CRITICAL CARE BUNDLE - BEDSIDE REFERENCE

Zeul-  Early Mobility Protocol R

Safe, goal-directed mobilization of critically ill adults — from in-bed on the vent to ambulation. REACH

== IMPLEMENTATION ALGORITHM - RUN EVERY SHIFT

Evaluate readiness 5 Meet safety thresholds 5 Set level & daily goal 5 Coordinate team 5 Mobilize & monitor 5 Document & reassess

Screen on morning rounds — Confirm cardiac, respiratory & Select mobility level 0—4; chart Confirm sedation plan; secure Perform activity with real-time Record level achieved & events;
hemodynamic, respiratory & neuro gates are all satisfied. the goal at the bedside. lines, airway & devices. vitals & symptom watch. set next-shift goal.
neurologic stability.
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e PROGRESSIVE MOBILITY STAGES e START WHEN ALL GATES MET e \WHO DOES WHAT
L Passive range of motion . T e NURSING Leads timing, monitors vitals & lines, escalates
. . . . concerns.
0 Therapist moves the limbs; for fully ventilated, deeply rested patients. 60-130 90-180 60-100
B e e PT/ OT Assesses function, sets the level, leads mobilization.
LVL Active-assisted ROM & in-bed cycling RESP. Secures airway, manages the vent, runs the SBT.
1 Patient assists movement; in-bed cycle ergometer. RR SPO. FIO. THERAPY
5-40 > 88 < 0.6 PHYSICIAN  Confirms readiness, writes daily orders, clears
Sitting at edge of bed /min % fraction barriers.
Supported sitting and dangling; build trunk control. p
PEEP RASS - NEURO SEDATION PEARL
LVL Standing / marching in place < 10 -2 to +1 Target light sedation RASS -2 to +1. Pair the SAT + SBT
3 Stand at bedside, weight-bear, march on the spot. . Stable airway - opens eyes & follows commands before mobility attempts.
: \
0 . 0 r
Ambulation with assistance e STOP / HOLD THE SESSION IF EQUIPMENT & ENVIRONMENT
Walk with staff and assistive devices (walker, lift). f ' Secure airways, catheters & drains first. Staff each line; use tilt
New arrhythmia MAP <60 mmHg tables, ceiling lifts and walkers as needed.
Sp0: < 88% Agitation / distress \
Advance one level per day on demonstrated performance and continued safety. Ventilator dyssynchrony Device dislodgment
Mobilization may begin on mechanical ventilation when stable. Severefstane New chest pain Build orders into ICU checklists & flowsheets; use closed-loop
L communication to clear barriers.

= WHY IT MATTERS - EARLY GOAL-DIRECTED MOBILIZATION VS USUAL CARE

2 vs 4 7 vs 10 44_59% < @. 1%

Delirium duration — days, median ICU length of stay — days Functional independence at discharge (vs 25-35%) Serious adverse events — mostly minor & transient
ABSOLUTE CONTRAINDICATIONS — DO NOT MOBILIZE SAFE TO MOBILIZE DESPITE
Unstable fractures - active myocardial ischemia - raised intracranial pressure - uncontrolled bleeding. Mechanical ventilation - vasoactive infusions - CRRT — provided physiologic parameters stay within the start gates.

ICU REACH - Spreading knowledge - Improving outcomes Al Educational use only — not a substitute for clinical judgement.




