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 Early mobility (EM) reduces Intensive Care Unit (ICU) and hospital 

stay, optimizing quality of life in survivors. However, evidence has 

shown that barriers exist at the level of the patient, clinician and 

healthcare institution, hampering the implementation of EM. To identify 

physiotherapists’ perspectives on the barriers and potential facilitators to 

mobilizing critically ill patients in the ICU. One hundred and fifty 

physiotherapists involved in critical care within the southeastern (SE) 

part of Nigeria were surveyed using a 26 - item survey instrument which 

assessed mobility barriers related to the patient, health institution and 

process of care with additional open-ended questions on suggestions on 

effective approaches to facilitate EM of critically ill patients. Descriptive 

statistics were computed for all variables. The most frequently opted 

patient-related barriers were hemodynamic instability (52.0%), 

pain/discomfort (48%), reduced level of consciousness (47.3%) and 

level of sedation (47.3%); institutional – related barriers were equipment 

availability (46.7%), time constraint (44.7%) and staff availability 

(40.7%) while Process- related barriers were lack of clear 

recommendations for mobilization (3.85±2.10), poor interdisciplinary 

communication on the process and need of EM (32%) and an intensive 

care unit culture that does not promote and value mobilization (18.7%). 

Most frequently suggested strategies to facilitate EM were provision of 

mobility equipment, staffing and training on safe and effective mobility 

techniques. Implementation of EM in SE Nigeria is mostly hampered by 

patient- related barriers followed by Institutional - related barriers then 

barriers resulting from the healthcare providers. 
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1. Introduction 
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Critical illness is catabolic, rapidly depleting and potentially lasting for years [14]. Long-term admission in 

critical care facilities increases the risk of physical, cognitive and psychosocial morbidity [14], [10], [2]. 

Accordingly, survivors of critical illness are often faced with numerous problems including: decline in 

function, increased dependency, decreased quality of life and an inability to return to or function optimally 

at work [14], [2]. 

 

Early mobility (EM), defined as mobilization started within 24-48 hours of admission into the Intensive 

Care Unit (ICU), holds promise for mitigating the effects of critical illness on several systems of the body 

[17], [8]. Early progressive mobility of critically ill patients is safe and feasible and is effective in reducing 

functional decline, improving physical performance and optimizing quality of life in survivors of critical 

illness [18], [8]. Evidence exists for short-term improvements in pulmonary [9] and muscle function [2] as 

well as in secondary outcomes including a reduction in ICU and hospital length of stay [22]. Despite these 

numerous evidence-based benefits of EM, and the availability of protocols to guide critical care clinicians 

in EM [13], [11], implementation remains a challenge. Barriers to implementing EM exist at the level of the 

patient, clinician and the institution and these hamper translation of EM knowledge into clinical practice 

[19], [2], [3]. Currently, only one local study in southwestern Nigeria identified lack of experience and 

negative perception towards EM as limiting factors [1]. Improving health outcomes and survivorship in 

critically ill individuals is hinged on a systematic and multidisciplinary efforts to change the ICU culture to 

prioritize early mobilization. It is thus paramount to firstly, identify barriers to EM and then, devise 

strategies to facilitate its implementation across the several critical care facilities in Nigeria. This study 

therefore aimed at identifying physiotherapists’ perspectives on the barriers and potential facilitators to 

mobilizing critically ill patients in some selected hospitals in the southeastern part of Nigeria. 

 

Reasons for adopting a pilot study 

This pilot study would inform future full scale studies to identify barriers to EM in critically ill patients. 

Regional comparisons of study findings could possibly reveal a variation in EM practice pattern in ICUs 

across the country. This in turn would inform the development of national guidelines for implementing EM 

in critically ill patients. 

 

2. Materials and Methods 

 

2.1 Research Design and Population 

This study adopted a cross-sectional survey design with 150 respondents. Convenience sampling technique 

was employed to recruit physiotherapists who met the eligibility criteria and consented to participating in 

the study  

 

2.2 Selection Criteria 

Respondents were eligible if they were currently registered with the Medical Rehabilitation Therapists 

Board of Nigeria and have practiced for at least six months. They must be physiotherapist who have 

managed or are currently involved in caring for critically ill patients.  

 

2.3 Procedure for Data collection 

The respondents were contacted through email communications and through direct contact. They were 

recruited from six different facilities in southeastern Nigeria namely University of Nigeria Teaching 

Hospital, Enugu; Enugu State University of Science and Technology Teaching Hospital, Enugu; Nnamdi 

Azikiwe University Teaching Hospital, Nnewi, Anambra; Astella Physiotherapy Clinic, Enugu; Federal 

Teaching Hospital Abakiliki, Eboyi, and National Orthopedic Hospital Enugu. The survey tools were self-
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administered and were distributed via respondents’ email or in person. Completed survey forms were either 

scanned and sent back or were collected by hand. 

 

2.4 Research instrument 

This study adopted a 26-item content validated questionnaire from a previous study which assessed the 

perception of medical staff on the barriers to mobilizing patients in the ICU [7]. The questionnaire consists 

of 3 parts. The first part contains questions on participants’ socio-demographics and professional practice 

history. The second part consists of three sections; A, B and C. Section A contains 11 questions aimed at 

assessing patient-level barriers to EM of critically ill patients. Section B contains 8 questions aimed at 

assessing institutional-level barriers to EM of critically ill patients. Section C contains 7 questions aimed at 

assessing process-related barriers to EM of critically ill patients. The third optional part contains; (1) a 

question on “any other” comments regarding barriers to mobility that may have not been captured by the 

survey questionnaires, (2) three questions requesting suggestions on the most effective approaches to 

increasing the frequency of mobilization for critically ill patients. 

 

2.5 Data Analysis  

Data collected was analysed using the statistical package for the social sciences, (SPSS) Version 21.0. 

Descriptive statistics was used to show the demographic distribution of the respondents as well as the 

frequency, percentage, mean and standard deviation of the various barriers of early mobilization as 

contained in the questionnaire. Open ended responses as to barriers of early mobilization as well as possible 

facilitators were also analysed using descriptive statistics. 

 

2.6 Ethics Statement 

Ethical approval was obtained from Health Research and Ethical committee of University of Nigeria 

Teaching Hospital, and Enugu State University Teaching hospital. 

 

3. Results 

 

Data collected was synthesized and analysed based on our study objectives. 

Table 1 show a higher response from males (67.3%) than the females (32.7%). A relatively higher 

proportion of respondents were working in federal teaching hospitals (48%). It further shows that those with 

first degree were the highest respondents (48%). As regard years of practice, those who have practiced 

within the period of 5-10 years were the highest respondents (44.7%). 

 

Table 1 Demographic Distribution of Respondents 

Variables N % 

Gender   

Male 101 67.3 

Female 49 32.7 

Highest level of education 
  

First degree 72 48.0 

Master’s degree 55 36.7 
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Doctorate degree 23 15.3 

Place of work 
  

National health service 22 14.6 

Federal teaching hospital 72 48 

State hospital 33 22 

Private hospital 9 6 

NGO 3 2 

Sports team/council 2 1.4 

Others 9 6 

Years of practice 
  

<5years 50 33.3 

5-10years 67 44.7 

11-15years 16 10.7 

>15years 17 11.3 

Job rank 
  

Intern/Corper PT 21 14.0 

Physiotherapist 49 32.7 

SnPT 35 23.3 

PPT 6 4.0 

Chief PT 18 12.0 

ADPT 10 6.7 

DPT 3 2.0 

Others 8 5.3 

Areas of specialty 
  

Neurology 28 18.7 

Orthopedics and sports 79 52.7 
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Cardiopulmonary 25 16.7 

Pediatrics 9 6.0 

Occupational health and ergonomics 3 2.0 

Others 6 4.0 

How long have you worked with critically ill 

patients 

<6months 24 16.0 

6months-1 yr 30 20.0 

1-5yrs 52 34.5 

6-10 yrs 17 11.3 

11-15yrs 16 10.7 

16 years and above 11 7.3 

 

From Table 2, results of survey questions on patient-related barriers to mobility of critically ill patients 

showed that hemodynamic instability had the highest agreement 78(52.0%) followed by level of 

pain/discomfort 72(48.0%). The least perceived patient-related barriers was shown to be refused consent 

23(25.4%). 

 

Table 2: Perceived patient-level barriers to mobilizing critically ill patients 

Survey questions Never 

prevents 

mobilization 

Seldom 

prevents 

mobilization 

Frequently 
 

prevents 

mobilization 

Not sure 

1. Medical Order 65(43.3%) 43(28.7%) 33(22.0%) 9(6.0%) 

2. Level of sedation 28(18.7%) 42(28%) 71(47.3%) 9(6%) 

3. Reduced level of consciousness 35(23.3%) 38(25.3%) 71(47.3%) 6(4%) 

4. Agitation 22(14.7%) 46(30.7%) 61(40.7%) 21(14%) 

5. Hemodynamic instability 21(14.0%) 39(26.0%) 78(52.0%) 12(8%) 

6. Weight/Size 65(43.3%) 57(38.0%) 26(17.4%) 2(1.4%) 
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7.  Potential for dislodgement of 

artificial airways 

64(42.7%) 47(31.3%) 36(24%) 3(2%) 

8.  Potential for dislodgement of 

vascular line 

56(37.3%) 49(32.7%) 37(24.7%) 8(5.3%) 

9. Level of pain/discomfort 23(15.3%) 53(35.3%) 72(48.0%) 2(1.3%) 

10. Impending medical 

procedure/investigation 

65(43.3%) 44(29.3%) 30(20.0%) 11(7.3%) 

11. Refused consent 68(45.2%) 42(28.0%) 23(25.4%) 17(11.4%) 

12. Respiratory instability 28(18.7%) 45(30.0%) 71(47.3%) 6(4.0%) 

 

Figure 1 is a bar chart showing the percentage distribution of how the different patient-related barriers 

affect early mobility of the critically ill patient. 

 

 
Figure 1: Percentage distribution of patient-related barriers to mobilising critically ill patients 

 

Table 3 shows that the most perceived institutional-related barrier to mobilizing critically ill patients was 

the equipment availability 70(46.7%). This was followed by time constraints 67(44.7%). Equipment 

appropriateness was shown to be the least perceived institutional barrier 8(5.3%). 

 

Table 3: Perceived institutional-level barriers to mobilizing critically ill patients 

Survey questions Never 

prevents 

mobilization 

Seldom 

prevents 

mobilization 

Frequently 
 

prevents 

mobilization 

Not sure 
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Staff availability 29(19.3%) 59(39.3%) 61(40.7%) 1(0.7%) 

Staff expertise 58(38.7%) 36(24%) 29(19.3%) 27(18.0%) 

Staff willingness to help 34(22.7%) 53(35.3%) 57(38%) 6(4%) 

Equipment availability 21(14.0%) 56(37.3%) 70(46.7%) 3(2.0%) 

Equipment 

appropriateness 

76(50.7%) 63(42%) 8(5.3%) 3(2%) 

Risk of injury to staff 81(54%) 39(26%) 24(16%) 6(4.0%) 

Time constraints 38(25.4%) 38(25.3%) 67(44.7%) 7(4.7%) 

Imminent ward transfer 66(44.0%) 45(30%) 24(16.0%) 15(10%) 

 

Figure 2 is a bar chart showing the percentage of how the different institutional-related barriers affect early 

mobility of the critically ill patient 

 

 
Figure 2: Percentage distribution of institutional-related barriers to mobilising critically ill patients 

 

Table 4 shows responses to questions on other possible barriers- mostly related to the care process- to 

mobilizing critically ill patients. Majority of the respondents least perceived mobilisation as being 

unimportant. That is to say they perceive early mobility as having an important role to play in recovery. 

Poor interdisciplinary communication and lack of clear recommendations were also perceived as barriers 

for early mobilisation. An ICU culture that does not promote and value mobilisation has the least response 

with respect to delaying early mobility. 

 

3.1 Open ended items 
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Fifty-eight participants responded to questions on other perceived barriers not captured in the preceding 

questions. The following were listed: lack of staff (n=4), lack of equipment (n=10), medication currently in 

use (n=3), patient not willing to give consent (n=5), lack of teamwork (n=4), lack of early referral to 

physiotherapists (n=5), lack of knowledge on the importance of mobilization by the patients (n=12), 

untoward effects detrimental to the patient (n=2), lack of finances (n=5), hypertensive patients (n=1), lack 

of expertise (n=5) and inaccurate diagnosis (n=2). 

 

Table 4: Distribution of the responses of physiotherapists on process-related barriers to mobilizing 

critically ill patients 

Survey questions Strongly 

disagree 

Disagree Agree Strongly 
 

Agree 

Compared to other aspects of patient 

care, mobilisation is unimportant 

92(61.3%) 49(32.7%) 6(4%) 3(2%) 

There is no clear definition of which 

profession should take responsibility for 

mobilising critically ill patient 

75(50%) 47(31.3%) 17(11.3%) 10(7.4%) 

There is lack of leadership championing 

the importance of mobilization 

21(14.0%) 37(24.7%) 50(33.3%) 42(28.0%) 

There is no clear recommendation 

regarding mobilization 

27(18%) 49(32.7%) 49(32.7%) 25(16.7%) 

The ICU culture does not promote and 

value mobilization 

43(28.7%) 50(33.3%) 29(19.3%) 28(18.7%) 

There is poor interdisciplinary 

communication regarding which patient 

need to mobilise , how they should 

mobilise and when this should occur 

15(10.0%) 22(14.7%) 65(43.3%) 48(32%) 

 

3.2 Potential facilitators of mobility in critically ill patients 

For the section with questions regarding respondents’ suggestions of potential facilitators of mobility, the 

following themes were identified; there should be a standard treatment guideline for mobilising the 

critically ill patients (n=3), appropriate timing or schedule for mobilisation (n=4), informing the patients 

about the benefits of mobilisation (n=8), availability of the necessary equipment needed for mobilisation 

(n=15), employing more staff with the knowledge and skill on mobilisation(n=8), early referral to 

physiotherapists (n=4), training and re-training physiotherapists handling mobilisation (n=8), improving 

interdisciplinary communication (n=5), proper regulation of mobilisation practices (n=1), encouraging 

teamwork (n=4), using medication to reduce pain prior to mobilisation (n=1) and having a standard of care 

for the critically ill (n=1). 

 

4. Discussion 

This study presents the perceived barriers to early mobilisation of critically ill patients reported by 
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physiotherapists working in selected hospitals in south-eastern Nigeria. Respondents identified perceived 

barriers related to the patient, institution of care and other non-specific areas of care for the critically ill. 

Approaches to overcome these barriers and as well increase the frequency of mobilisation was also 

suggested by respondents. Although barriers might seem to be universal in nature, variations in practice 

settings and local guidelines could influence clinicians’ perception of mobility barriers [22]. Hence, the 

decision to replicate this study in the Nigerian healthcare environment. 

 

4.1 Perceived patient-level barriers to mobilising critically ill patients 

Most patient-related barriers to mobility in critically ill patients as identified by respondents in this study 

include; hemodynamic instability, level of pain/discomfort, reduced level of consciousness, level of 

sedation, and agitation. In multi-centered studies done in Africa, physiotherapists and nurses also identified 

medical/hemodynamic instability, excessive sedation and unresponsiveness/reduced level of consciousness 

as the main barriers to mobilisation [21], [23]. Studies carried out in critical care settings in developed 

countries further corroborate these findings [15], [6], [7], [20], [2], [16]. It is thus clear that notwithstanding 

the setting, certain barriers to mobilising critically ill patients persist. Interestingly, non-modifiable barriers 

are usually put into consideration in setting guidelines as well as contraindications for safe mobilisation for 

ICU patients [11]. 

 

Study findings also revealed less perceived patient-related barriers and these include; patients’ refusal, 

interfering medical orders, potential for dislodgement of vascular lines and artificial airways, impending 

medical procedure/investigation and patient’s weight/size. This is in line with studies reporting obesity [2], 

refused consent [7], [23], and potential for dislodging vascular lines/other attachments [6], [16] as least 

important factors preventing mobilisation. This however does not downplay their role in frustrating efforts 

to mobilise patients. They should thus be considered while devising strategies to improve patients’ mobility 

during critical care. 

 

4.2 Perceived institutional-level barriers to mobilising critically ill patients 

At the institutional level, the most frequently reported institutional-related barriers to mobilising critically 

ill patients were; equipment availability, time constraints, staff availability, and the staff’s willingness to 

assist. This is supported by respondents from previous studies who identified lack of-or limited staff [5], 

[12], [4], [21], [3], lack of equipment [7], [4] and lack of time [12] as major factors limiting patients’ 

mobility. Issues relating to staff’s willingness and time constraints underscore the need to investigate these 

perceived barriers amongst other critical care clinicians in the Nigerian environment. 

 

The least perceived institutional factors were equipment appropriateness, staff expertise, imminent ward 

transfer and risk of injury to staff. Other studies have also reported safety [6], [7], [2] staff expertise [4], [7] 

and imminent ward transfer [7] to be least perceived by ICU clinicians as limiting factors to mobility. 

 

4.3 Perceived care process-related barriers to mobilising critically ill patients 

Poor interdisciplinary communication and lack of leadership championing the importance of mobilisation 

were most frequently reported to act as mobility barriers. Lack of recommendation and an ICU culture that 

does not promote and value mobilisation were also perceived as barriers impeding early mobilisation. This 

corroborates other studies where physiotherapists, nurses and physicians identified mobility barriers to 

include; poor communication, lack of care coordination and mobility guideline, [4], [2], [3]. 

 

From this study, only a very few respondents perceived mobility as being less important compared to other 

aspects of critical care. This raises optimism as physiotherapists ought to be part of the champions of 
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mobility and thus are expected to appreciate its importance. It could thus be inferred that this population of 

Southeastern physiotherapist were also knowledgeable on the benefits of mobilising critically ill patients as 

supported by a Southwestern survey by [1]. Amongst other reasons given by respondents, lack of 

knowledge on the importance of mobilisation by the patients was most frequent. 

 

4.4 Potential facilitators of mobility in critically ill patients 

From our survey findings, most frequently suggested strategies to facilitate mobility include provision of 

mobility equipment, staffing, training on safe and effective mobility techniques, patient education, and 

interdisciplinary communication. 

 

5. Conclusion 

Implementation of EM in SE Nigeria is mostly hampered by patients’ hemodynamic instability, 

pain/discomfort and reduced level of consciousness, Institutional lack of equipment, time and staff, lack of 

clear recommendations for mobilization, poor interdisciplinary communication and the ICU culture that 

does not promote and value mobilisation. Having a protocol for mobilising the critically ill, patient 

education and having required equipment can enhance EM of the critically ill. 

 

Limitations 

The response rate for this survey was relatively low and thus results might not be representative of 

southeastern physiotherapists. Also, the survey instrument did not capture clinician-related barriers which 

are important factors to consider. 

 

Clinical Implication and Recommendations 

We therefore recommend that; 

1. Efforts should be made to educate patients and their care givers on the benefits of early 

mobilisation as well as early referral for physiotherapy. This would also thrive in instances where there is 

good interdisciplinary communication and team work. 

2. More staff should be employed, educated and equipped to combat delay in mobility, hence reducing 

hospital stay of patients. 

3. Nationwide similar studies with larger sample size in different critical care environments should be 

carried out with regional comparisons. This will in turn inform the development of national guidelines for 

implementing EM of critically ill patients to optimize care and improve outcome and survivorship of the 

critically ill patients. 

4. Future studies should make comparisons across different levels of barriers to prioritize efforts to 

improve early mobility. 
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