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REHAB COORDINATOR IN AMC SICU

> Daily Screening for initiate ICU rehab

» Assess the critical ill patients

> Monitoring for Safety during rehab time

» Communicate and Training physician, nurse, guardian

> Develop the Protocol and improve the ICU environment
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I FOCUSED REVIEWS

Barriers and Strategies for Early Mobilization of Patients W
in Intensive Care Units :

Rolf Dubb’ *, Peter Nydahlz*, Carsten Hermess, Norbert Schwabbauer’*, Amy Tnc}nstraﬁ, Ann M. Parkerﬁ,
Arnold Kaltwasser', and Dale M. Needham’

'Department of Continuing Education of Critical Care Nursing, District Hospital of Reutlingen, Reutlingen, Germany; 2Naur»:::-lr:u;!if.:al
Intensive Care Unit and Stroke Unit, University Hospital of Schleswig-Holstein, Kiel, Germany: ®Intensive Care lgn'rt, Helios Klinikum
Siegburg, Siegburg, Germany; “Department of Medicine, University Hospital Tiibingen, Tibingen, Germany: and “Physical Medicine and
Rehabilitation, Johns Hopkins Hospital, ®Division of Pulmonary and Critical Care Medicine, Johns Hopkins University School of Medicine,
and "Pulmonary and Critical Care Medicine, Johns Hopkins University, Baltimore, Maryland
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The part of ICU rehab coordinator In

Structural

« Multidisciplinary Team

 Protocol/Program

 Technician Staff, EQuipment

Patient-related

Process-related

ICU Culture

‘) NS0

e/ Asan Medical Center




PROTOCOL

{ Daily Screening J

4

[ SICU Admission > 3days}

2

{ Safety Check list }

Fail l \ Pass

[ Passive PT ] [ Active PT ]




RM CONSULTATION
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PHYSICAL THERAPY SCHEDULE
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PROGRAM
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EQUIPMENT
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» Cycle ergometer

> Walker

A Mo

Asan Medical Center

> Moto-med



Equipment

- > Foot board

> Thera-band

I A

> Sqeezing pall ’. A AMS0HrEy

Asan Medical Center




The part of ICU rehab coordinator In

Structural

Patient-related

« Screening

o Safety Criteria

Process-related

ICU Culture

‘) NS0

a2/ Asan Medical Center



SCREENING

ERP- Safety Checklist

ERP- Safety Checklist

Category Item

* Contraindication
1. Open abdomen

1) Therapeutic aspect

(@ No more than 2 vasopressors

2. Active bleeding
3. Increased ICP

4. Decision of Dr. (Decondition patient, Procedure, etc)

Dopamine < bmcg/kg/min

Norepinephrine = 0.0bmcg/kg/min

Dobutamine =< 10mcg/kg/min

: 5. Paraplegia, Major bone Fracture
l.l;:;f;nolvascumr @ No recent Shock event (=<4 hrs)

— Use fluid or vasopressor

2) Monitoring aspect

MAP = 60mmHg

HR = 120bpm

BT < 38C(axilla) & No chilling sense
No Dysrhythmia ( A-fib RVR)

2. Neurologic RASS Score (-2 ~ +2)

system Agree with Patient & Family

1) Therapeutic aspect
@ Fi0; < 0.5

@ PEEP < 10mmHg

2) Monitoring aspect
@D RR = 24bpm

3. Respiratoy
system

R
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SAFETY

Hodgson et al. Critical Care (2014) 18:658
DOl 10.1186/513054-014-0658y
‘c: CRITICAL CARE

RESEARCH Open Access

Expert consensus and recommendations on
safety criteria for active mobilization of
mechanically ventilated critically ill adults

Carol L Hodgson', Kathy Stiller’, Dale M Needham®, Claire J | . Low risk of an adverse event.

Scott Bradley’, Sue Bemey® Lawrence R Caruana’, Doug Elliot Proceed as usual according to each ICU’s protocols and procedures.
Alisa M Higgins', Kirsi-Maija Kaukonen™'? Isabel Anne Leditsc | e e e e e e e e e e
Shane Patman®, Elizabeth H Skinner’®’, Paul J Young®?, Je Potential risk and consequences of an adverse event are higher than green, butmay

Steven A Webb' 26 be outweighed by the potential benefits of mobilization.
A The precautions or contraindications should be clarified prior to any mobilization

episode. If mobilized, consideration should be given to doing so gradually and
cautiously.
Significant potential risk or consequences of an adverse event.

. Active mobilizationshould not occur unless specifically authorized by the treating
intensive care specialistin consultation with the senior physical therapist and senior |
nursing staff. '
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SAFETY CRITERIA:

RESPIRATORY

RESPIRATORY

, H\-BED E'OUT-OF-BED RESPIRATORY IN-BED ‘OUT-OF-BED
CONSIDERATIONS EXERCISES EXERCISES CONSIDERATIONS ‘EXERCISES EXERCISES
Intbation TP T e e S e
: 2 kst TR NSRRI 9 PSS I RTRO RPN [ECSVO TIPSR RPIPOr ORIt
‘Endotracheal tube ‘ .  Mode HFOV
Tracheostomytube | g e e y——— e A ................................... . ....................
L T — — ey | . . 5
Fractionofmspwedoxygen &+ ¢ i, 4 - . w
> 10emH20

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

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

>90% ‘ ‘
50 A .
L i i T O, SN
<30 bpm ‘ ‘
...... o A e

Carol L Hodgson. (2014). Expert consensus and recommendations on safety criteria for active mobilization of
mechanically ventilated critically ill adults,

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

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

oo e R S
Nitric oxide é 1 f

R R S e S
Pronepositioning® | T e

EUREE:

L. O 1=
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SAFETY CRITERIA: CARDIOVASCULAR

emergency ?

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

Below target range despite support (vasoactive
and/ormechanical)

Greaterthanlowerlimit of target range while
receiving no support orlow level support

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

Greaterthanlowerimit oftarget range while

receiving moderate level support

Greater than lowerimit oftarget range onhigh

______________________

level support

Requiring pharmacological treatment (e.g..
1soprenaline) or awaiting emergency pacemaker

 Notrequiring phamacological treatmert andnot
awaiting emergency pacemaker insertion

CARDIOVASCUL AR CONSIDERATIONS IN-BED OUT-OF-BED CARDIOVASCULAR CONSIDERATIONS IN-BED OUT-OF-BED
EXERCISES EXERCISES EXERCISES EXERCISES

Blood pressure Cardiac arrhythmias

Intravenous antihypertensive therapy forhypertensive Bradycardia:

Any stable tachyarrhythmia:

Wentricular rate >150 bpm

Any tachyarrhythmia with ventricular rate <120 bpm

Carol L Hodgson. (2014). Expert consensus and recommendations on safety criteria for active mobilization of
mechanically ventilated critically ill adults, Critical Care 18:658
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SAFETY CRITERIA: NEUROLOGICAL

NEUROLOGICAL CONSIDERATIONS

IN-BED

EXERCISES

OUT-OF-BED

EXERCISES

NEUROLOGICAL CONSIDERATIONS

IN-BED OUT-0F-BED

EXERCISES EXERCISES

Level of consciousness

Intracranial pressure

Patient drowsy, calm or restless (e.g., RASS -1 to +1)
Patient lightly sedated or agitated (e.g., RASS -2 or +2)

Patient unrousable or deeply sedated (e.g., RASS <-2)

Patient very agitated or combative (e.g., RASS >+2)

Active management of intracranial hypertension, with ICP not

in desired range

Intracranial pressure monitoring without active management of

intracranial hypertension

Other neurological considerations

Craniectomy

Delirium

Delirium tool (e.g., CAM-ICU) —ve

Open lumbar drain (not clamped)

Delirium tool +ve and able to follow simple commands

Subgaleal drain

Delirium tool +ve and not able to follow commands

> o0 @@
>>e o e>@®

Spinal precautions (pre-clearance or fixation)

000 O ®
o e e

Carol L Hodgson. (2014). Expert consensus and recommendations on safety criteria for active mobilization of
mechanically ventilated critically ill adults, Critical Care 18:658
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SAFETY CRITERIA: OTHER

OTHER CONSIDERATIONS E;BID OUT-OF-BED OTHER CONSIDERATIONS E‘:m OUT-OF-BED

Smraioag T e e e B LT TR
s Other considerations

Unstable/'unstabilized major fracture - = —
Pelvic ICU-acquired weakness . .
Spinal
Lower limb long bone Contmuous renalreplacementtherapy (including

Large open surgical wound femoral dialysis catheters)
Chest/stemum?
Abdomen® -~ -

men Venous and artenal femoral catheters
Medical
Knownuncontrolled active bleeding .

Suspicion of active bleeding orincreased bleeding nisk ®

Femoral sheaths i’f

> Doe @ [>
> bhe | e @

All other drains and attachments, e.g.,
N .
Patient is febnle with a temperature exceeding C:;;ﬂ?:; ;:I_: :aﬂnter
acceptable maximum despite active physical or Pleural drain
hammacological coolmg management
P e s Wound drain
Active hypothenmia management Intercostal catheter
Unnary catheter

M E0tHEH
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Carol L Hodgson. (2014). Expert consensus and recommendations on safety criteria for active mobilization of
mechanically ventilated critically ill adults, Critical Care 18:658




The part of ICU rehab coordinator In
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« Assess the Patient
« Monitoring of Patient Safety
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ASSESS THE PATIENT: ROUNDING

Medical Plan Current Medication
Ventilator Weaning Sleep Quality, Delirium
Portable Examination Pressure Injury
Sedation or Awakening Abdominal Wounds

Tolerance of previous sessions
Level of pain / fatigue
Attachments

Patient consent & inform

ovme/  Asan Medical C
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ASSESS THE PATIENT: INTERVIEW

»Background physical problem
»Previous Activities of Daily Living
»Level of consciousness
»Personality

»Visual disturbance, Hearing loss
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MONITORING OF PATIENT SAFETY

120pA S

san Medical Center




MONITORING OF PATIENT SAFETY
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MONITORING OF PATIENT SAFETY

-ADVERSE EVENT
.

Safety of Patient Mobilization and Rehabilitation in the Intensive

Care Unit
Systematic Review with Meta-Analysis

Peter Nydahl™*, Thiti Sricharoenchai®*, Saurabh Chandra®, Firuzan Sari Kundt®, Minxuan Huang®, Magdalena Fischill°,
and Dale M. Needham’

'Nursing Research, University Hospital of Schleswig-Holstein, Kiel, Germany; “Division of Pulmonary and Crmcal Care Medicine,
Thammasat University, PathumThani, Thailand; “Telehealth Program Northwell Health, New York, New York: “Institute of Nuralng
Science and Practice, Paracelsus Medlcal Unwersﬁy Salzburg, Austria; °Department of Epldemlology, Roliins School of Public Health,
Emory University, Atlanta Georgia; °Nursing Development, University HOSpltaI Salzburg, Salzburg, Austria; and "Division of F’ulm{::nar‘:,fr
and Critical Care MEdIGIﬁE and Department of Physical Medicine and Rehabilitation, Johns Hopkins University, Baltimore, Maryland

ORCID ID: 0000-0002-5178-0364 (P.N.).
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MONITORING OF PATIENT SAFETY

-ADVERSE EVENT

Type of Potential Safety No. of Studies, No. of No. of Mobilization/ No. of Reported Events
Events Reporting these Patients Rehabilitation (% of Mobilization/
Events (%) Sessions Rehabilitation
Sessions)

Fall 27 (57) 5972 16,342 11 (0.07)
Endotracheal tube removal 28 (58) 6,303 17,148 2 (0.01)
Intravascular catheter event® 31 (65) 6,134 16,397 35 (0.2)
Other catheter or tube removal 25 (52) 4,959 15,761 15 (0.09)
Cardiac arrest 26 (54) 5,830 14,438 4(0.03)
Hemndynamm changes 33 (69 6,593 18,083 126 (0.7)
Desaturatmn 33 (69) 5,753 16,487 78 (0.5)
Other* 32 (67) 6,579 17,132 312 (1.8)

Peter Nydahl. (2017) Safety of Patient Mobilization and Rehabilitation in the Intensive Care Unit.
Systematic Review with Meta-Analysis, Annals of the American Thoracic Society, Vol.14, No.5
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MONITORING OF PATIENT SAFETY

-ADVERSE EVENT

@ Dyspnea ® Patient intolerance
(Respiration Rate > 35bpm, (ex. Sweating, trembling...)
Use of accessory muscle)

@ Cyanosis @ Patient refuse

® Desaturation (SpO2 < 90%) Decision of participants
@ Dizziness © Medical device removal
(® Tachycardia Fall down

(increase 30bpm more than baseline)
AMC SICU ERP (verl.7)

N MBoparss
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MONITORING OF PATIENT SAFETY

-ADVERSE EVENT

HE 294, & S 3t (edge of bed sitting) 0§ A 4
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23 1246

- = (2) 3pm

* Drop (28 & Event, &5 Y M5}

Norpin 0.02mcg/kg/min X & £ S HE AIY © 126/77(93)-101-23-99

=01 X edge of bed sitting AIZE. 452 AIE & Y & 73/48(56)-101-24-99 X|
200 ST = &4 OHHE 93/67(76)-91-19-98 ZSE O 2 66/43(51)-96-15-

o= 45 99 Z Fluctuation ZHEE M 2 0ES =8l = Norpin 0.04mcg/kg/min SEE-

=2 Adverse Event 24 (2= Medical
Device Removal - Perm cath 2dLtE)

52 HCV HCC = 2018/
6/22 LDLT A, ICU care = 102T =(6/2
7)

-7/1 aspiration pneumonia= intubation,
ICU care & 1025 =(8/22)

-9/2 Sp02 45l BP H3IZ SICU2 T
4 = vent, CRRT HE Z°0I =&}

o2 2% 2A] 308 92/61(71)-87-24-100
201 = edge of bed sitting AIZ 2.

= = CRRT & =50 perm
catheter =i 29 2218 2 5cm 2
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Rating of Perceived Exertion (RPE)

Category Scale

Boston University AM-PAC™ “6 Clicks”

Basic Mobility Inpatient Short Form 7 Very, very light

Please check the box that reflects your (the patient’s) best answer to each question. 8
9  Very light
How much difficulty does the patient currently have... Unable [RAIEOER A Little [ENORE 10
1. E:Jar:lire]i;):er in bed (including adjusting bedclothes, sheets and [ [ s [ 11 Fairl',-f |ight
12
2. Sitting down on and standing up from a chair with arms (e.g., [ [ [ [ 13  Somewhat hard
wheelchair, bedside commode, etc.) ! * : *
14
. . _ . 5
3. Moving from lying on back to sitting on the side of the bed? [ [z [ s [ e 15 Hard
16
How much help from another person does the patient currently need... Total Sl ~ Little R
17 Very hard
4. Moving to and from a bed to a chair (including a wheelchair)? [ [z [ s [ e 18
5. Need to walk in hospital room? [ [z [ s [ e 19 Very, very hard
20
— } . P
6. Climbing 3-5 steps with a railing? [ [ s (s
Borg G. Borgs Perceived Exertion and Pan Scales. Champaign, iL: Human Kinetics, 1998

L) ME0parsel
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The part of ICU rehab coordinator In

Structural
Patient-related

Process-related

ICU Culture

« Communication and Education
« Family empowerment

« Experience sharing
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COMMUNICATION: PHYSICIAN
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COMMUNICATION: NURSE
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EDUCATION:

FAMILY
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EXPERIENCE SHARING




EXPERIENCE SHARING: ICU DIARY
- a7 e W
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EXPERIENCE

SHARIN

G: ICU DIARY
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TAKE-HOME MESSAGE

Change ICU culture to prioritize early mobilization

Safety mobilization of eligible patients

Using an coordinator‘inter—professional approach)

N MESopAre

ovne/  Asan Medical Center




