance.

J R Burmms and F L Jones

Cofrest 197568, 608a-608

Early Ambulation of Patients
Requiring Ventilatory Assistance

To the Editor:

xon PR T .
Si los pacientes permanecen confinados a
la cama o a la silla simplemente por estar
atados a sus respiradores, son
predispuestos innecesariamente al
desgaste muscular y esquelético, al
tromboembolismo, a las tlceras por
decubito y a la desesperanza respecto a
su rehabilitacion.

I D, a0 UXYEeN (dis, aidd @ (rained gueiudnt are

all that are required to ambulate a stable patient

able to walk without support. However, respirator
patients early in their course are usually quite weak,
tire quickly, require support, have intravenous lines,
and manifest tachypnea which may make coordi-
nated bag compression difficult. For the past three
vears, we have found useful a homemade device
easily assembled from commercially available parts
that overcomes most of these problems (Fig 1). It

incorporates a stable-wheeled “walker” with an arm-
rest and seat, a respirator, an oxygen source, a pole
for suspension of intravenous solutions, and a sup-
port for the respirator manifold at the level of the
tracheostomy. [t appears cumbersome but is, in real-
ity, highly mobile and easily employed with one
nurse in attendance.

Although the method utilized is not critical, the
concept of early ambulation is clinically useful and
rects om a sonnd nhusinloeie hasis Patient acren-

La deambulaciéon temprana facilita y acelera
el destete de la ventilacion mecanica,
minimizando los problemas del reposo
prolongado.

J. Robert Burns, M.D., F.C.C.P.

and Frederick L. Jones, Jr., M.D., F.C.C.P.
Department of Thoracic Medicine
Geisinger Medical Center

Danville, Pa

51 anos

Ficome |. Device for early ambuolation of patients requiring
ventilatory adstunoe



Directores y recomendaciones de organizaciones profesionales

Enhaced Recovery After Surgery “Recuperacion mejorada después de cirugia.

v" Grupo de estudio fundado en Londres en 2001. e s i
v Objetivo: Crear una via de atencion perioperatoria 6ptima y basada en la evidencia.
v' Esfuerzo académico internacional (Dinamarca, Reino Unido, Noruega, Paises Bajos).

v" Originalmente en cirugia colorrectal — ahora se esta expandiendo a todas las areas

Enhanced Recovery After
SUPBRrY ecupeacin neraadspus e cug”

La MT un pilar central de los protocolos ERAS

hitps://erassociety.org/
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Educacion y Consejeria Anestesia Optimizada Movilizacion Temprana
Optimizacion Nutricional Cirugia Minimamente Realimentacion Precoz
Invasiva
Prehabilitacion Manejo de Fluidos Manejo Multimodal del Dolor o
Profilaxis Normotermia Retiro Temprano de
Drenajes/Catéteres

La implementacion exitosa de ERAS requiere el compromiso y la coordinacién de un equipo
multidisciplinario.
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ERAS Care

la sensibilidad a Dinner, normal sleep Immediate feeding & mobilisation

rca de la linea base, Carbohydrate treatment

facilitando una Thoracic Epidural
recuperacion metabdlica y

Oral feeding & mobilisation

funcional inmediata.

G --F‘-—-----—--- —----——--'--—-ﬂ'--——-
5 ==
.—_———-‘-‘,—-—f.
v Days - weeks
c urgery |
— Slow return to feeding and mobilisation
7
=

Preoperativesedation
Overnight fasting

Bowel prep
No nutrition

NPO iv low caloric fluids
Traditional care
Caida brusca y prolongada en la
sensibilidad a la Insulina
(mayor estrés y catabolismo) Inviia o |
J Parenter Entaral Mutr, Volume: 38, lssup: 5, Pages: 559-566, First published: 22 February 2014, DOL; (109 iﬁ.-m -m%ﬂ-u




Diferencias de MT segun el perfil del paciente. ElRosario
,®
®
&
®
Mismos beneficios: pero la forma de evaluar, prescribir y ®
progresar la MT jamas puede ser la misma /

Criterio Paciente clinico Paciente posquirurgico
Inicio y ventana temporal 24 a 72 horas segun condicién. |Inmediato o precoz ( 6 a 24 horas
o DAUCI, estado de conciencia, Miedo al dolor, drenajes, catéteres
Limitantes o barreras i) G . : :
sedacion, falla multiorganica, y riesgo de deshicencia.
Manejo del dolor Analgesia convencional. Analgesia multimodal optimizada
i : Monitoreo hemodinamico soporte Monitoreo hemodinamico +
Criterios de seguridad ; s S e SR Wies i
inotropico o requerimientos de O2. Proteccion de la incision quirurgica

INVirma f_.i_ﬂ



T

Early mobilization in enhanced recovery -

after surgery pathways: current evidence .

and recent advancements Journal of Comparative
Effectiveness Research

Reeana Tazreean', Grega Nelson®? & Rosie Twomey* L
\

|
|
/ Recent advancements

/ Educational strategies to increase postoperative mobilization

~

Contrarrestar la creencia cultural del "reposo en cama”.

N

~

e

Lograr un cambio cultural que priorice la Movilizacién temprana

b

'Discusiones sobre barreras especificas de cada cirugia y un enfoque de
equipo integrador.

\

J. Comp. Eff. Res. (2022) 11(2), 121-129

Inviriia ;i E



J. Comp. Eff. Res. (2022) 11(2), 121-129

Table 1. Enhanced recovery after surgery (ERASY) soclely recommendations for early postoperative mobillization.

Study {year)

Batchalor of al
(20150

Debomng er 2l
LZ021)

Cerantols et al.

2013
Dort ot 2l (2017)

Feldheicer et al
{FOVE}

Gustafsson et al.
{20103

Hibner et al. (2020)

Lo ef al, {2019)

Macones et 2,
(F018)

Malloul et af. (20200

Melloul et &l (2016)

Mortsmuen &f al
{2014)

Nelson ot al, (2018)

Temple-Oberle
et al. (2017)

Waimaright ot 2l
(2020)

Siraicel discinh
Lishag surgery

Lumbar spina! fusion
wrgery

Radical oytectormy for
bladder cancer

Mzjor head and neck
surgery with free Map
reConstrEction

Gastrointestinal surgerny

Elective colorectal surgery

Cytoreductive turgery

Escphagectomy

Cesaraan delivery

Pancreatoducdensctomy

Liwer surgery

Caxtroctomy

Gynecologic/ancology
sirgEry

Breasl reconstraciion

Total hip reptacement and
total knee replacemant
SUrgerny

Guidsline summary
Patientt should be mobilized within 24 h of surgery

Early mobilization and early physical therapy are
recommendesd, Patients should be encouraged to mobilize as
steeem as they are able

Early mobilization should be encouraged. Two hours out of bed
on postoperative day 0. 6 h out of bed on postopermative day 1

Early mobilizstion, within the firct 24 h after surgery is
recammended for patients

Achieverment of mobilization goals requires 3 multidisciplinary
approach. Patients should be given written iInformation astting
daily targets for ambulation in bospital. Patients should be
ancouraged to incease thair plysical sctivity in the
precperative petiod. Patients shodld use & diary or pedometsr
to record their daily physical activity

Early mobilization through patient edwcation and
gRcourngement B sn important component of enhanced
recoyery af ter surgeTy programs mnlnﬂged mmmchdlizstion s
amsoriated with a variety of advens sffecs and patisnis should
therefore be mobilized

mMobilization and physiotherapy staring the day of surgery jount
of bed) with goals for =2 h of physicsl exercises for
postoperative day 2 and =6 h, thercafter thould be pecformed
rout inely

Postoperatively, early mobilization should be ercouraged as
soon as posiible using a standardized and structured approach
wilth daily targets

Early mabilization sh=r cesarean dellvery & recommended

Early and active meobilization should be encouraged from day 0
No evidence for specific protocol or dafly targets s avadlable far
pancreatodundenectomy

Early mobilization stier hepatectormy showld be encouraged
from the morning after the operation until hospital dincherge

Patiznti should be mobilized actively from the marning of
postoperative day 1 and sncouraged to mest daily targets for
mohilization

Patiant: thould be erncouraged to mobilize within 24 h of

Patents should be mohilized within the 24 h after surgery
Patients thould be mobilized as sarly as they ars able tw in

order in order to faciinate sardy achisvement of discharge
Criteria

Evidance lewal Recommendation

Laory

Lowwy

MNA Lo

Moderates

Moderate

Lo

Moderars

Very low

Lowew

Vary lo

Loy

Modesats

Stromg

Strong

Strong

Strong

Strong

Weak

Strong

Strong positive

Strong

WWeak

Strong

Wieak

Strong

Etrong

Strong

Strong

Rat. 0
71 OSano 1
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8} -]
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0]

]

2]

(3]

4]

[¥5]

[16]

7

8]

9]
[20]

21
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The effect of early 111()})1'112(1{101‘1 1816 BOIS .
PI"O[OCO[S o1 postoperatwe outcomes v 508 participantes: ®
fOllOWillg abdominal and thoracic v’ 225 pacientes de cirugia abdominal y 283 de toracica

N . CA y CT (6 ECA y 2 estudios observacional prospectivo/retrospectivo)
L] N (s -~ .r R . . .

Surgery. A systemauc FeviEw v" Pocas investigaciones comparativas.

Tanya Castelino, MD,* Julio F. Fiore, Jr, PhD,* Petru Niculiseany, MD,* Tara Landry, MLIS," v' Hallazgos contradictorios.

Berson .-ir.lgl!.qin, BSe,” wund Linne 8. Feldman, MID,* Montreal {Ihuﬂll"r', Carmaridi -'/ Escasa Evidencia para guiar pl"ﬂtDCDIGS.

| SCIENTIFIC REVIEW

o v 2014-2024
The Effect of Early Mobilization as Part of Enhanced v -
Recovery After Surgery on Postoperative Outcomes After ¥ S222 pacientes.

Emergency Abdominal Surgery: A Systematic Review and v Intervenciones: MT como parte de los protocolos ERAS.
Meta-Analysis v" La MT redujo la duracién de la estancia hospitalaria

Margrét 5ol Tarfadatiir'= & | Thea Helene Degett' Ida-Marie Hadgeard Olsen® | Marde-Lonise Kjer'™" | Jolle Jonsen™" |
Pmja Kekoiowle Gelleri-Kristensen' | Jakob Burcharih™

World Journal of Surgery, 2026, 50:1228-1237
hitps://doLorg/10.1002/w]s. 70334
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Table 2 Time to first mobilisation, duﬁhnmn-panfnubﬁaﬂﬂn.mu:tﬂumﬁm m{mna}nm{m

Time to firel mobibeation, ?Etﬂﬁ.’.’-}
hours®

Tmmwmmnnmwh.m

5.50 (3.30:13.02)

<3 279 20.4%)
3to <t 458 (33.4%)
6to <9 186 (13.6%)
9to <12 74 (5.4%)
12 to <15 103 (7.5%)
15t0 <18 160 (11.7%)
18 to <21 B7 (0.4%)
21-24 23 (1.6%)
Mo time reg. 26
Not mobilised 62
Missing 34
Mobilised withun 1430 (95.8%)
24 hours, n
Duration of mobilisation, 0.45 (1.27)
hours®
0.17 (0.17:0.33)
Sitting on the edge of 1395 (100)
the bad
Standing by the bad® 1059 (75.9)
Sitting in a chaw” 203 (14.6)
Wallung 294 (21.1)
Distance walked, m" Ba{58)
Number of staff assisting. n*
0 31 (2.4%)
1 406 {31.6%)
2 732 (57 DH}
3 103 !-E S0
4 12 [ﬂ 9%)

8.20 15.47}
6.67 {4.00:12.50)

56 (20.1%)
B84 {22.9%)
55 (19.7%)
28 {10.4%)
30 (10.8%)
30 {10.8%)
15 (5.4%)
o

0

13

0

0.34 (0.68)
1.67 (0.08:0.25)

278 (100)
248 (88.9)
42 {15.1)

1(04)
75(10.6)

o

4 {1.5%)
223 (B2.2%)
40 (14.8%)

4(1.5%)

“Difference betwesn the seven types of surgery=p<0.001.
Abd, abdominal; O, quartile; Beg, registerad.

838 I!ﬂ.ﬂﬂ

4.92 (3:31:15.00)

15 (16.9%)
39 (44.0%)
4 (4.5%)

5 (5.6%)

8 (9.0%)
10 (11.2%)
3(3.4%)

5 (5.6%)

2

2

1

a1 (97.8%)

0.96 (2.55)
0.50 (0.17:1.00)

@1 (100)

75 (82.4)
47 (51.6)
17 (18.7)
45.9 (46.8)

1]

26 (30.2%)
57 (80.3%)
3 (3.5%)

o

11.08 (580

11.80 (4.84:108.28)

11 (2.3%)

25 (21.2%)
] ﬁ',ﬂ‘li]
12 (10.29)
20 (16.99%)
28 (23.99%)
11 (9.3%)
2 (1.8%)

2

5

1

120 (96.0%)

0.49 0.09)
0.25 0.17:0.50)

118 (100)

85 (71.4)
31(28.1)
8 (6.7
333R2.7)

1]

14 (12.3%6)
74 (84.9%)
22 (19.39%)
4 (3.5%)

5.95 (5.63)
3.75 (2.227 41)

53 (36.6%)
70 (33.5%)
18 (7.9%)
8 {4.0%)

11 (4.8%)
15 (6.0%)
12 (3.3%)
301.3%)

[

15

a

233 (94.0%)

0.58 [1.82)
025 (0.17:0.48)

234 (100)

182 (70.8)
23(9.8)

112479
23.0(20.3)

4 (1.9%)
135 {62.8%)
72 (33.5%)
4 (1.9%)

Lo

7.48 (8.02)
5.25 (3.25:13.72)

67 (21.6%)
111 (35.8%)
36 (11.6%)
15 (4.6%)
18 (5.8%)
35 {11.3%)
22 (7.4%)

0 (1.5%)

7

2

8

317 (94.3%)

0.317 (0.47)
0.67 (0.67:0.2%

317 (100)

197 (82.1)
31 (89
42 (12.2)
323320

1 (0.3%)

72 (24.8%)
1682 (68.29%)
24 (8.3%)

1 {0.3%:)

8.75(6.21)
6.10 (3.31:15.70)

15 (17.0%)
28 (31.8%)
14 {15.8%)
2 (2.2%)

3 (3.4%)
18 (20.5%)
7 {8.0%)

1

3

1

2

1 {98.9%)

0.27 {0.29)
0.67 (0.12:0.30)

91 (100)

73 (80.2)
10 (11.0)
19 (20.9)

4 (5.1%)
30 (38.5%)
30 (40.29%)
6 (7.0%)
2 (2.6%)

7.03 (5.68)
2.26 (3.92:8.71)

32 (12.4%)
50 (18.3%)
2 (0.8%)
13 (5.0%)
24 (9.3%)
17 (0.6%)
6 (2.9%)
)

4

13

265 (98.5%)

047 (1.58)
0.17 (0.08-0.33)

199 (75.4)
19 (7.2)

95 (36.1)
405 (53.6)

22 (2.8%)
125 (54.3%)
T8 (33.9%)
4 ﬁ.?ﬂ}

1 (0.45)



EUROPEAN JOURNAL OF PHYSIOTHERAPY
024, VOL. 36, NOL 5, 273-279

Taylor & Francis
itps:/idei.oeg/10.1080/71619169.2003.227 1185 WL

RESEARCH ARTICLE

Healthcare professionals’ experiences of mobilising adult patients out of bed

shortly after major abdominal surgery - a qualitative study

Anna Svensson-Raskh*®, Monika Fagevik Olsén“d, Malin Nygren-Bonnier*® and Anna Schand|®'®
|

/

ll.r'
Table 1. Characteristics of the healthcare professionals included in the study
(n=17).

MNurse

Characteristics Nurses assistants Physiotherapists
Total number (n=17) 10 3 4
Sex (n)

Female (n=16) 9 3 4

Male (n=1) 1 0 0
Age mean, range 33 (26-53) 44 (20-59) 38 (27-54)
Years in occupation mean, range 9 (2-30) 24 (1-37) 10 (1-15)
Years in postoperative care mean, range 5 (1-15) 12 (0-28) 7 (1-12)

@ OPEN ACCESS ) oo o
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“El trabajo en equipo multidisciplinario: pilar fundamental
para el exito de la movilizacion, cada profesion contribuye
con su competencia y conocimiento para la MT de forma ¢
segura.” ®

L J

L]
“Equipo, y el paciente, colaboran hacia una meta comun.

“un paciente bien informado y preparado, al igual que un
equipo que sabia qué hacer, prevenia posibles eventos negativos
y promovia la movilizacion segura”

“el fisioterapeuta sabe de movilizacion, la Enfermerq'ﬁene
competencia en monitorizar los signos vitales administrar
medicacion. Los auxiliares de enfermeria estdn cerca de los paciente:
y también pueden ayudar. En cierto modo, todos somos necesarios"

“colaboracién entre profesiones aumentaba el aprecio por
la competencia y el conocimiento de los demas.”

Inviriic E J



Preoperative o

Alkcohol and smolang cessabon

NPO: Bh (ight meals)and 2-4h (clear fluids)
Oral carbohydrate loading 2-4h pror to surgery
Intraoperative

CNS monitoring

Goal-directed perfusion

Lung protective ventilation

NMB monitoring and reversal

PONV nsk assessment and prophylaxis
Selective use of PA catheters (high-risk pabents)
TEE unless contra-indicated

Postoperative

AKI] prevention and management

Avoid chest tube stnpping/breaking sterile field

SCA (N=98, MOE 10%)

200 4% BN 44 BN

carny ambdulaton

§
3

ASA (N=113, MOE 9%)

20% 40N B0% 020N

Early removal of ines, drains, and tubes
VTE prophylaxis

Multiphase

Delinum screening

Glycemic control (target serum glucose < 180 mg/dL)

Prevention of postoperative atral fibnllabon
Surgical site infection prevention

1]
:
3]

i
;
5
g
=
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= - ECMO y movilizacion
L4 @ temprana: ;Cuando
es factible y seguro?




Periodo
1970-1990

Reposo absoluto

2007-2008

Primeros reportes

2010-2012

Confirmacion
2014-2018

Seguridad
2019-2022

Consenso
202 3-Presente

Estandarizacion

W

Evoluciéon de la Movilizacién Temprana en ECMO ®

Paradigma y enfoque ®

Sedacion y Paralisis

Enfoque exclusivo en supervivencia, anticoagulacion y tecnologia del circuito.
Factibilidad en Awake ECMO

Primeras experiencias en pacientes despiertos en espera de trasplante (Johns Hopkins /
Maryland).

Deambulacién en la UCI

Series de casos y reportes sistematicos (ej. Rehder et al.).

Registros y protocolos

Registros ELSO y revisiones de seguridad en grandes cohortes (Hodgson et al.).
Guias y era COVID-19
Inclusion en paquetes de medidas (bundles) durante la pandemia.

Ensayos Clinicos
Protocolos guiados por enfermeria y fisioterapia. ?

VIO k. (£



Early mobility: Is my immediate postoperative patient ready?
1. Did my patient have a coronary artery bypass graft?
2. Is my patient extubated, with an appropriate oxygen saturation on 15 LNC or less?
3. Is my patient’s chest tube output <100 mL/h?
4. Is my patient on <2 vasoactive drips?
5. Is my patient’s heart rate/rhythm stable (not CHB, asystole, or severe bradycardia) without dependence
on an external pacemaker?

Iif all of these are a Yes, your patient is ready to get to a chair, for as long as they can tolerate.

w Ensure your patient is premedicated and educated on how important early mobility is for
TP B their recovery! T ————
4 Actiwity  Alria
=" a8 o e
NEXT STEPS: A A R
Ajyuative Deviee Hedwied tncvon Lede theet s Tubey

Hours

Please guarantee you and your patient’s
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1 El Rosario
First initiation of mobilization out of bed after = 5

cardiac surgery — an observational cross- o
sectional study in Sweden .

Elisabeth Westerdahl", Johanna Lilliecrona’”, Maria Sehlin®, Anna Svensson-Raskh™*, Malin Nygren-Bonnier'” and
Monika Fagevik Olsen™*

/

I
// 96% 71h 20 min S
/ Movilizados en 24h Mediana al inicio Duracién sesion o
/' 39% antes de las primeras 6h Promedio: 8.7 + 5.5 h Mediana: 10 min [1-11] Ve
@ Objetivo
Evaluar el tiempo de inicio y tipo de movilizacién fuera de la cama en 290 pacientes adultos (
evaluados en 5 hospitales universitarios de Suecia durante la rutina postoperatoria habitual.

2 Principales hallazgos

Actividades principales: sentarse al borde de |la cama, ponerse de pie y sentarse en una silla. e
Mayor tiempo de intubacion se asocio significativamente con un inicio mas tardio de la movilizacion (p < 0.001). o

5

Inviriia 2: E!-



El Rosario
Early postoperative mobilization in patients undergoing AR
abdominal surgery: a best practice implementation @
project o
L ]
Yan Hu'- Alexa McArthur®« Zhenghong Yu' °

} Bl Database System Rev Implement Rep 2019; 17(12):2591-2611.

—t

Metas escritas diarias para la MT.

2. Informacién escrita al paciente sobre MT antes de Ia
cirugia. -

3. Analgesia 6ptima.

Worewoss 4, Inicio temprano de la MT después de la mtervencmn

5. Retiro precoz de drenajes abdominales y _sun-fas

vesicales. |

6. Capacitacion todo el equipo sobre los beneficios de la

& 5 I8 15 M N RSO 4FEHEM™MEERNSRWNEIL

Carmghenis % MT.

v Disminucion en la duracion de la hospitalizacion (p < 0.05). e
v Incremento en la movilidad activa del paciente después de la ) ".? B
iruai Inviriia | Fas
cirugia (p < 0.05). &=
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El Rosario
- - - - - .‘
Early Mobilization Following Cardiac Surgery: A ®
- L] L] - .'
Systematic Review of Functional and Hospital Outcomes o
Shivananda Venkata Reddy'” 0 | Lourdhuraj Irudhavaral® | Srihari Sharma® | Mohammad H. Hadadzadeh® ° =
\ Physiother Res Int. 2026;31(3):e70232
20 Estudios 2.2 11,631 ) < 48 Horas
12 ECA, 4 cohortes, 4 otros Pacientes Inicio Posoperatorio (<24h mayoria)
4 Recuperacién funcional
Mejora significativa en la distancia recorrida (PC6M) y en los puntajes de
independencia funcional en la mayoria de los estudios analizados.
Conclusion
9. Estancia hospitalaria = | =
Aproximadamente el 50% de los estudios reportaron reducciones La MT dentro de las 48h posoperatoriasiintervencion
significativas en el tiempo de hospitalizacion, mostrando variabilidad segun segura y efectiva para mejurar la indepehdencia y
€1 Upe ce Intervencion, capacidad fisica, con disminucién en la estancia
hospitalaria.

o Perfil de seguridad

Minimos eventos adversos graves atribuibles a la intervencion. Demostro ;- J—
beneficios concretos en revascularizacién e incluso en pacientes adultos invirsa A
mayores fragiles. ~ -



Box 1

ERAS Saclety and European Society of Thoracle
Surgenns guidelines for enhanced recovery Cirba
5 41 14 d-l um““r
SIMPOSIO)Y D : 10san
: : P Precperative phase e |
s e _J 4 [ Preadmission  information education
\J'“Lffl?:Li JII ':F‘I-"L‘a?'.' ": counseling L]
Preoperative  nutrition screening and ®
counseling ®
Smoking cessation ®
Aloohol depen dency management
Anemia identified. investigated, corrected L
Prehabilitation, pulmonary rehabilitation L
Peric parative phase
Clear flulds until 2 howrs before; oral carbohy-
drate load
Enhanced Recovery After B | e e e i e
y ey Antibiotic prophvaxis and skin preparation

Prevent intracperat ve hy pothenmia

Thoracic Surgery o iy oo g A

regional and general anesthesia together
Postoperative nausaa and vomiting control

Nathan Haywoaod, MDY, lan Nickel, MD®, Aimee Zhang, MD®, Matthew Byler, MD, MBA", Heg'mlnal :?fﬂwg: and pain relief. multi-
Erik Scott, Mp”’, Walker Julliard, MD", Randal S. Blank, MD, PhD", H"“‘“ PN !
uid management: discontinug iNtravenous

Linda W. Mart'rr‘t, MD, MPH™ ™ fluids as soon as possible and replace with P
ol fhuids /

Atrial fibnllation prevention strategy should

KEYWORDS b v pace

T ) . Surgical technique: muscle sparing it thora-
» Thoracic surgery » Prehabilitation » Opioid sparing » Early ambulafion « Early enteral nutrition cotomy neaded, video-assisted thoracoscopic /
surgery for early stage when posible /

Postoper ative phas

Chest tubes: avoid external suction, remove
as soon as possike, use sngle tube '\

Urinary drainage: avoid if possible, ressan-
able to use if epidural, spinal

Earlty mobillzation and physical therapy
within 24 hours

Adapted from Betchelor TIP, Rmbuin M), Abdelnodi
Barchiold E, et al. Guidaline for enhanced recov
ery after lung surgery: recommendations of the
Enhanced Recovery After Surgery (ERASR) Soclety R
and the Ewopean Sodlety of Thoradle Surgeons ? | —
1 [E5TS) Ewr J Cardiothorat Surg. 20195501193 -4; A‘

Thorac Surg Clin 30 (2020) 252-267

with perm lasion. IHVimD
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RESPIRATORY : OUT.OF -BID ]
-\““"1._ CONSIDERATIONG EXERCISES
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Tracheostues tube

Hodgson et al Critical Core [2004) 1G58
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safety criteria for active mobilization of Pogson ”
mechanically ventilated critically ill adults W
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Critically ill patient with predominant respiratory pathology

Laboratory Early mobilisation
test Active Active-assisted  Contraindication

Platelets 2 20.000 mel.

Hemoglobin 27 gidL

Lactate $ 3 mmoliL or 27 mg/dL

Glucose Between 70 mg/dL and
140 mg/dL.

INR ~ BetweenOB8and3
pH Between 7.24 and 7.45
Critically ill patient with predominant cardiovascular pathology
Laboratory ~ Early mobilisation
test Z Active-assisted Contraindication

Platelets 2 40.000 mcL

Hemngluhin z ? r‘dL

Lactate 53 mnwl.!L or 27 mg/dL

Glucose Between 70 mgidL and

_ 140 mg/dL

INR Between 0.8 and 3

pH Between 7.35 and 7.45

Potassium * Between 3.5 mmol/L and
5 mmol/L

Critically ill patient with predominant hematological/immunological pathology

Llhnrltnw Early mobilisation
Active Active-assisted Contraindication
Plltihm 2 20.000 mel
Hemoglobin 27 gidl
Lactate £ 2 mmoliL or 18 mg/dL
Glucose Between 70 mg/dL and
140 mg/dL
INR Between 0.8 and 3
Between 7.35 and 7.45

\R - International Normalized Ratio, = - Greater than or equal, < - Less than or equal.

Critically ill patient with predominant surgical pathology
Laboratory Early mobilisation
test | Active Active-assisted Contraindication

Platelets 2 40.000 mel

Hemoglobin 2 7 gldL

Lactate S 2 mmol/L or 18 mg/dL

Glucose Between 70 mg/dL and

160 mg/dL

INR Between 0.8 and 1.5

pH Between 7.24 and 7.45

Critically ill patient with predominant renal pathology
Laboratory | Early mobilisation

; test Active ~ Active-assisted Contraindication
 Platelets 2 20,000 mel
- Hemoglobin _zTglL
Lactate < 3mmoliL or 27 mg/dl.

Glucose Between 70 mg/dL and
|  180mgidL
INR Between 0.8 and 3
' pH Between 7.24 and 7.45
' Potassium Between 3.0 mmolL and

5 mmaoliL

Critically ill patient with predominant neurological pathology

Laboratory | Early mobilisation

. test ! Active Active-assisted Contraindication
 Platelets 2 20,000 mel.
. Hemoglobin 2 T gl
Lactate s 3 mmol/L or 27 mg/dL

Glucose Batwaen 70 mg/dL and
. 140 mg/dL
' INR Between 0.8 and 1.5

pH Between 7.24 and 7.45

Necesidad de validacion



Frolession

Early mobilization in intensive
care unit in Latin America: A
survey based on clinical practice

Front. Med. 9:1005732

Social Worker =
Pharmacist =
Psychologist =
Occupational Therapist= 174/155 encuestas en 17 paises.
Speech Therapis! =
Cardiologist =
Pulmonologist =
Physiatrisl =
Nutritionisl =

Nurse =

Intensivist = a%

Physical Therapis! = 0%

0 50 10C
Frecuency of participation (%)

v Solo 36,1% de las UCl establece protocolos para
determinar inicio de la MT.

Number of responders

5 . 11-35
00

0

without duta

Argentina

w



EDITORIAL

Early Mobilization of Critical Care Patients — Still More to Learn

N Engl J Med .2022; 387 (19): 1807-1808.

— e m— A —  —
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To mobilise or not to mobilise: is that the
right question?

Can Hodgson <43 Michelle E KCho* "' @ and Vinicius Maldaner da Sikva®*C

Hodgson et al. Intensive Care, 2023

;Cuando?
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N\ cAtreverse o No Atreverse?

Atreverse pero con seguridad.
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CONSENSO COLOMBIANO
DE MOVILIZACION TEMPRANA EN EL

PACIENTE ADULTO CRITICO

P oToRAL
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Necesidad real i

Estructura, seguridad, criterios y progresion.

INVIMQ




II Hi‘\ll‘U*\IUl}l . r'...l-.-L_‘-'--'-a.---.||-'..1;
Movilidad Ir.‘mpr.,lnd

1 TRHOT ) froposine

Flujograma: Inicio seguro de la
Movilizacion Temprana
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SIMPOSIO DE fesrisfoviiando la expe o st
Movilidad [emprana | onvalorypropisico "4 o
L

\ Escalas de medicion de movilidad en UCI o

Outcome Type  Patient Equipment required* Scoring information Time required to Training Rresources

measure of population with (minimum to maximum  physically
assess original score) undertake
ment* development testing

ACIF [32] Compr Acute neurological Access to 5 stairs; walking marker 20 items, 4 12 min No specified training package or video currently avallable,
ehensi (including (distance) subcategories (0-1.00) instructions and recording sheet available [23]
ve neurosurgery)

(23]

CPAX Compr General and Handgrip dynamometer?® 10 items, each scored 0- 2-10 min Online 40-60 min free training (requires registration) at

[33, 34- ehensi trauma ICU [31] 5 (0 =50) http://cpax.ocbmedia.com

36] ve

CcFROM Compr General, Stopwatch 9 items, each scored 0-7 10-30 min Instructions and recording sheet available [33], no trainin

[37] ehensi neurosurgery and (0-63) package or video currently available
ve trauma ICU [33]

DEMMI Compr General Chair with 45 cm seat height with arm 15 items, 5 10-30 min instructions and recording sheet available in supplementa

[38] ehensl hospitalized rests; stopwatch; pen (DEMMI item 13); subcategories, each [24] (no details specific to the ICU setting)
ve geriatric medical  walking marker (distance) scored 0-2 (0-100)

patients [24]

FSS-ICU Compr Medical ICU[37] Walking marker (distance) 5 items, each scored 0-7 10-30 min Detailed free instructions (registration required) at

[26, 31, ehensi (0-35) www.improveito.com/, free training package including vid

39,40~ ve available from primary author’

42]

IMS (43, Simple General ICU None 1 item, score based on <1 min Instructions available [28

26, 44, (medical, surgical, highest classification Crit Care 21, 249 (2017)

45) trauma) [28) level (11 options) (0-10)
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II SIMPOSIO DE v nande la ex . (ko ————— o
A I{}L‘f!f;“{tltf IL’HI‘!H}IHJ con valor y proposio 74, @
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Outcome Type Patient Equipment required* Scoring information Time required to Training Rresources
measure of population with (minimum to maximum  physically
assess original score) undertake
ment*  development testing
MMS Simple General ICU None 1item, score basedon <1 min Instructions and recording sheet available [39]—further
[46] (medical, surgical, highest classification detailed instructions available from primary author?, no
trauma) [39) level (7 options) (0-7) training package or video currently available
PFIT-s Compr General ICU Stopwatch; Borg RPE sheet (optional) 4 items, individual items  10-15 min Free training package, including video, available from
[26, 30, ehensi (medical, surgical) scored 0-3 (0-10) primary author®
47,48] ve [43]
Perme Compr General ICU; None 15 items, individual items 15-60 min No training package or video currently avallable. The
Score ehensi cardiovascular scored 0-3 (0-32) scoring criteria and detailed instructions are available in the
(49,50, ve ICU [46, 47] manuscript [46)
44
SOMS Simple Surgical ICU [49] None 1item, score basedon <1 min No training package or video currently available, scoring
(51, 52- highest classification criteria avallable in manuscript [49]
_54] level (5 options) (0-4)
SPPB Compr  Geriatric, non- Stopwatch; tape-measure (for 4-m 3 items, each item 5-10 min Free training via:
[26] ehensi  hospitalized course) scored 0-4 (0-12) https://www.irp.nia.nih.gov/branches/leps/sppb/index.htm
ve and hitps:/Bwneetabe 2o\ (match?v=XgiuciJXPm4 (no

details specific for ICU)



A. Defina un objetivo reto de movilizacion cada dia.

Cirich @

El Rosario ‘

e er— b w —

Tabla 2. Version final del SOMS en espanal ..
. Nivelo Nivel 1 ) Nivel 2 Nivel 3 Nivel 4 ®
Sin actividad Rango de movilidad pasiva Sentado De pie Deambulacion
a. Columna vertebral estable ®
B Mo excede la prediccian .
de mortalidad en la siguien-
:E tes 24 horas b
m © PIC<z2zocH20
=
= a. Sigue drdenes por pasos
E b. Presenta movirnientos voluntarios
i c Sin dano de la médula espimal
ME drenajes lumbares abiertos, drenajes
E ] veniriculares extracraneales  alnertos,
= E acceso a la vena fermoral para hemofil-
o : traciton venovenosa continua. B
—
=
Lo a. Fuerza de cuddriceps
-E bilateral zde s
Eﬂ b. Se sienta sin apoyo
] . Sin restricciones de
% soporme de peso ¥
a. Se levanta dos veces
con ..":ﬁ.i':-[l-"l'll..l.-l minmirna
b. Pasos en el lug;u oon
minima asistencia b
Fuente: CGrupo de Investigacion Ejercicio y Salud Cardiopulmonar (CIESC), basada en la escala original del SOMS (18],
B. Implementar un objetive reto de movilizacion a través de |los turnos - d 1
+ Evaluar barreras potenciales para el objetivo El SOMS se alinea con los objetivos del protocolo ERAS.

Desarrollar procedimientos adecuados para alcanzar el objetivo
Asegurar la comunicacion interprofesional

INVima
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Analisis de costos vs beneficios = =
L
’ N ' ‘ ‘ ol @
Financial implications of a hospital early mobility @
program P
K Bognar, W Chou', D M W', AL Sexton Ward', ) Hester' P Guin®, AB Jena
/ Frorm ESICM LIVES 2005

Berin, Lermany. 3-/ Uctober J015
A Progressive Early Mobilization Program Is . -
Significantly Associated With Clinical and Economic La MT responde a una necesidad clinica,
Improvement: A Single-Center Quality Comparison ¥ representa una estrategia costo efectiva a las

Study instituciones.

Critical Care Medicine 2019: 47(9):p e744-e752

The Economic and Clinical Impact of an Early
Mobility Program in the Trauma Intensive Care
Unit: A Quality Improvement Pro;ect

.i-a‘-':* A i.'.u!-r-"_'z-- BEN RN CEN I g W Sholawiskl I PT. CCS W Kgthioen D). Lodkise, BRT
n Moore, BSN, BN, CCRN, TC 4 Bran F Ofeowskl, DFT | I '\;- C M Yur Rown. MD FACS
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Movilidad Temprana alory propésico 2, .
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. L
Barreras para MT en el paciente o
quirurgico. .

Barreras técnicas:
Multiples tubos y
drenajes en sitios

quirdrgicos
complejos.

Identificar las barreras reales

Inviriia ;i .E!-

J. Comp. Eff Res. (2022) 11(2), 121-129



Tres mensajes para llevar a la UCI /

v' La evidencia nos ha ensefado que la movilizacion es un estandar de cuidado.
v" La seguridad nos exige evaluar, individualizar y monitorizar.

v Las brechas nos obligan a seguir investigando.
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Prescribir movilizacion temprana oportuna y segura no es una tarea mas: es
proteger la vida, la dignidad y la calidad de vida de cada uno de nuestros pacientes.

o o

IVIG o (£
esther.wilches@correounivalle.edu.co -



