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Early mobilisation of patients is more than just an exercise but a 
complex intervention that demands interdisciplinary co-ordination and 
communication.[1,2] When planning early mobilisation, two considerations are 
sustainability and reach,[3] as both affect implementation of the intervention.[4]

Considering the complexity of implementing early mobilisation, 
individual, group and organisational readiness is particularly relevant 
in intensive care unit (ICU) settings as interdisciplinary teams work 
together to provide patient care, with some individuals working across 
the organisation.[3] Detailed initial planning by the team is essential 
for successful implementation of an early mobilisation programme.[2,5] 
Heterogeneous ICU patient populations demand considered clinical 
reasoning when deciding on early patient mobilisation guidelines.[6]

Translation of research findings into clinical practice is impacted 
by vague descriptions of interventions used,[7,8] particularly those 
describing early mobilisation in ICU.[8] The available evidence on 
early mobilisation activities in ICU does not consistently provide 
sufficient details on the variables used for exercise prescription.[8] It 
becomes difficult for clinicians to replicate and implement exercise 
interventions that are associated with improved patient mobilisation.[7]

The sustainability of early mobilisation programmes may be enhanced 
by focusing on overcoming perceived barriers to such programmes 
through knowledge translation strategies involving interdepartmental 
collaboration, communication, education and training.[2,5,9] Translational 
researchers acknowledge increasingly that an accumulation of positive 
research evidence is not sufficient to achieve widespread implementation 
of interventions in clinical practice.[10] This finding justifies using a 
practice-based approach together with an evidence-based approach for 
implementation of effective and sustainable interventions in clinical 
settings. The purpose of the present study was to reach consensus on 
recommended implementation strategies to overcome barriers to early 
patient mobilisation in South African (SA) and Zimbabwean public 
sector hospital ICUs.[11-13]

Methods
Study design
An online, two-round, modified Delphi survey was conducted 
using the REDCap online managing system hosted at the University 
of the Witwatersrand from October to November 2018. The 
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Consolidated Framework for Implementation Research (CFIR), a 
well-established framework for assessing implementation barriers, 
was used.[14] Barriers to early patient mobilisation identified in SA 
and Zimbabwean public sector ICUs, previously described,[11-13] 
were categorised according to the five CFIR categories, namely 
intervention characteristics, ICU contextual factors, hospital context 
(encompassing patient needs and resources), characteristics of 
individuals responsible for implementation, and process (including 
active changes to promote intervention implementation). Strategies 
to overcome the identified barriers were generated through an 
appropriate literature review and presented to the Delphi panel 
to initiate the consensus-seeking process.[15,16] A modified Delphi 
process employs multiple iterations designed to develop consensus 
regarding a specific topic, and the feedback process allows the 
participants to reassess their initial judgement about the information 
provided in previous iterations.[15,16]

Sampling and study participants
The number of participants anticipated was between 20 and 50 people. 
This assumption was based on the literature, which states that as long as 
the background of the participants is homogeneous, then 10 - 15 people 
should participate.[17] However, if various reference groups are involved, 
more participants should be included.[17] As the definition of an expert 
depends on the setting and objectives of the proposed modified Delphi 
study,[16] the panel of experts for this study were chosen from the 
clinicians, academics and managers who had experience in working in 
public sector hospital ICUs in SA and Zimbabwe and in the practice of 
early mobilisation. The clinicians, managers and academic experts were 
invited, with the object being to provide practical, research-based and 
theoretical perspectives on clinical practice.[18]

The expert panel was purposively selected through shortlisting of 
eligible candidates and invited to participate in this study. The expert 
panel comprised clinicians (intensivists, consultant anaesthetists, 
ICU specialists in training, medical officers rotating through ICU, 
physiotherapists and nurses), academics (ICU nurses involved in 
training of nurses) and managers (ICU directors of services, ICU 
nursing services directors, and physiotherapy heads of department) 
with three or more years of clinical ICU experience including early 
patient mobilisation in SA and Zimbabwean public sector hospital 
settings.

Instruments
Separate Delphi questionnaires for clinicians and academics, and 
managers, were created, comprising four sections: 
•	 Demographic information (profession, current position, ICU type, 

years of ICU experience). For managers, information was gathered on 
their clinical and managerial experience.

•	 CFIR information, encompassing statements related to the five 
categories mentioned.

•	 Equipment required for facilitating early patient mobilisation in ICU.
•	 The implementation of early mobilisation, activity definitions, 

variables and outcome considerations for tracking exercise therapy 
progress during patient mobilisation.

Data collection procedure
Upon consent, participants were asked to confirm their electronic 
availability for six weeks from the beginning of October to the end of 
November 2018.

Round 1
Participants received a REDCap link to the respective Delphi questionnaire, 
allowing them three weeks for completion. This round involved lengthy 
statements that required dedicated time from participants (Supplementary 
file 1; https://www.samedical.org/file/2306). Participants ranked the 
statements using a five-point Likert scale, assessing agreement (ranging 
from strongly disagree to strongly agree), importance (from not important 
at all to absolutely essential), and likelihood (from extremely unlikely to 
extremely likely). The listed statements had either been implemented 
in different ICU contexts or were recommended in published research 
to address barriers to early patient mobilisation. Participants had 
the opportunity to provide comments in open text boxes within the 
questionnaire and suggest additional items.

After three weeks, the submitted responses were analysed. 
Statements that did not meet 70% agreement among participants and 
a median score ≥4 and semi-interquartile range (SIQR) ≤0.5 were 
modified in accordance with the feedback provided by the panel and 
redistributed to the panelists for round 2. New statements emerging 
from participants’ responses in round 1, were included in round 2.

Round 2
Two weeks after the completion of round 1, participants received 
links to round 2 questionnaires and had three weeks to submit 
their responses. The round 2 questionnaires were shorter in length 
(Supplementary file  2; https://www.samedical.org/file/2306). Median 
and SIQR scores from round 1 were presented for each item in round 
2 to help participants reconsider their responses in light of these results 
and to foster consensus.

Consensus was achieved (>70% agreement) after only two rounds of 
the Delphi study, with areas of agreement and disagreement identified.

Data analysis
Data were checked for completeness and accuracy and data cleaning 
was done. Information obtained through open-ended questions was 
encoded for ease of analysis. Data analysis was performed using SPSS 
version 25 (IBM, USA). Descriptive statistics summarised the data as 
means and standard deviations (normally distributed data), medians 
and IQRs, or numbers and percentages. The median and SIQR were 
calculated for each statement. Consensus for a statement was defined 
as a priori if the median score ≥4, SIQR ≤0.5 and ≥70%[16] of the 
participants either ‘agreed and/or strongly agreed’ with the statement 
or rated the statement as ‘either likely and/or extremely likely’ or 
’important and/or very important’. For the calculation of consensus on 
the percentage of agreement, importance and likelihood, the five-point 
scale was re-categorised, with scores of 1 or 2 defined as disagreement; 
3 as having reservations or neutral; and 4 or 5 as agreement.
All qualitative data obtained from the open-ended questions were 
read, encoded and summarised into themes, and a deductive approach 
was used to analyse the responses within the framework of the CFIR 
domains. A summary of quotes was assigned to each domain and 
presented alongside the quantitative results.

Ethical clearance
Ethical clearance for this study was obtained from the Joint Research 
Ethics Committee for the University of Zimbabwe College of Health 
Sciences and Parirenyatwa Group of Hospitals (ref. no. 377/15), 
Medical Research Council of Zimbabwe (ref. no. MRCZ/A/2040) 
and the University of the Witwatersrand Human Research Ethics 
Committee (Medical) (ref. no. M150927) in SA.
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Results
General characteristics of the 
panel
Forty-two potential participants were 
identified. Of these, 36 (86.7%) provided 
consent and included nine managers, six 
academic staff and 21 clinicians. For round 
1, responses were received from 23 expert 
participants (63.8% response rate). For round 
2, 27 participants from round 1 were invited 
to participate and 23 responded (85.2% 
response rate) (Fig. 1).

Clinician and academic participants had 
a median of 8.5 (5  -  17) years of ICU 
experience (Table 1). Most participants were 
from a general ICU clinical background 
(80%). One participant was a senior medical 
officer and one an anaesthetist registrar. 
For the managers, the median years of 
experience as heads of department was 13 
(5 - 20) years.

Table 1. Characteristics of the modified Delphi panel (N=23)
Characteristic Attribute Expert panel
Sample size, N 23
Country, n Zimbabwe 9

South Africa 14
Years of ICU experience Median years (IQR) 8.5 (5 - 17)
Years of experience as head of department Median years (IQR) 13 (5 - 20)
Profession, n (%) Doctor 7 (30.4)

Physiotherapist 12 (52.2)
Nurse 4 (17.4)

Current position, n (%) ICU intensivist/anaesthetist 3 (13.0)
Physiotherapy manager 3 (13.0)
ICU director of services 2 (8.7)
ICU nursing services directors 2 (8.7)
ICU physiotherapist 7 (30.5)
Academic/lecturer 4 (17.4)
Other 2 (8.7)

Type of ICU, n (%) Surgical 1 (5.0)
Trauma 2 (10.0)
Cardiothoracic 1 (5.0)
General 16 (80.0)

IQR = interquartile range; ICU = intensive care unit.

Participants responded 
and signed consent form

N=36 (86.7%)
Participants who did not 

sign informed consent
N=6 (14.3%)

1 ICU Director
4 Physiotherapy

1 ICU physiotherapist

Reasons

Did not respond, N=3
Could not commit

 to study, N=3

Clinicians and/or 
academics 

N=27

Round 1 Delphi study: Participants invited to score statements, N=36 

Managers
N=9

Clinicians and/or 
academics who 

scored statements
N=16 (59.3%)

Clinicians and/or 
academics who did not 

score statements
N=11 (40.7%)

Managers who 
scored statements

N=7 (77.8%)

Managers who did 
not score statements

N=2 (22.2%)

Round 2 Delphi study: Participants invited to rescore statements, N=27

Clinicians and/or 
academics who 

scored statements
N=16 (88.9%)

Clinicians and/or 
academics who did not 

score statements
N=2 (11.1%)

Managers who 
scored statements

N=7 (77.8%)

Managers who did 
not score statements

N=2 (22.2%)

Email invitations sent, N=42

Fig. 1. Flow chart of participants in round 1 and round 2 of the Delphi study.
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CFIR category 1: 
Characteristics of early 
mobilisation interventions
Consensus was reached for 23 of 26 statements 
(88.5%) after round 2 (Supplementary file 
3; https://www.samedical.org/file/2307). 
Experts agreed that the following were active 
mobilisation activities: rolling (SIQR: 0), 
bridging (SIQR: 0.25), upper and lower limb 
flexion and extension exercises, sitting on 
the edge of the bed, standing next to the bed, 
stand transfer to a chair, marching on the spot, 
and walking away from the bedside (SIQR: 0.5 
overall). They concurred that changes in vital 
signs during early activity or mobilisation 
should be considered in conjunction with 
clinician clinical judgement (SIQR: 0.5) 
and not be deemed as contraindications to 
movement.

Three statements (11.5%) did not reach 
consensus after round 2. These related to 
whether early mobilisation should be redefined 
to encompass intended physiological effects 
(SIQR: 0.875), exclusion of passive joint 
movements from early mobilisation activities 

(SIQR: 1), and inclusion of neuromuscular 
electrical stimulation as part of passive 
mobilisation (SIQR: 0.5).

The themes and quotes highlighted by 
participants on characteristics of early 
mobilisation interventions are presented in 

Table 2. Clinicians’ and/or academics’ views on characteristics of early mobilisation interventions
Themes Quotes from participants
Initiation of early mobilisation Might not always be feasible. Depends on the patient’s condition. Disease processes differ 

so it cannot be definitive as to how soon you will start mobilising the patient. [Participant 
04, nurse]
Within two to five days… we prevent a lot of complications of prolonged immobility. 
However, sometimes the patient will still be very unstable for mobilisation. Only passive 
movements will be possible. Therefore, it really depends on the patient’s condition within 
the first two to five days. [Participant 11, nurse]
… by Day 8, muscle weakness would have set in; therefore initiating mobilisation would 
require more time to achieve functional independence. [Participant 16, physiotherapist]

Redefining early mobilisation I believe a patient may be physically and physiologically ready for early mobilisation but 
still be emotionally or psychologically not willing to mobilise. Therefore, the definition 
needs to demonstrate holism and incorporate all dimensions of readiness to mobilise. 
[Participant 11, nurse]
It may not be possible to strictly define ‘early’ mobilisation because of the different patient 
mixes [e.g. similar problems faced with ‘early’ tracheostomies]. However, mobilisation 
can be active or passive [e.g. turning]. Participant 15, doctor
A definition is only an explanation which puts everything under one umbrella, but 
when it comes down to practical activities, individualistic approaches will be applied. 
So, changing the definition will not change much in my opinion. [Participant 04, nurse]

Incorporation of passive mobilisation Passive movement does not activate muscles. Muscle activation is necessary for 
hypertrophy. Passive mobilisation merely retains tissue flexibility. [Participant 06, doctor]
… small steps towards recovery and regaining control is an important motivator for the 
patient. It will also help to prevent complications from poor body positioning that might 
go undetected for long periods of time. Participant 17, nurse

Relevance of parameter limits Some patients will have deranged vital signs for prolonged periods of time and 
mobilisation should not be delayed for such patients at the expense of muscle and joint 
activity unless the situation should arise that mobilisation aggravate[s] the vital sign 
derangements. [Participant 11, nurse]
Parameters are dependent on varying conditions, ages, drugs [received] etc. and so 
cannot be read in isolation. [Participant 19, physiotherapist]
In our ICU, we have a motto ‘Nurse the patient; not the numbers.’ Sometimes the 
parameters don’t reflect on your clinical assessment and vice versa. [Participant 04, nurse]

Table 3. Ranking of the list of equipment considered important by clinicians and/or 
academics for the early mobilisation of ICU patients

Type of equipment
Round 1
Median (SIQR)

Round 2
Median (SIQR) Consensus

Wheelchair 4 (1) 3 (1.5) ×
Cycle ergometry 3 (0.5) 3 (1) ×
Neuromuscular electrical stimulation 3 (1) 3 (1.5) ×
Ceiling track lift 3 (1) 3 (0.5) ×
Air-assisted transfer system 3 (0.5) 3 (1) ×
Mobile/portable ventilator 5 (0.5) * ✓

Dynamic tilt table 4 (1) 4 (0.5) ×
Portable monitor 5 (0.5) * ✓

Adjustable bed 5 (0.5) * ✓

Walking aid 4 (0.5) * ✓

Transfer board 4 (0.5) 4 (0.5) ✓

Waffle cushions 4 (0.5) 4 (1) ×
Adjustable chairs (‘lazyboy’) 5 (0.5) * ✓

Custom-made walker 4 (0.5) * ✓

SIQR = semi-interquartile range.
* Consensus achieved after round 1.
× No consensus of statement achieved.
✓ Consensus of statement achieved.
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Table  2. Participants noted that while early mobilisation ideally begins 
within the first five days of critical illness, it may not always be feasible due 
to disease processes and recovery trajectory.

CFIR category 2: ICU contextual factors
In round 1, experts reached consensus on 13 of 18 statements (72.2%) 
(Supplementary file 4; https://www.samedical.org/file/2307). They 
concurred that having a stationary discipline-specific leader in ICU, 
who takes responsibility for educating new staff, would promote 
the culture of early patient mobilisation (SIQR: 0.5). After some 
modification of the remaining five statements, consensus was reached 
for all statements in round 2. Supplementary file 5 (https://www.
samedical.org/file/2307)presents the themes and quotes which were 
derived from the comments by clinicians under the ICU contextual 
factors category. These statements supported the need for champion 
leaders who promote early mobilisation and maintain consistency 
of patient care in the unit. Participants highlighted the role of 
multidisciplinary team engagement and the dynamics which exist if 
professions are not given autonomous status in the team.

CFIR category 3: Patient needs, resources and 
hospital administrative support
Consensus was reached for 15 of 32 statements (46.9%) pertaining to 
patient needs, resources and hospital administrative support to promote 
early mobilisation interventions after round 1 (Supplementary file 6; 
https://www.samedical.org/file/2307). Several statements had to be 
modified or deleted for round 2 based on participants’ comments under 
safety measures. By the end of round  2, consensus was reached for 19 
of the 20 statements (95%) in this category. Agreement was reached 
on specific safety measures prior to early mobilisation: interpretation 
of a patient’s resting heart rate should be executed in conjunction with 
other safety parameters (SIQR: 0.5), respiratory rate below 30 beats 
per minute (BPM) is safe for in-bed and out-of-bed early mobilisation 
activities (SIQR: 0.5), and intracranial pressure >15 mmHg is unsafe for 
progression with early mobilisation (SIQR: 0.5).

No consensus was reached on the progression of early mobilisation 
in a patient with controlled intracranial pressure as indicated by no 
mannitol or hypertonic saline administration in the past 24 hours (SIQR: 
0.5). Experts reported as follows: ‘For me, this would be moving into 
dangerous ground. Intracranial pressure can increase dramatically by even 
a light flicker of change.’ (Participant 17, nurse) and ‘The settling of raised 
intracranial pressure cannot be assumed simply because no mannitol has 
been given; premature mobilisation may be a major risk in traumatic brain 
injury patients.’ (Participant 06, doctor).

CFIR category 4: Characteristics of the 
individuals responsible for implementation of 
early mobilisation
Consensus was reached on all 13 statements (100%) (Supplementary 
file 7; https://www.samedical.org/file/2307). Experts agreed on the need 
to define roles for all clinicians responsible for early mobilisation to 
ensure smooth execution of the intervention (SIQR: 0.5), the need for 
skills training of all staff members (SIQR: 0.5) and acknowledged that all 
disciplines working in ICU are responsible for early patient mobilisation.

CFIR category 5: Process (including active 
changes to promote intervention implementation)
Under this section, there were two parts. The first part included two 
statements on implementation. Consensus was reached on both statements 

in round 1. Experts agreed that physiotherapists should assess all patients and 
screen those eligible for early mobilisation for successful implementation of 
early mobilisation to be achieved (SIQR: 0.5). There was agreement among 
experts to have prompts for physiotherapy referrals for early mobilisation on 
physician order forms. This should be standard practice to increase the rate 
of early mobilisation in these ICUs (SIQR: 0.5). Secondly, participants rated 
important equipment needed to facilitate early mobilisation in ICU. Experts 
agreed that equipment such as portable ventilators (SIQR: 0.5) and monitors 
(SIQR: 0.5), adjustable chairs (SIQR: 0.5), and walking aids (e.g. custom-
made walkers (SIQR: 0.5)) may assist with early patient mobilisation. 
No consensus was reached on the use of wheelchairs (SIQR: 1.5), cycle 
ergometers (SIQR: 1), neuromuscular electrical stimulation (SIQR: 1.5) 
and waffle cushions (SIQR: 1) (Table  3). Supplementary file 8 (https://
www.samedical.org/file/2307) presents statements reported by participants 
regarding the equipment that can facilitate early mobilisation.

Fig. 2 summarises the components of early mobilisation in ICU that 
Delphi members agreed on within the Consolidated Framework for 
Implementation Research.

Priority focus areas for the successful 
implementation of early mobilisation
The participants listed priority focus areas based on the identified 
barriers for the successful implementation of early mobilisation in 
round 1. The broad areas identified included the ICU culture, the 
standardisation of practice in the ICU, resources and the implementation 
process. The most frequently cited focus areas by the clinicians 
included: skills training for staff, multidisciplinary teamwork and 
collaboration, the formulation of standard operating procedures and 
the availability of appropriate mobility equipment.

Fig.  3 summarises the main priority focus areas suggested for 
successful implementation of early mobilisation in public sector 
hospitals ICUs.

Discussion
This modified Delphi study aimed to reach consensus on recommended 
implementation strategies to overcome barriers to early patient 
mobilisation in SA and Zimbabwean public sector hospital ICUs. 
These strategies considered practicality (resources, time, commitment) 
and implementation (extent, likelihood, manner of full execution), 
drawing on the experts’ experiences and contexts.

Panellists reached consensus with respect to patient physical and 
physiological parameters for successful implementation of early 
mobilisation. They agreed that specific vital signs and clinical signs 
should be checked before early mobilisation is initiated. These 
parameters include heart rate, low dosage of vasoactive drugs, oxygen 
saturation levels, respiratory rate, intracranial pressure <15 mmHg 
and platelet count. Additionally, the patient should be psychologically 
ready for early mobilisation, besides being physically or physiologically 
stable. The overall concern by the expert panel was that clinicians 
should not read these parameters in isolation to make decisions about 
early mobilisation as ICU patients present with deranged vital signs 
most of the time, hence the need for clinical reasoning. Others sharing 
this view point that fluctuations in vital signs are a normal part of 
caring for the critically ill and occur with any nursing procedures.[19, 20] 
The consensus among the expert panel was that early mobilisation 
guidelines should not include rigid vital sign parameters as criteria for 
exclusion from early mobilisation. Instead, clinicians are encouraged 
to rely on their clinical judgement and reasoning, which is supported 
by Brissie et al.[21]
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Characteristics

Active early mobilisation activities
• Rolling
• Bridging
• Limb exercises
• Sitting on edge of bed
• Standing next to bedside
• Stand transfer to chair
• Marching on the spot
• Walking away from bedside

Clinician judgement and patient's 
physiological responses should 
guide activity

Process

Physiotherapists should screen 
all patients for readiness
Include prompts for physiotherapy 
referral on physician order forms
Equipment to facilitate early 
mobilisation:
• Portable ventilator
• Portable  patient monitors
• Adjustable chairs
• Custom-made walkers

Contextual factors

Discipline-speci�c champion 
leaders
Champion leaders responsible 
for sta� education and training

Implementation

All disciplines in ICU are responsible
De�ne roles of all disciplines
Skills training must be prioritised

Patient needs

Set unit-speci�c safety measures 
for early mobilisation

Early 
mobilisation 

in ICU

Fig. 2. Summary of the main components agreed on regarding early mobilisation in the CFIR categories. (CFIR = Consolidated Framework for Implementation 
Research.)

• Teamwork collaboration and 
 coordination of ICU MDT 
• E�ective communication 
 through MDT ward rounds 
• Early physiotherapy 
 referral by physicians 
• Champion leader 
 in the unit 
• Skills training 
 of all sta� 
• Early mobilisation 
 awareness campaigns

• Timely management of fractures 
• De�ning exact time to start 
 mobilisation 
• De�ning exact early mobilisation 
 activities 
• Training of junior sta� and 
 reduce practice variability 
• Willingness of nursing sta� to 
 monitor and transfer patients 
    back to bed 
       •  Motivation of sta� 
         •  Understanding and respect of 
             the other professions choices 
     and opinions

• Adequate number 
 of physiotherapists and 
 nurses in ICUs 
• Adequate and appropriate 
 mobility equipment for 
 speci�c ICUs and the 
 ICU population

• Reduction in sedation levels 
 through use of protocols 
• Formulation of standard operating 
 procedures for each unit

Changes to the 
ICU culture

Implementation 
process

Resources Standardisation 
of mobilisation 
practice in ICU

Fig. 3. The priority focus areas reported by clinicians and/or academics for the successful implementation of early mobilisation in public sector hospitals.
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Cultural changes that were recommended by the experts for public 
sector ICUs in SA and Zimbabwe included a strong multidisciplinary 
team agreement regarding the importance of protocols on sedation 
practices and early mobilisation; flow diagrams detailing patient 
assessments for readiness for early mobilisation; and the role of 
leadership in the implementation of early mobilisation. The panel 
agreed that there was a need to develop protocols and guidelines which 
consider the local resources and environment, with the parameters 
included in the protocols not being read in isolation in order to 
assist with clinical decision-making. Similarly, others report that the 
availability of protocols and/or guidelines for early mobilisation result in 
standardisation of practice, more consistent delivery of the intervention, 
and higher levels of achievement in activity.[22-25]

Panellists agreed on the importance of multidisciplinary teamwork 
and communication, clarification of roles among members of the 
multidisciplinary team, development of expertise and skills training, 
and agreed that early mobilisation was a collaborative effort rather than 
the responsibility of physiotherapists or nurses alone. Similarly, others 
recommend skills training for ICU staff to educate clinicians and train 
junior staff to empower them with knowledge and confidence to safely 
and effectively implement early patient mobilisation.[4,26,27] A team-
centred collaborative approach guarantees successful implementation 
of early mobilisation strategies for ICU patients[2,4,22,25,28] and minimises 
overlapping of responsibilities. Although consensus was reached on 
the statement that the ICU doctor should be consulted before a final 
decision for early mobilisation is made, there were controversial views 
among the panellists as to who was responsible to give the instruction 
for early mobilisation, as they felt that physiotherapists and nurses 
should be consulted. Conversely, it was proposed that there should be 
an ICU doctor’s order on why a patient should not be mobilised, with a 
justified medical reason.

The panel agreed that using specific mobilisation equipment may 
encourage a higher level of early patient mobilisation and minimise strain 
on clinicians. Other authors have made similar suggestions.[29,30] The 
cost implications of equipment acquisition in public sector settings need 
consideration. The use of some of equipment such as wheelchairs, electrical 
stimulators and cycle ergometers prompted divergent opinions within 
the panel. Some of these opinions resonated with the lack of concrete 
evidence available on the clinical benefits of cycle ergometry and electrical 
stimulators, respectively, on patient-important outcomes in ICU.[25,31,32]

Location of patients was highlighted as one of the environmental 
influences.[4] The importance of admitting patients to specialised units 
rather than general units to mitigate delays in specialist consultations for 
individual ICU patients was emphasised. The incidence of road traffic 
accidents and injuries in low- and middle-income countries such as SA 
and Zimbabwe, is exceptionally high.[33] The panel agreed that timely 
fracture management is crucial to support the implementation of early 
patient mobilisation in ICUs.

Early mobilisation is influenced by factors related to the individual 
healthcare providers. High staff turnover rates lead to unsustainable 
patient care interventions[30] and failure to maintain consistency and expert 
clinical skills. Evidence supports the link between the appointment of full-
time physiotherapists in ICU and timely delivery of early mobilisation 
when patients are awake and medically stable.[22,34] This observation was 
echoed by the panelists. The feasibility of creating full-time positions for 
senior ICU physiotherapists within SA and Zimbabwean public sector 
ICUs needs further exploration. An adequate number of human resources 

to promote early mobilisation and overall motivation of the staff were also 
some of the factors highlighted.

Study strengths and limitations 
A strength of the study is the diversity and consistency of participation 
of the panel members. The panel included a heterogeneous group 
of academics, clinicians and managers. The questionnaire included 
structured, closed-ended questions which were generated through a 
review of the available literature, and open-ended comment boxes. The 
statements which participants rated were supported by evidence from 
randomised controlled trials and systematic reviews.[8,9,35]

The study had some limitations. The first limitation is related to the 
study design. There was criticism due to lack of clarity on what was 
meant by consensus and also the quality of evidence generated due to 
relying on expert opinions to generate findings. The questionnaire used 
in round 1 of the study was long and could have resulted in response 
fatigue. There was also a high attrition rate of participants, considering 
the number of participants who were sent an invitation and agreed 
to participate, to the number of participants who finally scored the 
statements in both rounds. Another limitation was the selection bias of 
participants as there was non-proportional representation of different 
disciplines. The number of nurses were fewer compared with the other 
disciplines. The first stage involved developing strategies through review 
of the literature, and the phrasing of these statements might have been 
ambiguous.

Conclusion
Several factors need consideration in the development, acceptance 
and implementation of early patient mobilisation guidelines for SA 
and Zimbabwean public sector ICUs as standard patient care. An 
ICU culture of teamwork and co-ordination, patient readiness for 
mobilisation and adequate staffing of units with motivated and skilled 
personnel could facilitate effective and safe implementation of early 
patient mobilisation in these units.
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