
Objectives 

•  Create an interdisciplinary approach to patient 
mobility and functional independence 

•  Provide education and support to lead a culture 
of mobility 

•  Develop a system that reduces immobility 
related adverse outcomes and promotes overall 
patient well-being 

•  Utilize evidence based practice to create a 
program that will decrease variation in patient 
care in order to optimize hospital based 
outcomes 

Benefits of Mobility 

•  Harm Reduction 

–  Falls 

–  DVT/PE  

–  Aspiration PNA 

–  Decubitus Ulcers 

–  Patient debility 

 

•  Improve Hospital and Patient Outcomes 

–  Decrease Length of Stay 

–  Decrease Cost 

–  Increase in Number of Patients Discharged 
to Home  

–  Decrease readmissions 

–  Appropriately utilize hospital resources 

 

Mobility Flowsheet Activity Measure for Post Acute Care (AMPAC) 

AM-PAC – Activity Measure for Post Acute Care 

Obtained from AM-PAC Computer Adapted Testing (CAT) 

‘6-Clicks’ is designed for acute care 

Items are scored 1 to 4 (overall score range: 6-24), with 
lower scores indicating a greater degree of limitation  

Provides a common language to communicate between 
disciplines about the patient’s function 

Provides an objective outcome for quality metrics 

–  Create a functional profile for the patient 
–  Determine appropriateness of rehab consults 
–  Guide clinical decisions and utilize objective measure 

to support discharge recommendations 
 

Absolute (A) and Relative Contraindications  
for Mobility 

Culture of Mobility 
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Decision Tree for Physical/ 
Occupational Therapy Consult 

Respiratory 
–  Hypoxemia less than 88% at rest 

Circulatory 
–  Suspected or untreated cardiac tamponade (A) 
–  Active uncontrolled cardiac arrhythmia 
–  R/O ACS, including pending troponins 
–  MAP> 140mmHG or < 65mmHg 
–  New DVT/PE (if less than 24hr speak to MD) 
–  Compartment syndrome 
–  HR<40 or >130bpm 
–  SBP> 200mmHg, DBP >100mmHg 

 
Musculoskeletal 

–  Skeletal/Bucks traction or any unstable fracture(A) 
–  Unstable spine(A) 
–  Bony Lesions 
–  Imaging to R/O fractures 
–  Osteomyelitis 

Labs 
–  Hgb<7g/dL 
–  Plt count less than 20,000 
–  INR>5 

EVD with ICP >20mmHg 
 

Are there documented attempts to mobilize the patient that have been deemed ineffective or unsafe? 

If YES… 

Are the patient’s limitations due to a chronic, stable condition? 

If NO… 

Is this a change from the patient’s prior level of function? 

If YES… 

Is the impairment expected to improve as a result of standard care? 

If NO… 

Is the patient able and willing to participate in Physical &/or Occupational therapy? 

If YES… 

PLACE PT or OT Consult in EPIC. 
Discontinue any bed rest orders 

DO NOT PLACE 
PT or OT 
CONSULT. 

 
Patient can be 
mobilized by 
medical team 

or family 
member. 

If NO 

If NO 

If NO 

If YES 

If YES 

Thomas Jefferson University Hospital Admission 

Is patient medically 
stable for mobility? 

(Activity orders, 
contraindications)	

Does patient get out of 
bed at baseline? 

Nursing or medical 
staff to attempt 

mobilizing the patient.  

Does patient ambulate 
at baseline? 

Hold mobility and 
discuss with the 
primary medical 

team 

Repositioning every 
2 hours in bed. 

ROM as appropriate 

Patient should be 
out of bed for all 

meals and 
bathroom	

Consider consult for PT/OT if:	
•  Unsuccessful or unsafe mobility by 

nursing staff 

•  Post musculoskeletal surgery care 

•  New functional deficit not expected to 
improve with standard care 

•  Unable to return to prior living 
arrangement 

•  A new need for mobility equipment for 
safety 

OOB for all meals & 
bathroom. Ambulate 

patient 3x/day progressing 
to prior functional level. 	

 
Household 50' 

Community 150' 

NO	

NO	

NO	

YES 

YES 

YES 

YES 

Within	24	hours	


