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KatevBuvtipleg Odnyieg

NHS|

National Institute for
Health and Clinical Excellence

Rehabilitation after critical illness

Implementing NICE guidance

NICE clinical quideline 83

YV VvV

V V V

NICE guidelines CG 83 (2009) kat QS158 (2017)
QuokeG aAAA KAl VONTLKEG SLACTACELG

OpyavWUEVO GYXESLO: TTPWLUNG OVAYVWPLONG,
0pLOBETNON OTOXWV Kol SLOPKIC EMAVATIPOCSLOPLOUOC
TOUC, TIPWLHN TIOPEUPACN, OLKOYEVELQD, ETTAVEAEYXOG

Core standards for ICU (2013) ko Guidelines for
the provision of Intensive Care Services (PICIS)-
2017

AfloAbynon kaBe 24h

MevBnuepo npdypappa anokataotaong (30-45 min)

A&lohoynon kal dtaxeiplon acBsvwy e Tpaxelootouia
avodopLKa PE BEpOTA KATATIOONCE KL ETILKOWVWVLOC

ESICM statement 2008

A Quality improvement strategy to promote early and
enhanced rehabilitation from ICU (McWilliams
2015,2018)



- Alodikooial ATIoKaTAoTOoNG

A&LoAoynon

pOpLa ATtoKaTAcTaoNG

« Auvapikn dtadikaoia , Omou
HLECQ ATIO TLG
eMovVaAapUPOVOUEVEC
aéloAoynoeLg
enavanpoodlopifovtal oL 6To)oL
Kol EEEALOOETAL TO TIPOYPOLULLOL
*Patient kat Family Centered
*Alemiotnpovikn NMpoogyylon-
Opada Amtokatdotaong




[1p00OEVTIKN EPAPPOYI TIPOYPAPUATOC

» Denehy et al, ]
2013

«Salisbury et al 2010
*Vivotdtzev et al 2009
*Gruther et al 2017

 Jackson et al, 2012
 Elliotetal, 2011
 McWilliams et al, 2009
 Cuthbettson et al,2009
e McWillams et al 2017
e Battle et al 2019

e Lai et al 2020

» Jones et al, 2003

*[Tpwlun Kwvntomoinon
*NMES
*JuvtayoypadoUpEeVN
AaoKknon

*Alatpodn

*Eyxelpidlo aoknogwv

s KAWVIKEC TIapakoAoUONoNC
(Liaison clinic)
*Tele-amokatdotaon






Exercise rehabilitation for patients with critical illness: a randomized controlled trial
with 12 months of follow-up

Linda Denehy, Elizabeth H Skinner, Lara Edbrookel Kimberley Haines, Stephen Warrillow, Graeme Hawthorne,
Karla Gough, Steven Vander Hoorn, Meg E Morris and Sue Berney

Table 1 Exercise rehabilitation in 1CT, ward and outpatient seffings } 1
ICU Ward Outpatients oo |
Prequencyof  Mechanically Wemned I e T ‘
exercise sessions  ventilated o J
Sminsday  2x15  2x30minday 60 mins x 2 weekly for 8 weeks : J i
ming/day  progressed to £ x 60
mins/day —
Type of exercise  Marching in place Cardiovaseular, Cardiovascular, progressive resisted sren, § [
. Moving fom sitingto ~ progressive esisted.  training and functional exercise, 2
\‘ standing strength training and ‘ ° J
Amandegacivesnd  functional exercise ,
active resisted movements s I ol Group
Profocol breach < 10 mins/session < 20) minutes/session -
Repetitions Prescribed from bageline  Prescribed from baseline Prescribed from pre-outpatient 6MWT, J
PFIT-s and modified Borg - 6MWT, Cycle Cycle ergometer, SRM
ergometer, SRM } R
[nfensity Target Borg 3-5 Modified Borg4-6 ~ Modified Borg 4-6
Commenced at 0%  Commenced at 70% peak walking speed W
. pﬁﬁk walking SpCCd ICU dis'charge Discharée home 3 montrvxs post 6 montrlls post 12 mom'hs post
Footnotes lgtlut:sc‘;a{ge ICU discharge ICU discharge
y Visit

Weaned, successfully weaned from mechanical ventilation or able to be isconnected from mechanical
ventilation for > 4 hours/day. Weaning from mechanical ventilation was achieved using a standardised unit
Weaning protocol; PFIT-s, physical function in the ICU test; 6MWT, six minute walk test, SR, repetition
maximum used for strength training.

Primary outcome: 6MWT
Secondary outcomes: Time Up and Go test (TUG), Physical function in ICU
test(PFIT), SF36v2

Critical Care 2013, 17:R156
http://ccforum.com/content/17/4/R156



Rehabilitation after critical iliness: A randomized, controlled trial

Christina Jones, Paul Skirrow, Richard D. Griffiths, Gerald H. Humphris, Sarah Ingleby, Jane Eddleston, Carl
Waldmann, Melanie Gager

Crit Care Med 2003 ;31(10):2456-61

*RCT: 6 Mnveg, 126 ICU survivors

* NoapepBaon: 6 efdopadec eyxelpidlo §1$
arokataotaong (93 oeAidec pe AOKAOELS Kall E 80
, S 70
oUMPBOUAEUTIKN) ?.é o
*Mapapetpol: ayxog, PTSD, Aettoupykotnta g ig:
& 30
; ﬁ 20
g0 . .
? penotid  Sweds & months

Figure 2. Short-Form Health Survey (SF-36)

‘Eva self-help re’habilitatior) manual eivau physical function Z transformation scores (mean
OLITOTEAEGUATIKO otV BeATiwon TG and sp) over time by study group. 1Mean for
AELTOUPYLKOTNTAG KOl OTN LELWON TNG normal population (n = 2474); $mean for popu-

kataBAung. lation with severe illness (n = 256).




Quality of Life Improves with Individualized Home-based
Exercises in Critical Care Survivors

Aayushi G. Shelly, Nivedita S. Prabhu, Priyanka Jirange, Asha Kamath', K. Vaishali

Department of Physiotherapy, School of Allied Health Sciences, Manipal University, 'Department of Community Medicine, Kasturba Medical College,
Manipal University, Manipal, Udupi, Karnataka, India

 [MopeuPoaon:8 efdopadec
home-based rehabilitation 40 | 375 375
(strength training, walking,
manual of exercises)

* [lapduetpol:
AELTOUPYLKOTNTAQ, TIOLOTNTA

(wng
»Etepoyevric mMAnBuouog
>2UUUOpPWO

HH E)(b i o Physical ~ Role Physical Bodily Pain General Health ~ PCS
HDUOLKN OTTOKOTACTOON Functon
LE TO Xp(_')vo (phys|ca| u Study Group  ® Control Group
recovery) Figure 2: Median change in scores of domains of physical component
>2UVVOONPOTNTEC between groups. PCS: Physical component summary.

Doug Elliott, Sharon McKinley, Jennifer A Alison, Leanne M Aitken and Madeleine T King
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The effect of early cardiopulmonary rehabilitation

on the outcomes of intensive care unit survivors

Chih-Cheng Lai, MD?, Willy Chou, MD®°, Ai-Chin Cheng, RRT®-®, Chien-Ming Chao, MD?,
Kuo-Chen Cheng, MD"9, Chung-Han Ho, PhD", Chin-Ming Chen, MD""

o
Patients were admitted to the < — —
intensive care unit first-time —— __h
and received rehabilitation in S | TS S e
hospital during 2000 to 2012 T i
p. 2 . ® Log Rank P=0 0009
N=49,185 T o
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w
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Patients received 8 |
e . (=] Early car I ary rek
rehabilitation after P —
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) Time (Years)
Figure 2. Probability of survival rate among early and later rehabilitation group.
Patients received follow-up| Patients received follow-up
rehabilitation within 30 ‘ rehabilitation more than 30 E E
days after discharge. | days and less than 1 year. -
N=994 ‘ N=1,142 S
s3
g o
l £2 |
8o Log Rank P<0.0001
| - i
o L
2c
=]
28 1
Three years mortality and -
re-admission rate. g 2 Early car —
Delay P ary r
S |
o T T T T
o] 1 2 3
Flgure 1. Flow chart of patlent selection. Time (Years)

Figure 3. Gt of among earty and later rehabilitation group.




Factors influencing physical activity () oo
and rehabilitation in survivors of critical

illness: a systematic review of quantitative

and qualitative studies

Selina M. Parry'’, Laura D. Knight?, Bronwen Connolly®%>, Claire Baldwin®, Zudin Puthucheary®’, Peter Morris®,
Jessica Mortimore>~, Nicholas Hart>>%, Linda Der‘uehy1 and Catherine L. GrangerLz']O

Patient Physical &
Psychological influences

Motivations and Beliefs
Anticipated Risks / Benefits (HCPs) Admission Dx, s'e\'aeruy of illness
Age J Comorbidities

Symptoms, Muscle strength

Sedation, delirium and cooperation

Experienced Benefits / Risks
{Patdents, caregivers, HCPs)

Environmental iInfluences
Access to rehab programs
Hospital admin buy-in
Location of patients
Eguipment, Staffing
Competing Priorities
Mobility protocols / teams
Ql projects

Safety Influences

Physioclogical stability
Presence of lines / attachments
Mobilizing MV with ETT
Fear of injury to Patients,
caregiver, and HCPs

Clinician and Team
Influences

Workplace culture
Communication
Leadership Presence
Expertise and Training
Role Clarity and Accountability

Fig. 2 Summary of findings—themes influencing delivery of physical
activity in patients with critical illness. This figure highlights the five
themes and 28 sub-themes that were identified in this systematic
review. admin administrative, Dx diagnosis, £E7T endotracheal tube,
HCPs healthcare providers, OFf quality improvement, MY mechanical
ventilation, rehrab rehabilitation




Contents lists available at ScienceDirect

Australian Critical Care

journal homepage: www.elsevier.com/locate/aucc

Research paper

Barriers to rehabilitation after critical illness: a survey of
multidisciplinary healthcare professionals caring for ICU survivors in
an acute care hospital

Sumeet Rai, MBBS, DA, DNB, FCPS, FCICM, EDIC, PGCCU =-P-~
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Barriers

Fig. 3. Institutional and patient barriers to post-ICU patient mobilisation on the wards. Others (free-text category): staffing, poor handover, lack of education on mobilising patients,
lack of time, ICU: intensive care unit,



H Enidpaon evog MPoypAHOTOC OLIMOKATACTAONG 0T HUIKN
AELTOUPYLKOTNTA TOU BAPEWC TAOXOVTOG HETA TNV £€060 QMO TN
Movada Evtatikig Oeparneiog

AfloAoynon AcBsvwv nmou
e&€pyxovtoan tng MEO

(HAIKIA(<50, >50),

\
[ | MRC (<48,> 48)
Opnada ] )
napéppacng Opada gréyyov
I I
Egappoyn Hpoypoppa ToviiOng epovrida
HNME | OTTOKOTAGTOGCTG + yevdéic HNME
(7 9/¢pd, 55min) (So/pd) (7¢/pd, 55min)



Hopéppaon HNME

Eido¢ pevpatoc: oupacikd Muikég opadeg
Yvyvornta: 45Hz . ‘Ecw /'EEm mAatig
Awapkera @oong: 400usec . Maxkpdc Ilepoviaioc
Awapkero KbkAov: on ;12 sec- 7 cuvedpiec/efdondda
off :6 sec

* Aldpkela cuvedpiac 55 min
*AvEnom ¢ £vTaomS TOV PEVUOTOS

LEYPL TNV TPOKANCT OpATNG
cvonoong (avektd amd acOevr))

*Ouaoa Eiéyyov: Toia
EQOPUOYY YWPIS EvTOoN
s Gerovasili et al;2009, Routsi et al; 2010 Karatzanos et

al; 2012
Patsaki et al 2017 JCC




AIIOTEAEXMATA
Avaypoupo Ponc Melétng

878 Aiadoxikoi aoBeveic e€AAOav amd MEO kal
af1oAoynbnkav

A
[ |

N: 128 (36 ICU-aw) AnokAsiotnkav 734
ApvnOnkav cuppetoxn 16

Tuxawomnoinon kata enineda
(HAIKIA(<50, >50) , MRC (<48,> 48)

A
[ |

Opada napéupaong Opada eAéyyxou
N=63 N=65

* Bavatoc=4

" fRegggionvent

* apvnon=2
Bnuatododtng=1

‘E€0o60¢ Noocokopeio

Bavatoc=3

FRegas oyt

apvnon= 2

Opada napéppacng Opdda eAéyxou

N=54 N=58

Patsaki et al 2017 JCC




ivaokog 1. Baowkad yopoxktnprotikd acfevav tov opadwv HNME kor gAé&yyov
(néon Ty SD) oty £€000 ané Ty MEG®

Hluxia (yp)

dvlo (ap/Ovd)

Awdpketa Tapopovig ME® (nu)
Aldpkela, unyavikov aepiouov (mu)
Adpkelr mopapoving Nocoxkoueio
Y- aw

FIM(baseline)

APACHE Il score eicaymync

SOFA score gicaymyng
SAPS 11l score etcaymyng

Opdaoo HNME Opaoa Eréyyov P

(N=63)

53115
44/19
20120

15+19

22122
17
12443
15+7
813
5712

(N=65)

53+16
39/26
21+15

15+13

19+15
16
12414
17+7
813
5712

Patsaki et al 2017 JCC

0.79
0.24
0.95

0.83

0.35
0.75
0.6
0.09
0.7
0.81




pron mocootioios petafoins MRC poiknig wovog aclevov pe

iy / 7/ ané Ty MEQ

| /;gusl
! ¥4 jg’ ; (n=35) petadd Tav 6Vo opddmv oty 1" ko 2" gfdopdoa eE660v
~ p=0.05 —

100 - — p=0.07 —

NMES group controlgroup NMES group control group
1 week post ICU 2 weeks post ICU

(1 eBSopdda (N=35):33%+31% Vs 18%+15%, p=0.07,
2 £BSouada(n=31): 59%+54% vs 30%:+20%, p=0.05)
Patsaki et al 2017 JCC




00evelc peta tnv
€000 a0 TO
Noookoueio,

Me apateTaPEVN
nopapovn otn MEO-
KOl TLC OLKOYEVELEC TOUG,

EvnueEpwon (EMUMTTWOELC
MEO),

| A§LO}\C')VF]GI’] KQTAoTOoN
 uyelac

KAwvikn tapoakoAouBnonc

(follow-up clinic)

MOoKpPOXPOVLEG ETILITTWON TNG
VOOOU

— Post Intensive Care
Syndrome; PICS

Avayvwplon Twv a.ocBevwv
Ttov XpN{ouv amoKATAOTOONC
(LEow mpodlaBeoikwv
TOPAYOVIWV)

Noaparmourn otnv KATAAANAN
doun amokatAcTaong N
eLOLKO

NapoakoAovBnon/ cuAloyn
dedopEvwy yLa Epeuva

NICE, Cuthbettson et al,2009



2uvoyng

H rtoAUmAokn dUoN TWV EMIMTTWOEWV TNC Ttopapovnc ot MEO
armalttel tTn cuvduaoTikn EdapLoyn MPOYPAULATWY
QTTOKOTAOTAONC.

EEQTOULKEVEVA TIPOYPAUUOTO- EUTTAOKN TNC
OlKOYVEVELC/DPOVTLOTH.

Kot oikov mpoypappata ) Eéstdikevpgvec SopEc.

latpeio napakoAovBnonC pe otoxo tn BeAtiwon tng
CUUHOPPWONC aAAA KOl EVNLEPWONC TWV OLKOYEVELAKWV
LOTPWV Kol TTalBoAOYwV TNE KOLVOTNTOLC.

Awatpodn, eva onpeilo KAWL oTNV AMOKATAOTAON TOU LU TOU
Bapewc maoyovtoc.

Alepelvnon eVOAAQKTLKWYV Tipoypappatwy, orw¢ HNME,
TnAe-amokataotaon, Etkovikn Mpaypoatikotnta



[MPOTAOELC

Comunication __._
Flexible visiting hours
‘ Patient well-being

. Presence and participation of the family

' Care of the professional
‘ Post-ICU syndrome
‘ Humamzed architecture
. End-of-life care
f//
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