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“It is exercise alone that supports the spirits, and keeps the mind in vigor” 
Cicero 
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PATEINT, NURSE, AND HOSPITAL FACTORS THAT INFLUENCE THE 

MOBILITY OF HOSPITALIZED OLDER ADULTS 

Carla Graf 

ABSTRACT 

Older adults are commonly admitted to the hospital with medical illnesses. 

Unfortunately, suffering a decline in function, specifically the ability to walk, groom, or 

dress can be compromised as a result of the illness, the physiological changes related to 

aging, and hospital processes of care, especially omitting ambulation or other mobilizing 

activities.  The purpose of this study was to investigate the factors that influenced the 

mobilization or lack of mobilization of hospitalized older adults on two medical units. 

The specific aims were to: identify, describe, and analyze the factors within a hospital 

environment that may influence the mobilization of older patients; the knowledge of 

nurses and physicians about the consequences of low mobility and the risk of loss of 

function for hospitalized older patients; and the perspectives of nurses and physicians 

about the factors that influenced their ability to provide adequate ambulation and 

mobilization of hospitalized older medical patients.  Qualitative methodology, 

specifically in-depth interviews of nurses and physicians and participant observation was 

used to conduct the study. Data were collected with twelve registered nurses and 

physicians who frequently cared for older medicine patients in the acute care 

environment.  Additionally, fifty hours of participant observation was conducted on the 

units across shifts and days of the week. Study results included both barriers and 

facilitators to patient mobilization, including patient factors such as acuity of illness, 

clinical stability or instability, presence of symptoms, and motivation; nurse factors such 

as time constraints and competing demands; and hospital factors such as the physical 

environment and lack of discipline accountability for mobilization activities. Barriers to 

mobilization outweighed the facilitators.  These findings suggest a need for new ways of 

prioritizing older adults’ need for mobilizing to prevent functional decline.  

Hospitalization can be the period where functional gains can be attained for many 

patients; however individual clinicians, hospitals, health care systems and payers must 

make this a priority. 
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CHAPTER ONE 

 

THE RISK FOR FUNCTIONAL DECLINE IN OLDER ADULTS 

HOSPITALIZED WITH A MEDICAL ILLNESS 

AN OVERVIEW 

    

An acute hospital admission is common for adults aged 65 and older.  Data from 

2007 has shown that persons aged 65 years and older comprised 13% of the U.S. 

population, comprised 37% of acute hospital discharges, and consumed 43% of total 

inpatient days of care (Hall, DeFrances, Williams, Golosinskiy, & Schwartzman, 2010).  

Unfortunately, older adults frequently experience negative effects from hospitalization, 

including functional losses in the ability to walk independently or to perform self-care 

activities, such as grooming and dressing.  Consequently, the need for post-acute 

rehabilitation services to address these negative functional consequences will continue to 

climb sharply as the older adult population doubles in the next two decades. Therefore, it 

is imperative to understand how the period of acute hospitalization affects a patient’s 

mobility and design care that optimizes function. 

Conceptual Models for Hospital-Acquired Functional Decline 

 

Hospital-acquired functional decline is a complex phenomenon. Sager and 

Rudberg (1998) define functional decline as “a result of the cumulative effects of 

physiologic impairments in organ systems resulting from acute and chronic disease states, 

individual patient characteristics that represent reduced physiologic reserves, and the 

course of hospital care” (p. 675). Functional decline is the loss of one or more basic 

activities of daily living (ADLs), such as dressing, eating, grooming, maintaining 

continence, transferring in and out of bed or chair, and toileting. The ability to walk is 

often included in the definition of ADLs.  Although functional decline can occur with 
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aging and with chronic diseases, such as dementia, it can also occur as a result of an acute 

illness and hospitalization, the focus of this dissertation.   

Several conceptual models for hospital acquired functional decline have been 

developed.  Covinsky, Pierluissi, and Johnston (2011) illustrate hospital-associated 

disability as the interaction between an older adult’s pre-illness functional reserve, the 

severity of his or her acute illness, processes of hospital care, and post hospitalization 

processes.  

 

 
 
Figure 1. Factors Contributing to the Development of Hospitalization-Associated Disability. Covinsky, K.E. et al. 

Journal of the American Medical Association 2011;306:1782-1793. Used with permission. 

 

    This model reflects the trajectory of new disability that is experienced by older, 

medically ill adults at the time of an acute illness.  New disability can occur at points 

along the continuum such as immediately before and at various times during a hospital 

admission.  A person may also recover function at several points, for example, during 

hospital admission or following discharge.  This model is significant because it illustrates 
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that functional decline is dependent on (a) an older adult’s baseline functional reserve or 

ability to maintain homeostasis when acutely ill, (b) the critical nature of their illness,  

(c) the assessments and processes of hospital care, and (d) the resources available at 

hospital discharge.  This model also illustrates the complexity of the phenomenon 

because identifying those older adults at most risk for functional decline during acute 

illness and hospitalization is difficult.  Further, it shows that many factors influence this 

decline, including many that are not modifiable, such as age.  Additionally, although 

there may be opportunities to intervene to prevent decline during a hospital admission 

and after discharge, opportunities to assess patients and intervene may be missed. 

Because an older adult is often at a “functional crossroad” during hospital admission, it is 

critical to understand the reasons why assessments and care may be missed. 

Creditor (1993) describes a “cascade to dependency” model where changes that 

occur with usual aging, coupled with factors experienced during acute hospitalization, 

create disability.  These changes include decline in muscle strength and aerobic capacity; 

vasomotor instability and baroreceptor insensitivity; reduced total body water, reduced 

bone density, and reduced ventilation; sensory impairments such as altered smell, taste, 

and thirst; poor dentition; and fragile skin.  

Hospitalization may contribute to functional decline because of involuntary 

immobilization due to the acute illness and accompanying pain, fatigue, or delirium; bed 

rest orders; or the failure of staff to assist or encourage the patient to walk.  Low mobility 

may lead to muscle weakness and reduced plasma volume that can contribute to falls, 

orthostasis, or self-imposed bed rest because of dizziness and fear of falling.  

Inaccessibility to fluids, due to physician orders or the failure of staff to offer or assist 
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patients with fluid intake, and unpalatable medical diets are common for hospitalized 

patients and can lead to dehydration, malnutrition, and weight loss. Creditor (1993) 

hypothesizes that the functional consequences of aging and hospitalization may include 

new ADL or walking dependency, injuries from falls, and ultimately placement in a 

nursing home.  Any or all of these effects may lead to or exacerbate depression, further 

compounding functional decline (Covinsky, Fortinsky, Palmer, Kresevic, & Landefeld, 

1997). 

Study Overview 

Statement of the Problem 

Functional decline is an unfortunate but common sequela of an acute hospital 

admission for older adults who are medically ill.  A large body of research has 

documented the functional decline of older adults who are hospitalized for medical 

problems.  Landefeld, Palmer, Kresevic, Fortinsky, and Kowal (1995) found that 13% of 

older adults with a medical illness who were admitted to an acute care hospital reported 

worse ability to perform ADLs at hospital discharge, and 25% reported ADL function to 

be much worse.  Sager, Franke, Inouye, Landefeld, Morgan, Rudberg, et al (1996) 

showed that roughly one third of hospitalized older adults with a medical illness lost the 

ability to perform some basic ADLs by hospital discharge, and only half of these patients 

recovered these skills at 3 months post discharge.  Hirsch, Sommers, Olsen, Mullen, and 

Winograd (1990) established that up to half of hospitalized, geriatric patients had a 

diminished or loss of at least one ADL and that this decline occurred as early as Day 2 of 

hospital admission.     
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Although research has improved our understanding of the deleterious effects of an 

acute care hospital admission on the functional abilities of older adults with medical 

illnesses, solutions to prevent disability that encompass diverse patient populations and 

diagnoses have remained elusive.  It is unclear whether current standards of care 

interventions to prevent functional decline in some hospitalized adults, for example, early 

ambulation for surgical patients, can be applied to older adults with acute medical 

illnesses.  Additionally, the increased acuities and technological needs of patients on 

acute care medical wards, coupled with short lengths of stay and the constantly 

expanding roles and responsibilities of nurses, may have created the “perfect storm” 

where the performance of basic nursing care is compromised. 

Nursing staff play a key role in preventing functional decline in patients.  Many 

hospital processes such as care pathways and disease-specific standards of care include 

ambulation and mobilization.  Despite robust research, researchers and clinicians have 

not yet determined how best to identify and to manage those patients who would benefit 

from prevention efforts or to ensure that nurses have the necessary skills, time, and tools 

to accomplish these tasks.  Additionally, little research has addressed the influence of the 

hospital environment and staff perceptions on why patients are not ambulated as often as 

is desirable to prevent functional decline.  A better understanding is needed of those 

hospital care processes that can be modified to prevent functional decline or to promote 

rehabilitation. 

Theoretical Framework      

The missed nursing care model (Kalisch, 2006) is the theoretical framework of 

this study.  Missed nursing care is defined as any aspect of required patient care that is 
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omitted, either in part or in whole, or delayed.  Missed nursing care is an error of 

omission.  Missed nursing care, a middle-range, explanatory theory, provides a 

framework to describe and to explain the choices nurses make when faced with multiple 

demands, inadequate resources, and the inability to complete all aspects of assigned care 

(Kalisch, Landstrom, & Himshaw, 2009).  The concept of missed nursing care is related 

to other important, patient safety factors: nursing workload, nurse staffing patterns, and 

the practice environment.  Nursing care may be delayed (e.g., administering an antibiotic 

2 hr after it was due) or omitted entirely (e.g., not ambulating a patient despite physician 

orders to do so).  Missed nursing care, which is a relatively new concept, was first 

described by Kalisch in 2006.  She describes it as a universal phenomenon that occurs 

across all countries and cultures (Kalisch et al., 2009).  

This model can be used to explain hospital-acquired functional decline in patients 

in relation to the work of nurses.  This is highly significant.  Although the prevention of 

functional decline may be shared by physicians, nurses, and rehabilitation staff, nurses 

bear overall responsibility for such care.  The risk for hospital-acquired functional decline 

increases as opportunities to mobilize a patient are missed or delayed.  This situation 

leads to poor patient outcomes, such as falls, discharge to a nursing home, or permanent 

loss of function.     

Research Method 

      

Limited information has been published on how the level of knowledge and 

practice of nurses and physicians affects older adults’ mobility during an acute hospital 

admission.  Thus, a qualitative approach was chosen for this research study.  To obtain 

data, semi structured interviews were conducted with nurses and physicians that allowed 
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the phenomenon of patient mobility to be explored.  In addition, the observation of 

participants on two medical units allowed the researcher to describe the hospital 

environment where mobilization occurred or did not occur. 

Purpose of the Study 

The purpose of this research study was to investigate the factors that influenced 

the mobilization or lack of mobilization of hospitalized older adults on two medical units.  

The specific aims of the study were to identify, describe, and analyze: 

(1) the factors within a hospital environment that may influence the 

mobilization of older patients; 

(2) the knowledge of nurses and physicians about the consequences of low 

mobility and the risk of loss of function for hospitalized older patients; and 

(3) the perspectives of nurses and physicians about the factors that influence 

their ability to provide adequate ambulation and mobilization of hospitalized 

older medical patients. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8 
 

 

CHAPTER TWO 

RESEARCH ON MOBILITY AND FUNCTIONAL DECLINE OF  

OLDER ADULTS HOSPITALIZED WITH AN ACUTE MEDICAL ILLNESS 

A LITERATURE REVIEW 

 

Older adults are frequently hospitalized for an acute illness, which accounts for 

45-65% of all inpatient hospital days of care (Fulmer et al., 2002; Institute of Medicine, 

2008).  Illness and hospitalization create the risk for unplanned and adverse outcomes 

such as falls (Mahoney, Sager, & Jalaluddin, 1998), functional decline (Inouye, 

Bogardus, Baker, Leo-Summers, & Cooney, 2000), and new walking dependence 

(Brown, Redden, Flood, & Allman, 2009).  Functional decline or hospital-associated 

disability is a frequent consequence of even a short hospital admission; it contributes to 

the morbidity and mortality of older adults, and, for many of them, hallmarks an 

irreversible change in their quality of life (Creditor, 1993; Ponzetto et al., 2003).  Since 

the early 1990s when Creditor (1993) published his seminal article on the hazards of 

hospitalization, researchers and healthcare providers have sought to understand this 

complex geriatric syndrome.   Despite over two decades of research, older adults 

continue to suffer from low activity during hospitalization and to experience functional 

losses as a result of acute illness and hospital care.   

The purpose of this literature review was to examine the current state of 

knowledge on activity levels and mobilization of medically ill older patients.  The 

concept of functional decline was also reviewed to facilitate a more complete 

understanding of aging and the consequences of low mobility during hospitalization.  

Gaps in the research and implications for future research are presented.  An electronic 
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search of the CINAHL, COCHRANE, JBI, and PubMed databases, from 1990 to 2013, 

was conducted using the following search terms: older adults, hospitalization, physical 

function, functional decline, ambulation, mobility, walking, rehabilitation, functional 

status decline, and missed nursing care.  Articles were selected for a global review of 

hospital ambulation and physical function in older adults, without focusing on specific 

diagnoses such as cardiovascular, neurological, or orthopedic diseases.  Studies were 

chosen that used different methodologies, examined patients with medical illnesses, and 

involved admission to an acute care hospital.  This literature review was not meant to be 

exhaustive.  Rather, it was intended to present a global view of the status of research and 

knowledge on activity levels and mobilization of older adults with a medical illness in the 

hospital, and the risks and outcomes of functional decline. 

Research on Functional Decline 

Functional decline, or hospital-associated disability, is the loss of the ability to 

perform one of the basic ADLs: bathing, dressing, grooming, eating, toileting and 

continence, or walking as a result of an acute illness and hospitalization.  This 

phenomenon befalls as many as 50% of frail older adults who are hospitalized (Gill, 

Allore, Gahbauer, & Murphy, 2010) and usually necessitates increased assistance at 

discharge, including nursing home placement (Fortinsky, Covinsky, Palmer, & 

Landefeld, 1999; Fried & Guralnik, 1997).   

In general, much of the research on hospital-acquired functional decline has been 

robust, with large sample sizes of older adults with medical illnesses, including persons 

aged 85 years and older. Many studies were randomized controlled trials (RCTs) that 

were conducted both in the United States and worldwide.  Several of the prospective 
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cohort studies have followed their subjects from months to years after hospitalization, 

and several secondary analyses have been performed on large datasets of hospitalized 

older persons. Because the phenomenon of functional decline is so complex; however, 

studies have varied in their design, outcome measures, time intervals for follow-up, 

predictor variables for functional decline, and methods of analysis (McCusker, Kakuma, 

& Abrahamowicz, 2002).    

Risk Factors for Hospital-Acquired Functional Decline      

Over the past few decades, clinicians and researchers have identified risk factors 

and predictors for hospital-acquired functional decline.  Two of the most important 

predictors of hospital-acquired functional decline are impaired prehospitalization 

functional status and older age.  The more limited one’s functional reserve, the more one 

is at risk of losing functional independence (Killewich, 2006).  This finding applies to 

older adults specifically because of the age-related physiological changes they 

experience, such as decreased aerobic capacity and muscle strength (Wolfe, 2006).  

Being frail, which is defined as having three or more of the following characteristics: 

weight loss, exhaustion, slow walking, sedentariness, weak grip, and being hospitalized, 

is strongly associated with functional decline in older women (Boyd, Xue, Simpson, 

Guralnik, & Fried, 2005).    

Low mobility, or bed rest, are also risk factors for hospital-acquired functional 

decline.  Bed rest can lead to skeletal muscle atrophy, decreased strength and endurance, 

and joint contractures, especially hip and knee flexion (Halar & Bell, 2005).  Older adults 

in hospitals commonly experience several other risk factors for functional decline: 

anemia; cognitive impairment; comorbid conditions such as cancer, cardiopulmonary 
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disease, chronic renal insufficiency, and reduced protein intake; depression; and pain 

(Covinsky, Justice, Rosenthall, Palmer, & Landefeld, 1997; Ferrando, Stuart, Sheffield-

Moore, & Wolfe, 1999; Rudberg, Sager, & Zhang, 1996; Sager et al., 1996). 

In a 5-year prospective cohort study of 754 community dwellers aged 70 years 

and over, Gill and colleagues (2004) found that hospitalization and restricted activity 

caused disability in ADLs, regardless of physical frailty.  Being hospitalized after a fall 

was the critical incident most likely to lead to a patient’s disability.   

 In their prospective observational study of 2,293 medically ill, hospitalized, older 

adults, aged 70 years and older, Covinsky and colleagues (2003) examined the changes in 

ADLs that occurred at baseline and after hospital admission and the relationship of age to 

function.   Baseline function was defined as two weeks before hospital admission because 

medically ill older patients frequently present at the hospital having already declined in 

function from their norm.  Thirty-five percent of patients experienced functional decline 

from baseline to discharge; 20% had declined between baseline and admission but 

returned to baseline function by the time they were discharged.  ADL decline varied with 

age, ranging from 23% for those aged 70-74 years to 63% in those aged 90 years or more.  

In this study, age was associated with the inability to recover ADL function during 

hospitalization, both for those who had experienced decline at baseline and those with 

new hospital-acquired decline.  This study’s findings highlight important geriatric tenets.  

Following the functional trajectory of older patients from baseline through hospital 

admission is important for goal setting and individualizing rehabilitation plans because 

some older adults can return to baseline functional status during a hospital admission. 

The researchers pose a timely question for professional staff, hospital administrators and 
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quality leaders: “Are patients, families, and caregivers satisfied with hospital care if 

patients are discharged with worse than baseline ADL functioning, especially if nursing 

home admission and an increased burden of care are the result of the lack of attention to 

basic self-care activities?” 

Additional methods of predicting functional decline have been tested and shown 

to have both clinical and statistical significance.  The studies also support the concept that 

pre-existing functional impairments, even in just one ADL, lead to further functional 

decline following a hospital admission.  Mahoney, Sager, and Jalaluddin (1999) found 

that using an assistive device before hospitalization was an independent predictor of a 

decline in function around the hospital period.  The use of a walker was associated with a 

2.8 times increased risk for ADL decline by the time of hospital discharge.  At three 

months post discharge, those who used an assistive device pre-hospital were more likely 

to have declined in both ADLs and IADLs.   In addition, a prospective cohort study of 

older medical inpatients that were assessed on admission for the degree of their 

unsteadiness with walking demonstrated that ADL decline was significantly associated 

with unsteadiness (Lindenberger et al., 2003). 

Finally, in a longitudinal and observational study of 1,686 older adults admitted to 

the hospital for an acute medical illness (Volpato, Onder, Cavalieri, Guerra, Sooioulis, 

Maraldi, et al., 2007), functional decline was shown to be strongly related to older age 

and preadmission IADL status. Using multivariate analysis, older age, nursing home 

residency, low body mass index, elevated erythrocyte sedimentation rate, acute stroke, 

high level of comorbidity, polypharmacy, cognitive decline, and history of falls in the 
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previous year were independent and significant predictors of new ADL disability around 

the hospital period. 

Risk for Failure to Recover Function  

Findings from multiple studies have identified risk factors for the inability to 

recover function after an acute hospitalization (Chaudhry, Friedkin, Horwitz, & Inouye, 

2004; Dunham & Sager, 1994; Hansen, Mahoney, & Palta, 1999; Lamont, Sampson, 

Matthias, & Kane, 1983; Li et al., 2005; Mahoney et al., 1998; Maraldi et al., 2006; 

Rudberg et al., 1996; Sager et al., 1996; & Sands, Yaffe, Lui, Stewart, Eng, & Covinsky 

2002).  These risk factors include anemia, pre-existing impairments in ADLs and IADLs 

before hospitalization, older age, and impaired cognition. 

Anemia was identified as a risk factor for a patient’s inability to recover ADLs by 

hospital discharge in a longitudinal, observational study of 5,675 patients aged 65 years 

and older (Maraldi et al., 2006).  Patients with anemia had a lower rate of ADL recovery 

than those with normal levels (7.0% vs. 11.6%; p < .001).  Anemia has also been shown 

to be associated with loss of muscle strength (Cesari et al., 2004). 

In a multicenter, prospective analysis of pooled data from multiple clinical trials, 

(N = 1,265), risk factors were identified for patient failure to recover function, which 

necessitated nursing home transfer after hospitalization.  Rudberg and colleagues (1996) 

found the following independent risk factors for nursing home admission after acute 

hospitalization: older age, living alone, hospital LOS, low baseline ADL independence, 

and decline in ADL independence with hospitalization.  Additionally, risk factors for lack 

of recovery at 3 months post-hospital discharge were living alone, changes in mental 
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status, low discharge ADL independence, and decline in ADL independence after 

discharge. 

In their prospective cohort study, conducted at three university and two private, 

nonfederal, acute care hospitals, Sager and colleagues (1996) also did a follow-up at 3 

months post-hospital discharge and found that, of 1,279 community dwelling patients 

aged 70 years and older hospitalized with acute medical illness, 51% either died (11%) or 

developed new ADL/IADL loss.  In this study, the three patient characteristics that 

independently predicted loss of ADLs at follow-up were older age, preexisting IADL 

impairment, and lower cognitive function.   

Mahoney and colleagues (1998) followed 1,181 community dwellers and 

independent walkers aged 70 years and older for 3 months after hospitalization for acute 

medical illness.  One in six older adults developed walking disability during the acute 

hospital admission.  This disability was also a marker for increased mortality, new ADL 

dependence at 3 months, and nursing home admission.  Predictors of new walking 

disability on admission to the hospital were older age, using an assistive device (using a 

walker rather than a cane increased the risk), and number of comorbidities. 

Unfortunately, the ability to determine whether walking disability was related to the acute 

medical illness or hospital practices such as bed rest and lack of physical therapy was 

beyond the scope of this study. 

Hansen and colleagues (1999) assessed 73 older adults who were independent in 

ADLs before hospitalization for a medical illness and dependent at discharge.  One 

month after discharge, 59% of patients had not returned to previous ADL independence.  

The odds of not recovering ADL function were high if the Mini-Mental State 
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Examination (MMSE) score was < 24 at discharge, if the patient used an assistive device 

indoors before hospitalization, or if the Timed Up and Go Test was ≥ 40 s.   

Dunham and Sager (1994) found that nearly one fourth of their sample (n = 197) 

had depressive symptoms on hospital admission.  Those with depressive symptoms were 

twice as likely to have ADL impairment at baseline.  In multivariate analysis, baseline 

ADL impairment and depressive symptoms were independently related to impaired 

physical functioning one month after hospital discharge.  The researchers suggest that 

these two factors are additive in their effects on functional outcomes after discharge.   

Educational disadvantage, defined as completion of less than high school, was 

found to be a risk factor for lack of recovery at 6 months after hospitalization, regardless 

of ADL status at baseline, although the mechanism for this finding remains unknown 

(Chaudhry et al., 2004).  In their prospective cohort study of 2,200 patients aged 70 years 

and older, Li and colleagues (2005) found that patients or their surrogates who reported 

financial disability at hospital discharge were at higher risk of functional decline and 

death.   After adjusting for confounders, the relationship between functional decline and 

financial disability was significant (p = .02).     

The studies above represent a collective sample size of roughly 13,000 subjects. 

Their findings support the early research on functional decline in hospitalized older adults 

and contribute to our knowledge of the risk factors for decline that occurs with older 

patients in the acute hospital setting, some of them modifiable.  Patients in the studies' 

datasets represented multiple geographic sites, five ethnicities, multiple social support 

structures, older adults aged 85 years and above, different cognitive levels, multiple care 

settings, different levels of frailty, and varied economic conditions making these results 
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generalizable and preserving external validity.  Study limitations include possible bias 

from surrogate/proxy reporting, problems with raters, diverse trajectory tools, and 

possible ceiling and floor effects with the use of ADLs as a measurement tool.          

Assessment Tools to Predict Risk for Functional Decline 

The ability to predict and stratify risk levels for functional decline using a brief 

assessment instrument during hospital admission would facilitate the allocation of 

resources such as the early use of physical and occupational therapies.  Previous research 

(Sager et al., 1996; Winograd et al., 1994) led to the development of brief screening 

instruments to identify older adults at risk of losing physical function during hospital 

admission for a medical illness.  The Physical Performance and Mobility Examination 

(Winograd et al., 1994) assesses six domains of physical functioning and mobility for 

hospitalized older adults.  The Hospital Admission Risk Profile (HARP; Sager et al., 

1996) uses age, preadmission IADL scores, and a brief cognitive screen to stratify older 

patients at the time of hospital admission to determine their risk of developing new 

disabilities in ADLs following acute medical illness and hospitalization.  High-risk 

groups, including those with longer LOSs, were less likely to recover at 3 months.  In a 

subsequent study, the HARP was found to be a practical tool for hospital staff nurses 

(Wells, Walker, Enloe, et al., 2002, as cited in Murray, Wells, & Callen, 2003). 

Recently, a clinical index instrument was developed and validated to predict risk 

for new-onset disability in hospitalized older adults (Mehta, Pierluissi, Boscardin, Kirby, 

Walter, et al., 2011).  Seven independent risk factors for disability can be identified 

within 24 hr of hospital admission: age, dependence in three or more IADLs at baseline, 

impaired mobility at baseline, ADL dependence on admission, acute stroke or metastatic 
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cancer, severe cognitive impairment, and an albumin level less than 3.0 g/dl.  This index, 

which could be easily incorporated into clinical practice, predicts those patients who are 

at risk for ADL loss; this information can help clinicians focus on those older adults who 

may benefit from preventative interventions and rehabilitation. 

Hospital Care, Low Mobility, and Bed Rest 

Significantly related to functional decline is the process of hospital care, 

specifically the low mobility experienced by older adults hospitalized with a medical 

illness.  The ability to quantify hospital activity has evolved since the late 1980s and has 

improved our ability to understand patient activity levels.  The provision of physical 

activity during a patient’s first 7 days in a hospital was examined in a retrospective study 

(Lazarus, Murphy, Coletta, McQuade, & Culpepper, 1991).  The findings showed that 

older patients had no activity orders on 13% of the 3,500 patient days that were reviewed.  

The researchers also found that patients who were bedbound or in a chair rarely received 

nurse-assisted physical therapy or exercise and did not have physician orders for exercise.  

Because of this study’s retrospective chart review design, its findings may not have 

reflected what actually occurred; for example, patients might have been ambulating but 

this fact was not documented.  

Callen, Mahoney, Grieves, Wells, and Enloe (2004) conducted an observational, 

time sample study of older adults on three medical units in an academic hospital.  Patients 

(N = 118) were observed for hallway ambulation in 3-hr increments from 8 a.m.to 8 p.m..  

Of the 118 patients deemed capable of hallway ambulation, 18.6% walked once, 5.1% 

twice, 3.4% more than twice, and 72.9% did not walk at all during the 3-hr period.  

Median ambulation time was 5.5 min.  Frequency of ambulation was not significantly 
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different between the independent and dependent ambulators (28% vs. 26%, p = .507). 

Most patients who ambulated did so alone (46.8%) or with therapy staff (41%). The 

remainder of the ambulators did so with family (18.8%) or with nursing staff (9.4%). 

A prospective cohort study of 498 hospitalized older adults with a medical illness 

was conducted to estimate the prevalence of different mobility levels, to quantify the 

degree and rate of adverse outcomes linked to differing mobility levels, and to explore 

physician activity orders and documentation of need for bed rest orders in the lowest 

mobility cohort (Brown, Friedkin, & Inouye, 2004).  The findings revealed that low and 

intermediate levels of mobility accounted for 16% (80) and 32% (157) of the sample, 

respectively, and were predictive of outcomes of new ADL decline (29%), new 

institutionalization (13%), death (7%), and death or new institution discharge (22%).  

Subjects in the low mobility group were 5.6 times more likely to have functional decline 

than those with high mobility (95% CI [2.9, 11]).  In the low mobility group, bed rest 

orders were present for at least 24 hr during the hospital stay for 83% of the patients; no 

reason was documented in 58% of the observations.   

More recently, a study was conducted in a Veterans Administration hospital using 

accelerometer technology to measure the amount of time, from admission to discharge, a 

hospitalized older adult spent lying in bed or walking (Brown, Redden, Flood, & Allman, 

2009).  The subjects (N = 45) were medically ill, aged 65 years or older, male, were not 

delirious or demented, and had been able to walk within the 2 weeks before admission.  

All of the subjects had current orders for activity; none had orders for bed rest.  None of 

the subjects were in restraints, although nine had indwelling urinary catheters and more 

than half had intravenous (IV) lines or oxygen.  The findings revealed that 83% of the 
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measured time was spent lying in bed.  Time walking or standing ranged from a low of 

0.2% to a high of 21%.  On average, subjects spent 20 out of 24 hr in bed.  The average 

LOS was 4 days with most of the activity occurring on Day 4 or the discharge day.  There 

were periods of time during the day when patients were not supine, usually around meal 

times when many were sitting in chairs.     

To identify subgroups of patients who shared clinical profiles but who had 

varying levels of hospital mobility, Fisher et al. (2011) used step activity monitors to 

measure the total number of steps from admission to discharge. Prior mobility status, 

diagnostic category, ethnicity, and illness severity differentiated the sample based on 

their mean steps.  Using an assistive device before admission was associated with 

reduced ambulation in the hospital.  The subjects’ diagnoses were categorized into two 

subgroups based on their mean daily steps: orthopedic/musculoskeletal and neurological 

diagnoses (associated with lowest step activity) and all other categories, which comprised 

the “usual” diagnoses of medically ill older adults, such as cardiopulmonary disease and 

infections.  The researchers concluded that illness severity may be the main factor 

influencing hospital ambulation.  Quite surprisingly, the team found that ethnic minorities 

ambulated less than their White counterparts.  Previous studies have shown that non-

Whites have decreased rates of recovery of function after hospitalization (Sands et al., 

2005).     

Finally, a recent observational study conducted in Australia (Kuys, Dolecka, & 

Guard, 2012) found that people admitted to general medical wards were inactive during 

their hospital stay, spending most of the time in their room, in bed, and alone. 
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 Patient Ambulation in the Hospital 

Historically, nursing staff (i.e., nurses and nursing assistants) have been 

responsible for patient ambulation.  Because nursing staff are continuously present on 

patient care units, they are expected to implement activity orders and provide for patients’ 

ADLs.  Conversely, physical and occupational therapists (PTs and OTs) are consultants.  

In most cases, their services are ordered by a healthcare provider to determine the need 

for rehabilitation and, if needed, the type, amount, and duration required.  As consultants, 

PTs and OTs are usually not expected to provide daily and ongoing patient ambulation.  

Current research on the ambulation of medically ill patients is scant.  Although 

there is more research on ambulation of postoperative patients and, more recently, 

ambulation of intensive care unit (ICU) patients, ambulation of medically ill patients has 

not been a primary focus of investigation. Ambulation is generally presented as one of 

several interventions to prevent adverse outcomes such as venous thromboembolism 

(VTE), muscle weakness, and postoperative ileus rather than prevention of functional 

decline (Delaney, et al., 2003; Waldhausen & Schirmer, 1990).  

From an ICU perspective, mobilization has been shown to decrease LOS, shorten 

the duration of delirium, and facilitate early weaning from a ventilator in medical and 

surgical patients (Morris, Goad, Thompson, et al., 2008: Schweickert, Pohlman, 

Pohlman, et al., 2009).  Although studies have shown that mobilizing ICU patients is 

feasible (Bourdin, Barbier, Burle, et al., 2010), it is often accomplished only with 

dedicated PT staff.   A recent study that evaluated the discipline that mobilizes ICU 

patients most frequently determined that PTs did so at significantly higher rates than 
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nurses (Garzon-Serrano et al., 2011).  Another study examined whether activity and 

mobility initiated during ICU admissions were maintained after patients were transferred 

to an acute care unit (Hopkins, Miller, Rodriguez, Spuhler, & Thomsen, 2012).  The 

findings revealed that activity levels decreased in 55% of the patients on the first full day 

in the acute care unit; nearly one-fifth (19.4%) of the patients did not ambulate at all 

despite orders to do so.     

Barriers to patient mobility in the hospital were explored by Brown and 

colleagues (2007) from the perspectives of physicians, nurses, and patients.  Patient 

symptoms such as fear of falling, lack of assistive equipment, pain and fatigue, staffing 

shortages, and tethers such as IV or oxygen tubing were identified as barriers. In a recent 

qualitative study of older adults on medical wards, researchers explored patient attitudes 

and expectations about exercise (So & Pierluissi, 2012). Only 29% of the participants 

expected to exercise during their hospital admission; most of those who anticipated 

exercising had had previous hospital admissions and had worked with rehabilitation staff.  

Participants identified these factors as motivators: avoiding the negative effects of bed 

rest; preventing boredom, fatigue, functional decline, and pain; improved well-being; 

promotion of functional recovery; and being asked to exercise by their health care 

provider. Barriers to exercise included their symptoms, lack of encouragement and 

support, tethers, discouragement, lack of assistive devices, unfamiliar surroundings, and 

fear of injury. 

Intervention Strategies to Prevent Hospital-Acquired Functional Decline 

Intervention strategies to prevent hospital-acquired functional decline may consist 

of such multidisciplinary approaches as prepared environments, specialized staff teams, 
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early and aggressive physical and occupational therapies, involvement of geriatricians, 

and intensive discharge planning.  The intervention may only be exercise.  Research has 

found that older adults aged 65 years and older respond favorably to acute rehabilitation 

therapy (outside of an acute hospital ward) for hospital-acquired functional decline 

(Kortebein, Bopp, Granger, & Sullivan, 2007; Raj, Munir, Ball, et al, 2007).  A 

systematic review and meta-analysis of RCTs of inpatient rehabilitation designed for 

older adult patients showed improved functional outcomes, less admission to nursing 

homes, and lower mortality (Bachmann al., 2010).  The researchers were unable to 

determine the costs (i.e., salaries of physical and occupational therapist) associated with 

these programs and stipulated that no proven strategy has yet been devised to target those 

patients who would benefit most from this type of intervention.  They concluded that at 

present acute inpatient rehabilitation for hospital-acquired functional decline cannot be 

recommended as a standard management strategy post-discharge for all older patients 

with medical illnesses. 

     Early mobilization has been tested on the medical-surgical inpatient population. An 

integrated review of the literature to examine the literature on the efficacy of an early 

mobilization protocol in this patient population was conducted (Pasjikanti & Ah, 2012). 

Findings revealed that early mobilization, especially early ambulation, was associated 

with improved outcomes for patients with deep vein thrombosis, improved older adults’ 

functional status from admission to discharge, and reduced LOS in patients with 

community-acquired pneumonia.  

Various strategies of early intervention in acute hospitalization to prevent 

functional decline have been studied, for example, the development of an acute care for 
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the elderly (ACE) unit.  ACE units employ strategies such as environmental 

modifications that include orienting cues (i.e., large clocks and calendars), carpeted 

floors, and communal dining areas.  Nursing and ancillary staff are trained in geriatric 

principles, and care plans are centered around disability prevention and rehabilitation.  A 

meta-analysis of five RCTs of ACE units demonstrated reduced functional decline at 

discharge, increased home discharge, and no effect on mortality (Baztán, Suárez-Garcia, 

López-Arrieta, Rodríguez-Mañas, & Rodríguez-Artalejo, 2009). 

A systematic review of nine RCTs compared the effect of exercise versus 

controlled or alternative treatments on outcomes for older, acute medical inpatients (de 

Morton, Keating, & Jeffs, 2007).  The pooled analysis of the multidisciplinary 

interventions that included exercise demonstrated a significant increase in the number of 

patients discharged to home, a small reduction in hospital LOS, and a reduction in 

hospital cost by a mean difference of $280 when compared with usual care.  However, 

the effect of the intervention(s) on physical function was inconclusive or not significant. 

The trials that examined exercise alone had no effect on the proportion of patients 

discharged to home or hospital LOS.       

Exercise Only as an Intervention Strategy 

A few trials have tested exercise programs designed to prevent functional decline 

in acutely ill older adults.  An RCT (N = 300), which was conducted in a large, teaching, 

community hospital, used an exercise program for flexibility, strengthening, and walking 

while patients were in the hospital; the program was to be continued at home. The 

primary outcome measure was LOS; the secondary outcome was functional status at 1 

month (Siebens, Aronow, Edwards, & Ghasemi, 2000). The findings revealed no 
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differences in LOS between the treatment and control groups.  LOS likely was related to 

a patient’s medical condition rather than exercise or ambulation status and may have been 

too short to have demonstrated significant changes with this exercise program.  Better 

IADL scores were noted in the intervention group at 1 month, but no improvement in 

ambulation skills were found. No reports of patient injury during in-hospital or home 

exercise were filed.  Whether the exercise prescription was sufficient to have improved 

ambulation and community mobility scores is unknown because the researchers had 

purposefully chosen a mild and minimally challenging exercise regimen because of the 

potential risks of exercising acutely ill older adults.   

 An RCT of acutely ill hospitalized patients (N = 39) over the age of 70 was 

conducted to measure compliance and adherence with resistance exercises versus range 

of motion (ROM) during the course of an acute hospitalization (Mallery et al., 2003). 

Patients with normal cognition, as well as those with mild-to-moderate cognitive 

impairment, were included.   All exercises were designed for performance in bed, if 

necessary.  Findings revealed a difference in compliance and adherence between the two 

groups: exercise group 71% and 63%, and the ROM group 96% and 95% respectively. 

Although there was a difference between the groups, this study showed that older adults, 

even those with cognitive impairment, could comply with exercise in the hospital. It also 

highlights the potentially modifiable barriers to exercise in the hospital, for example, 

patients and physicians may be amenable to education on the benefits of in-hospital 

exercise, patients in isolation can exercise when proper infection control techniques 

safeguard equipment, and patients with chronic painful conditions may benefit from pain 

management that allows them to participate in individualized exercise regimens.      
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Finally, a study to test the feasibility of individual exercise programs on discharge 

outcomes for older adults at risk of functional decline was conducted as a service 

improvement project in an Australian medical center (Nolan & Thomas, 2008).  One of 

the study aims was to identify patients, using the HARP instrument, who were at 

intermediate or high risk for loss of function within 48 hr of admission for whom an 

exercise program would be feasible during the acute hospital stay. Of the 1,021 patients 

aged 70 years and older who were admitted to the hospital during the study period, 22% 

(n = 220) were cleared to begin exercise within 48 hr of admission. The primary reasons 

for patients’ lack of feasibility (78%) to begin exercising were early discharge before 

screening, high level of care required, no physiotherapy referral, screened as low risk for 

decline, probable discharge within 24 hr, diagnosis contraindicated exercise, medically 

unstable, and uncooperative. 

Of those 22% of patients who were deemed feasible for exercise, 89% began the 

program within the first 48 hr, and 83% completed the program.  The primary reason for 

non-completion was lack of staff or patients were off the unit when therapists were 

available. There was a statistically significant decreased likelihood of nursing home 

admission or residential care in favor of the exercise intervention.  Although there were 

trends in LOS reduction and fewer readmissions, these were not statistically significant.  

Summary 

The study of hospital-acquired functional decline is complex.  As evidenced by 

this literature review, there have been many well-designed studies, RCTs, meta-analyses, 

and systematic reviews with diverse samples that allow generalizability of findings.  

Because of the heterogeneity of older adults, the diverse nature of medical illness and 



26 
 

differences in settings, there is still considerable study variability. However, there were 

common predictors for decline that occurred across multiple studies, independent of 

design: increasing age; functional impairment in ADLs, IADLs, or both on admission; 

ADL/ IADL impairments at time of discharge; malnutrition; cognitive impairment such 

as delirium, dementia, and/or depression; and, in some studies, anemia, use of an assistive 

device, and financial disability.  Weaker predictors were readmissions, polypharmacy, 

and pressure sores.  These results highlight the importance of paying close attention to 

risk factors for functional decline in older adults; as Hirsch et al. (1990) demonstrated, 

decline begins between admission and Day 2.  

The need for standardized, objective, screening instruments continues. Such 

assessment tools must be feasible for use by hospital staff.  Older adults with diverse 

functional trajectories will continue to comprise a large proportion of hospital inpatients.  

Thus, determining a method to assess the risk for and/or presence of functional decline at 

the time of a patient’s hospital admission is imperative.  Adding questions on admission 

about assistive device use and degree of unsteadiness would facilitate early identification 

of at-risk patients.  The clinical index instrument shows promise in predicting risk for 

new-onset disability and may help target those older adults who could benefit from 

prevention and intervention strategies. 

The need to closely examine bed rest orders and to implement mobility standards 

of care is evident. Hospitals must begin to consider functional status as a quality indicator 

for older patients.  Workflows of nursing and rehabilitation staff must be better designed 

to eliminate barriers in their abilities to mobilize patients. Patients, family, physicians, 

and nursing staffs must be educated on the benefits of ambulation and activity and 
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emphasize its importance to health and independence.  Activity orders should be 

considered as important as any other treatment or medication during hospitalization. 

Gaining a more thorough understanding of why older adults are not mobilized, despite 

evidence of its benefit, is imperative.  

Finally, the intervention trials provide compelling findings for “some type” of 

geriatric assessment and management team, use of a specialized geriatric unit, and formal 

exercise care pathways.  There is promising evidence from the long-term care setting that 

frail, ambulation-challenged residents with very slow walking speeds have shown 

significant improvement in walking function after a 4-week, task-oriented ambulation 

training (Tsaih, Shih, & Hu, 2012).  Although this study was not conducted in an acute 

hospital environment, it provides further evidence that frail older adults can safely 

participate in exercise programs and can improve walking function. Studies with 

randomization and large sampling have provided solid data on improvement in patient 

outcomes at no added cost or at cost savings.  

Gaps in the literature remain. Because the studies chosen for this review were of 

older adults with medical illness, none of their findings could be generalized to patients 

with short LOSs (< 48 hr), trauma, surgical or oncological illnesses, or admission to 

ICUs.  For future studies, McCusker et al. (2002) recommends standardization of 

predictors for functional decline.  She offers age, basic ADL and IADL function, and 

cognitive status as a basic variable set based on previous research findings and 

recommends against using nursing home admission as the sole outcome indicator because 

this may be reflective of social situations as much as functional status.   
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Callen and colleagues (2004) recommend that mobility during hospitalization 

should be explored from the patient perspective.  Fear of falling and hospital barriers, 

such as crowded hallways, lack of privacy, and tethering devices, may provide physical 

and psychological barriers to ambulating.  The loss of mastery and loss of control while 

hospitalized may also contribute to lack of compliance and adherence.  It remains to be 

seen how much functional decline is attributable to hospitalization and can be prevented 

given the focus on medical care versus functional restorative care. The question remains, 

“Who should receive interventions to prevent functional decline during hospitalization?” 

The data unequivocally demonstrate compelling reasons to assess function in 

hospitalized older patients. Data also show that many alterations in function are amenable 

to interventions. The healthcare system and individual practitioners have a responsibility 

to prevent the loss of independence and self-esteem that is associated with a patient’s 

reliance on others to meet basic needs.  Because alterations in functional status influence 

quality of life and survival, research in this field must accelerate. 
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CHAPTER THREE 

 

FACTORS THAT INFLUENCE MOBILITY 

IN MEDICALLY ILL HOSPITALIZED OLDER ADULTS 

A THEORETICAL FRAMEWORK 

 

This chapter examines how the concept of “missed opportunities for nursing care” 

contributes to the mobility or immobility of older adults hospitalized with a medical 

illness. In addition, the physiologic changes with aging that increase the risk for 

functional decline during a hospital admission where periods of low mobility are 

common is also discussed.  

Today’s hospital care is dynamic, with high acuity patients now commonly cared 

for outside of an intensive care unit.  Hospital length of stay is also significantly 

abbreviated, allowing less time for prescribed rehabilitation.  The primary focus of 

hospital care is the diagnosis and treatment of acute illness (medical model) and not the 

prevention of, or recovery from, functional losses (functional model), even if 

hospitalization has caused those losses.  Older adults who present to the hospital with a 

high level of acuity caused by an acute medical illness may also have one or more 

chronic illnesses.  Older adults have varying levels of functional capacity on admission to 

the hospital; they arrive from either home, an assisted living facility, or nursing home and 

may be completely independent to fully dependent.  Many older adults who recover 

partially or completely from their acute illness must do so outside of an acute hospital 

setting.   

Nurses are confronted with many challenges when caring for acutely ill older 

adults in the hospital.  They must understand and manage a chaotic work flow: 

admissions and discharges, assessments, medication administration, constant surveillance 
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of vital signs and other changes in patient conditions, preparation of patients for tests and 

procedures, teaching, and comforting.  And, they are expected to assess and manage 

patient functions such as attending to ADLs, particularly nutrition, continence, and 

mobilization.  In the current practice environment where nursing care is highly regulated 

and audited, the demands of workflow may not allow nurses to attend to all of the needs 

of an older patient, causing some care to go unfinished.  

The Effects of Aging and Hospitalization 

Changes occur as the body ages and are considered normal.  These changes, 

however, particularly in the musculoskeletal and cardiovascular systems, have 

implications for overall physical health and independence when an older adult becomes 

acutely ill and is admitted to a hospital. 

Hospital health care providers and administrators must understand that the 

technologic and mechanistic approach to care may be complicating an older adult’s 

ability to participate in activities that are necessary to maintain or improve function.  A 

blend of “high tech” and “high touch” is needed to preserve older patients’ functional 

abilities, and, if possible, return them to their baseline functional status and preferred 

living situation (Meiner, 2006).  How the hospital environment leads to functional decline 

has been well-described (Creditor, 1993; Palmer and colleagues, 1998) and is discussed 

in Chapter Two in detail. 

Although assessing functional status and preventing dysfunction are important 

tenets of geriatric care, clinicians and researchers have not yet agreed on a standardized 

method to predict those persons in the community and in health care settings, such as 

hospitals, who will become functionally impaired or how to measure and intervene to 
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prevent this decline.  Older persons with acute and chronic medical illnesses alternate 

between cycles of hospitalization and community or institutional living.  Due to the 

dynamic nature of functional status and the multiple factors that contribute to 

dysfunction, these two concepts must be considered on a continuum and cannot be 

considered solely either a health care setting or a community phenomenon.   

Physiological Changes in Organ Systems with Aging 

Changes that occur at the cellular level are responsible for overall organ and 

system changes (Eliopoulus, 2005; Goldspink, 2005).  For example, aging of the heart 

and blood vessels can, over time, lead to compensatory changes in the renal system and 

may precipitate heart failure with attendant edema, exercise intolerance, fatigue, fluid 

overload, and impairment of activities.  Patterns of aging are unique and dependent on 

factors such as an individual’s genetic make-up, cumulative diseases, one’s environment, 

lifestyle choices (e.g., diet, exercise patterns, and smoking and alcohol consumption) and 

stress levels (Eliopoulus, 2005).  To identify the normal changes of aging is a 

complicated research challenge because older subjects often have chronic diseases, such 

as atherosclerosis, diabetes, or ischemic heart disease (Chase, 2006; Goldspink, 2005). 

While these changes associated with aging may not directly cause decline, they increase 

an older person’s susceptibility to the stresses of an acute illness and resultant 

hospitalization (Creditor, 1993).   

Skeletal Muscle   

As a group, skeletal muscles, are designed to maintain posture and locomotion, 

support systems within the body, store reserves of proteins and amino acids, and act as a 

heat source (Goldspink, 2005; Topp, Ditmyer, King, Doherty, & Hornyak, 2002).  
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Changes in muscle, specifically loss of lean body mass, begin in the fourth decade and 

can be a major cause of dysfunction (Nair, 2005).  Sowers and colleagues (2005) showed 

that nearly 1 in 10 middle-aged African American and White women experienced at least 

a 6% loss of lean mass over the 3-year period of their study; more lean mass loss was 

associated with slower walking and less leg strength. This ongoing loss of lean muscle 

mass occurs at a rate of roughly 5% per decade.  By age 80, 40% of lean body mass is 

lost.  There is also a gradual loss of total muscle fibers (Kasper, 2003), and the voluntary 

force of muscle contraction can be reduced on average by 20-40% in proximal and distal 

muscles in men and women during their seventh and eighth decades (Fontera et al., 

2000). 

The cross-sectional area of the muscle mass is reduced with aging, corresponding 

to a drop in strength (Kasper, 2003); with this reduction comes a decrease in energy 

expenditure and physical activity (Nair, 2005).  In a longitudinal study of older adults 

aged 70-79, changes in muscle mass and strength were determined over a 3-year period 

(Goodpaster et al., 2006).  The findings revealed that older men and women, found to be 

well-functioning at baseline, had a 3-fold greater loss in strength than decline in muscle 

mass at the 3-year follow-up.  The results were true for men and women, Blacks and 

Whites.  Ironically, maintaining or gaining lean muscle mass did not always prevent the 

loss of strength, arguing for the hypothesis that muscle quality, in addition to muscle 

quantity,  is an important determinate of aging related to loss of muscle strength.    

Low Mobility and Skeletal Muscle Atrophy 

During an acute illness, a person may curtail normal activities as an adaptive or 

protective mechanism.  With this decrease in activity, skeletal muscle structure and 
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function begin to adapt to these lower levels (Kasper, 2003).  Unfortunately, older adults 

in the hospital may have limited ability to exercise or even to ambulate due to their acute 

illness or lack of attention to their mobility needs.  

Kasper (2003) defines skeletal muscle atrophy as the reduction of mass and the 

cross-sectional area of skeletal muscle that develops when a person’s normal activities of 

daily living are reduced; disuse atrophy results from decreased weight bearing and 

decreased movement.  Although disuse atrophy can occur across all age groups, it may 

lead to permanent disability or death in older adults (Ferrucci, et al, 1999).  Both aging 

and low mobility states result in atrophy of skeletal muscle; however, atrophy resulting 

from periods of inactivity occurs more quickly and requires a longer period of recovery 

(Kasper, 2003).   

The degree of skeletal muscle atrophy depends on the duration of reduced activity 

and the extent of the restriction.  Atrophy may involve a specific muscle group or affect a 

body’s total muscle mass (Kasper, 2003).  For example, a patient with low back pain has 

more mobility and less atrophy than a mechanically ventilated patient who is receiving 

paralytic drugs.  For skeletal muscle to recover, the recruitment of satellite cells, which 

are necessary for muscle regeneration to recover, must occur.  This recruitment is 

decreased in older adults because the ability of these cells to divide is finite (Kasper, 

2003). 

Skeletal muscle atrophy has three primary causes: immobilization, inactivity (also 

known as disuse), and drug-induced atrophy (e.g., use of corticosteroids or 

chemotherapy; Kasper, 2003).  Skeletal muscle atrophy occurs rapidly during periods of 

inactivity, primarily in the antigravity muscles in the back and legs due to changes in the 
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structure, mechanical properties, and energy metabolism that occurs with changes in 

activity patterns (Kasper, 2003).  Animal studies have shown that protein degradation and 

atrophy begin within 6 hr of limb immobilization, with the greatest losses of mass and 

protein occurring on Days 3 through 7 (Booth, 1987).  Schimke (1975) devised the 

following mathematical formula to calculate the rate at which a muscle or group of 

muscles will atrophy:  

   t1/2
 
= 1n2  

             kd 

  

In this formula, “t1/2
 
is half life; In2 is the natural logarithm of 2; and kd, the first-order 

rate constant for degradation.  t1/2 is the time taken to decrease to one half the final 

decrease in muscle weight that would occur if the skeletal muscle atrophied to a new, 

smaller, steady-state size” (Booth, 1987, p.18).    

During the process of atrophy, the cross-sectional area of the muscle decreases up 

to 25-30% as the diameter of individual fibers decreases and the muscle begins to lose the 

ability to produce force, resulting in fatigue (Kasper, 2003).  Decline in muscle strength, 

which results from low mobility, varies among muscle groups and types (Topp et al., 

2002).  For example, during bed rest, extensor muscles undergo greater decreases in 

strength than do flexor muscles.  More strength is lost in lower limb muscles than upper 

limb muscles (Berg, Dudley, Haggmark, Ohlsen, & Tesch, 1991; LeBlanc et al., 1988).  

Human muscles have different purposes and are designated either slow twitch 

muscles (Type I) or fast twitch muscles (Type II) depending on the contractile speed of 

their fibers (Topp et al., 2002).  Slow twitch muscles, like those responsible for posture 

and weight bearing, oxidize adenosine triphosphate (ATP) at a slower rate and have the 

capability of endurance.  Fast twitch muscles are used for rapid movements and burn 
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ATP at a rapid rate through glycolytic processes; fast twitch muscles fatigue easily 

(Kasper, 2003; Topp et al., 2002).  The effects of bed rest on slow twitch muscles are 

seen earlier than on fast twitch muscles, especially those that are necessary for 

ambulation (Topp et al., 2002).  The changes in protein composition that occur with 

inactivity result in slow twitch muscles acting like fast twitch muscles and fatiguing 

earlier (Kasper, 2003).  Antigravity muscles that cross a single joint and are comprised of 

slow muscle fibers (soleus, vastus medialis) are most susceptible to atrophy from 

immobilization, followed by muscles that cross multiple joints (erector spinae, rectus 

femoris, and gastrocnemius (Appell, 1990). 

Joints, tendons, ligaments, muscles, and skin have a normal range of motion 

(ROM); any decrease in this ROM leads to contractures.  Contractures begin forming 

within 8 hours of immobilization and can result from improper positioning in bed, the use 

of slings or casts, and lack of attention to ROM exercises (Corcoran, 1991). 

Bone is a dynamic tissue that undergoes continuous deposition and replacement in 

response to weight bearing and muscle pull.  Structural changes in bone occur more 

slowly than those in muscles, primarily because the turnover of bone tissue is a slow 

process (Bloomfield, 1997).  Similarly, recovery of bone mass after immobilization is 

also a slow process (Bloomfield, 1997).  With low mobility states, calcium loss in bone 

begins immediately (Corcoran, 1991).  Without stress on the bones, as with weight 

bearing, more bone is resorbed than formed (Topp et al., 2002); bone density has been 

found to decrease between 6% and 40% in 4 to 6 weeks of inactivity (Bloomfield, 1997). 

Each bony site has a fracture threshold, a critical bone density value that, if reduced, 

creates a susceptibility to fracture even with a minor trauma (Bloomfield, 1997).  
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Bloomfield (1997) theorizes that a reduction in bone mass after a period of low mobility 

or bed rest, in addition to decrements in muscle function and possible changes in gait and 

balance, increases the fracture risk in older adults.  Thus, attention must be given to 

remobilizing an older person after episodes of bed rest.     

Low Mobility States and Cardiovascular Function 

Changes in blood and plasma volume, hemoglobin and hematocrit levels, and red 

blood cell levels may be affected by periods of immobility and lead to exertional fatigue 

(Kasper, 2003).  Body positioning influences blood and plasma volumes; a person lying 

in a supine position will experience a decrease in plasma volume of nearly 500 ml or 7% 

of one’s body weight during the first 24 to 48 hr (Kasper, 2003).  Blood pools in the 

thorax, and venous volume is increased.  This increased volume is sensed by receptors in 

the atria, and antidiuretic hormone (ADH) and aldosterone secretion are inhibited. 

Diuresis of sodium and water occurs as ADH and aldosterone production is reduced, 

leading to significant losses in vascular fluid volume beginning on Day 2 of bed rest and 

increasing if inactivity continues.  Plasma and blood volume losses can be recouped but 

occur at 1.25 times the duration of inactivity (Kasper, 2003).  If these changes in vascular 

fluid volumes are not considered during bed rest or periods of low mobility, patients may 

be treated inappropriately for dehydration or other abnormal laboratory values (Kasper, 

2003). 

Cardiac output and stroke volume increase when a body changes position from 

upright to supine.  A subsequent decrease in stroke volume occurs as position changes 

from supine to upright.  Over periods of supine inactivity, cardiac output decreases as a 

function of vascular fluid loss and venous return to the heart (Convertino, 1997; Kasper, 
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2003).  During periods of bed rest, heart rate increases as a compensatory mechanism in 

response to decreased cardiac output and stroke volume. Increased heart rate can increase 

cardiac output threefold.  Vascular tone is lost in the smooth muscle of the lower body 

with bed rest.  Without tone, vessels are unable to constrict briskly and return blood 

efficiently to the body upon rising, causing orthostatic hypotension (Convertino; 1997; 

Kasper, 2003).  As occurs with skeletal muscle exposed to low mobility states, the heart 

muscle atrophies, stroke volume decreases, heart rate increases, and one loses the cardiac 

capacity to respond to physical activities (Convertino, 1997).  

Low Mobility States and Function During Hospitalization 

Before the 1940s, extended periods of bed rest following childbirth and after 

acute myocardial infarction were often the norm.  During World War II, because of 

personnel and hospital bed shortages, patients were mobilized more quickly and were 

found to have fewer complications.  After the war, the Veterans Health Administration 

conducted research that showed that the complications of avoidable bed rest were often 

more disabling than the original injury (Corcoran, 1991).  

Creditor’s (1993) cascade to dependency model illustrates the possible iatrogenic 

events that can befall an older adult during the course of hospitalization, specifically due 

to decreased mobility.  His conceptual model is based on this premise: When an older 

adult is hospitalized and placed on bed rest, the usual changes in organ systems that occur 

with aging are exacerbated by the low mobility state and frequently lead to catastrophic 

outcomes.  In addition, ongoing decline in mobility may result in psychological stress and 

can exacerbate an acute or chronic illness, leading to further loss of mobility (Bergquist, 

Neuberger, Jamison, 2006) 
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     Older adults with preexisting cognitive impairment or those who develop cognitive 

decline during hospitalization are at higher risk for functional decline (Pedone et al., 

2005).  Impaired cognition, such as with a dementing illness or delirium, can complicate 

an acute hospital admission for older adults.  Such patients may be less able to participate 

in care (e.g., exercise or ambulation) and may not have the capacity to understand the 

risks of low mobility.  Hospital staffs who are not trained in the care of persons with 

cognitive impairment may be unsure how to assess for the various types of cognitive 

impairment and how to keep impaired patients safe in the hospital, including how to 

mobilize them without increasing falls and other risks.  

The Role of Nursing in Hospital-Acquired Functional Decline 

The health care workforce faces many challenges today, not the least of which is 

how to provide evidence-based care to our aging society.  When patients are cared for by 

professionals trained in gerontology, or on geriatric units, improvements in outcomes 

such as functional and psychological status can be realized without increasing health care 

costs (Cohen et al, 2002).  Studies have shown that when older patients are cared for by 

nurses with gerontological preparation, they experience fewer readmissions to the 

hospital (Naylor et al, 1999).  Conversely, nurse staffing has been associated with poor 

outcomes such as failure to rescue and nosocomial infections (Needleman et al., (2002), 

length of stay and pressure ulcers (Lichtig et al., 1999), and decreased patient satisfaction 

(Potter et al., 2003).  The failure to mobilize can have disastrous consequences for 

patients and can affect outcomes of quality and cost.  

Despite knowing the value of gerontological preparation, many nursing programs 

do not offer content related to the hospital care of older adults.  In 1999, only 4% of 670 
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baccalaureate programs met the following criteria for exemplary gerontological 

education: stand-alone classes, faculty nationally certified in gerontological nursing, and 

clinical rotations in settings where older adults reside (Kovner et al., 2002).  Less than 

1% of practicing registered nurses are certified in gerontological nursing.  Similarly, 

advanced practice nurses certified in gerontology represented only 4% of all certified 

clinical nurse specialists and nurse practitioners (Spratley et al., as cited in Kovner et al., 

2002).  In their article on workforce implications of an aging society, Kovner and 

colleagues (2002) also reported on the lack of geriatric preparation for physicians, noting 

that, in 2002, fewer than 9,000 of the 650,000 licensed physicians practicing in the 

United States met qualifying criteria in geriatrics.  That is a ratio of 2.5 geriatricians for 

every 10,000 older adults. 

Missed Opportunities for Nursing Care 

Beatrice Kalisch first coined the term missed opportunities for nursing care in 

2006 as a result of her qualitative study on this phenomenon.  Her original research 

consisted of focus group interviews with nursing staff on medical-surgical units at two 

U.S. hospitals, a 210-bed hospital in the southern region and a 458-bed regional medical 

center in the northern region.  The sample, which comprised 107 registered nurses, 15 

licensed practical nurses, and 51 nursing assistants, were interviewed in 25 focus groups.  

Participants were asked two questions: “What nursing care is regularly missed on 

medical-surgical units?” and “What are the reasons for this missed care?”  Questions 

were intended to elicit repeated omissions of care, not missed care such as during unit 

emergencies. 
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Nine themes of missed care emerged from the focus groups: ambulation, turning, 

feeding, patient teaching, discharge planning, emotional support, hygiene, intake and 

output documentation, and surveillance. Nurses reported “trying” to ambulate patients but 

were usually unable to do so.  Nurses were also under the impression that ambulation was 

being done by nursing assistants; however, nursing assistants reported that they rarely 

had time to do so.  Staff who did ambulate patients at one site reported doing so because 

they knew the physicians would ask about it on rounds.  Turning patients was more likely 

to be done than ambulating; however, repositioning patients was rarely done at standard 

2-hr increments as recommended but rather at 4, 6, or 8-hr increments. 

Seven themes for missed care emerged: (a) too few staff, (b) time required for the 

intervention, (c) poor use of existing staff resources, (d) “It’s not my job” syndrome, (e) 

ineffective delegation, (f) habit, and (g) denial.  Staff reported that if an intervention was 

likely to be time consuming, it was often omitted.  Ambulation was identified as a task 

that was too time intensive.  Nurses reported that they believed that ambulation was the 

job of a physical therapist, even though they believed patients were not ambulated 

enough. Nurses reported “getting used to” not completing tasks.  When an omission 

persists over a period of time, accountability to complete a care assignment gradually 

weakens and then fades altogether.  As one of Kalisch’s interviewees observed: 

To be honest, when you skip ambulation one day because you don’t have time, 

and nothing happens, even though we know the patient goes home debilitated, I 

think it is easier to skip it the next day and the next and the next. 

 

Nurses reported being in denial about missed care, for example, assuming that 

ambulation was being done by physical therapy or nursing assistants; not asking about it, 

they reported, buffered them from knowing if it was not being done. 
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Kalisch’s (2006) study is most important because it demonstrates that care 

omitted at the point of care delivery can lead to poor patient outcomes.  It also 

corroborated the findings of Callen and Mahoney (2004) who reported that 73% of 

patients did not ambulate in the hallway at all during their hospital stay and only 3% 

walked more than twice.   

In a subsequent descriptive study of nurses (N = 459) at three hospitals, Kalisch, 

Landstrom, and Hinshaw (2009) used the MISSCARE Survey (developed by the authors) 

to elicit missed nursing care and the reasons for it.  The findings revealed a significant 

amount of missed care, notably basic care activities (70%) and assessments (44%). 

Ambulation 3 times a day was missed 84% of the time, according to 316 nurses.  Reasons 

for missed care were primarily related to a lack of labor resources, specifically unplanned 

fluctuations in the demand for care, in volume and acuity, rather than overall staffing 

ratios. 

Subsequently, Kalisch analyzed the concept of missed nursing care (Kalisch et al., 

2009) using an 8-step method: (a) select concept, (b) determine purpose, (c) identify uses, 

(d) define attributes, (e) identify model cases, (f) describe related and contrary cases, (g) 

identify antecedents and consequences and (h) define empirical referents.  The missed 

nursing care model is shown below: 
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The concept analysis determined that missed nursing care is an error of omission. 

The significant antecedents to missed care are labor and material resources and 

communication/teamwork.  Labor resources are the number, type, experience, and 

competency levels of the caregivers allocated for patient care.  Material resources are 

supplies such as medications and equipment necessary for patient care.  Relationships 

and teamwork among staff members are necessary to prevent missed care.  For example, 

when a nurse informs the rest of the team that he or she is overwhelmed with an unstable 

patient situation, alternate assignments can be made temporarily until that patient 

stabilizes, ensuring that all patients on the unit are safely cared for.  

These antecedents interact with the five phases of the nursing process (i.e., 

assessment, diagnosis, planning, intervention, and evaluation) and are filtered by a 

nurse’s internal norms.  Kalisch and colleagues (2009) describe the four factors that 

influence whether a nurse will delay or omit care: team norms, decision making 

 

Figure 2. Missed Nursing Care Concept Analysis (2009). Kalisch et. al., Journal of Advanced Nursing 

Volume 65(7): 1509-1517.  
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processes, internal values and beliefs, and habits.  Team norms are those within which a 

nurse operates   For example, unit culture may dictate that a nurse reposition patients 

every 2 hr or allow the nurse to skip ambulation if the unit is busy.  Decision making 

processes describes a nurse’s ability to determine the priority of work based on a patient’s 

current and ongoing condition.  Internal values and beliefs shape how a nurse feels about 

his or her decisions to provide or omit care.  Despite making a decision to delay or omit 

care based on antecedents, a nurse may feel guilt and regret.  Finally, habits may become 

imbedded if no detrimental consequence results.  Once a habit becomes the norm, a nurse 

may not even make a conscious decision to delay or omit care. Subsequently, missed care 

may lead to poor care and threatens patient safety. 

Research on missed nursing care has been ongoing. Kalisch (2009) conducted a 

mixed methods study to examine the differences between nurses and nursing assistants in 

their perceptions of the extent of missing nursing care and the reasons for it.  Her findings 

revealed a lack of essential teamwork elements, for example, trust and closed-loop 

communication, that can lead to missed or delayed care and have a significant effect on 

quality and safety.  Additionally, Kalisch and colleagues (2012) examined the 

relationship of nurse staffing levels to patient falls and whether missed nursing care 

mediated the relationship of falls to staffing.  Not surprisingly, the findings revealed that 

nurse staffing was predictive of patient falls and that missed nursing care mediated this 

relationship.  The authors suggest that fall rates could be decreased by creating methods 

to ensure that standard nursing care, such as ambulation and call light response, is not 

missed; these interventions could be as effective as adding additional staff. 

 



44 
 

CHAPTER FOUR 

 

METHODOLOGY 

 

     The purpose of this qualitative research study using formal interviews was to 

investigate, from the perspectives of nurses and physicians, the factors that influenced the 

mobilization or lack of mobilization of hospitalized older adults on two medical units of 

an academic medical center.  In addition, participant observation was employed to 

explore and describe patient and hospital routines related to mobilization on the study 

units.   The researcher believed that a better understanding of this phenomenon would 

inform hospitals, multidisciplinary healthcare practitioners, and policy makers about 

facilitators and barriers to patient mobilization, a crucial step before designing and 

implementing hospital mobilization protocols.  In seeking to understand this 

phenomenon, using in-depth interviews, this study specifically addressed nurse and 

physician knowledge about and ability to provide adequate ambulation and mobilization 

of hospitalized older medical patients.  Additionally, participant observation facilitated a 

more complete description of the activity or inactivity of older patients in the hospital 

milieu, hospital unit and room design relating to patient activity, and hospital routines 

related to mobility.  

This chapter describes the study’s research methodology and includes discussions 

of the following: (a) rationale for research approach, (b) ethical considerations, (c) study 

setting, (d) description of the study sample, (e) methods of data collection,  

and (f) analysis and synthesis of data. 
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Rationale for Qualitative Research Design 

      Qualitative research, as defined by Creswell (1998), is  

an inquiry process of understanding based on distinct methodological traditions of 

inquiry that explore a social or human problem. The researcher builds a complex, 

holistic picture, analyzes words, reports detailed views of informants, and 

conducts the study in a natural setting. (p. 15) 

 

     Qualitative inquiry seeks to gain knowledge from exploring and understanding a 

phenomenon from the sources that have first-hand knowledge of it, with an emphasis on 

discovery and description (Denzin & Lincoln, 2003; Polit & Beck, 2008).  Because data 

collection and analysis often takes place concurrently, this method allowed the 

investigator to use emerging findings to refine questions or processes to facilitate a more 

thorough understanding of the phenomenon of interest (Polit & Beck, 2008).  

Additionally, key features of qualitative methodology, such as understanding the 

processes by which decision making and actions take place, and developing contextual 

understanding were congruent with the researcher’s research aims.       

Literature Review 

     A selected review of the literature as described more completely in chapter two was 

conducted to inform this study.  Specifically four areas of focus were identified: (a) 

patient mobility in the acute hospital setting, (b) facilitators of and barriers to patient 

mobility, (c) missed nursing care, and (d) patient outcomes related to mobilization, 

including functional decline. The focus of this literature review was to better understand 

what is known about patient mobility in the acute hospital settings. 

 

 



46 
 

Ethical Considerations 

    Qualitative researchers may choose to study groups of people who are vulnerable, and 

the well-being of the participants must remain a top priority.  Because this study involved 

older adults in the hospital, it is possible that, even though they were not being 

interviewed, they were being observed, and their privacy may have been invaded.  The 

study was approved by the hospital’s institutional review board.  Letters of support were 

obtained from the patient care managers of both study units.   The nurses and physicians 

who participated in the study were given both oral and written information on the study 

and signed a consent form.  For example, they were informed before the interview began 

that they could stop the interview at any time. Additionally, cautionary measures were 

taken to protect the study participants identifying information and research records. 

Setting 

Description of the Hospital 

          The study hospital is a 640 inpatient bed academic medical center located at two 

distinct sites within a large city in northern California.  This is a large tertiary referral 

hospital with many specialties including neurology and neurosurgery, transplant, cancer 

care, and cardiovascular services.  The physical plant itself is old, with many units 

undergoing some structural, but primarily cosmetic changes over the years. The study 

took place on one medicine unit and one transitional care unit. 

Statistics for the study medical center for Fiscal Year 2011 are: 

Average daily census for Fiscal Year 2011: 504 

Average daily census for all patients 64 and older: 116 

Average length of stay: 6.49 days 

Average length of stay for patients 64 and older: 6.08 days 

Total Medicare days: 37, 786 for patients 65 years of age and older 
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Nurse to Patient Ratio (as mandated by California law): 1 RN for 5 patients on 

medical-surgical unit; 1RN for 3 patients on the stepdown unit 

 

Description of Study Unit One 

    Study unit one is a 24 bed acute care medical unit.  The unit is budgeted for an average 

daily census of 21.38 patients and has a skill mix of 80% RNs and 20% patient care 

assistants (PCA).  This unit has a manager and an assistant manager.  Unit one is staffed 

for a ratio of 4 patients per RN on the day shift, and 5 patients per RN on the night shift.  

A charge nurse assigned for each shift.  Charge nurses do not take a direct patient care 

assignment.  There is a four hour lunch break relief RN on the day shift and a 12 hour 

break relief RN on the night shift.  These break relief nurses cover patient care 

assignments during meal breaks and rest periods to facilitate maintaining the state 

mandated RN to patient ratios required in California.  The nurses’ shifts are 12 hours in 

length and referred to as “A” (7:00 am-7:30 pm) and “P” (7:00 pm-7:30 am).  The PCAs 

work eight hour shifts, days, evenings and nights.  Depending on the unit census, there 

are usually three PCAs on the day shift, two on the evening shift, and one on the night 

shift.  

     The unit is supported by Clinical Nurse Specialists including, geriatric, diabetes, 

wound care, medical-surgical, and cardiology who are available for consultation.  Other 

disciplines supporting this unit are case managers, a social worker, dieticians and dietetic 

technicians, rehabilitation services, respiratory therapy, a rapid response team, 

pharmacists and chaplains.  Medical staff includes attending physicians, fellows, 

residents, interns and medical students.  The primary admitting services are medicine, 

gastrointestinal, palliative care and oncology.  Patients on the units are diverse with 
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Hispanic, African American, Asian, and Russian cultures common.  The age of the 

patients ranges from 18 to 100 plus years of age. 

   Patients may also be admitted to this unit for twenty-three hour observation.  The 

majority of patients are admitted for exacerbation of their medical condition, or acute 

events such as gastrointestinal bleeding, hepatitis, pain syndromes, pneumonia, HIV, and 

complications of diabetes.  Patients are also admitted for diagnostic work-up and 

treatment of new onset infectious diseases and palliative care.  Chronic conditions 

managed on this unit include cystic fibrosis, sickle cell anemia, and to a lesser extent, 

chronic heart failure.  The unit’s average length of stay is 3.2 days. This unit also houses 

two Comfort Care suites for terminally ill patients that are designed to accommodate 

presence of family members and friends.  High volume treatments and nursing 

procedures include: wound/skin care, diabetic management, IV therapies, end of life care, 

anticoagulation, care of chest tubes and drains, pain management, pulmonary care and 

medication administration.  

Study unit one is a mix of general medicine patients ranging in age from age 18 to 

100 and older. Ten beds are reserved specifically for patients with oncological illnesses. 

The unit is comprised of two very long hallways, connected by two short hallways, 

forming a large loop, with the nursing station in the center. With the unit configured in 

this way, patients can walk two long and two short loops. 

Description of Study Unit Two 

     Study unit two is a 30 bed medical/surgical high acuity blended unit.  A blended unit 

is one where patients of differing acuity levels can be cared for without having to change 

their physical location.  The unit can provide three levels of care: acute medical-surgical, 
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telemetry/continuous pulse oximetry, and transitional care (TCU), akin to a step-down 

unit.  This unit also has a manager and assistant manager and is supported by the same 

teams and disciplines as study unit one.  The cultural make-up and ages and diagnoses of 

patients on this unit are similar to unit one.  The average length of stay on this unit has 

been difficult to determine.  At present, the data varies between 4-6 days as it includes 

any intensive care unit (ICU) admission days of care; many of the study unit patients 

have had some part of their admission in an ICU. 

     Patients cared for on this unit include those who require a higher level of care such as 

cardiac and respiratory monitoring.  Patients with new or recent tracheostomies, 

cardiovascular patients who require monitoring and vasoactive IV medication 

administration can be cared for on this unit.  The ratio of RN to patient varies by level of 

care and can be one RN for two patients, one RN for three patients, or one RN for four 

patients.  PCAs are also employed on this unit; usual staffing is three PCAs on the day 

shift, and two on the evening and night shifts.  There is a charge nurse that is free from 

patient assignments on the A and P shifts; additionally there are 12 hour break relief RNs 

that cover both A and P shifts. 

     These units are older and space is a constant issue.  Unit two has had virtually no 

structural changes over the years.  Chapter seven provides a more in-depth description of 

the physical plant, including photographs.  Most of the patient rooms on the two study 

units are single; however both do have some double rooms.  Unit one has bathrooms in 

each room, however one wing of unit two has no in-room bathrooms, and patients either 

use bedside commodes or walk, or are taken to a patient bathroom in the hallway.  The 

patient rooms have become quite cluttered as technology has crept into the space.  To 
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accommodate bar-code medication administration, a computer and staff work space has 

been added to each room.  Most patient rooms have a small chair for visitors and a larger 

chair for patients.  Rooms are frequently filled with equipment such as computers, 

commodes, walkers, wheelchairs, IV poles, cardiac and respiratory monitors and oxygen 

equipment, in addition to patients’ personal belongings.  Commonly, family/friends are 

present, often sleeping overnight in pull out sleep chairs, adding to the room clutter. 

Sample 

    A purposive sampling procedure was used to ensure adequate representation of RNs 

between the two study units.  Both male and female RNs with varied experience levels 

from one year to 25 years of caring for medically ill older adults were recruited.   Most of 

the nurses worked the “A” shift, however, some rotated between both “A” and “P” shifts.   

This provided a better understanding of patient activity across the continuum of care.  

Additionally, two attending level physicians, board certified in internal medicine and 

working as hospitalists on the medicine service were recruited.  They were recruited to 

provide the physician perspective, for example the role of the physician in patient 

mobilization, and writing activity orders, and because they are responsible for 

supervising medical students, interns and residents on the medicine service.  RN 

interviews were conducted until saturation was reached (no new themes or information 

revealed).  A total of 10 RNs and two physicians participated in the formal interview 

process.  During participant observation, staff, visitors and patients were observed, but 

demographic data were not obtained. Table 1 below reflects the demographics of the RNs 

and physicians who participated in the formal interviews. 
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Table 1. Demographics 

Subjec

t  

Age 

Range 

(years) 

Gender Ethnicity Highest 

Degree 

Obtained 

Professional 

Certification 

Length of 

Time in 

Profession 

Length of 

Time at Study 

Hospital 

Primary 

Shift 

Worked 

RN 01 31-40 F Caucasian BSN None 10 years 8 years A 

RN 02 31-40 F Caucasian/

Asian 
BSN None 5 years 5 years A 

RN 03 41-50 F Caucasian BSN None 20 years 15 years A 

RN 04 31-40 F Caucasian BSN Yes 

Progressive 

Care 

5 years 5 years A 

RN 05 31-40 F African 

American 

MS Family Nurse 

Practitioner 

6 years 6 years A 

RN 06 31-40 F Caucasian MS Yes 

Nursing 
Administration 

13 years 15 years D 

RN 07 31-40 F Caucasian MSN Yes  

Certified 

Nurse Leader 

2 years 5 years Split A/P 

RN 08 31-40 M Caucasian MSN Yes 

Certified 

Nurse Leader 

1 year 1 year Split A/P 

RN 09 51-60 F Caucasian BSc Yes 

Palliative 

Care 

Gerontology 

Rehabilitation 

25 years 6 years A 

RN 10 31-40 M Caucasian BSN None 4 years 3 years A 

MD 01 31-40 F Caucasian MD Board 

Certified 

Internal 

Medicine 

8 Years 5 years N/A 

MD 02 31-40 F Caucasian/

Hispanic 
MD Board 

Certified 

Internal 

Medicine 

9 years 4 years N/A 

 

Methods of Data Collection 

     To ensure study rigor and to provide a more complete understanding of the 

phenomenon of patient mobility, this study employed multiple data collection methods 

(triangulation), including nurse and physician interviews, participant observation, 

document review, field notes, and analytic notes. 

 



52 
 

Participant Observation 

    The two observation units were chosen because the investigator worked at the study 

hospital and was familiar with the routines and disciplines involved in caring for older 

medically ill adult patients. This strategy overcame potential barriers to conducting 

qualitative research: gaining entrée into the group under study, and establishing rapport 

and trust within the study group (Polit & Beck, 2008).  I used a balanced participation 

observation strategy, where I participated in some activities but did not participate fully 

in all activities (Pollit & Beck, 2008).   For example, I was familiar with hospital 

processes such as when a patient was on falls precautions, and was able to cue patients to 

use their call lights and wait for a nurse to assist with getting out of bed.  I wore street 

clothes rather than a nursing uniform, and school of nursing identification badge during 

observation days to identify that data collection and not clinical care was occurring.  A 

total of 50 hours of observation time was completed over the course of 5 months from 

August to November 2011, and February 2012. 

     Direct observations of patient activity occurred during the course of their hospital 

admission to obtain contextual data on the hospital wards, including interactions of staff, 

patients, and family as it related to activity. Direct observation is a method used where 

the researcher is watching and not taking part, and where the researcher is observing 

specific sampled situations or people, and are not becoming a participant in the context 

(Trochim, 2007).   Observations took place primarily during daytime hours, from 7:00 am 

to 8:00 pm, when patients had their meals and worked with rehabilitation staff.  This is 

also the time when most family, friends, and other caregiver visitations occurred.  Off 

hours observations included one evening/night shift from 8 pm to3 am, one Sunday and 
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one holiday observation. Observations took place on the patient care units and in the 

patients’ rooms. Data were gathered on a broad range of subjects’ physical activities, 

including those performed alone and those performed with others such as nursing and 

rehabilitation staff.  Observations focused on the physical design of the patient rooms and 

hallways, time spent, and types of staff interactions related to mobilizing, patient, 

family/other visitor interactions related to mobilizing, time patients were away from the 

unit, such as for tests and procedures, duration of time spent out of bed but not 

ambulating, such as sitting in a chair, and willingness/ability of a patient to participate in 

activity.  

     Observation data were obtained by continuously observing on the study units, looking 

for evidence that patients were in bed, in chairs, up in the room, or out in the hallway. 

Additional data were obtained with informal interviews of patients, families/friends who 

were walking or sitting up in chairs, and by informal interviews with staff who were 

caring for and mobilizing patients.  

Field Diary and Field Notes 

     During participant observation the researcher kept a field diary, a record of how the 

researcher spent time in the field (Polit & Beck, 2008).  Field notes were completed 

either in real time during observations, or as soon as possible after an interaction with a 

staff member or patient/family.  The purpose of writing field notes is not only to record 

information but also to assist with data synthesis and analysis (Polit & Beck, 2008), in 

this case to gain a deeper understanding of mobilization of older adults on the study units. 

During many hours of observation, no older medical patients were hallway ambulating, 

so this necessitated going into rooms or talking with staff about their patient’s mobility in 
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real time. Field notes primarily consisted of a recording of the interactions of staff, 

patients and families as it related to activity, including nurse/nurse interactions, 

nurse/nursing assistant interactions, nurse-physician interaction, nursing staff/physician-

rehabilitation staff interaction, amount of staff time spent on patient activity, as well as 

interactions from any discipline relating to activity. 

Analytic Notes 

  Writing analytic notes is a method used to record a researcher’s thoughts, ideas 

reflections, or insights about their work, not including field notes or coding. It is a 

method used to work through research problems or explore new ideas, to facilitate 

thinking and analytic insights (Maxwell, 2005). These notes were used to generate the 

themes that contributed to the data analysis of the study findings. 

Interview Process 

     Conducting personal interviews was a principle method for data collection.  Purposive 

sampling was used to conduct interviews of nurses and physicians. The intent of 

purposive sampling is to select participants who will best facilitate the understanding of 

the phenomenon of interest (Creswell, 2003). In this study, interviews of nurses and 

physicians responsible for the participants’ care provided information on knowledge and 

attitudes about mobilizing older hospitalized adults, current practice of both writing and 

implementing activity orders, as well as any facilitators or barriers to mobilizing patients.   

     After receiving verbal consent to discuss the possibility of study participation, the 

investigator met with the potential participant on a mutually agreed upon date, time and 

location.  The study was described in detail, questions were answered, and a written 

consent obtained. The interviews were semi-structured, conducted by the investigator,  
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and were primarily open-ended questions. This allowed the flexibility to follow new 

directions that emerged during the interviews if necessary. Each interview lasted 

approximately 60-70 minutes; interviews were conducted between November of 2011 

and February of 2012. Both notes and tape recording were used for data collection. The 

discussion below served as the interview guide and were used: 

1. To explore with physicians and nursing staff: 

a. Specific educational training received about older hospitalized adults 

and functional decline. 

b. Perceived importance of mobilizing older patients. 

c. Facilitators of patient activity. 

d. Barriers to patient activity. 

e. Perceptions about the responsible person(s) for mobilizing patients: 

nurses, nursing assistants, physicians, rehabilitation staff, families, or 

patients themselves. 

f. The unit culture and hospital culture regarding patient activity. 

g. How staff prioritize mobilizing patients against other demands during 

the shift. 

h. The practice of writing activity orders.  

i. The evaluation of patient activity, for example follow up regarding 

activity orders, reviewing nursing and rehabilitation staff progress 

notes.  

j. How activity status is communicated in report hand offs, for example, 

shift to shift and from RN to nursing assistant. 

k. The indications for bed rest orders. 

l. The consequences if activity orders are not implemented and executed. 

 

On completion of the interviews, the audio tapes were transcribed verbatim by the 

investigator. I chose to transcribe the interviews personally rather than hire a 

transcriptionist in order to immerse myself in the data and become familiar with it. 

Other Data 

     Data were also obtained from institutional documents and texts such as order sets, 

educational materials, and internal institutional policies.   
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Analysis 

     The objective of data analysis is organization, construction and extracting meaning 

from research data.  Data collection and analysis often take place simultaneously in 

qualitative research studies (Polit & Beck, 2008).  The formal process of data analysis 

was conducted using the following roadmap (Bloomberg & Volpe, 2008): 

Step 1: Review and Explore Data 

     During this initial step of data analysis the investigator read all sources of data. “Big 

ideas” were identified as a possible initial framework. The investigator made notes on the 

transcripts, attempting to capture important aspects or themes of the data that were 

relevant to the specific aims of the study. Additionally, insights, and questions for follow 

up were written on the transcripts as the investigator’s initial sense of the data. 

Step 2: Re-Read and Examine Data, Code Data, Place Coded Data into Categories: 

     This step required the investigator to convert the large amounts of data into smaller, 

more manageable units.  This was accomplished through coding, a system of 

classification identifying different segments of the data and labeling it (Bloomberg & 

Volpe, 2008). The investigator used the method of open coding where interview 

transcripts were read and key words or phrases that denoted the meaning of the text were 

written in the transcript margins (Polit & Beck, 2008). Data were coded and themes were 

identified, for example, a theme that emerged was the incongruence of activity orders 

with patient condition. Setting observations were reviewed and analyzed after each 

observation period.  Atlas. ti (2010), a statistical software program, was used to organize 

the text.    
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     Whole coded text segments and themes were reviewed and refined by comparing data 

across individuals and within thematic categories. The investigator compared patterns 

within categories and continually reflected on issues presented in the literature review. 

Rigor was enhanced by triangulating data sources (Denzin & Lincoln, 2003) sharing 

preliminary findings with participants and inviting comment and reviewing and 

discussing raw data and emerging accounts with the investigator’s advisor, and a small 

group of interpretive researchers.  

     As the process of analysis and synthesis progressed, I formulated several conclusions.  

Three major categories surfaced that contributed to patient mobility or immobility: 

patient factors, nurse factors, and hospital processes of care factors.  In each of these 

three main categories, subthemes were developed and validated using data from the 

multiple sources described above. 
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CHAPTER FIVE  

 

THEME ONE 

 

PATIENT FACTORS THAT INFLUENCE THEIR MOBILITY 

 

    This chapter presents the first of the three main findings of the study: how patient 

factors influenced their mobility.      

      Participant observation data revealed small groups of patients repeatedly walking in 

the hallways, usually wearing tennis shoes rather than hospital slippers. These patients 

were from the oncology wing, and, when questioned about the frequency and duration of 

their hallway ambulation, they reported that their doctors had told them they must walk a 

minimum of two miles per day while hospitalized to prevent pneumonia and blood clots.  

These patients represented a wide range of age groups from young to older adults. They 

were committed to walking despite describing pain and fatigue. One older man whom I 

had seen out walking alone multiple times and who appeared to be in pain said, 

I am here because of severe headaches, like ice cream headaches all the time. It's 

affected my vision. I don't want to take anything stronger than Tylenol. Even 

though I'm still in pain to some extent, I feel it's important to still be able to walk, 

and strong pain medicine prevents me from doing so. I know my limits. 

 

    On study unit two, a mixed medical-surgical and transitional care unit, patients 

walking in the hallways were most frequently with a physical and/or occupational 

therapist (PT/OT). This was due to the increased severity of patient illness on this unit, 

including patients who needed cardiac and respiratory monitoring and who were 

sometimes on intravenous medication for arrhythmia prevention or management of blood 

pressure. These patients often were assisted by two therapists simultaneously; the 

physical therapist reported that this strategy was commonly used for higher acuity 

patients that require two staff members for safety, and that the physical and occupational 
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therapists will “co-treat” and perform their respective assessments as a team. This method 

was often more efficient, as the therapists did not have to wait for an RN or PCA to 

assist. “Co-treating” was also true during week-end and holiday observation periods. 

Although the unit was comprised of patients who have both medical and surgical illness, 

it was primarily the surgical and oncology patients who were ambulating in the hallway. 

If medicine patients were out of bed, they were most often sitting at the bedside in chairs. 

     This pattern was also noted during week-end observations.  During the one shift of 

evening into night observation, only the oncology patients walked in the hallways until 

about 10:00 p.m.  If other patients were out of bed, it was to use the commode or walk to 

the bathroom.  There was one exception of a middle-aged male who was walking in the 

presence of a safety attendant.  Per the nursing staff, he had been withdrawing from 

alcohol and required attendant care. They walked together multiple hallway loops several 

times during that night.  Rehab staff only covers the day shifts and goes off duty at 5:00 

p.m.; nursing is responsible for mobilization for the remainder of the 24 hour period.          

Many patients who were quite ill, for example the patients who were receiving 

chemotherapy, were up frequently, walking in the hallways. They pushed their IV poles 

with multiple bags and IV lines as they walked. Sometimes they wore masks, and some 

used iPods and earphones.  They often walked with family or loved ones, with whom 

they held hands. Rarely was a staff member with them. At times, they walked at a good 

pace, others seemed tired and were slower, but continued walking. As participant 

observation was done over time, many of the same patients were noted to be walking 

from early morning into the evening, and many days in a row.  
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     In contrast, older patients on the medicine service were either in bed or in chairs next 

to the bed. They often had thick, soft Velcro belts around their waists to assist with 

positioning, and many pillows under their arms, backs and thighs to hold them upright in 

the chair. Many slept while sitting up, wrapped in several blankets, or watched TV. The 

majority were seated on chair alarms, an early warning pressure alarm system that 

audibly alerts the staff if the patient began to slide or stand from the chair unassisted.  

These alarms were used as fall prevention devices.  Two observed patients rested with 

their heads on the bed while they slept in chairs. Many older patients were up in the chair 

for meals, at least breakfast and lunch, which were the meal times observed most 

frequently.  

     Older patients who could move to a chair performed their morning grooming activities 

while sitting up.  When working with OT, the chair would be moved in front of the sink 

with the mirror so the patient could see themselves; when working with the PCAs, 

grooming was most often done sitting in a chair without benefit of a mirror, and often the 

PCA performed much of the grooming with the patient passive.  Younger patients were 

observed to be up in the room performing grooming activities at the sinks or in the 

bathrooms more frequently than older patients. Although many of the bathrooms on both 

study units had showers, they were rarely used, with the exception of the cancer patients 

receiving chemotherapy.  These patients often showered twice/day to remove any 

chemotherapy excreted through the skin. Many of the showers observed were used as 

storage for commodes. 

     The remainder of older patients had grooming activities done in bed. Observation 

revealed a similar strategy used by the PCAs to “co-treat” older patients. They often 
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worked in pairs after getting morning hand-off report from the RNs. During report, the 

patients needing additional physical assistance or who were identified as “total care” 

were identified by the RN. The PCAs then negotiated a schedule to go room to room 

together to perform bathing, grooming, toileting, and linen change activities for these 

patients.  Grooming was most often facilitated by the PCAs and rarely by the RNs. The 

RN had the overall responsibility for ensuring that ADLs are completed. These activities 

can and were delegated to a PCA. The PCA was responsible for independently charting 

that the activities were completed.  

     One of the goals of interviewing nurses and physicians was to understand why some 

patients on the study units were either walking or participating in activities and others 

were not.  The following are the findings related to the mobility of older medicine 

patients from the perspective of the patient characteristics themselves, and include: 

patient complexity or instability, symptoms, dementia and delirium, patient motivation, 

risk for falling, and patient culture.  What is different about medically ill older adults that 

keep them in bed or in the chair?  

Patient Characteristics: Complexity  

 

     Interview data revealed that medically-ill older adults were complex to care for 

because of their physiological, physical, and cognitive status. Medicine patients were 

universally described as most often presenting to the hospital emergently, without the 

benefit of planning and education, often spending many hours in the emergency 

department, and arriving on the wards exhausted and quite ill, often late at night. This is 

in contrast to surgical patients whose admission is often elective, with patients attending 

pre-operative classes where the importance of early ambulation was discussed. Older 
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medicine patients were also described as being frailer, “sicker”, with significant co-

morbidity, and often admitted without a clear diagnosis. The first hours to days of 

hospital admission may be spent making the appropriate diagnosis and establishing a 

treatment plan. This often meant that the patient required diagnostic tests and procedures 

that may impede mobilization. One physician said: 

The advantage of a population like the oncology service is that they have a really 

good outpatient infrastructure prior to their admissions. They see a provider; the 

protocol is explained (including walking). Much of that formalization helps, and I 

think the surgical services have that too. It’s a very algorithmic approach.  For 

medicine patients, they come in, and God only knows what’s wrong with them, 

it’s definitely not algorithmic. Sometimes we don’t even know what’s wrong with 

them; it’s always an unexpected admission. It may be easier to implement some of 

the walking strategies when you can sit down with the patients in the clinic and 

give them handout materials and discuss the expectations etc., than when you’re 

dealing with a patient who is really sick who has been up all night in the ER 

waiting for a bed, it’s a different dynamic. It’s not an excuse, but I think it’s a 

different scenario and may be more challenging to implement these types of 

protocols. 

 

     A nurse described surgical patients as frequently being able to walk 

independently after the initial post-operative day, while medicine patients may be 

unable to do so without staff assistance. This nurse also described some patients 

as being motivated to walk, and others who are not, possibly describing patients 

who are depressed.  

For example the cancer service patients that you see walking in the hallways can 

get up independently and go and walk. Our patients (medicine) are on tons of pain 

meds, often need at least one person physically there to help, and many of our 

patients are old and they are not able to just get out of bed and go for a walk on 

their own. The patients here that are able to just get up and walk are either doing 

that or they are in such a funk that they don’t do it at all.  

(Nurse, Unit One)  

 

   Older patients were identified as frequently having some degree of functional 

impairment prior to coming in to the hospital, either because they have chronic 
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conditions such as heart failure or emphysema, had an ICU admission and are still 

requiring monitoring, or have been hospitalized recently and have ongoing 

hospital-acquired functional decline. This causes a rapidly progressive decline if 

staff does not recognize and manage it on admission.  

Nurses said: 

 

I feel like a lot of medicine patients have a ton of comorbidities, maybe had issues 

with their mobility even before they came into the hospital, especially the elderly 

ones, and they get struck down by immobility so quickly if someone’s not right 

there. (Nurse, Unit One) 

 

They are also patients who come out of the unit (ICUs) and they haven't moved at 

all. Even if you're on the transitional care unit you have so much equipment, you 

have telemetry, you have CPO (continuous pulse oximetry) monitors, you’re 

moving less there, and unless they are being aggressive about physical therapy 

already on those units, the damage can be done. (Nurse, Unit Two) 

 

Dementia and Delirium 

 

     If the patient had cognitive problems, especially delirium, nurses were reluctant to 

mobilize them; dementia was less of a barrier.  Nurses were more concerned about the 

safety of the patient, especially a fall, when the patient was confused and unable to follow 

directions.  Delirious patients were more difficult to communicate with and to educate 

about safety risks such as falls. Patients with hyperactive delirium were described as 

being impulsive and moving quickly without paying attention.  Those patients who likely 

had hypoactive delirium were described as difficult to arouse during the day time hours, 

when most mobilizing activities needed to occur.   

     During participant observation a physical therapist was observed attempting to sit a 

patient up and dangle; the patient exhibited retropulsive movements, pushing backward 

horizontally in bed, making a dangerous slide out of bed possible. The patient was 

confused, unable to follow the cues of the therapist and demonstrated increasing agitation 
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with movement, resulting in the therapist placing the patient back into bed supine.  

Nurses described the following cognitive barriers: 

If they are not alert it is a big barrier. If they are completely out, sleeping all the 

time during the day. (Nurse, Unit Two) 

 

I think delirium complicates it if the patient is agitated, can’t stay still, constantly 

trying to crawl out of bed.  I feel like having them in a chair, even with a seatbelt, 

they might try to get out of it.  I’m less likely to get someone up who is actively 

delirious. (Nurse, Unit One) 
 

Delirious patients are not at all reliable, unable to use call light, big risk for fall or 

other injury. (Nurse, Unit One) 
 

Not just the diagnosis of dementia, but the behaviors the patients are exhibiting. 

We often have lovely cooperative patients with dementia who follow our lead and 

will walk with us if we offer it. They are compliant and can be safe. If a patient 

with dementia is agitated or is delirious, then again, having dementia may hinder 

activity because the behavior is not controlled, and the patient is not safe to get up 

and try to walk.  (Manager, Unit One) 

Patient Motivation 

     Patient motivation was a key factor that influenced mobilization, especially if patients 

were able to safely walk by themselves or with family members. Nurses reported that 

sometimes patients were very motivated to walk and had to ask the nurse to help them; 

nurses seemed embarrassed when they reported this.  Nurses believed it was their 

responsibility to initiate activities, and felt guilty when they had to be asked by patients or 

family members.  

I think too, when a patient verbalizes, I would like to get up and walk that is 

definitely a motivator. I think it’s sad that a patient has to ask us to get up and 

walk. (Nurse, Unit One) 

So I think unfortunately, if the patient is motivated to get up we all make an effort 

to go back and help them, but if they want to stay in bed we let them. I feel bad 

now, saying that. (Nurse, Unit One) 
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Well, motivation on the part of the patient is one of the biggest things. If the 

patient has the expectation, if there’s an expectation set for the patient that they 

will get up and if they are motivated that’s an important thing. (Nurse, Unit One) 

 

Motivated patients, a patient who really knows what they want. Have their goals 

in mind, they are working mutually with the team, usually on something like 

working toward getting home as soon as possible. They want to get to that rehab 

facility, but to qualify for acute rehab they have to be doing three hours of therapy 

a day. So I find that those patients are motivated, that they are of the mindset that 

they know they need to do it, makes it much easier for the nurses to comply with 

an order like, “up out of bed three times a day.” Whatever that activity order is. 

(Physician) 

 

 Conversely, nurses and physicians were frustrated when a patient was not motivated. 

One physician described the tactics she used to try to teach patients about the need to 

mobilize. 

It really frustrates me to see not only older patients but younger patients too just 

lying in bed 23 and a half hours a day, and the only time they are out of bed is to 

go to the bathroom. So I will actually tell patients, and I don’t even really know 

the true stats, but I say, “for every day you stay in bed you are losing about 3% of 

your muscle mass”. Sometimes that gets them going. Gets their interest peaked. 

Then I’ll talk a little bit about how important mobility is for improving muscle 

strength, improving circulation, helping with skin integrity and helping their 

overall health. So that is one thing I do a lot when I think part of the issue is 

motivation.  Sometimes it works, sometimes it doesn’t. (Physician) 

 

Additional Patient-Related Barriers and Facilitators 

 

    Other barriers that hindered mobilization were 1) unstable physiological status of the 

patient, especially hypotension; 2) pain; 3) fatigue; 4) depression; 5) weakness;  

6) obesity; and 7) having tethers like IVs, cardiac or respiratory monitors, or foley 

catheters (tethers are included here as the patients physiological conditions warrants these 

devices).  Many of these barriers are related to the nurse not feeling safe to mobilize a 

patient due to fear of patient injury or self-injury.  A physician, discussing what she 

believed might hinder the ability of the nurse to mobilize a patient said: 
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I think feeling like it’s safe for the patient to get up. If the patient has any unstable 

vital signs, or maybe the patient is very large, and the nurses aren’t really sure 

they can manage them alone. The patient has ataxia from a head bleed or 

whatever. I think often the nurses don’t feel like they can keep the patient safe 

during mobilization. If a patient has an IV, the pole might be a barrier, it’s not like 

you can’t walk with that, but it’s much easier if the line is saline locked. If the 

patient is tethered to something that the nurse either has to manage or to 

disconnect.  (Physician) 

 

     A male nurse described that his female co-workers may be afraid of moving patients 

who are large. He believes he is more confident in mobilizing patients due to his size and 

level of physical fitness. 

If I know from my assessment that the patient has some strength then I am 

confident to work one on one. But I feel pretty confident that I can move most 

patients either alone or with minimal assist.  I am 6 foot tall and I know we have 

some nurses that may not even be 5 feet tall. I don’t know if it is male or female, 

but just the height and muscles that is to my benefit. I think it is helpful to get 

patients moving that some of my coworkers may be afraid to. 

 

     Patients sometimes refused to get out of bed; the reasons were varied and nurses tried 

to work around them to accommodate, for example, nurses described the practice of pre-

medicating patients who had pain about 30 minutes prior to moving them. 

Sure, sometimes patients don’t want to get up. What are their reasons? Tired, 

pain, wounds, contractures. Oftentimes they’re scared. (Nurse, Unit Two) 

 

I do, I find excuses like, “I’ll do it after lunch, and I’ll do it when my family gets 

here, when my pain is better controlled”. I do find resistance. So if it must be 

done, I don’t give the patient an option, I say “It’s time to get up now.” Especially 

if I know the patient is going to fight me about it. If I know they are usually 

amenable to it then I might give them more of a choice about doing it and when. 

(Nurse, Unit One) 

 

There are many patients where it is physically really difficult to get them out of 

bed. Morbidly obese patients, patients who have really significant wounds. 

(Physician) 
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   A frequently identified barrier was the patient’s fall risk.  Nurses also reported that 

patients expressed fear of falling, usually because they have had a previous fall or a near 

miss fall. 

The focus is so much on bed alarms, and padding and preventing them from 

falling, that when you put them in a chair and leave them in the chair, it’s 

worrisome because you think that is what can happen, (that they will fall). 

(Nurse, Unit Two) 

 

What comes to mind is having patients who are in the hospital because of a fall, 

and then they become very timid and I become timid about getting them up also. 

We are the highest fall unit and we are very sensitive about this. We have a 

culture of fear of our falls numbers that it is getting in the way of our walking 

patients. As soon as a patient falls, they are on lock down and they are frustrated. 

 (Nurse, Unit One) 

 

Yes it’s kind of a balance between mobility and fall risk. Sure if we locked 

everyone down in bed then they would not fall. (Physician) 

 

Ethnicity  

     The study site serves a diverse multicultural patient population.  Translator phones on 

the units were readily available, as were in-person translation services. Nurses and 

physicians had been well educated on the need to use formal medical translation services 

when doing any patient/family education or discussing important clinical information. 

Many staff members were multicultural as well and spoke Mandarin, Cantonese, Spanish, 

Tagalog, and Russian (study hospital primary languages). 

     Only one RN reported feeling less confident, and therefore less inclined to encourage 

hallway ambulation with a non-English speaking patient.  Concern was expressed about 

being unable to discuss how the patient was feeling with exercise, making ability to 

intervene potentially difficult. 

Language is a barrier too. We have a large population of non-English speaking 

patients, and getting on the interpreter phone can be a barrier.  When using the 

interpreter phone sometimes things are not as clear on the phone as in person. If I 

were to walk with a non-English speaking patient it is difficult for me to 
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communicate, “Do you want to sit down?”  How are you feeling?  Who knows, 

they might feel lightheaded and cannot communicate that to me. That is a risk. 

(Nurse, Unit One) 

Despite being asked specifically about whether cultural differences creates a barrier to 

mobilizing most interviewees reported this as not affecting care negatively. 

I feel that with Asian cultures, they usually have family around and they often 

help us with getting patients up, they do more range of motion exercises with their 

families than other cultures. (Nurse, Unit One) 
 

Summary 

 

     A number of themes emerged related to patient factors that affected mobility, either 

positively or negatively.  Facilitators of mobility were: 1) clinical stability, especially 

blood pressure and heart rate; 2) adequate symptom management, for example pain 

control; 3) normal, or only minimally altered functional status from baseline; 4) being 

motivated to mobilize and having a goal in mind such as home discharge 5) having 

involved and encouraging family members; 6) culture/beliefs was only identified by one 

subject.   

     Mobility barriers were: 1) clinically unstable and need for bed rest; 2) poor baseline 

functional status; 3) co-morbidities additive to acute illness, including obesity;  

4) unmanaged symptoms; 5) altered cognition, especially delirium; 6) lack of motivation; 

7) older age; and 8) ethnicity.       

     One RN summed up how she is motivated, and how she motivates her older patients 

to mobilize. This is reflective of her personal experiences with older adults both at work 

and in her personal life. 

You know, I think I think of my mom, and I do what I think would be best for her. 

I think it’s just the right thing to do, there’s no question in my mind. There is 

something gratifying about having a patient that no one else has gotten out of bed, 

and they’ve been lolling about for a week, and I say, hey, we are going to do this. 

We do and it’s gratifying. You know, you feel like you’ve done the right thing. So 
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I think it’s kind of personal, like it feels so good to know you’re doing something 

so easy and so good for the patient. (Nurse, Unit One) 
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CHAPTER SIX 

 

THEME TWO 

 

NURSING FACTORS CONTRIBUTING TO LOW MOBILITY 

 

     This chapter describes the findings primarily related to nursing factors that influence 

an older adults’ mobility during an acute hospitalization. Physician interview comments 

are included to inform and validate findings. Findings to be discussed include:  

1) physician and nurse knowledge about functional decline; 2) competing demands; 3) 

time constraints; 4)  hand-off communication; 5) fear of self/patient fall/injury; and 6) the 

belief that “up to chair” is sufficient for mobilization. 

Understanding Functional Decline 

     The nurses and physicians in this study understood the phenomenon of functional 

decline and could clearly articulate the consequences of low mobility for patients under 

their care.  Lack of education or experiential learning about this common geriatric 

syndrome was not a barrier on the two study units, even for the less experienced nurses, 

and none of the subjects identified that lack of knowledge hindered their practice. The 

nurses were well educated, having Bachelor’s or Master’s degrees in nursing, and many 

who had graduated in the last ten years or less reported having formal nursing classes that 

included content on aging and geriatric syndromes. Nurses had been working with 

medically ill patients from between one and just over twenty years of hospital experience. 

Additionally, most nurses had attended hospital based continuing education classes about 

caring for older medically ill patients within the last 8 years. They believed this was 

important as they all worked on medicine units with a high number of geriatric patients. 

Interview data: When nurses were asked to speak about what they had learned either in 
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nursing school or by attending continuing education classes about functional decline, they 

said, 

I do remember actually learning that we do so much for patients in the hospital 

that it’s really easy for an older patient to start becoming dependent. I just 

remember that even little things like, “here’s your pills”, to have them take them 

rather than putting them in their mouth. When it’s an older person you kind of 

want to do things for them, but I do remember learning to NOT do so many things 

for them so they don’t lose their independence. But as far as mobilizing, it’s 

important for them to get up and get out of bed.  (Nurse, Unit One) 

 

I think it is very important to keep them mobilized because I do realize how 

quickly they can deteriorate as far as their functional capacity. I don’t think they 

compensate as well, so maybe after a couple of days in the hospital they are much 

less functional than someone who is younger. (Nurse, Unit Two) 

 

I think in general, anytime someone is hospitalized and in bed and outside of their 

normal routine, plus not feeling well, they are not providing for themselves as 

they might if they were home and healthy, in general being in bed can cause a 

person to become deconditioned.  I think the geriatric population is at even higher 

risk for that. So, it’s true for everybody but especially so for older patients, it is 

more enhanced, definitely. They are much more vulnerable. (Nurse, Unit Two) 

Well I mean I see it in so many patients, I think it is every older patient. You 

know you hear stories about a patient who was driving the day before he came 

into the hospital and now he can barely walk. (Nurse, Unit One)  

 

Because they lose their…move it or lose it. If they don’t mobilize they might lose 

their functional abilities. (Nurse, Unit One) 

 

     However, several nurses were unsure about the mechanisms of functional decline, but 

knew that not moving could be detrimental. Additionally, nurses described the tension of 

knowing that older adults needed to do what they could for themselves to preserve 

function, but as nurses, wanting “to do” for them. 

Mobilizing…I don’t remember specifics, just the sense of…I do remember 

actually learning that we do so much for patients in the hospital that it’s really 

easy for an older patient to start becoming dependent. (Nurse, Unit Two) 

 

I think with my older patients, you know, I think I baby my older patients too 

much, I do too much for them, I do more for them than I should. I help them 

brush their teeth rather than letting them do it. Maybe I don’t really need to do 
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that. Maybe that’s part of it, I think, “Oh, you’re tired, let me do it”. (Nurse, Unit 

One) 

 

    Nurses also learned about geriatric syndromes and functional decline experientially, by 

working with older patients and interacting with the multidisciplinary team, either at 

daily rounds or individual communication with team members. 

I have learned as I get older and now with twenty plus years of nursing 

experience, the two most important things I can do for my patients is get them up 

and make sure they have a bowel movement. (Nurse, Unit One) 

 

When we are in rounds it is something we discuss, how long the patient has been 

in the hospital and how they are mobilizing and oftentimes patients, even if they 

are only here a couple of days, may need to go to SNF because of their functional 

decline, so it is something we have talked about and seen. (Nurse, Unit One) 

 

I've learned from the Geriatric Clinical Nurse Specialist what happens to older 

adults in the hospital.  I've had conversations with physicians and with physical 

therapists as well about the problems of deconditioning.  I've learned to think 

about what a patient’s physical function was before coming to the hospital, and 

how far from baseline the patient might be. (Nurse, Unit One) 

 

    Physicians reported not having as much formal educational preparation as they believe 

nurses do in the hospital care of older adults; however, they discussed their experiential 

learning as they care for patients on the wards and are responsible for determining the 

patients’ discharge plans. Because they often follow patients daily from admission to 

discharge, they described the benefits of this continuity in understanding a patient’s 

functional trajectory. In contrast, nurses reported providing episodic care for patients, and 

may only care for a patient for one 12-hour shift.  Nurses on the study units worked 2-3 

shifts per week and reported that they often did not care for the same patients more than 

once. 

I think learning is two parts, one part is absolutely on the job, when you work 

with elders in the hospital, you are actually seeing directly what happens to them. 

So, the hazards of hospitalization. A lot of it is hands on, real world experience, 

seeing what happens to our patients. The other aspect is the more formal 
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education, going to conferences, learning about concepts for instance like the 

ACE (acute care for the elderly) unit, like what its goals and aims are. But I think 

by far the majority of experiences have been “real world” ones, so being in the 

workplace, seeing what’s happening, and dealing with the consequences of 

myself, or others, or the team, to not include strategies of maintaining or 

improving the functional status of older patients in the hospital. Looking at those 

outcomes of not focusing on function. (Physician) 
 

I think part of it really goes back to our training, what are we taught as being 

important to the care of our patients? Frankly, you know when I looked at what 

has been taught in the medical schools versus what has been taught in the nursing 

schools, it is very different. There are some similarities and a lot of overlap like 

the basic biological science of medicine, but when you are talking about things 

like functional status, there seems to be more a focus in the nursing education that 

isn’t in medical school. So if you have it as part of your training in the very 

beginning, I think that carries on into your clinical experience and how you 

interact directly with patients. That’s not to say that all physicians, or that many 

physicians don’t think about function, but it is not something necessarily that I 

think is a focus like it is in nursing education.  (Physician) 

 

Competing Demands: The Balancing Act of Prioritizing  

 

     Nurses reported prioritizing similar job tasks during their shifts.  When asked about 

the top priorities that they must complete before the shift ended, the majority reported 

obtaining vital signs and performing physical assessments as number one, and 

administering medications as the number two priority. Documentation, admissions and 

discharges, and procedures such as dressing changes, IV care, and preparing patients for 

procedures was identified by most as important to complete. Only one RN stated that 

assisting with ADLs, including mobility, was the third priority following vital signs and 

medications. Several nurses voiced that despite planning the workflow for their shift, 

sudden patient instability, or a high number of admissions and discharges could easily 

and quickly disrupt unit workflow and mobilizing was omitted. One nurse said, 

“Charting, I could never go home at the end of my shift without having charted.” When 

patient acuity was high nurses tended to keep the patient in bed, or at most, have them sit 

in chairs. No nurse said they could never go home without mobilizing their patients.  
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Medications, vital signs, physical assessments, get ‘em up. We can delegate 

activity to PCAs (nursing assistants) where we can’t delegate other things. I don’t 

have a dressing every day to do. If I needed to start an IV, that might take 

precedence. I feel like mobility could be bumped. It’s not an emergency to get 

someone up. (Nurse, Unit One) 

 

 Keep the patient alive (laughs). Get the important medications to them on time, 

getting them to procedures safely and on time, dressings, other treatments. (Nurse, 

Unit Two) 

  

If there's a lot of really active medical issues, maybe they're hypotensive maybe 

they're orthostatic, dizzy or delirious then I feel like it (mobilizing) may be less of 

a priority. At least until we get their immediate physiological needs met. Until 

they are hemodynamically stable, I might use a bed pan or suggest a foley. I think 

for the sicker patients who are more acute at least for me mobilizing isn't the first 

priority. (Nurse, Unit Two) 

 

I think that unfortunately we do focus more on a person’s medical needs, that is 

not to say that their functional needs are not important, but if the person is in with 

a UTI (urinary tract infection), I would likely focus on hanging their antibiotic 

timely than getting them up to walk, in terms of priority. I think that is part of the 

problem and I think that we want to keep them safe and not juggling a whole 

bunch of stuff when they are walking. (Nurse, Unit One).  

 

     Physicians also described the need to prioritize tasks much in the same way the nurses 

did. They experienced the same need to make a choice about the hierarchy of what gets 

done to treat a patient, despite articulating that intervening early is what needs to happen 

to prevent functional decline. They recognized the temporal nature of functional decline 

beginning early in a hospital admission, but other issues trump mobilization. Physicians 

said, 

Administering medications are one of the most important things for the patients, 

and for whether they live or die, and I certainly believe that mobilizing is very 

important but often not on this scale.  

 

But when they are having an MI (myocardial infarction) and a GI bleed and you 

are trying to decide whether to anticoagulate them or not, you’re not really 

thinking about the pressure ulcer that they’re going to have in four weeks, or the 

functional decline they’re going to have, BUT that IS the point when you need to 

be thinking about these things and that is part of the problem. We don’t. 
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     A Nurse Manager described her understanding of the competing priorities faced by 

her staff. Again, there is tension between what should be done and what is feasible to do 

on many days. A medicine unit historically is the first unit in which a new graduate RN 

will work to gain experience in preparation for transferring to more specialized units such 

as intensive care or emergency departments. Thus, medicine units often are comprised of 

nurses who are new graduates, or who have less than two years of experience and many 

have not mastered the art and skills of time management. A manager said, 

Nurses have many competing priorities, so they have to go into the rooms and 

give meds, do physical assessments. I know it is all within the nursing scope, to 

ambulate, to ensure patients are groomed, feeding, ensuring that patients are 

compliant with various therapies, and I know that nurses can delegate some of this 

to the nursing assistants. But I think mobilizing patients in a medical unit 

sometimes does fall lower on the priority list.  Sometimes mobility does not seem 

like an urgent priority right then and there. So it gets pushed down on the priority 

list. Especially when you are dealing with a floor where you have many newer 

nurses, where they are still having a lot of time focusing on the tasks like 

medications and charting, unfortunately if this doesn’t get done, it would have the 

least amount of impact to the patents outcome while they are in the hospital.  So, I 

mean even when the physician’s orders say ambulate three times a day versus a 

medication order, the nurse will 100% of the time do the medication order but not 

necessarily do the ambulate order. They are both seen as orders that need to be 

carried out but… 

    Nurses generally have a routine that they try to preserve as they work through the 12-

hour shift. This routine also takes into account that they need short breaks for food and 

fluid, and a brief respite to regroup. They know they could be walking with patients 

instead, and were embarrassed to discuss their need for a break.  

If, after the morning rush and passing meds, if I didn’t want to sit down and have 

something to eat and I have time, I might go get the patient up. But I do want to 

get something to eat and get my short break, because I know that the rush will be 

rolling around again before I know it, either meds or you know. So time is huge 

barrier. (Nurse, Unit One) 

At the beginning of the shift I get sign out from the previous nurse, then I check 

on the patients quickly to make sure that they're not in pain or that they don't need 
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to toilet right now, make sure that they are still breathing. I introduce myself. I do 

chart checks after that, and then if I have patients that have eight o'clock 

medications or finger sticks, I start with them. Unless I have someone who is 

unstable. I would prioritize that patient first. Usually I see my sickest patients 

first. (Nurse, Unit One) 

Typically I try to get meds passed on at least one or two patients before they start 

eating breakfast, so I'll do my med pass, vitals, and if they are in bed and they're 

not going to mobilize on their own at that point I'll ask them if they want to get 

into the chair to eat.  If I have time I'll do it especially if I think it's only going to 

take a minute or so, or I will call the PCA to get the patient in the chair for 

breakfast. (Nurse Unit One) 

 

It is just part of my routine. Obviously if an emergency would come up, ADL 

stuff falls off the list. Sometimes the only thing I can worry about is my patient’s 

blood pressure. But as far as my daily routine, I don’t write it down or anything, 

but if I have a patient that cannot walk without help, then I get them up first thing 

in the morning, even before I give my morning meds, again, a normal day, not 

one that is spiraling out of control. (Nurse, Unit Two) 

 

Time Constraints and Need for Assistance from Others 

 

     Both nurses and physicians recognized that many older medically ill patients 

required more time and resources to get out of bed, even to a chair.  Just as 

competing priorities made it difficult to routinely mobilize patients, when a nurse 

was looking for assistance, he or she often realized that everyone was busy and 

there were no extra hands.  During observations it was noted that there were 

certain times and activities that were sacrosanct. Medication administration was 

one of those activities; it was tightly regulated. For example, during medication 

pass times, nurses did not take phone calls. Medication pass times were 

commonly between 8 am and 10 am, 4 pm and 6 pm, and 8 pm to 10 pm. Nurses 

and nursing assistants knew they could not interrupt another nurse unless it was 

an emergency. 

     In many cases, getting older patients up and moving was described as requiring 

multiple steps, sometimes taking up to 30 minutes of preparation time. Older 
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adults were described by nurses as often needing to be cajoled into getting out of 

bed; those with cognitive impairment needed to have very simple, step by step 

explanations, repeated many times, often gowns/pajamas needed to be changed 

due to incontinence. Patients often needed to toilet before they could ambulate. 

Additional equipment was often needed such as walkers or lift devices, and they 

needed to be located and taken to the patient.  Nurses asked whether all the 

preparation was worth it for a few steps taken. The nurses below describe what it 

takes to move a sometimes significantly immovable patient out of bed. 

I think if you have a patient that is a 2- person assist you need to get another 

person. So, coordinating that, especially in the morning can be extremely difficult, 

the PCAs are already getting patients washed up; you know doing all the morning 

care. When you get a patient up to walk in the hall, depending on them, depending 

on how long it is going to take to get the patient up, toileting them first, then 

getting them prepared to leave the room, it might take a half hour, maybe it takes 

a while for them to void, getting their IVs and things capped off, getting an 

oxygen tank all of those things, it can take a really long time just to walk someone 

in the hall a short distance. (Nurse, Unit One) 

 

If it's med pass time, I can’t ask another nurse to help me. (Nurse, Unit One) 

 

Often more support is needed, like when you need two people and thirty minutes 

to do this, to walk a frail elder down the hallway safely. Our current structuring 

and responsibilities make this virtually impossible to do, for example 3 times a 

day, so we need to be thinking more about how to use the whole team. One of the 

things we have tried to do in the ACE unit is have PT do one ambulation, the 

nurse for one and the nursing assistant for one. So to be creative about how you 

share the workload, then it’s easier to do. (Physician) 

 

Communicating Patient’s Activity: Hand Off 

 

      Several methods of communicating, including handing off information about a 

patient’s mobility status between nurses and nursing assistants were mentioned in the 

interviews. The methods were dependent on the unit culture and were minimally 

standardized.  Nurses had approximately twenty minutes to receive hand off at change of 
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shift; patient care assignments were divided such that it required getting hand-off from 

multiple nurses. During this change of shift time the RNs were also responsible for in 

person double checking of IV medications that have been deemed by the organization to 

be “high-risk”.  The most common method of change of shift report was done through 

verbal communication between the RNs. Nurses identified that they usually trusted what 

the previous nurse had told them about a patient’s activity level and did not verify the 

information by looking at the medical record. 

In my handoff to the nurse for the next shift I usually include how the patient 

walks, how much help they need so that would be a time for me to say I didn't get 

the patient up because of X Y or Z. 

 

If I were specifically told at handoff that a patient needs a one-person assist and 

I'm pretty confident I’ll go-ahead and follow the directions I got from the previous 

nurse. 

 

If mobility is compromised I mention it, it is usually around how much help 

someone needs, like 1- person assist or you need to use the steady lift. 

 

     Conversely, if the nurse did not get good hand-off he/she may be less confident in 

mobilizing the patient. Nurses also reported that mobility/activity is often not discussed 

in specifics as there is not enough time to cover all the hand – off content that is 

important, and there is an assumption that staff already knows this information. 

If I'm going into a room to mobilize and I haven't gotten good sign out from the 

previous nurse it makes me nervous to get somebody up for the first time. (Nurse, 

Unit One) 

 

I would like to say always (discuss mobility at hand off), but I’m sure there have 

times where I haven’t discussed activity, and it may be on a patient that has been 

up and I’m not worried about them, or a patient that is completely the opposite, is 

a max assist or does or cannot get out of bed.  I think either extreme, and I may 

not discuss it, I assume everyone knows. For most patients yes, when you go 

down the order of systems on the handoff, it is very orderly so it is hard to miss 

the field, hard not to talk about it. However, the detail is often not addressed, 

again, due to time constraints of hand off for multiple patients to multiple nurses. 

(Nurse, Unit Two) 
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    On study unit two, report is prepared electronically directly into the electronic health 

record using what is called an E-Code handoff. The nurses going off duty enter their shift 

hand-off report into an electronic template that covers information on systems 

assessments, IVs, test results, etc., and the nurses coming on shift review it.. There is time 

left for in-person questions or clarifications if needed. 

I would put information about activity in my ECODE. But more than that, when I 

get report in the morning I do ask about activity. 

 

     After the shift starts, hand off is given from the RN to the nursing assistant. Again, 

there is some variability on how this is done. Most nurses reported that they sit down 

with the nursing assistant for 10 minutes within the first hour of the shift to plan the work 

of the day that includes patient activity. One nurse described her hand-off about work to 

be done and articulated the dilemma of asking a nursing assistant to walk patients three 

times a day. 

I give them what the patient activity order is, and also what I got in report about 

what the patient can do. Also if they are a fall risk, and why they are on falls and 

whether they have had a fall, especially in the hospital, because when a patient 

falls in the hospital it is often more severe than if they fell at home.  And then 

their activity level is conveyed, I don’t think I am very good at conveying specific 

directions to the PCA, unless it is up to chair for meals.  I guess I know how busy 

they are that I have a hard time asking them to walk each patient three times a day 

because I know how many patients they have. (Nurse, Unit One) 

 

Physicians described methods of hand-off and multidisciplinary communication about a 

patient’s functional status. 

There is absolutely none (hand-off discussion of function). I never receive a 

report on the functional status of the patients I am taking over. Neither am I very 

good at giving this information to the physician taking over for me. Unless it’s a 

significant issue like, the patient walked into the hospital and is now a full assist. 

So rarely do I do it. It ends up being quite far down on the list of priorities. The 

issue of handoff for physicians and nurses is such a complex issue, maybe if this 

were covered on a checklist, handoff document that would be better. (Physician) 
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 Well we have rounds every day. Multidisciplinary rounds. If I am just picking up 

my service of 15 new patients I ask the questions about function at rounds. 

Otherwise I will look in the PT notes to see exactly what the patient is doing, if I 

have specific questions of what their function is like, like do they need one or two 

person assist, need a cane or walker. It is very common for me to look in their 

notes for this information. (Physician) 

 

Communicating Patient Activity: the Medical Record 

 

     During interviews, one physician reported looking in the nursing notes to obtain 

information about a patient’s mobility status. If nurses or physicians looked at the 

medical record it was usually closer to discharge and it was the PT/OT or nurse case 

manager notes that were reviewed. Only one nurse reported looking at the nursing 

admission assessment where functional information is captured at the time of admission. 

Later in the interview she acknowledged that she has been working on a special project 

related to readmissions and this work has influenced her understanding of how important 

mobility is for safe discharge. Most of the information appeared to be given and obtained 

verbally and was not standardized. 

I probably look more at the PT note when we're getting closer to discharge. 

(Nurse, Unit One) 

 

If I know they are being seen by PT I will ask the PT how they are doing. I don’t 

read the PT notes. It is not that often that you don’t know how a patient is doing, 

it’s usually passed on, so are they getting up in the neuro chair.  I never check the 

PT notes. I know I can talk with them directly. (Nurse, Unit Two) 

 

I go look in the medical record, look for PT notes or I look for case management 

notes because it is often in there, whether they have help at home, can do 

activities independently, that kind of thing. If they were here before did they go to 

SNF or home with services? The nursing admission assessment, if filled out by 

family, asks those questions. (Nurse, Unit One) 

 

     One nurse offered a solution to improve communication about activity. 

 

I just think a better form of communication, like we have things in place like the 

white boards that the hospital has invested in. I think we could do a better job 
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using the tools we have as a way of communicating what their activity should be, 

I think it would be a great thing and simple. (Nurse, Unit Two) 
 

 Fear of Patient Falls and Staff Injuries: a Balancing Act 

 

     The patient care Managers of both study units identified that preventing patient falls 

was a high priority. Both study units had a history of high falls rates when compared to 

other units in the hospital. Many initiatives were currently underway including hourly 

staff rounding to prevent falls. The units also used safety attendants as necessary, which 

are nursing assistants who provided 1:1 care and observation usually for patients with 

altered mental status who are at risk to fall or to remove an IV or pull off a necessary 

piece of technology 

     During the interviews, both RN and physician staff described the tension of permitting 

patients unlimited and unsupervised mobility and the risk of a fall. Older adults were 

described as frequently presenting to the hospital because of a fall in the home or the 

community, with or without injury. This admitting diagnosis caused concern for both 

disciplines; despite the fact that they could articulate that walking in the hospital would 

likely help to prevent a future fall.  

     When asked if attention to falls precautions has affected their nursing practices, 

several nurses reported that it had. Both nurses and physicians also mentioned patients 

being fearful of a fall, as a reason they may not want to ambulate. The patient expressing 

fear of falling contributed to the nurse being afraid the patient would fall. 

There is so much focus on fall prevention, especially if they’ve fallen at home and 

that’s why they’re here, they now have a fear. They don’t want to get up, they 

don’t trust you maybe. (Nurse, Unit One) 
 

Nurses thinking about falls have a positive effect when they consider that 

improving a person’s functional status can be a good falls prevention strategy. On 

the other hand, clearly getting them up puts them at risk for falls, so there’s a 

tension with that.  And we have had months this past year where we have had a 
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series of falls and that has had a detrimental effect on the nurses feeling 

comfortable and confident getting patients up. Nurses often get mixed messages 

about this. Sometimes it seems keeping patients from falling and keeping them 

mobilized are almost at odds with each other. (Physician) 

 

    The gender make-up of both units was primarily female RNs. Unit One has two male 

RNs in a staff of 45 RNs.  One of the male nurses interviewed reported concern for his 

female co-workers as many are small in stature and weight, “I have several co-workers 

who are five feet tall or less, I don’t know how they move the patients around without 

getting hurt.” He told me since he started working on this unit a year ago he joined a gym 

and works out on his days off to build strength so he can move patients and protect 

himself from injury. It is a huge concern for him. Nurses frequently identified that older 

adults are often very large in stature, and obese older adults is now fairly common. The 

combination of obesity coupled with some degree of functional impairment and 

managing medical equipment, causes worry for patient and or self-injury. A female nurse 

from said, 

Patients are so physically heavy that when I am helping them and it looks as 

though they might fall, I worry that I may not be able to stop that from happening. 

They are so large, and also physically complex, complicated from an illness 

standpoint, so like also having to manage equipment, lots of tubes. Managing 

equipment and the patient both is scary; one of us can get hurt. 

 

     Participant observation revealed most patients who were out of bed in their rooms or 

hallway were wearing yellow slipper socks. These yellow socks are for patients who have 

been identified by the nurses as being at risk for a fall and are on falls precautions. Falls 

precautions signage was also on the door frame outside the patient rooms as well as 

inside the rooms over the head of the bed. One observation day I observed a frail 79 year 

old man alone, standing in the middle of his room, holding onto a walker, wearing nasal 

prongs oxygen with extra-long oxygen tubing, .He also had a pulse oximeter probe and a 
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cardiac monitor attached that was connected to a monitor by his bedside. He was on falls 

precautions as he had the falls signage and was wearing yellow socks.  He was unsteady 

on his feet and appeared disoriented and was indeed likely to fall as he was pulling on all 

of the tubing.  He said he wanted to walk and did not want to sit in the chair. I stayed 

with him while I put the call light on and waited for the nurse to assist. When they arrived 

they put him back in his chair with a seat belt on despite his protests and asking if he 

could walk. One nurse told him “you have too much going on right now, maybe later.” 

     Two patients that I spoke with had had had a recent hospital fall. One patient said, 

“The nurses don’t want me to walk around by myself because I have fallen a 

couple of times now.” 

 

     A nurse was talking with an older patient who was standing up next to her bed.  The 

nurse was encouraging the patient to return to bed because she had fallen the day before. 

When I spoke with the patient she remembered she had fallen the night before but could 

not remember the circumstances. Later, the RN told me this patient was not at her 

cognitive or physical baseline post-surgery and that she had fallen on two different units, 

as well as wandered off the unit.          

The Culture of the Chair: Is it a Substitute for Mobilization? 

 

     ‘Chair’ was the most common code word finding in this study. ‘Chair’ was what 

physicians and nurses described as they discussed out of bed activities and when they 

said ‘up’ or “out of bed”.  Most of the nurses reported that “up to the chair” was often the 

best that could be accomplished for frail older adults, especially those with cognitive or 

pre-existing functional impairments. However, nurses still feared a patient might fall 

during chair sitting. During observation, sitting in the chair was the most common finding 

for patient activity. Many patients up in chairs also had chair alarms under them so if they 
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tried to stand, an alarm would sound and staff would come running in to keep the patient 

seated. Chairs and bedside commodes were very often placed directly next to the bed. 

Patients would get to the chair or commode either by pivoting from bed to chair with 

assistance, or by being lifted by unit staff, lifted by the hospital lift team, or by using a 

Hoyer- lift device.  Frequently there was no or minimal weight bearing required of the 

patient.      

      Nurses spoke with pride when they described that they often got their patients up in a 

chair. They viewed this as mobilization.  They described that when there was an order for 

“up t.i.d.”  this could be accomplished by the patient sitting up in a chair. Common 

practice was described as getting a patient up in the chair just before breakfast and getting 

them back to bed after lunch, a time frame that was approximately six hours. Nurses 

described accomplishing both mobilization and safer swallowing when patients ate their 

meals while in a chair. A nurse remarked that these days, older adults were up in chairs 

during the day and not in bed so much more frequently than in the past, and this is now 

the unit’s culture.  

I think it has become the culture that patients are up in the chair, but I don’t think 

it is the culture that people are walking and out in the halls.  Sure doctors will 

come and say, or write an order, please walk patient in hall and get an oxygen 

saturation level. Or just please ambulate three times a day, and I think that’s 

looked at, not the oxygen saturation part, but the walk three times a day in the hall 

part as really hard. To get them up once a shift is hard, but… There are days when 

you do have time to do it, and again think because it is not our culture we don’t do 

it even when we do have time. (Nurse, Unit One) 

I think we are good at getting people out of bed to the chair in their room, I think 

we’re really good at that, but we are not good at getting them up and actually 

walking with them. (Nurse, Unit One) 

 

I think meals can be a trigger. (Nurse, Unit Two) 
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If I have time I'll get them up, do it especially if I think it's only going to take a 

minute or so. If not, I will call the PCA to get the patient in the chair. (Nurse, Unit 

Two) 

 

     In reviewing the core order set for adult inpatients, choices for activity prescription 

are: ad lib; bed rest; out of bed to chair three times a day, or ______ times a day; walk 

______ times a day; and a choice for ”other”.  Nurses stated that up ad lib was the most 

common activity order. This was followed by ‘chair three times per day’ and ‘walk three 

times a day’. When asked what ‘up ad lib’ means, most nurses said ‘whatever the patient 

wants to do’. They identified when a patient has an up ad lib order, they assume the 

person needs no assistance and they don’t worry about whether or not they are 

mobilizing. A nurse said, “we just go with the flow, if it looks like they (patient) can do it 

we let them.”  Provider orders for activity will be discussed more thoroughly in Chapter 

Seven.  

     Several nurses discussed that they did not need to have direct discussions about 

whether or not a patient was out of bed because the physicians could “see for 

themselves”, such as when the patients were sitting in chairs during team rounding.  This 

may convey to the teams, consultants, and case managers that patients are actually more 

mobile than they are. What is not communicated is the method of getting the patient into 

the chair; many patients are either totally lifted or have one to two staff to assist them and 

there is little to no weight bearing involved for the patient. It may appear that “all is well” 

when the patient is in the chair. 

Not really formally (communication directly about mobility), the teams usually 

see the patient’s up. I get patients up for breakfast and encourage them to stay up 

until after lunch, and medicine teams are in the rooms during those times so they 

see for themselves. I always feel that they are too busy to have that discussion. 

(Nurse, Unit Two) 
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     To validate concerns about this finding, I posed the question to several attending 

physicians and two case managers at multidisciplinary rounds: “What do you think about 

a patient’s mobility when you walk in the room and see them sitting up in the chair?”  

They validated the ‘all’s well’ feeling and that none of them had ever considered that 

nursing did the heavy lifting. There is real risk that patients are being viewed as being 

more functional than they really are; especially if no objective measures of function are 

used.   

Summary 

     Nurses and physicians did not lack the evidenced-based knowledge to 

understand the importance of maintaining function for older medically ill older adults. 

Nurses identified being faced with multiple, competing demands throughout their shift. 

All of the nurses identified medication administration, physical assessments and vital 

signs, and charting to be the tasks that engendered the most attention and time. They 

reported that although they began their shifts mentally planning to mobilize the patient, it 

did not take much to derail the plan; an unstable patient or increased acuity, admissions 

and discharges led to mobility being curtailed or omitted. Characteristics of the patients 

such as obesity, altered mental status, fall and injury risk, and frailty could hinder their 

ability to mobilize patients as two people, equipment, and extended time was often 

needed.       
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CHAPTER SEVEN 

 

THEME THREE 

 

HOSPITAL FACTORS THAT INFLUENCE PATIENT MOBILITY 

 

     This chapter describes findings on the hospital factors that influenced the mobility of 

older adults with medical illness. These included: 1) focus on acute illness, diagnosis and 

management workflows; 2) shared responsibility; 3) activity orders; 4) consequences; 5) 

communication; and 6) quality and culture. Descriptions and pictures of the physical 

environment of the two study units are also presented. 

Focus on Acute Illness, Diagnostics and Management 

     Observations of physician staff during older adults’ hospital admission revealed their 

work to: 1) focus on stabilizing the patient; 2) treat their symptoms; 3) make a diagnosis; 

4) formulate a specific treatment plan; and 5) discharge patients. Throughout the patients’ 

hospital stay, this work involved ordering and interpreting laboratory and radiologic 

studies, including treatments such as biopsies and dialysis.  Their work also included 

ongoing physical exams, patient, family, and staff rounds, ordering and follow-up with 

consultation services, transferring patients to different levels of care as needed, assisting 

with emergency situations, documentation of care, and admitting and discharging 

activities. Although some of this work was scheduled, such as team rounds being at the 

same time and place Monday through Friday, much of their work did not lend itself to 

standard work flows; the extremely diverse and unstable nature of patients being admitted 

with medical illnesses required flexibility with the plan of care.  

     During the admitting process providers obtained clinical, psychological, functional 

and social information through the history and physical examination.  Obtaining these 

data was complicated if the patient was non-verbal, too ill, or cognitively impaired and 
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could not provide self-report. Families or caregivers often were required to provide 

pertinent information; however, families at times did not know the specifics of their loved 

ones functional status. Admission orders were written that included activity prescriptions 

that will be discussed later in this chapter.  Medical testing, work-up, and patient 

stabilization usually had priority at this stage of the hospitalization.  

     Nurses were observed to have work flows related to the patient admission, including a 

formal admitting process: getting the patient settled into bed, drawing labs, starting IVs, 

administering ordered medications, performing a physical exam, taking vital signs and 

completing an admission assessment that included physical, cognitive, psychosocial and 

functional information.  The admission assessment at the study site included questions 

about recent status of a person’s ADLs and some IADLs, falls history, current living 

situation, number of stairs entering and in the home, use of durable medical equipment, 

and use of home care or home maker services.  Nurses reported this is often difficult to 

obtain, if the patient is cognitively impaired, or cannot complete due to fatigue, pain, 

nausea, or refuses. Both types of admission assessments (MD/RN) are patient or 

surrogate report; little or no objective testing of function was done at this time. 

I think unfortunately, older patients are coming in with serious and acute issues, 

so functional status, nutrition, really get put aside and the focus is on the more 

acute issues that are coming up, so thinking about patients in the ICU, you are 

kind of dealing with all of these other issues, so maybe later, or if a caregiver 

brings it up. (Physician) 

 

     The average length of stay for medicine patients on the study units was 4.2 days. This 

did not leave much time for acute rehabilitation. For example, if a patient was admitted 

on Friday, they often were not assessed by a rehab therapist until Monday, which was, at 

times, the day of discharge. Even if PT/OT could assess the patient on the day of 
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admission, three days of rehab for approximately 30 minutes per session may not be 

enough for a home discharge especially if functional decline began in the days prior to 

admission, or if the patient had some degree of loss of ADLs prior to admission. These 

factors foster a medical model of care that is focused on acute illness diagnoses and 

management. 

Shared Responsibility for Mobilization 

     During the interviews, a specific topic of discussion was, “What discipline holds 

primary responsibility for ensuring that patients are mobilizing to the best of their 

abilities?” One-hundred percent of the respondents identified that this was a shared 

responsibility between nursing, rehabilitation staff and providers (physicians/ nurse 

practitioners), however, with probing, all but one physician said ‘nursing’ was the 

discipline ultimately responsible.  This appeared to cause some discomfort for the nurses; 

several initially said nursing had ultimate responsibility, but would then describe the time 

constraints or competing demands that often kept them from this work.  

 I think it's everyone's responsibility. (Nurse, Unit One) 

 

You know I think it’s everyone’s responsibility; everyone has to be 

involved in it. Physicians need to know how functional their patient is, 

how functional their patient was before they came into the hospital, what 

they are roughly able to do now. They should be counseling their patients. 

Sometimes I think the tendency is, “Let’s just consult PT”, but there are 

times when PT will say, well this patient doesn’t need PT, this patient was 

walking around before they came to the hospital. No one told the patient to 

walk around here, so this is a good example about that you can’t just 

relegate this to another discipline, everyone should be trying to get the 

patient up, should be talking to them. Maybe PT gets involved with them, 

maybe the physician when they need to, nurses, patient care assistants, 

everyone needs to work together to get the patient moving.  (Physician) 

 

Well medicine patients are clearly very sick, very frail, and sometimes not 

even strong enough to tolerate surgery so we manage them medically so 

sometimes they need a lot of extra support to mobilize. I don’t believe it 
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can fall on the backs of one provider; it’s just not possible to do that. 

(Physician) 

 

I don’t want to cop out and say “everyone” but ultimately the person who 

is responsible is the physician. The physician is also ultimately the one 

making the decision about where the patient goes after discharge. There 

has to be a caveat that this is a team effort, you cannot rely solely on the 

physician only or the nurse only, or the physical therapist only, because it 

is such episodic care, that there often isn’t one person taking care of the 

patient from start to finish, there has to be some responsibility that is laid 

out because we work in a multidisciplinary environment. (Physician)  

 

     This view of shared work may be appealing as it connotes teamwork.  However, 

because, the responsibility is diffused to three distinct disciplines, it was clear that no one 

discipline assumed ownership for when and if the work got done.  This shared 

responsibility for patient mobilization was observed as being different from other work, 

for example, medications.  With medications, the roles were clearly defined: providers 

ordered, pharmacists dispensed, nurses administered and monitored for effect; there were 

no gray zones, and problems with compliance were identified and mitigated immediately 

through formal systems.  

     Interviewees discussed teamwork as being an important factor for mobilization and 

one physician described the ACE unit model where RN, PCA and PT each walk with a 

patient one time each day;  however, since the ACE unit was not a study unit this could 

not be verified.  There was no evidence of a fully developed teamwork model where 

mobilization was shared and accountability evident on the two study units. 

     The RNs spoke of delegating the work of patient mobilization to PCAs, as this was 

one facet of patient care that they felt could be safely delegated. However, this delegation 

practice was variable, as nurses recognized that the work of PCAs had also become more 

complex with taking vital signs, providing most ADL care, assisting with transport, 
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intake and output, and charting. Additionally, some nurses were not comfortable with 

delegating work to others, while others expressed frustration that the nursing assistants 

did not own this. 

I think the RN should take the initiative but I think the PCAs should take more 

responsibility in actually doing it. In a perfect world they would take more 

responsibility to do this, without question, they should be getting the patients up. 

You know, unless there was some kind of restriction. (Nurse, Unit One).  
 

I think the PT is the most significant person to mobilize patients for assessment, 

for example, walking in the hallway, walking up and down stairs, but nurses and 

PCAs do most of the walking around the room getting up and down to the 

bathroom, and it's really probably mostly the PCAs who do the majority of that 

work then followed by nursing. (Nurse, Unit Two) 
 

Activity Orders 

 

     Writing activity orders was the responsibility of the medical team. Activity orders 

were written at the time of hospital admission on a core admission order set. At the study 

site, patients did not ambulate without an activity order. Order choices were:  

ad lib 

bed rest for ____ hours 

out of bed to chair three times a day or _____times 

walk ___times per day 

other ____ 

 

 Nurses reported orders were usually written as ad lib or up three times a day. 

When bed rest orders were written, nurse responses were mixed about their perceived 

relevance to the patient’s condition. They identified some absolutes for bed rest orders: 

acute MI, chest pain, femoral artery lines, unstable vital signs, and acute hip fracture not 

yet stabilized, were common answers. However, at times they noted bed rest orders were 

written when the provider was unsure what to order. These bed rest orders were followed 

with a PT referral to determine the activity status of the patient prior to writing for an 

actual mobility plan. Nurses reported that activity orders were completed almost 
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mechanically, and not individualized based on the patient’s assessment. Once written, 

orders were rarely rewritten as the patient progressed, unless it was a bed rest order 

rescinded and specific activity ordered. Both physicians and nurses identified that PT was 

the best determinant of specific rehabilitation needs both in the hospital and upon 

discharge.  Or they are unsure about their assessment skills. 

Often I don’t feel confident about deciding to get a patient out of bed, especially if 

they can’t tell me that they are OK to walk, or if they were just walking at home. I 

don’t really know how to assess if a patient is safe like PT does. I don’t think the 

doctors do either; it’s easier to wait for PT to tell us. (Nurse, Unit One) 

 

Honestly there's not that much thought that gets put into it. Almost everybody has 

an up ad lib order, with the exception of patients who are on bed rest. (Nurse, Unit 

One) 

 

Bed rest, up ad lib, I think that’s part of it, there are no specific orders for that, 

what does that mean, if the patient wants to get up, if they can get up on their 

own? It doesn’t give us any indication about what the patient can do. Or it falls on 

us to determine the activity that the patient actually can do and pass that off in 

handoff. (Nurse, Unit Two) 

 

It depends on the individual physician you know. Sometimes it’s comical. Often 

they write “ambulate t.i.d.” Yesterday we had a patient that had one amputated leg 

and only half of the other foot, no prosthesis, he was delirious, and the physician 

wrote an order for ambulate t.i.d. So I feel like often their orders are…that they 

don’t give them a lot of thought.  (Nurse, Unit One) 

 

     Activity orders in general seemed to both nurses and physicians to have an unwritten 

or unspoken hierarchy. Medication orders trumped activity orders; in fact, most orders 

appeared to trump activity orders.  Many of the nurses appeared genuinely surprised 

when I asked if they ever reported themselves either to their manager or through the 

incident reporting system when they did not carry out an activity order. “Wow, I guess 

you’re right. It’s an order not carried out. I’ve never thought of it that way.”  Both 

disciplines seemed accepting of the fact that some, activity orders in particular, were OK 

to ignore.  In trying to elicit from the nurses, that if orders were written specifically, such 
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as ‘ambulate 150 feet today’ would they be more apt to follow them, the general 

consensus was yes; if unable to do so, they would be more inclined to contact the team 

directly to report this.  Whereas current culture is, if an out of bed three times a day order 

was written and not executed, there would not be a discussion with the team. When ‘ad 

lib’ orders were written, nurses consistently reported that that meant a patient was 

independent and could be as active or as inactive as they wished.  Nurses did not worry 

about risks for functional decline or falls if a patient had an up ad lib order written.  

Orders seem to have a priority, even if not ordered that way, and meds have a top 

priority, activity orders don’t. (Nurse, Unit One) 

 

Sometimes orders are not very realistic such as on the admission orders. So 

sometimes ambulate t.i.d is not realistic, all you can do is get them up in a chair, 

or stand them up a little bit, but sometimes without PT it’s impossible. (Nurse, 

Unit Two) 

 

     Nurses believed PT was the most appropriate discipline to understand the mobility 

status and needs of patients.  However, it is the physician who must write the orders. 

Nurses did not believe that physicians understood the functional capabilities or deficits of 

their patients and therefore wrote activity orders that did not match patient ability.  

Physicians reported personally not doing or expecting house staff to perform functional 

assessments or gait and balance testing unless the patient was admitted specifically for a 

fall or neurological problem. The physical exams were focused primarily on the chief 

complaint. 

I feel like if this were guided by the PT rather than the physician, I would be more 

apt to follow it, I don’t know why…I guess I feel like the PT really knows what to 

order and the doctor doesn’t. Just like nutrition, the doctors are responsible for 

writing all of these orders and really are not the experts in these issues, the 

discipline specialist is. (Nurse, Unit Two) 

 

I so rarely write for bed rest, if I have any concerns…instead I write, up with 

assistance so do I go back to drop that “with assistance”? I don’t, but I sort of 
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think that happens. It’s probably something I should be doing, but I think when 

the patient gets stronger and starts getting up on their own and people seem ok 

with that…It comes up more when patients are transferred to me, like from 

another service like a surgical service, I have to reassess all orders including the 

activity order, so I would rewrite under those circumstances, often to liberalize it. 

Other times it has come up has been when I write for a PT consult and they 

contact me and say they cannot do it because there is a bed rest order in place. 

(Physician)  

 

Consequences: Yes for Patients, But Not for the Staff 

 

     The consequences of omitting ambulation were explored during the physician and 

nurse interviews. One hundred percent of the interviewees identified that there were no 

consequences associated with not following activity orders.  This was the culture of both 

disciplines caring for older medically ill patients; physicians endorsed an understanding 

of the nursing work load, expressing amazement that nurses manage to do what they do.  

Nurses did not give or receive negative feedback during handoff to each other if patient 

mobilization was not done during the previous shift.  Nurses did not often give feedback 

to the PCAs if patients were not mobilized. nor did they report this to their manager. The 

lack of consequences for the nursing staff for not implementing an activity was a well 

endorsed finding by both disciplines and verified by the nurse manager when 

interviewed. Nurses admitted that there were likely consequences to the patients, such as 

going to a nursing home instead of home, or needing more help at home from family, but 

aside from their guilt for not completing their assigned work, there were no professional 

consequences to them. Nurses believed that there were acceptable reasons for why 

activity orders were not executed, such as time constraints or competing demands, not 

because they did not want to do it or were being negligent.  

     Consequences for other types of missed care were significant and well-articulated. 

Omitting a medication for example, resulted in the filing of an incident report and a 
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counseling session in person with the nurse manager. If this missed care continued, it 

would result in progressive discipline and ultimately termination. Other missed care such 

as failure to complete assessments, vital signs, dressings, wound care or charting would 

result in counseling with the manager. When I asked a nurse what would happen to her if 

she did not give her patient the ordered diuretic today, her response was, “I would likely 

have an incident report and a call into the office.” 

I don’t think there are consequences. I think it’s unprofessional.  But I don’t think 

the consequences are as severe as if I did not give someone a medication that they 

needed or a fluid bolus if they had low blood pressure. There are no repercussions 

say from a physician, so you wouldn’t get in trouble. I think if there is a specific 

order such as walk in hallway today there is usually a reason that it doesn’t get 

done…patient didn’t tolerate it, refused. I don’t think we just would not do it 

because we didn’t feel like it. (Nurse, Unit One) 

 

MDs or pharmacists will fill out an IR (incident report) when a medication is 

omitted or given improperly, but that doesn’t happen on all levels, whether it is a 

physician, a nurse, a nursing assistant or a PT. For some reason it has been the 

culture overall and the unit culture as well. Physicians have not ever come to me 

about not ambulating a patient, but I feel the commitment to these orders is not 

there by either the physicians or nursing staff as it is with other things. Even 

though there is an order, people are using judgments, or not even judgments, it is 

just that it is OK to not do it that there is an assumption that it is just not that 

important and there aren’t consequences that come to staff for not doing it. When 

there is a med error it comes back to them but when a patient doesn’t ambulate, 

even if it delays a discharge for a day that feedback is not given. There is no 

feedback about the impact of not following that mobility order. (Nurse, Unit One) 

 

     Physicians voiced understanding about the competing demands of the nurses and did 

not talk with the manager about omitted activity orders.  Instead, they would go directly 

to the nurses and have a conversation about it.  This did not occur often, but rather with 

special circumstances. If that type of intervention did not work, or, if they saw that the 

same RN consistently was not mobilizing patients, they would have a conversation with 

the charge nurse.  If mobilizing a patient was deemed “really important”, for example if a 
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patient who either refused, or could not be anticoagulated, and needed to walk frequently 

for venous thrombolembolism  (VTE), one physician reported that she would have a 

conversation with both the bed side RN and the charge nurse to underscore the need to do 

this at all costs. 

No I have a different feeling about medication orders, and I think I would go to 

the nursing manager about a medication not given or not stopped like an 

antibiotic. I usually don’t write incident reports but I do my version of them 

which is to go the manager. You know to expect the nurse to ambulate a patient 

three times a day in the context of a lot of other patients and what easily could be 

a very busy shift…it’s an important thing but it’s really hard to be dogmatic about 

it. (Physician) 
 

So, that has happened before, there have been times where I actually had to go 

back and talk with the nurse to find out exactly what happened to the plan. I think 

most of the time it is not intentional, she did not intentionally not do what was 

ordered, it was just a matter of timing, it was too busy. So when something like 

that happens it is my responsibility to find out exactly what happened, did he or 

she involve any other personnel, either a nursing assistant or PT or another nurse 

or what not, to help. So there actually have been a few instances where I have had 

to go back to figure out what happened. It is always, “we didn’t have time, or the 

patient refused.” Unfortunately, when it is an issue where the patient declined, it 

requires more investigation such as “is the patient having pain that isn’t being 

treated appropriately?” Then it is just not the case that the nurse didn’t do 

something. (Physician) 
 

Hospital Systems of Communication 

 

     There were minimal formal systems of communication related to mobility.  Activity 

orders were listed on the nursing kardex, which was a list of current orders for each 

patient, so in theory, any provider could look to the kardex for current activity or 

restrictions. Kardexes, however were not frequently updated by the nurses, such as 

adding additional information individualized to the patient, for example, the need to use 

lift equipment or lift team. Nurses rarely read other nurses or nursing assistant notes 

about mobility. On occasion they would read PT notes, but usually when the patient was 

ready for discharge. Physicians and nurses relied most commonly on verbal 
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communication about functional status, either in Monday-Friday multidisciplinary team 

rounds or at the bed side if both disciplines happened to be present at the same time. 

However, most of that information came from PT/OT at rounds and if the patient was not 

receiving formal rehabilitation, no information was shared about current level of 

function. Nurses felt most comfortable receiving specific information and direction from 

PT, and felt that they were excellent in communicating a specific mobility status or need.  

However, nurses relied on verbal communication rather than the documented plan, again, 

which relied on the two disciplines being together. 

Well, PT is definitely good, especially with those patients that I talked about 

before that have not been out of bed much, for whatever reason, and I would say 

the majority of that gets passed on the PCA or the next following nurse, but not 

all of the time. You know we are supposed to update the kardex but that doesn’t 

get done all the time and activity is in there and there are some nurses who are 

chronically good at doing it and some who are chronically not good at doing it. 

Usually it is more when something is blatant, like when someone is here with a 

hip fracture and it has not been surgically corrected yet and they are on bed rest. 

And that is obviously passed on. I think the ones that fall in the middle that maybe 

they could get up with assistance; I think we pass on bed rest, one or two person 

assist, but nothing to the degree that PT communicates, that detail is not passed on 

by nurses and PCAs. Sometimes you walk in the room and see a walker and think, 

OK this is what I will use, but PT is really good at communication. (Nurse, Unit 

One) 
 

So, reality is, on the order set it says, “ambulate three times a day” so, is it really 

happening? Probably not.  AND…there really is no auditing that takes place that I 

know of, that we are keeping a record either in the medical record, or on the door, 

that actually says how many times the patient walked three times a day. 

(Physician) 
 

Quality and Culture 

     Nurses were able to articulate the hospital’s quality goals, especially as they related to 

nursing sensitive outcomes such as pressure ulcers, falls, and infections related to hand 

hygiene or central lines and foleys. The manager verified that the staff on the units 

receive a significant amount of information related to their unit’s quality measures each 
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month and are expected to be able to discuss current quality improvement measures and 

outcomes. When asked if mobilizing patients and keeping them functional during a 

hospital admission was a quality goal, most interviewees said “indirectly” and described 

how not attending to function could lead to falls and pressure ulcers. One nurse said this 

was an implied goal. Even though nurses could articulate this, there seemed to be a 

“disconnect”, and that functional outcomes were too far downstream to be a focus. This 

may be because nursing care is episodic and a nurse usually does not follow a patient 

from admission to discharge to view functional decline firsthand. There are no monthly 

reports in the staff break room about numbers of patients who had functional decline last 

month as there are falls and pressure ulcers. There was no identified measurement of 

appropriateness of activity orders, percent of patients on bed rest, compliance with 

activity orders, percentage of patients who were ambulated or who received any type of 

exercise outside of PT/OT, or auditing of activity documentation of this at the study site.  

I think in general it is about optimizing patients overall health. If we are going to 

provide excellent care, a part of that care is to keep patients functional while they 

are in the hospital. I don’t think anything specific, but it is implied. (Nurse, Unit 

Two) 
 

Well, I think hospital acquired pneumonia prevention is a goal, prevention of 

pressure ulcers is a goal, fall prevention. All those can be from not mobilizing. If 

you’re lying in bed all day you can get pressure ulcers. If you are getting them up 

and you see how they do, how much assistance they need, what devices you might 

need, a bed alarm or whatever, then you’re going to get them up safely. (Nurse, 

Unit One) 

 

We are part of the BOOST program and we are looking at our 30 day readmission 

rates and examining why we think the patient was readmitted. And could we have 

prevented it. It might be a quick fix. So we are in the infancy stages of looking at 

this in a systematic way. So unfortunately sometimes change doesn’t happen 

unless the spot light is on it so it may be that this is one of those things that will 

change as we get a better understanding of why someone gets readmitted. And 

that’s also a challenge; there is also always something new, whether it is hand 

hygiene, falls, medication errors. And until it is seen by hospital administration, or 
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the United States and the general public it doesn’t get highlighted and not always 

addressed. (Physician) 

The loop is not closed,  like did you know that because this patient did not get up 

and move about for the 5 days they were in the hospital that they were not able to 

go home, or that they went home and then had to get readmitted right away? We 

do hear that if we don’t do hand hygiene we are transmitting infections from one 

patient to another and we are audited on this frequently. (Nurse, Unit Two) 

I know having the ACE unit has put geriatric care in the forefront of the 

healthcare team who works there. We don’t look at hard outcomes like are 

patients going home versus SNF, which might be an indicator of declining 

functional status while in the hospital, we don’t measure that.  (Physician) 

 

     A manager was hopeful that her unit and the hospital culture would change; this 

would improve functional outcomes. Functional status would rise to the level of other 

quality measures. This was not the current culture. To change culture she believed it 

would need to be driven by the staff. This study hospital was moving toward a nursing 

shared governance or decision making structure, achieving Magnet status.  Each unit had 

a quality, safety, clinical and patient satisfaction council that met monthly to tackle some 

of these issues. The manager said, 

I think our nursing unit councils is where the change will happen. You know each 

unit has councils of nurses and the nurses have projects that they think are 

important to work on. With that, comes data. So for example our quality council 

is trying to work on improving timeliness of admission assessments. The practice 

council is working on I & O s, there is some data collection around these things. I 

feel like a lot of the change that is happening on the unit comes from these 

councils. In order to improve on this, we would need to get the staff on a council 

to champion it. To look to them for the solutions. Because if there is not buy in 

from the staff and engagement by them, it is extremely hard to change the culture. 

So, I do think that more talk around readmissions.  Given all of the difficulty with 

so many competing priorities, how do we fit this in? This is what I have to ask 

myself. I think more data might help, but I don’t even think having a lot of data is 

that important to the staff, as much as if they think it is really the right thing to do 

for patients. 
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Study Units Environment 

 

Physical Environment  

 

     The overall physical environment of both study units was not designed to promote 

mobility. Study unit one had two very long (190 feet each) and two short (30 feet each) 

hallways.  Twelve times around the loop was one mile. There were no chairs or rest 

stations in the long hallways. Study unit two had two short (60 feet each) and one long 

(120 feet) hallway, with one of the hallways being a main thoroughfare connecting both 

sides of the hospital. This hallway was always busy during observation; patients, beds, 

and equipment, linen and supplies were frequently being transported.  All of the hallways 

were cluttered, the floors were shiny, and the lighting caused significant glare that could 

cause fall risk for older patients. The lack of seating for rest periods in any of the 

hallways was explained as being against fire code regulations. 

 

 

   
Pictures 1. & 2. Study Unit Two connecting hallway 
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     Pictures 1 and 2 depict study Unit Two’s connecting hallway. Patient rooms are on 

both sides of this hallway. The pantry is on the right. Electrical outlets are located along 

the left side of the hallway in these pictures. Equipment such as the blood pressure 

monitors, computers on wheels, and emergency equipment that must be plugged in is 

stationed here. Picture 1 shows individual room soiled linen cart (foreground), with the 

janitor cart approximately mid hallway (black cart) and in the very background an empty 

bed waiting to be transported to the basement. Picture 2 demonstrates the large cart that 

transports individual bags of soiled linens to the loading dock. 

   
Pictures 3. & 4. Unit One. Both sides of long hallways 

 

     Picture 3 depicts one of the two long hallways on Unit One. The left side of this 

hallway houses all the electrical plugs and all of the equipment that needs to be plugged 

in. Patient rooms are on the left and staff offices are on the right. This hallway had no 

handrails on the right side, only on the left, and these were not usable. This forced 
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ambulators to use the walls on the right if they needed stabilization.  Picture 4 depicts the 

other long hallway on Unit One. Patient rooms were along the right side and storage 

rooms, and medication rooms, and offices were along the left side.  The transport 

elevators are directly across from the bed in Picture 4. These elevators are to transport 

beds and other equipment to storage and other units. Large pieces of equipment such as 

beds and gurneys were often stockpiled here, requiring patients and staff to have to 

navigate around it. During one observation period it was noted that there were seven 

people (patients and staff) in line to move single-file through this area. 

 

Picture 5. Unit One practice stairs used by PT and OT. 

     Picture 5 illustrates the equipment used by PT/OT for assessment of a patient’s ability 

to climb stairs. This type of testing must be done on a patient care unit as there is no gym 

at the study hospital. Because this equipment is directly in the middle of the unit it is 

tucked between the pantry and the utility rooms. There is much staff traffic in this area 

while patients are trying to work with therapy and while assessments are being done. 
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Picture 6. Single Room Unit One   Picture 7. Double Room Unit One 

 

 
Picture 8. Double Room Unit Two 

 

     Picture 6 and 7 depict a single and double room on Unit One. Overall patient rooms 

were small with a patient stand, over bed table and one large chair as standard equipment.  

Most rooms were single occupancy but 3-4 rooms on both units were double.  When 

patients are in chairs or use commodes, they are place directly next to the bed. All rooms 

on Unit One had bathrooms. One wing of Unit Two had no bathrooms. In most room 

designs it was 7 feet 6 inches to 13 feet to walk to the toilet in the bathrooms. Picture 8 
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illustrates the equipment needed for patients on the step-down unit. The patient in this 

room was having a CT scan in another area of the hospital.  

     Bathrooms were also small. Toilets were low at 14 inches, the lowest height that 

meets Americans with Disabilities (ADA) standards. Nurses commonly will put a 

commode frame over the toilets to raise the seating to facilitate ease of on and off. Grab 

bars were often placed in areas that did not facilitate use and were not present on both 

sides of toilets as recommended.  Showers were narrow and had lips to navigate and 

would not accommodate a wheelchair. 

 

     
Pictures 9 & 10. Common bathroom layouts 
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Summary 

    It is not yet the culture that the staff who care for older medicine patients are able to 

focus on function at the study site. The overarching hospital factors such as the need to 

focus on acute illness and management, diffused responsibility for mobilizing, 

incongruence of activity orders to patient ability, the lack of consequences for omitting 

ambulation, and the hospital physical environment have contributed to a culture of low 

mobility where being in bed or the chair versus walking is the norm.  A patient out 

walking had this to say, 

Patients in Australia often get massage in the acute care hospitals. After the 

massage they must get up and walk. I think patients are more active in Australian 

hospitals then American hospitals. It is a different culture. Maybe because in the 

states everyone is afraid of lawsuits. In Australia if a patient sues a physician and 

loses, they must pay all of the expenses. There are way fewer lawsuits in Australia 

then the states. 
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CHAPTER EIGHT 

 

ANALYSIS, INTERPRETATION, SYNTHESIS of FINDINGS 

 

Introduction  

 

“Lack of activity destroys the good condition of every human being, while movement and 

methodical physical exercise save it and preserve it. “ 

        Plato 

   

     The purpose of this study was to examine activity levels of medically-ill older 

hospitalized patients from the perspectives of the nurses and physicians who cared for 

them, and to observe older adults in the hospital milieu. The specific aims addressed in 

this dissertation were to identify,  describe, and analyze: 1) the factors within a hospital 

environment that may influence the mobilization of older patients; 2) the knowledge of 

nurses and physicians about the consequences of low mobility and the risk of loss of 

function for hospitalized older patients; and 3) the perspectives of nurses and physicians 

about the factors that influence their ability to provide adequate ambulation and 

mobilization of hospitalized older medical patients. When facilitators and barriers to 

mobilizing hospitalized older adults is better understood, it will help explain why these 

patients often experience significant levels of inactivity during a hospital admission and 

may suffer functional decline from their baseline. This is a necessary step before 

interventions can be implemented successfully.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          

     A qualitative design was used to collect data from in-depth interviews and participant 

observation. The data were coded, analyzed, and organized first by facilitators and 

barriers to mobilization, then by categories and subcategories using Kalisch’s (2006) 

conceptual framework of missed opportunities for nursing care. The primary outcome of 

this study revealed that there were more barriers than facilitators to mobilizing older 
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adults hospitalized with acute medical illnesses (Figure 3).  This was demonstrated by 

patient complexity, staff perceptions, work flow design, physical plant and environmental 

layouts, and hospital processes of care. As a consequence, older patients were more likely 

to remain either in bed, or at most sit in chairs rather than ambulate during the course of 

their hospital admission, which may lead to varying levels of functional decline. 

 

Barriers to Mobility         Facilitators of Mobility 

 

Figure 3. Patient, Nurse, Hospital Factors that Influence Mobility 

     Figure 3, depicts the patient, nurse and hospital factors that were identified in the 

current study that influenced whether patients were mobilized or not. Barriers (on the 

left) outweighed the facilitators and create risk for functional decline.  Facilitators (on the 

right) were the factors identified by nurses and physicians and through participant 

observation that contributed to a patient remaining mobile.  The fulcrum is balanced on 
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the external factors representing outside influences such as the “never events” related to 

falls. If a patient is injured in a hospital fall, the cost of caring for the fall injures is born 

by the hospital. This may lead to the downstream effect of keeping patients in bed or 

chair to prevent a fall. 

     The results of this research add to the current literature on the relationship of 

hospitalization and mobilization of older adults (Brown, et al., 2009; Covinsky, et al., 

1997; Covinsky, et al., 2011; Creditor, 1993; Fortinsky, et al., 1999; Gill, et al., 2010; 

Hirsch, et al., 1990; Inouye, et al., 2000; Mahoney, et al., 1998; Sager, et al., 1996).  The 

findings also add to the research on understanding the work of nurses related to 

maintenance of physical function during hospitalization (Boltz, et all, 2011; Boltz, et al, 

2012; Brown, et al., 2007), and support the concept that mobilizing older adults is indeed 

a missed opportunity for nursing care (Kalisch, 2006; Kalisch et al., 2011).  These 

findings are also valuable because they provide new insights into how nurses prioritize 

their work and how they view and implement physician orders. Although it is tacitly 

understood that nursing is the discipline most responsible for mobilizing patients, little is 

known about how they decide to ambulate older patients, and the barriers and facilitators 

they encounter, especially in caring for patients with medical illnesses. Much of the 

current research has focused on measuring patient activity, identifying patients at risk for 

functional decline, and designing exercise regimens to prevent the decline (Brown, et al., 

2004; Brown, et al, 2009; Fisher, et al., 2011; Mehta, et al., 2011; Padula, et al., 2009; 

Sager, et al, 1996; Siebens, et al., 2000;).  Whether nurses understand the implications of 

how low mobility affects patients, and whether physicians and hospitals understand how 

nurses view activity orders is not as well understood. This study addressed these 
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previously unexplored aspects of the provision of activity to older adults in the hospital. 

It illuminated physical plant constraints, mobilization practices of nurses, physician order 

writing, and communication about and accountability for mobilizing patients. 

     This chapter will discuss the study’s findings within the context of relevant research as 

well as present implications for clinical care, policymaking and future research. The first 

section will review the relevant findings from this research. The patient factors that 

contributed to patient mobility/immobility from the perspective of the physicians and 

nurses will be described. Nurse factors that contributed to mobility/immobility will then 

be summarized. Finally, the hospital processes and factors that contribute to 

mobility/immobility, including the effect of unit culture and practices such as order 

writing and hand-off communication, the shared work between disciplines, and the 

physical layout of the patient rooms and units will be addressed.  The second section will 

speak specifically to the clinical, policy and research implications of this research. 

Implications for improved clinical care, more efficacious policy and further research for 

this population of older hospitalized adults will be presented.  

Review of Relevant Findings 

     Patient Factors that Influenced Mobility: Complexity, Symptoms, Acute Illness 

     The use of participant observation methodology sought to describe the patients on the 

study units, as well as the work of the staff that cared for them, and the environment 

where care was delivered. Patients on the two study units were complex; they were 

hospitalized for a wide variety of medical illnesses. Unit Two, a stepdown unit, also 

admitted surgical patients from all services that required physiological monitoring. 

Patients on both units were of varying ages. They required different levels of care, from a 
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nurse to patient ratio of 1 to 5 to a ratio of 1 to 2. Patients required various levels of 

technological monitoring including cardiac, respiratory, and neurological, as well as 

palliative care and symptom management. There were patients who ambulated in 

hallways independently and those who required varying levels of physical support and 

assistive equipment to walk. There were patients who did not ambulate in hallways and 

rooms, but instead were lifted, pivoted or transferred to chairs using minimal lift 

equipment and very minimal weight bearing. There were patients who were on bed rest 

while they awaited surgical interventions for hip fractures, or awaited activity 

recommendations from PT.  Patients were often tethered by medical equipment such as 

cardiac and respiratory monitors, foley catheters, oxygen therapy or wound vacuum 

closure devices. No cases of restraint use were found during participant observation. 

     Independent ambulators were usually oncology patients or those admitted with 

gastrointestinal disorders or cystic fibrosis. Although these patients were very often 

walking with family/visitors, they did not need the physical support of others to walk. 

Surgical patients on Unit Two most often walked with PT/OT staff, and on occasion, with 

nursing assistants. When older adults walked in the hallway, although rare, they usually 

did so with PT/OT, often with two person assist, and with a nursing assistant behind them 

pushing a chair in case the patient suddenly became weak or dizzy and needed to sit.    

    Patients with acute medical illnesses were described by staff as being medically and 

psychosocially complex, with an acute illness such as pneumonia, superimposed on 

chronic conditions such as cardiovascular or respiratory disease, dementia, diabetes 

and/or renal failure. In contrast to other patients, these older patients were frail and either 

required, or were perceived by the staff, to require more assistance or some type of 
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equipment in order to mobilize. Older medicine patients were described as often having 

existing functional problems prior to coming into the hospital. Nurses and physicians felt 

unprepared to make astute objective assessments about their functional status, and often 

waited until a PT made recommendations.  This led to delays in consults and time lost in 

bed. 

     Although the staff did not refer specifically to the presence of geriatric syndromes 

during the interviews, they described common clinical characteristics that set older 

medical inpatients apart from other populations they cared for and these created barriers 

rather than facilitated mobilization. These characteristics included: older age, particularly 

as it related to being frail or had risk for sustaining a significant injury if they fell, 

obesity, delirium, premorbid ADL and IADL impairments, co-morbidities, pain and other 

symptoms such as dizziness, fall risk, and depression or lack of motivation. Geriatric 

syndromes and their relationship to hospital acquired functional decline have been 

described in the literature (Buurman, et al., 2011; Buurman, et al., 2012;  Lakhan, et al., 

2011; Volpato, et al., 2007).  Older age, pre-existing physical and cognitive decline, 

comorbidities, polypharmacy, malnutrition, falls within 90 days of hospitalization, 

incontinence, and high levels of caregiver burden have all been associated with varying 

levels of functional decline during a hospital admission and result in poor health 

outcomes after discharge.  

     These findings of patient complexity and severity of illness and their relationship to 

functional decline in hospitalized patients have also been described quantitatively in 

studies using step activity monitors to measure the number of steps patients take during 

hospitalization.  Fisher, Graham, Brown, Galloway, Ottenbacher, et al., (2011), and 
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Fisher, Goodwin and colleagues (2011) identified subgroups of older patients with shared 

clinical profiles. Ambulation patterns were variable, and overall mobility was low with 

patients spending only 4% of the time walking.  Prior functional status impairments, such 

as using an assistive device at baseline was the common theme related to low mobility.  

Admitting diagnosis and severity of illness were equivocal findings among the studies.  

     When discussing patients on the units who were ambulating, such as the oncology 

population, physicians and nurses described them as being more functional at the time of 

admission, and without many of the concomitant chronic conditions or geriatric 

syndromes that lead to functional decline. Oncology patients were also described and 

observed to have more family/social support to assist with and encourage hallway 

walking.  Additionally, patients’ whose hospital admissions were elective, such as with 

surgical patients and oncology patients, were better educated and prepared in the 

outpatient setting prior to admission to mitigate the risk posed by hospitalization.  There 

was significant emphasis on ambulation for prevention of pneumonia and deep vein 

thrombosis in these populations and the patients themselves were able to articulate this. 

“My doctor said, two miles a day to prevent pneumonia.” (Patient out walking in the 

hallway)  In contrast, older medicine patients were frequently admitted urgently through 

the emergency department, without benefit of education or planning; the priority of the 

staff was stabilization, diagnosis, and management; attention to prevention of functional 

decline occurred closer to discharge.  

     The presence of cognitive impairments, either premorbid or hospital acquired, has 

been identified as a risk factor for functional decline (Volpato, et al., 2007; Buurman, et 

al., 2011; Lakhan, et al., 2011; & Buurman, et al., 2012).  Delirium rates are estimated to 
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be as high as 24% in older adults at the time of hospital admission and as high as 56% in 

hospitalized older adults (Agostini & Inouye, 2003; Inouye, 1998; Inouye, 2006).  In the 

study presented here, nurses identified that delirium created a significant barrier to 

mobilizing patients due to patient impulsivity and subsequent inability to follow 

directions, and had either an agitated (hyperactive delirium) or lethargic (hypoactive 

delirium) level of consciousness.  If their patients were delirious, nurses were reluctant to 

even have the patient in the chair, as falls risk was of greatest concern if their patients 

were delirious.  Delirious patients also posed challenges for PT, who like nurses, were 

reluctant to mobilize patients who were unable to follow directions or who were not 

arousable enough to hold themselves upright.  Having dementia did not specifically 

influence whether or not a nurse or a PT, mobilized a patient. Rather, it was the behavior 

that the patient exhibited that influenced whether the nurse encouraged activity.  

    Patient motivation was identified as an important factor related to patient mobility and 

could be a facilitator or a barrier. Patients (or family members asking on behalf of the 

patient) who asked to walk or to get up out of bed became a priority for the nursing staff. 

Lack of patient motivation to walk was a barrier. Patients often refused activity assistance 

at the times when nursing staff were available, and thus the opportunity was lost. Setting 

a specific time for activity was a strategy employed by some nurses; others expressed 

reluctance to do this as they feared they would get busy and disappoint the patient.  Both 

physicians and nurses expressed frustration if a patient declined to get out of bed.  Staff 

used patient education as a motivator to walk by discussing the risk of blood clots or 

pressure ulcers, although they were uncertain if this was effective.  So and Pierluissi 

(2012) have demonstrated that older patients (70%) don’t expect to exercise in the 
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hospital,  but the majority of them (85%) can be motivated by discussing the negative 

effects of bed rest or low mobility with a medical professional, although this discussion 

occurred only  27% of the time. 

       Patient fall risk was perceived as a barrier by physicians and nurses. The focus on 

falls at the study site was thought by some interviewees as a contributing factor to low 

mobility and will be discussed later in the chapter. 

Nurse Factors that Influenced Mobility 

     In 2004, the Institute of Medicine ’Quality Chasm Series’ highlighted the relationship 

of the work of nurses to patient safety. The report highlighted how the constant state of 

change and redesign in healthcare systems affects the work of nurses. These include: 

increased patient acuity, shorter hospital length of stays, constant workflow redesign, 

increased patient turnover, a rapid increase of knowledge, increased use of technology, 

and an overall increase in the complexity of the work environment (Institute of Medicine, 

2004). Additionally, research has demonstrated that complex care environments and 

higher acuity of patients needing care lead to poor outcomes such as falls (Sochalski, 

2004), and failure to rescue (Aiken et al, 2005).  Kalisch and colleagues (2009) argue that 

the environment where nurses practice, the needs of the patient, and available resources 

have an impact on patient care outcomes. She believes that when nurses are faced with 

multiple demands and/or inadequate resources they will delay or omit some aspects of 

care. This current study supports the work of Kalisch (2006; 2009) as missed care was 

indeed observed and identified by nurses and physicians.  Additionally, this research 

contributes to the work of Doherty- King and Bowers (2011), whose conceptual model of 
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how nurses decide to ambulate hospitalized older adults, identified many of the findings 

related to the work of nurses in mobilizing patients. 

     In the study presented here, nurses and physicians were well educated in geriatric care 

and able to articulate the negative consequences of low mobility or bed rest.  All but one 

RN had either had specific educational training on care of older adults in their respective 

educational programs, or had attended continuing educational classes on hospitalized care 

of older adults.  However, despite this training, the unit and hospital culture has not 

changed as this quote illustrates, (not mobilizing) “has the least amount of impact to 

the patient’s outcome while they are in the hospital”.  Lack of formal education was 

not a contributing factor to low mobility; however, the formal knowledge did not 

translate into practice.  Several nurses reported that they often provided care and 

assistance for the patient when the patient could actually complete the activity 

independently or with minimal assistance. They described this as “babying” their older 

patients, even as they stated they knew they should not do this.  It is unclear why the 

knowledge about functional decline has not translated into current practice for nursing 

staff.  It is hypothesized that waiting for an older patient to complete a task can be 

perceived as being time consuming. In an effort to get all of their assigned work 

completed, a nurse or nursing assistant may find it faster and easier to do the work 

themselves, than to wait for the patient.  This finding was in stark contrast to observations 

of PT and OT staff while working with older adults on the study units. Nursing staff were 

frequently observed during morning patient hygiene and meal time activities; they often 

provided more assistance than was needed, including feeding patients that proved able to 

feed themselves.  PT and OT staff rarely provided the physical assistance to perform 
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ADLs; at most they assisted with bringing the supplies to the patient and providing 

cueing and encouragement for the patient to do as much as they could for themselves. For 

example, when assisting a patient to sit at the edge of the bed, PT/OT would cue the 

patient to turn to the side, push up with their arm, etc. whereas nursing staff would turn 

the patient and slide their legs over the edge of bed while moving the patient’s upper 

body using their own necks and backs.  These examples were incongruent with truly 

understanding risk for functional decline, and demonstrate that encouraging active patient 

participation in ADLs has not become the culture. 

     Only one nurse reported that she has tried (unsuccessfully) to change the culture on 

the unit by having patients wear their “street clothes” rather than hospital gowns. This 

nurse was trained and practiced in England on a geriatric ward for many years.  She 

reported that a common finding on a patient’s problem list at that time was, “paralyzed in 

pajamas or PIP”.  The goal in that unit was to get the patient out of the sick role as soon 

as possible by fostering a more normal routine, including independent functioning to the 

extent possible. 

     Time constraints and multiple competing demands were the most common barriers to 

mobilization from the nurse perspective. These findings have been reported in previous 

research (Brown, et al., 2007; Kalisch, et al., 2009; Boltz, et al., 2011).  There was a 

spoken and unspoken hierarchy of work that must be accomplished. This included 

medication administration, ongoing physical assessments and vital signs, charting, 

procedural issues such as wound care, maintenance of IV lines, admissions and discharge 

work and preparing patients for tests. Patients were often away from the units for 

extended period of time for dialysis or diagnostic testing.  On many shifts there was little 
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time left for mobilization. Nurses described the time needed to get a patient out of bed 

safely, and had to determine if spending 30 minutes getting the patient ‘prepared’ to get 

up was worth the 2-3 steps they took to get to the chair. Patients often needed to be 

cleaned, toileted, redressed and cued to make this happen. 

     The need for assistance from others created a barrier, as often medicine patients must 

have one or two person assist to get out of bed. Nurses have ‘protected’ time during the 

shift when medications are administered, and they cannot be interrupted unless it is an 

emergency. PCA work has also become more complex and often in the 24 hour period 

there is only one PCA for 24 patients. Both study units had a full cadre of evidenced-

based lift equipment available close by; however, often it was not utilized.  Nurses 

viewed this as one more barrier: getting the right device, the right sling size for the hoyer 

lift, another person to assist, knowing how to work the equipment. Therefore, in many 

instances, having the equipment did not facilitate mobilization, despite the fact that each 

study unit had several “unit experts” who provided yearly as well as “just in time” 

training and assistance with using the equipment. 

    Nurses were fearful of a patient fall with or without injury, especially if the patient was 

delirious. Fear of getting hurt themselves, especially with patients who were deemed 

maximum assist or were very tall, or obese contributed to this. When nurses were unsure 

of their own skills they waited for PT/OT to assist, or used the specialized lift team to 

place the patient in a chair. Both male nurses identified they felt they were more capable 

of mobilizing older adults than their female counterparts. This was strictly gender related   

as neither had had specific training on mobilization techniques. One male nurse, a new 
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graduate, worked out at a gym on his days off specifically to prevent self-injury when 

mobilizing patients.  

     All of the interviewees identified fear of a patient fall as a barrier to mobilizing 

patients. Falls are considered a nurse-sensitive outcome.  Units are benchmarked against 

other units within the study hospital as well as other California hospitals (California 

Nursing Outcomes Coalition, CalNOC) and hospitals across the country who participate 

in the National Database for Nursing Quality Indicators (NDNQI). Although nurses and 

physicians identified that restricting mobility increased fall risk, they feared a fall, and 

went to great lengths to prevent them, including using chair alarms, low beds, safety 

attendants, all of which can lead to lower mobility levels. 

    A significant finding in this study is that the “chair” has become the new definition of 

mobility.  Getting patients out of bed and into the chair has become the equivalent of 

mobility on the two study units and has become the culture for older medicine patients. A 

primary purpose for mobilization is to prevent complications of low mobility or bed rest: 

functional decline, VTE, pneumonia and pressure ulcers. Bliss (2004) argues that 

prolonged chair sitting may contribute to venous thrombosis and venous stasis, similar to 

persons traveling on long distance flights in a seated position.  Additionally, prolonged 

chair sitting may contribute to pressure ulcers over the ischial tuberosities (Bliss, 2004).  

Patients were observed to be in chairs from before breakfast until after lunch, a time 

period as long as seven hours. This results in fatigue and may slow healing and cause 

stress (Bliss, 2004). 

     Nurses expressed pride in talking about having their patients out of bed for meals. A 

nurse who has worked on one of the study units for nearly 20 years reflected on the 
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improvements she has witnessed in the care of older patients; one of these changes she 

described is moving patients from bed to chair for meals. Although this is an 

improvement over continuous bed rest, especially having the patient sitting at a 90 degree 

angle while eating, chair sitting may be a misrepresentation of a patient’s actual 

capabilities.  During observations it was noted that many older patients are lifted to the 

chair by the lift team, by staff, with a lift device, or, at best, are pivoted to the chair. 

There is no or minimal weight bearing by the patient, and thus, no prevention of 

functional decline. Patients were often propped up in the chair if they did not have strong 

core trunk muscles, and staff used seat belts and pillows to keep many of these older 

adults upright in the chair. This may represent some improvement from bed rest as it may 

facilitate safer swallowing, improve well-being and give the patient a sense of making 

progress, but chair sitting does not maintain or improve lower extremity functioning.  A 

concern about the chair culture is that there is a sense of normalcy when providers see 

patients in the chair. They are (mis)interpreting patients in chairs as being more 

functional than they may be. This was validated when physicians and nurse case 

managers were asked about seeing patients in chairs. They had never considered that the 

patients may have been lifted or pivoted; they assumed the chair represented improved 

physical functioning. This finding is concerning. In a previous study on the provision of 

physical activity to hospitalized older adults, Lazarus and colleagues (1991) found that 

when patients remained in the bed or in a chair, there was no documentation that 

physicians prescribed, or that RNs administered any type of strength training or range of 

motion (ROM) exercises. Additionally, they discovered that PT was rarely provided. This 
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leads to sub-optimal inpatient care and the possibility that post-discharge care will be 

insufficient for recovery.  

     Communication about mobility among the nursing staff was not standardized on either 

study unit.  Much of the hand off was verbal between nurse to nurse, nurse to nursing 

assistant, nurse to physician, and PT to nurse. Nurses often saw assistive equipment, such 

as walkers, in rooms, and just assumed this is how the patient ambulated.  Many of the 

nurses reported that updating activity needs on kardexes was not standard. It was rare for 

a nurse or physician to review nursing notes related to activity, or to review admission 

assessments where baseline functional information was documented.  PT notes were apt 

to be reviewed by both disciplines just prior to discharge. 

Hospital Processes, Culture and Environment that Influence Mobility 

     The focus on both study units was the provision of medical and nursing care; function-

focused care was not a priority. This is true for most acute care hospital settings, where a 

person’s baseline functional capacity and potential are often not well integrated into their 

problem lists or care plans (Boltz, Resnick, & Galik, 2010).  Physicians and nurses 

focused on the need for diagnosis and treatment. Both disciplines believed that although 

maintaining and improving function was important to older adults, more acute and vital 

work often needed to be done for the patient first, such as stabilization of their 

physiological status. They struggled to make both happen given time constraints and 

competing demands.  

     Doherty-King and Bowers (2011) described the temporal nature of mobilizing older 

adults throughout hospitalization.  The how and why patients were mobilized varied and 

were characterized in three phases.  1) the acutely ill phase tended to be short, was 
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marked by physiological instability and mobility occurred in bed; 2) the recovering phase 

tended to be the longest and demonstrated the most variability in how patients were 

mobilized where up to chair and/or ambulation occurred; and 3) the getting-ready-for-

discharge phase usually occurred within one day of discharge, and discharge was often 

unexpected by the nurse and patient. Unfortunately, this was when most activity was 

pursued.   

     These findings were also identified in the current dissertation study. During 

observation of multidisciplinary rounds the physician would identify a patient as ready 

for discharge that day.  Nurses and case managers were surprised, no one could identify if 

the patient had been walking, and there was often a mad scramble to get a PT consult and 

determine if home discharge was possible, given the possibility for functional decline 

during the hospitalization. 

     There was no objective measure of physical function used on the study units.  Most 

information on functional status was obtained by nursing during the admission process 

through self-report from the patient or a surrogate. This can be problematic as 

patients/surrogates can either over or underestimate the true functional status. 

Additionally, once the admission assessment was filed it was rarely referenced. 

Physicians and nurses often focused their medical examinations on the chief complaint. 

The attending physicians did not expect their house staff to do more unless the patient 

was admitted with falls, or other illnesses that directly affected gait or balance. It was 

difficult to note changes in function without a standardized instrument, especially for 

patients not being followed by PT/OT. 
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     Most staff interviewed viewed mobility as a shared responsibility between nursing 

(RNs and PCAs), PT/OT and physicians; however, when pressed, the majority chose the 

nurse as the discipline most responsible. This is problematic because, although cohesive 

teamwork is necessary for the provision of appropriate care for older adults, my findings 

disclosed that no discipline was assuming responsibility for mobilization. Poorly 

delineated roles also prohibited accountability.   This shared responsibility, specifically 

the “it’s not my job syndrome” theme was identified by Kalisch (2006).  Nursing staff 

believed that, although patients were not ambulated enough, it was the job of PT or 

nursing assistants to ambulate patients, and was found to contribute to the missed 

opportunity for ambulation.   

     Participant observation revealed that, although nurses were spending time with 

patients in their rooms, for those patients who needed assistance to mobilize, it was 

primarily the PCAs (often in conjunctions with the lift team) who were getting patients 

out of bed to the chair in the room, and rehab staff who were ambulating patients in the 

hallways. This was also demonstrated in a study by Callen and colleagues (2004), who 

identified that when older patients were ambulating in the hallway, nursing staff were the 

discipline least apt to be assisting; primarily patients walked alone, with rehab staff, or 

family respectively. 

     Kalisch (2009) also examined differences in perceptions between RNs and nursing 

assistants as to the extent of missed care, and identified that team leadership, the role of 

the RN, was lacking when RNs permitted the nursing assistants to omit care such as 

turning and ambulating patients.  In the current study, nurses also felt mobilization was a 

task they could delegate to PCAs; however, they often felt guilty about the PCA 
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workload and did not delegate. Ineffective delegation has been identified as a factor that 

contributes to missed care and results from poor communication, role confusion, and 

knowledge expectations by the nurse regarding the capability and functioning of nursing 

assistants (Bittner, Gravelin, Hansten & Kalisch, 2011). 

     This shared responsibility for mobilization was in contrast to other shared work that 

was specifically defined by role/discipline, for example medication administration. 

Medications were ordered by providers, prepared/delivered by pharmacists, administered 

and documented by registered nurses. Each role was defined in the organization’s 

medication administration Policies and Procedures and there were no gray areas. Each 

discipline knew their role. This allowed a system of checks and balances and any 

deviation in practice was quickly identified. There were clear processes in place for 

remediation if a problem/error arose. Monitoring for compliance occurred and data 

shared with staff.  

    Writing activity orders was the responsibility of providers.  Most nurses did not find 

that activity orders matched the patient’s current functional status. This may contribute to 

nurses not valuing the orders and explains why it was easy to ignore them. Non-specific 

orders, such as up tid or up ad lib did not connote a concern about risk for functional 

decline to the RN; however, if the order was specific, such as walk 150 feet they were 

more apt to carry it out.   In fact, the order, “up ad lib” meant the patient could walk or 

not according to several RNs.  Doherty-King and Bowers (2011) also identified similar 

compliance with written orders influencing mobilization.  In their study nurses either 

complied with or ignored the order altogether.  This decision was influenced by the RN 

experience and confidence level, for example, an experienced nurse might ambulate a 
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patient with a bed rest order because it was the right thing to do for a patient. A new RN 

may comply and not question the order. 

     Although consequences for the patient of hospital acquired functional decline can be 

significant, such as serious physical impairment and SNF placement, consequences for 

the nursing staff for not mobilizing a patient regardless of activity orders was non-

existent. Omitting mobilization was never captured on an incident report, never led to 

employee counseling, and did not engender feedback from nurse to nurse, nurse to 

nursing assistant or physician to nurse. The unit nurse manager had never had a 

complaint relative to omission of ambulation. Everyone seemed to ‘understand’ why this 

wasn’t done and accepted it.  Again, this was not the case for omitting other physician 

orders such as administering specific medications at specific times, providing the patient 

with the correctly prescribed diet, or preparing a patient correctly for a diagnostic test. 

One RN believed that compliance with mobilization would be higher if there were 

consequences to the RN and the PCA. 

     There were no core measures around patient mobilization on the study units. 

Physicians and nurses articulated other core quality and safety measures such as falls, 

hand hygiene, flu vaccines and pressure ulcer reduction as key outcomes where they 

received monthly data and actually had monthly discussions and problem solving 

exercises during staff meetings. Both groups identified that mobilization directly related 

to reducing falls and pressure ulcers; however no data were collected on functional 

decline, and there were no audits on ambulation. 
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Study Units Physical Environment 

     The study units’ environments were not conducive to mobilizing. Hallways were long, 

rooms small and cluttered with equipment and computer stations. There were no rest 

stops, requiring a patient to maneuver 63 yards to walk down one hallway and 166 yards 

to walk one loop. One hallway had hand rails completely inaccessible to patients. Several 

rooms had no bathrooms. Most bathrooms were 7 feet 6 inches from bed to toilet, 

however, many older patients pivoted to a bedside commode that was usually placed next 

to the bed. Toilets in bathrooms were low, although they met the minimum ADA 

requirements, and bathroom grab bars were only placed on one side of the toilets. Many 

older adults needed to sit either in straight-backed chairs or wheelchairs to perform 

grooming activities; however, sinks and mirrors were so high that patients could not often 

stretch forward to turn on the water to brush their teeth, and they could not see 

themselves to brush their hair. At certain times of the day the hallways were filled with 

linen and other large delivery carts, necessitating walking single file if one could pass at 

all. Florescent lighting and shiny linoleum flooring led to large patches of glare down the 

long hallways during day time hours. 

Implications for Clinical Care, Policymaking, and Future Research 

Implications for Clinical Care 

     The nursing profession needs to study and improve our understanding of the missed 

opportunities for nursing care. This missed care represents the most basic needs of 

patients that must be met for them to thrive in the hospital.  RNs have the knowledge, 

expertise, and responsibility to promote physical functioning in older medicine patients.  

All interviewees identified that mobilizing older patients is the right thing to do to 
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prevent the complications of hospitalization such as pneumonia and VTE; however, with 

the current medical model of care, the most they can do is to assist patients to bedside 

chairs. This lack of ambulation has become the team norm (Kalisch, 2006), as nurses may 

be in denial about what this missed care actually means to a patient. The barriers to 

mobilizing patients are many and complex, as are the multiple factors that contribute to 

hospital acquired functional decline. Boltz, et al., (2012), describes the etiology of 

functional decline as a combination of intrinsic (patient and health-related), and extrinsic 

factors (environmental and care process), many of which are amenable to interventions.  

Several of the patient, nurse and hospital factors that influenced hospital mobility were 

not modifiable, such as older age and co-morbidities; however, most nurse and hospital 

care processes could be modified to promote function. 

    There are many areas where the focus on function can be improved.  ACE and Hospital 

Elder Life Programs (HELP) unit models have demonstrated successful (Landefeld, et al., 

1995; Inouye, et al., 2000) prevention of functional decline with a combination of staff 

commitment to the population, interventions to prevent delirium, education, such as the 

importance of active versus passive ADLs, a prepared environment that mitigates sensory 

losses, and mobility protocols.  These units demonstrate that teamwork can be successful 

when all the disciplines take formal ownership for functional outcomes. Loss of ADLs is 

often measured with this model of care, as is LOS and discharge disposition. These 

measures could be used to demonstrate progress with preventing decline if baseline 

function was measured and compared to discharge function.  Even if creating a separate 

space for an ACE unit is not feasible, applying the ACE/HELP principles in an “ACE 

without walls” concept can be implemented. 
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     Delirium prevention and management is paramount, as the rates of delirium in 

hospitalized older adult are high (Inouye, 1998, 2003). Tay, Chan, & Chong (2013) have 

demonstrated that a Geriatric Monitoring Unit (GMU) is successful in improving both 

cognitive and physical functioning for older patients with dementia who are already 

delirious. The GMU applied the following interventions to maintain function: avoidance 

of mechanical restraints, avoidance of pharmacological restraints to the extent possible, 

early mobilization with trained nurses and PT, daily review and removal of tethers, use of 

light therapy and non-pharmacological sleep aides.  These multifactorial components 

with an emphasis on rehabilitation were successful in promoting functional outcomes in 

delirious patients and patients with delirium superimposed on dementia, and 

demonstrated that these patients can safely participate in rehabilitation activities.  This 

research is appreciated as in the current study delirium was a barrier to mobility on a non-

specialized medical unit. 

     A screening instrument to prognosticate a person’s ability to recover function would 

be instrumental in targeting staff time and resources to some but not all older adults. In 

their research on functional trajectories during hospitalization as a prognostic sign for 

older patients, Sleiman and colleagues (2009) demonstrated that signs of physical 

recovery from an acute illness and recovery of function may not follow the same 

trajectory.  Health status may be more accurately predicted by following functional 

trajectories rather than the physiological recovery from acute illness such as normalizing 

lab values and vital signs. Although many older adults will ultimately regain lost 

function, some will not; these patients may need to be directed toward symptom 

management and quality of life.  
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     In the study site, the RNs work 12 hour shifts. Most work 2 or 3 shifts per week that 

may not be consecutive. This episodic care may contribute to nurses not caring for 

patients through a hospital four to six day LOS and seeing the consequences of low 

mobility.  The nurses understood and could articulate the theory of functional decline, but 

because of their work schedules they may not be seeing its progression and relationship 

to bed rest or low mobility.  As work schedules and shift lengths may not be amenable to 

change, improving the handoff and establishing improved documentation to more 

accurately reflect functional progress is imperative. This communication needs to be 

transparent as all disciplines and team members need this information for ongoing 

planning and ultimately post-discharge needs. 

     Creating an environment of accountability is necessary if change is to occur.  A 

patient care manager was hopeful that shared decision making would improve care 

delivery, and there would be less missed care as more hospitals sought Magnet status. 

The relationship of missed care between Magnet and non-Magnet hospitals was recently 

studied by Kalisch and Lee (2012). Although there was no difference in staffing levels 

between the two hospital types, Magnet hospitals had less missed care than non-Magnet 

hospitals, thus the authors promoted pursuing this designation. Interestingly; however, 

there were no differences between hospital types related to the omission of ambulation, 

which continues to be the most prevalent element of missed care across facilities. 

     The need to examine bed rest orders and to implement mobility standards of care is 

evident. Activity orders should be considered as important as any other treatment or 

medication during hospitalization.  Perhaps PT should be the discipline responsible for 

writing activity orders, as they are the movement specialists and physicians and nurses 
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look to them for guidance for assessing need for specific activity recommendations.   

Nurses in this studies revealed that they would likely take activity orders written by PT 

more seriously than those written by physicians.  

     Preventing functional decline is complex and requires a multimodal approach.   

Figure 4 depicts recommendations to maintain or improve function during 

hospitalization.  Patients should be screened on admission and ongoing for risk for 

functional decline and delirium, and goals should be set with the patient, family if 

applicable, and multidisciplinary team.   Early consultations and management by rehab 

staff should be accessible. Communication about the patient’s functional status should be 

part of the permanent medical record, visible to all providers using a standardized 

template, and a formal part of provider handoff and rounds.  Discharge planning should 

begin early with an assessment of baseline functional status.  The hospital/unit 

environment should be modified to accommodate the use of assistive equipment and 

promotion of physical activity.  Mobility protocols should be implemented by patient 

population, and staff and providers educated to the standards. These mobility protocols 

should be incorporated in nursing care plans, and accountability for functional plans of 

care should be part of the job descriptions and performance evaluations of RNs and 

nursing assistants.   

     Doherty-King & Bowers (2012) identified three time frames where the amount and 

type of mobility occur.  Processes of care should be developed to move the time frame 

trajectory for mobilization from day of discharge to earlier in the hospitalization during 

the recovering phase.  Hospitals should develop quality metrics for functional outcomes; 

these should include appropriate activity orders and process measures for compliance 
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with orders and protocols.  Education and encouragement for patients and families about 

the health benefits of mobilizing should be provided, and all disciplines should be taught 

how to do this effectively with older adults. 

 

Figure 4. Recommendations to Maintain/Improve Function 

Implications for Policymaking and Future Research 

     It is evident from this research that the omission of mobilization is complex, and 

efforts to date have not been robustly successful in preventing the hospital-acquired 

functional decline associated with low mobility states. There may be some success with 

providing a more structured environment where preservation of function is paramount; 

however, the tension between managing an acute illness and promoting functional 

outcomes persist as the push to decrease LOS continues, and care becomes even more 

complex and technological.  Unfortunately hospitals and health systems may only change 
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when reimbursement or publicly reported benchmarks and outcomes are at stake. In the 

last several years the Centers for Medicare and Medicaid Services (CMS) have focused 

on reducing readmissions in a subset of their covered population.  Beginning in 2013 

hospitals will have their Medicare reimbursement rates reduced for excess readmissions 

for specific conditions such as heart failure, acute myocardial infarction and pneumonia 

(CMS.gov), with other conditions such as COPD likely to follow.   Patients who 

experience functional decline during an acute illness and hospitalization are at risk for 

readmission leading hospitals to be at risk for reduced reimbursement (DePalma, Xu, 

Covinsky, Craig, Stallard, Thomas, et al, 2012).  This may be the catalyst to develop 

quality indicators related to function that focus on improved assessments, 

prognostication, and treatment, both in the hospital and in the post-hospital period.  As 

Kayser-Jones (2009) identified, older patients in nursing homes may not have the 

functional, physical and cognitive ability to manage their own health and independently 

participate in health promoting activities, including mobility. This is true for many 

hospitalized older adults as well; it is our obligation as nurses to ensure that we are their 

voice in promoting function and quality of life, both in research and in everyday practice. 

Study Strengths and Limitations      

     There are several strengths to this study.  It further explores the concept of missed 

opportunities for nursing care from the perspectives of nurses and physicians, specifically 

in a geriatric population of medically ill patients. In addition to interviews, participant 

observation was used to strengthen the analysis by identifying actions that conflicted with 

the interview data or required clarification, allowed the researcher to observe the barriers 

and facilitators to mobility in person, across many time periods, and provided an 
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opportunity for observing and talking with many healthcare providers, patients and 

families.  Findings build on the work of Kalisch (2005, 2009) and Brown (2007) who 

have begun the dialogue about the facilitators and barriers to care related to mobilization.  

This study was conducted with a small sample of nurses from two medical-surgical units 

and attending hospitalist physicians from the medicine service at one academic medical 

center in northern California.  Other types of units and patient populations may produce 

different results because of differences in activity and patient goals. Therefore, results 

cannot be generalized to other hospitals, units or patient populations or disciplines. 

Primarily nurses and physicians were represented in the interviews; formal interviews 

with PCAs, rehab staff and patients and families would have resulted in a more complete 

understanding of the barriers and facilitators to mobilizing patients. This is an area that 

warrants further investigation.  

Future Research 

          Future research should focus on the feasibility of creating and sustaining a 

function-focused care model that includes nurse driven interventions as well as 

architectural improvements to promote mobility.  Exploring patient motivation and how 

older adults respond to encouragement from physicians and nurses to ambulate would be 

beneficial.  There has been minimal research on understanding how nurses perceive 

provider orders and how they prioritize them. Since ambulation continues to be the 

primary care omission, and can result in a loss of up to 5% of muscle mass daily (Nair, 

2005), it is imperative to more fully understand this.  Additionally, delirium prevention 

and management must continue to be a research priority as there will certainly be many 

older adults hospitalized with delirium superimposed on dementia in the future. The 
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research on GMUs is promising as a strategy to prevent functional decline in the most 

fragile of patient populations. Research on transitions of care is in its infancy, and the 

relationship of hospitalization -induced functional decline and readmissions must 

accelerate. 

Conclusion 

     This study identified, described and analyzed the barriers and facilitators of 

mobilization in hospitalized older adults.  Most of the themes for missed care identified 

by Kalisch (2006) were evident in the current study:  time constraints, poor use of 

existing staff resources, ineffective delegation, “it’s not my job” syndrome, habit, and 

denial; these were either identified in staff interviews or during participant observation.  

This study further identified the complexity of patients’ risk for functional decline during 

an acute illness, and hospitalization and the (primarily) barriers they encountered while 

hospitalized.  As data were collected, it became clear that there was no easy solution to 

the problem of low/no mobility. The data revealed complex circumstances involving 

provider and nurse beliefs about mobilization, patient complexity, patient motivation, the 

physical environment, provider practices, the unit culture, the presence or absence of 

quality indicators, and communication, that either hindered or encouraged mobility. 

Clinicians have the potential and obligation to appropriately assess and manage 

functional issues. Nurses will continue to be in the forefront as hospitals, health care 

systems, and academia collaborates to understand and mitigate this critical geriatric 

syndrome. It is imperative that nurses at all levels receive geriatric education both 

formally and at their places of practice.  Nurses must provide the leadership in working 

with other professionals to address this important problem. 
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