
Early Mobilization of Patients on Mechanical Ventilation: Worth the
Effort and Expense?

The ventilator discontinuation process involves both dis-
ease resolution and proper support to facilitate recovery.
This support includes optimizing nutrition, fluid-electro-
lyte balance, and infection control as well as avoiding
problems such as ventilator-induced lung injury, discom-
fort, and unnecessary sedation. Attempts to rehabilitate
respiratory muscle function compromised by systemic in-
flammation (ICU-acquired weakness), malpositioning of
the diaphragm, excessive muscle loading, malnutrition, and
disuse atrophy can probably be added to these goals. In-
deed, ICU-acquired weakness has been shown in several
studies to be associated with an increased duration of me-
chanical ventilation and with increased ICU and hospital
length of stay.1

One of the approaches to muscle rehabilitation in the
patient who is critically ill and mechanically ventilated is
the concept of early mobility, “use it or lose it.”1 Benefits
of physical movement in patients who are critically ill
have been known for decades and include less muscle
atrophy,2 more muscle strength,3 more ventilator-free days,4

less delirium,4 shorter lengths of stay,5 fewer readmis-
sions,6 and even reduced mortality.5 Most of these studies
used formal protocols that advanced mobility in stages
from simple passive range of motion to assisted walking,
depending on patient capabilities. Taken together, these
studies provide substantial evidence that protocols for early
mobilization are both possible and safe, and are often as-
sociated with important outcome benefits.

In this issue of RESPIRATORY CARE, an observational study
by Schreiber et al7 adds to this evidence. This particular
study focused on subjects dependent on prolonged me-
chanical ventilation who were transferred from an acute
care ICU to their long-term weaning unit. Importantly, this
unit had a dedicated team that provided intense physio-
therapy and used a formal protocol that moved subjects
through 4 stages of activity and mobility.7 The investiga-
tors reported successful ventilator withdrawal in 62.3%
of these subjects on prolonged mechanical ventilation, a
figure comparable with other reports that used early mo-

bility protocols in acute-care ICUs. Not surprisingly, suc-
cessful ventilator withdrawal was strongly associated with
the ability to mobilize subjects. Because there was no
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control group, it is difficult to determine the specific effect
of the physiotherapy protocol. Nevertheless, the results
supported the notion that improved mobility is associated
with improved ventilator withdrawal.

So, should early mobility be a routine procedure for me-
chanically ventilated patients? The above supporting studies
seem strong but are unblinded by necessity, and this creates
potential for bias. Indeed, some have suggested that at least
some of the benefits attributed to early mobility programs are
really a consequence of an aggressive sedation management
program, a strategy well documented to facilitate ventilator
withdrawal. Early mobilization protocols also carry potential
risks, the most common of which is arterial hemoglobin de-
saturation.8,9 Fortunately these risks are quite rare and are
usually easily managed. However, patient selection and mon-
itoring are critically important, and these must be performed
by personnel trained to know how to respond. Recent guide-
lines have been published to address these issues, and they
provide valuable resources to clinicians involved in these
programs.10,11 Finally, these programs incur costs for the ex-
tra personnel and equipment provided, and hospital admin-
istrators must buy in to these additional resources to allow
these programs to exist.

In weighing the strength of the supporting evidence
against potential downsides, it would seem that, at the
present time, formalized, protocol-driven early mobili-
zation programs provided by experienced clinicians are
reasonable and have the potential to significantly im-
prove long-term outcomes for patients on mechanical
ventilation.12 The most cost-effective way to do this
requires further study.
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