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Abstract

Objective: To describe how different key stakeholders (i.e., interprofessional clinical care team
and patients) perceive their role in promoting in-hospital mobility by systematically synthesizing
qualitative literature.

Data sources: PubMed, Ovid Medline, Ovid Psychinfo, and CINAHL were searched using
terms relevant to mobility, hospitalization and qualitative research. 510 unique articles were
retrieved and screened for eligibility.

Study Selection: Eligible qualitative studies included stakeholder perspectives on in-hospital
mobility, including patients, nursing staff, rehabilitation staff, and physicians. Eleven articles
remained after inclusion/exclusion criteria were applied.

Data extraction: At least two authors independently read, coded, and derived themes from each
study. We used a team-based inductive approach to thematic synthesis informed by critical realism
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and the socioecological model. Reciprocal translation unified convergent and divergent constructs
across primary studies. Investigator triangulation enhanced interpretation

Data Synthesis.—Three primary themes emerged: (1) Patient, family, and clinician expectations
shape roles in in-hospital mobility. (2) Stakeholders’ role in mobility depends on hospital
environment, infrastructure, culture and resources, and (3) Teamwork creates successful in-
hospital mobility, but lack of coordination and cooperation leads to delay in mobilizing. Studies
suggested that while mobility is an essential construct in the professional role of clinicians and

in the personal identity of patients, the ability of stakeholders to realize their role in mobility is
highly dependent on the hospital physical and cultural environment, administrative support, clarity
in professional roles, and teamwork.

Conclusions: Interventions designed to address the problem of low-hospital mobility should
take a systems approach and consider allocation of resources, clarity around professional
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responsibilities, and elevating patient and clinician expectations surrounding mobility.

In-hospital mobility
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Introduction

Hospitalization is increasingly common with age: in the United States, seventeen percent of
all older adults over 65 will experience a hospitalization over the next year.1 Hospitalized
older adults often develop a dramatic loss of physical function? and are 61 times more likely
to develop deficiencies in Activities of Daily Living (ADLSs) than their age-matched peers
who are not hospitalized.3 Low mobility and high rates of sedentary behavior play a major
role in the physical decline that occurs during a hospitalization? and have been shown to
predict development of hospital-associated deconditioning,2# rehospitalization® and death.®

Previous studies demonstrate that older adults are highly sedentary during a hospital stay.
A study conducted at an acute care for the elderly unit demonstrated that patients took an
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average of 740 steps per day,’ well below the 3,500-5,500 steps day considered normal for
older adults with disabilities,8 and that on 12.9% of observation days, patients took no steps
at all.” Moreover, studies show that low mobility is closely linked to hospital readmissions®°
and that lower step count per day predicts a longer length of stay.> Collectively, these studies
suggest that rehabilitation paradigms for hospitalized older adults do not include adequate
dosage of mobility and that increasing mobility represents a critical target for reducing
disability and preventing adverse events.

The interpersonal and environmental mechanisms behind persistent low mobility during

a hospitalization are essential to understand, especially in the context of designing
interventions to improve mobility. Qualitative studies have described the context around
which many patients are largely sedentary while hospitalized from the perspectives

of both clinicians and patients.19-13 These studies identified multiple factors that may
impede mobility including difficulty identifying a team member responsible for mobilizing
patients,1! patients’ dependence on staff to mobilize,19 lack of time for staff to assist
patients,12 having symptoms such as pain, weakness, and fatigue,12 concerns about
falling,1213 and low patient motivation.12 However, these primary qualitative studies are
limited in scope with small sample size and low geographic variability. This study seeks to
provide a more complete examination of stakeholders’ perspectives on in-hospital mobility
by using qualitative metasynthesis as a method to create a framework. This framework can
inform interventions that facilitate patients and clinicians playing a larger role in promoting
in-hospital mobility.

The socioecological model (SEM) is a theoretical framework that nests personal,
interpersonal, community, and organizational levels in order to explain a phenomenon. 14
The SEM can be used to examine the interactions of levels within healthcare systems

and their impact on health-related behaviors.1® In-hospital mobility can be influenced

by multiple levels: patient-level factors (such as symptoms and health conditions),
interpersonal factors (i.e. clinicians and caregivers), institutional factors, and healthcare
system factors such as reimbursement structures. These levels interact in a way that can
have a profound influence on in-hospital mobility. For example, in 2008, the Center

for Medicare & Medicaid Services stopped reimbursing hospitals for costs related to
inpatient falls (system level), which have lead hospitals to initiate stringent fall prevention
programs (institution-level)16 that encourage staff to keep patients with fall risk in bed to
prevent falls (interpersonal level). Therefore, the socioecological model provides valuable
context for analyzing the roles of clinicians and patients in promoting (or discouraging)
in-hospital mobility. Evaluating how stakeholders see their role in in-hospital mobility
enables a modification of the SEM to provide a complete framework for person-environment
interactions that play a role in the success or failure of a mobility program.

The purpose of this study was to describe how different key stakeholders (i.e.,
interprofessional clinical care team and patients) perceive their role in promoting in-hospital
mobility by systematically synthesizing qualitative literature. Examining this concept will
allow us to revise the SEM to create a framework that better guides interventions that aim to
promote in-hospital mobility.
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Methods

Study design

Qualitative metasynthesis is a rigorous method used to understand a phenomenon in

a specific context from the perspective of multiple investigations and diverse study
subjects.1718 The goal is to fill a gap in the literature related to a clinical need by
examining individual primary studies to extrapolate a broader meaning.1® Previous studies
have used qualitative metasynthesis to examine the construct of physical activity in the
intensive care unit (ICU) setting2? and with other special populations such as dysvascular
amputation,2! and stroke.22 This study was conducted using a critical realist approach,
examining experiences and phenomenon within participants’ truth and reality while
acknowledging that individuals experience the same reality in different ways.18 We used
interpretation, conceptual synthesis and reciprocal translation to extrapolate, compare and
synthesize themes as reported by Thomas and Harden.23 Qualitative metasynthesis unifies
convergent and divergent constructs across primary studies, creating new concepts and
analytical themes.24 We followed the Enhancing Transparency in Reporting the Synthesis of
Qualitative Research statement to guide the report of our study.2>

Systematic Search Strategy

The primary author (JS) conducted a systematic search strategy with PubMed, Ovid
Medline, Ovid Psychinfo, and CINAHL. The search terms aimed to discover all relevant
qualitative studies examining in-hospital mobility were: (“qualitative” OR “qualitative
research”) AND (“inpatient” OR “inpatients” OR “acute care” OR “hospitalized” OR
“hospitalization”) AND (“exercise” OR “physical activity” OR “Physical activities” OR
exercises OR walking OR ambulation OR mobility OR “Mobility limitation” OR “activities
of daily living”). Articles were also hand-searched to find additional relevant studies. Studies
were reviewed if they were published between 2002 and the time of search (October

2019). Studies met the following inclusion criteria: 1.) Primary qualitative research study
examining perceptions of mobility from the perspectives of patients and/or clinicians and
2.) published in English. Studies were excluded if they focused on the ICU setting and
post-acute care/rehabilitation setting as these settings have key differences in a professional
environment than general acute care. Studies were also excluded if they focused exclusively
on special populations such as stroke or dementia, as these populations have differences
related to disease process, physical and cognitive symptoms, and adjustment than older
adults in the general inpatient setting. If there was a disagreement about the inclusion or
exclusion of a manuscript, it was discussed with the team to reach a consensus.

Critical appraisal

Studies were appraised for quality using the McMaster University Tool,26 which was
selected as it comprehensively reviews methodologies and scientific rigor. No studies were
excluded based on insufficient quality because there is no consensus on using a critical
appraisal to exclude qualitative studies; Journals’ space requirements can exclude details
about methodological rigor. Critical appraisal and discrepancies in the evaluation were
discussed until team members reached an agreement.
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Thematic Synthesis

Thematic analysis was performed in a continuous, iterative process from October 2019 to
December 2019. Using an inductive strategy of constant comparison, we extracted primary
codes and themes to create and synthesize new analytical themes derived within and across
studies.?4.27 At least two authors independently extracted themes from each primary study,
using both direct quotes from participants and narratives written within studies. Each text
segment was considered for meaning and insights related to our research question. All

texts were coded line by line within the results and discussion sections of each article, and
codes were grouped together to form descriptive themes. This process was repeated for each
article and then compared across all articles in comparison to one another. Using the process
of reciprocal translation, we constructed an evidentiary matrix that mapped primary study
themes to themes derived from interpreting all studies. In an iterative process, the study team
interpreted themes to further synthesize and streamline the data, creating primary themes
and subthemes.24 The SEM guided our analysis, as we mapped our interpreted themes to
patient, clinician/caregiver, unit, hospital, healthcare system, and societal levels.

Scientific rigor

The primary author guided the study, and the study team held regular discussions to agree
upon evaluation, interpretations, and synthesis of primary study themes. A team-based
analytic toolkit was used including inductive, deductive and abductive reasoning, reflexivity
and researcher triangulation.3! The study team maintained a written audit trail to record
decisions. The study team consisted of three nurses, two PTs and a hospitalist/geriatrician. A
Ph.D.-prepared qualitative researcher (JJ) oversaw methodological aspects of the study.

Results

Study Selection results

The systematic search yielded 483 articles after the removal of duplicates. After the
screening process, eleven primary qualitative studies were included in the analysis (Figure
1 and Table 1). Studies were published between 2007 and 2019. A total of 349 individuals
participated in these studies: 80 patients, 52 nursing assistants, 168 nurses, 13 physicians,
and 36 PTs. No studies interviewed caregivers, occupational therapists (OTs) or hospital
administrators. Studies were from a variety of countries including the United States,
Sweden, Australia, Denmark, Norway, and Singapore and used various qualitative design
approaches: descriptive/interpretative, phenomenology, grounded theory, and ethnography.

Critical appraisal

All studies reviewed relevant literature, sampled appropriately, and had a clear research
question. Studies varied in quality of trustworthiness and which components (i.e. credibility,
transferability, dependability, confirmability)26 were deficient or not reported (Appendix 1).

Analytical themes

Three primary, interrelated themes emerged from this study: (1) Patient, family, and clinician
expectations shape roles in in-hospital mobility., (2) Stakeholders’ role in mobility depends
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on hospital environment, infrastructure, culture and resources., and (3) Teamwork creates
successful in-hospital mobility, but lack of coordination and cooperation leads to delay in
mobilizing. Table 2 shows these primary themes as well as nineteen subthemes. Primary
themes and subthemes were nested within the SEM1# to put our findings into a larger
context of hospital culture and to identify potential targets for improvement in mobility
culture (Figure 2).

1. Patient, family, and clinician expectations shape roles in in-hospital
mobility.—Patients often do not expect to be active in the hospital,13 and clinicians
generally had low expectations for their older patients. Five studies noted that ageism among
clinicians lowers expectations around mobility.1012.28-30 Many staff expected that their
patients who were older were less motivated and willing to move, more stubborn, and less
capable. For example: “I don’t know if it is because it is the elderly or because they just
seem more stubborn. They are sometimes more content to stay in the bed, and you have

to really stress to them to get up.”12 These stereotypes clearly had an impact on clinician
behavior. One nurse said “Perhaps you would probably work a little bit harder to get, say,

a sixty-year-old up and moving and to become more independent. You wouldn’t necessarily
spend as much time on an elderly patient that you know is going back to a nursing home that
probably wasn’t walking very well before.”28

Additionally, the theme clinician uncertainty around the prior level of function lowers
mobility expectations emerged from interviews with nursing12° and patients.3! Staff did
not understand how active older patients were before the hospitalization; When patients
began to improve medically, the staff still expected them to “take it easy,”3! implying that
the patient should limit movement. Nursing staff expressed that if they were not aware of

a patients” mobility level before the hospital stay, they were more fearful of injury to the
patient or themselves.1 Conversely, if they received information that the patient was active
before the hospitalization, nursing staff were more likely to promote mobility.11

The unit and hospital level of the SEM also played a role in how much clinicians
incorporated mobility into patient care as management-level expectations drive clinician
mobility behaviors.11:2% Management can elevate the role of the nurse in providing mobility
interventions, particularly by auditing documentation for ambulation and activity. Higher
management expectations would increase staff compliance with mobility related tasks, even
for staff who would normally attribute responsibility for ambulating patients to others.2°

Seven of the studies suggested that many patients take a passive role in their
mobility10.12.1328-31 For example one nurse indicated, “older adults are quieter, more
passive.”29 Patients expressed that they wanted to move more throughout the day, but that
they didn’t want to bother the nursing staff, who seemed very busy.12:31 Patients were
mobile with PT, but PT was only present for a small portion of the day.32 In addition, PTs
do not spend their entire session on mobility,32:33 meaning that patients received overall a
small dosage of mobility from PTs. This was not the case across all patients: some did take a
more proactive role and advocate for themselves to be more mobile.32 Patients also indicated
a stressful experience in the hospital and a loss of independence. Importantly, however,
mobility helps patients regain autonomy.1%13 For example, “When | was finally able to
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move again, a sparkle of freedom returned on me. It feels liberated to not be attached to a
bed, you know.”19 Mobility had additional benefits for fighting boredom in the hospital.10:13

The theme patient, family, and clinician preconceived notions influence mobility emerged
from many of the studies,10:28-30.32.34 patients who expected to be active (sometimes from
previous contact with physical therapy in a prior hospitalization) appeared more likely

to take a proactive role in mobility.13:32 Family expectations also played a significant

role. Usually, family involvement increased expectations around mobility, and motivated
clinicians to deliver mobility interventions.32 However, families sometimes had expectations
that the patient should be resting in bed, which could interfere with clinicians’ role

in facilitating mobility. 1034 Patients have differential expectations around who provides
mobility interventions. Primarily, patients indicated that they would expect to be more active
during their PT time,32 while nurses indicated that patients were less willing to move for
nurses than for PTs,30:32

Staff could also feel conflicted around their role in mobility. Four studies identified the
caregiver paradox: optimal care involves promoting mobility, but clinicians may do more

for the patient than needed 19303234 Clinicians would often perform tasks that patients
might be able to do for themselves, which could interfere with mobility. Moreover, clinicians
perceived that some patients expected to be served while in the hospital. For instance, “I
suppose they find it troublesome to be independent. After all, they have been attended to and
served during their whole hospitalization. So when someone suddenly comes and ask them
to perform physical activity, they will be like, ‘“No, | want to go back to being assisted.”” 34

2. Stakeholders’ role in mobility depends on the clinician and hospital
environment, infrastructure, culture, and resources.—The ability of stakeholders
to realize their role in mobility is highly context dependent. For example, nine of the

eleven studies identified that among clinicians competing priorities put mobility low on the
task list10-12.28-32.34 Nyrsing staff were generally aware of the importance of mobility but
needed to prioritize other tasks. Nurses indicated a lack of time and/or support staff could
hinder the realization of their professional role in providing mobility, particularly when units
were busy.11:29:30 For example: “f it is really busy on the unit, getting the patient up to walk
is the last thing on my mind.”11 PTs also voiced competing priorities such as care plans,
patient education, and respiratory exercises.32 Furthermore, the rhythm of workflow may
facilitate mobility, but it is easily disrupted1:30:32.34 Clinicians indicated that planning for
physical activity, which included coordinating with other staff members, could help to make
sure that the patient received mobility. Having patients perform tasks for themselves helps
to save time with more mobile patients.3* However, disruptions to workflow such as testing
and call bells would often interfere with providing mobility.10:32

The physical environment of a hospital often hinders realization of professional role
surrounding mobility.1012.13.29-32 Medical care tends to be centered around the bed of
the patient,19 patient rooms and hallways were often cluttered and difficult to navigate,32
and patients infrequently used common spaces.32 While hallways were often identified
as a potential space for mobility, an ethnographic study observed very infrequent use of
the hallways for mobility activities.32 Staff transport patients in wheelchairs or gurneys
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throughout the hospital when needed for testing, leading to less opportunity for mobility.2?
These environmental factors, coupled with competing priorities, created an environment
where patients and clinicians faced considerable difficulty in realizing their ideal role in
promoting mobility.

The interpersonal clinician environment also played a major role in in-hospital mobility.
Clinicians use motivational strategies to engage patients in mobility, such as connecting
physical activity to functional goals to ensure that the activity has transfer value,10.29.30
rewards,32 engaging family members,2? and praise.1? Motivational strategies facilitated
clinicians’ ability to fulfill their role in in-hospital mobility. In addition, the theme
resilient, experienced clinicians will take charge of mobility-related tasks even in uncertain
circumstancest1:29.30.32.34 hacame evident in nursing interviews. Some nursing staff
frequently waited for PT or physician clearance before getting a patient up and moving;
however, others would challenge orders that they thought were inappropriate or took the
initiative to get patients up if PT was busy. For example, “PT didn’t come to see them, so |
just got them up and walked them. Some nurses were appalled that they weren’t evaluated
by PT first.”

A culture of fear around falls deters patient mobility was present in six of the
studies.11-13.29.31.34 5ome patients reported that they were told not to get out of bed for
fear of a fall, and some were afraid to get out of bed themselves. For example, “As old as |
am, your legs don’t last long, and they give away. It would be dangerous because | haven’t
got the strength. Now, since I’ve fallen, yes, | have to be careful.”12 Many staff indicated
that hospitals had a culture of safety when it came to falling, which made them hesitate to
get patients out of bed.10-12:32 Staff made patients well-aware of their risk of falls, which
even drove some patients to choose to wear adult briefs or use a bedside commode although
they could ambulate.34

3. Teamwork creates successful in-hospital mobility, but lack of coordination
and cooperation leads to delay in mobilizing.—One important theme suggested

by many clinicians was a team approach involving patients, families, and their

clinicians facilitates stakeholder roles surrounding mobility.10:11:30.34 Communication and
collaboration among PTs, nurses, and physicians3# was thought to facilitate an environment
of mobility. Reinforcing the importance of mobility from multiple clinicians,3 timing PT
sessions to assist with nursing workflow, 1! communicating about functional status, and
giving patients adequate time to rest10 all facilitated stakeholders’ role in mobility. However,
teamwork was often difficult to execute; as hospitals became busier, coordinating different
schedules becomes a significant barrier, and a mobility plan might become lost over the
course of a shift change.28.29 Moreover, patients identified that clinicians such as doctors
and nurses did not emphasize the importance of physical activity during their stay. For
example: “I didn’t realize this until now, but there should be more attention paid by nurses to
help people walk and take care of themselves. The doctors don’t focus on this. The physical
therapist is only with you a short time. The nurses are with the patient and can see how the
patient is progressing. | did have a nurse who would say, ‘I’ll help you walk to the bathroom.
You won’t use a urinal at home.” It was an inconvenience but he (the nurse) was doing the
right thing.”31
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Language around mobility differed by stakeholders:1932: PTs talked primarily about
exercises, nurses and physicians talked about mobilization, transfers, and being physically
active, and patients talked about rehabilitation, therapy, and recovery.1932 Language also
mattered in determining responsibility: PTs were generally responsible for exercise, while
nurses might be responsible for mobility.32 However, distinctions between exercise and
mobility were unclear.

Professional roles and work patterns highly influence the timing and implementation of
mobility tasks. Five of the studies commented on how PTs and OTs are experts in complex
factors around mobility. This expertise was highly ingrained in the professional identity of
PTs. Some nurses often deferred to PT or OT for mobility tasks, because they were not
comfortable completing mobility tasks for patients with complex needs such as assistive
device prescription or a high degree of physical dependency.3932 For instance, “PT comes
and assesses them... we hear from them whether it is safe.”1 PTs would also help with
training nursing staff on safe patient handling techniques to reduce risk of injury to both
patients and staff members. However, nurses and patients may wait for PT or physician
clearance before mobilizing.1129:32 Nursing staff did not universally express a tendency

to wait, but waiting appeared to be more common for nurses with limited professional
experience.1l PTs often could not quickly assess a particular patient, creating even more
time for physical deconditioning to occur.11:28 In an environment of waiting, some staff
did not ambulate patients until just before discharge, which could be quite problematic. For
example: “The elderly often have pain and are slower moving to begin with. They come to
the hospital, stay in bed, and when it’s time to go home, guess what? We find out they can’t
walk anymore.”29

While coordination and communication could help facilitate mobility, there is often
disagreement over who is responsible for mobility tasks11:29:32:33 Some nurses saw physical
activity or exercise as rehabilitation tasks and, therefore not in their scope of responsibility.
The ethnographic study demonstrated that nurses’ primary mobilization task was transfers
from the bed to the chair, often in pursuit of a secondary task.32 Other nurses saw mobility
as central to their professional identity, although they still face significant barriers to
fulfilling this role.3% Many PTs took ownership of the complexities surrounding mobility
assessment, 1033 however generally did not spend enough time with patients to execute a
mobility program with substantial volume. Other PTs did not see mobility as a core task. For
example: “Exercise is part of the treatment. The nurses’ or the physicians’ can send a request
for exercise, but when we receive a requisition for mobilization; we call the department

and tell them, that mobilization is not one of our tasks.”32 In contrast, a PT in a different
study said: “We’re the experts in mobility and safety from a mobility standpoint. So, we’re
consulted in order to give our opinion on a patient’s ability to move and function.”33

Discussion

To our knowledge, this is the first study to systematically review the qualitative literature
regarding patient and clinician perception of their roles related to in-hospital mobility. Given
the importance of mobility in preventing costly adverse events including reshopitalization,
loss of independence,3 and death,® there is a concerted effort in the rehabilitation
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community to improve mobility in the hospital. While all stakeholders saw themselves as
having a significant role in mobility, their ability to carry out their professional role was
highly dependent on the hospital’s physical and cultural environment, as well as their own
expectations and preconceived notions. Three primary analytic themes emerged from this
study: 1) Patient, family, and clinician expectations shape roles in in-hospital mobility; 2)
Stakeholders’ role in mobility depends on hospital environment, infrastructure, culture and
resources; and 3) teamwork creates successful in-hospital mobility, but lack of coordination
and cooperation leads to delay in mobilization.

We used our synthesis of stakeholder perspectives (Table 2) to revise the SEM framework
(Figure 2) to provide a comprehensive examination of the factors surrounding providers’
roles in in-hospital mobility. All primary analytic themes spanned multiple levels of the
SEM, indicating that interventions may need to target higher levels of the model to have
sustainable impact. Different levels of the SEM are more amenable to change than others:
it is far more difficult to challenge a societal norm around ageism than it is to change a
clinicians’ perspective. However, many themes spanned the unit and hospital, indicating
that intervening on these levels could still have a major impact on improving in-hospital
mobility. Showing the effectiveness and importance of mobility with those interventions
can demonstrate to policymakers that reform is needed to improve in-hospital mobility and
consequently, patient outcomes. Using the results of our metasynthesis and the SEM as a
guide, we recommend strategies for improving mobility in the hospital (Table 3).

Many staff members and some patients perceived that hospitalized, older patients took a
passive role in their mobility. This finding is consistent with previous research suggesting
hospitalized older adults often feel as though the hospital is a powerful institution, and that
they do not expect to be involved in medical decisions.3® Hospitalized older adults report
feeling overwhelmed, confused, and experiencing a loss of sense of control.37 Moreover, the
hospital environment tends to center around the bed, which promotes more time in bed, and
is inactivating for the patient.1% Mobility interventions in the hospital may want to consider
reconstructing patient rooms so that daily activities are not centered around patient beds,
which will require concerted effort on the hospital level. Passive behaviors in the hospital
may not stem from lack of intrinsic motivation, but rather might be a result of clinician and
hospital level expectations around safety that encourage patients to be passive.

However, patients may have higher expectations surrounding care than clinicians perceive.
Clinicians noted that older adults do not expect much from their clinicians,?® but patients
expressed high expectations for quality care, which were not always met.31 No clinicians
mentioned teaching patients to advocate for themselves, a key component of patient-
centered care and shared decision-making.38 However, studies also indicated that mobility
helps patients to regain a sense of autonomy and independence.1? Therefore, interventions
designed to improve mobility should elevate expectations around patient engagement in
their mobility, which may have greater uptake if the recommendation comes from hospital
policies.

Importantly, stereotypical thinking about age and mobility pervaded in many studies, at both
the patient and clinician level. Stakeholders saw older adults as inherently inactive, needing
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more rest, and less motivated. Misperceptions around aging have important implications at
the patient, clinician, organizational, and system levels. The World Health Organization has
recognized stereotypes about aging as a major barrier to healthy and active aging3® and
positive self-perceptions of aging have been associated with a 7.5 year longer life-span.*9 In
the hospital environment, stereotypes about aging may cause clinicians to expect less of their
patients, and for patients to expect less of themselves.

System-level implications

Several of these findings relate to system level problems that can detract from optimal
patient care. Competing priorities were obvious to both patients and clinicians and came
from the hospital and healthcare system level. Particularly when units were busy, staff were
unable to assist patients out of bed, and patients were afraid to ask for help since they did
not want to bother nursing staff. Stress levels were high, and staff commented that standards
of care could slip in those situations. High nursing staff to patient ratios are associated with
a shorter length of stay, less clinician burnout, fewer pressure ulcers, and lower mortality.4!
Healthcare-system policies that incentivize higher nurse to patient ratios or hospital-level
policies that optimize staff to patient ratios would likely improve mobility and overall
quality of patient care.

Both clinicians and patients felt system-level expectations around fall prevention contributed
to fear of movement. A culture of safety was particularly present from clinicians’
perspectives, which is not surprising given previous research demonstrating clinician stress
associated with inpatient falls,*2 and the punitive culture often surrounding a fall event on

a healthcare system-level.43 This study demonstrated that patients were often prescribed
immobility to prevent falls, despite previous research indicating that interventions designed
to reduce independent mobility such as bed alarms** and low-low beds*® do not decrease
the risk of falls, and interventions designed to improve mobility can actually prevent falls.46
Falls are easy to measure while physical activity and physical function are not as intuitive.
However, measuring physical activity and physical function as determinants of hospital
outcomes on a healthcare system level may lead to improvements in mobility.

In-hospital mobility suffers from a knowledge-translation gap

Most of the clinicians in these studies recognized the benefits of in-hospital mobility and
saw themselves as playing a role in facilitating mobility. However, the ability to mobilize
patients depended on unit, hospital, and healthcare system factors that limited time clinicians
may have to help mobilize their patients. Mobility interventions should consider adequate
staff support and training as well as integration of mobility into existing tasks as essential
components to overcome the barriers to mobility.

It appeared from both patients and clinicians that uncertainty surrounding prior level

of function would lower expectations around mobility, and that when patients” medical
condition improved, mobility would lag. Systematically assessing the patient’s prior level
of physical function could help clinicians understand achievable goals for mobility during a
hospital stay. One study noted that nurses who did not see mobility as a core task would be
more likely to complete mobility tasks if management had high expectations for mobility.11
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This finding indicates that interventions that stem from a higher level on the SEM may
overcome major interpersonal barriers to improving mobility.

Limitations

While we attempted to be inclusive of different stakeholders’ perspectives, none of the
studies interviewed hospital administrators, who could provide a valuable perspective on
hospital and healthcare-system related factors that may alter professional roles surrounding
mobility. In addition, the studies came from a variety of geographic settings with different
healthcare cultures, which might limit the ability of some studies to relate to each other.
However, the diversity of perspectives provided by this approach enriches the data set, and
the qualitative metasynthesis methodology allowed for us to include a large sample size.

Conclusion

In summary, the results of this qualitative metasynthesis on stakeholder perspectives
surrounding in-hospital mobility informed a revision of the SEM framework, which led

to recommendations to improve in-hospital mobility that represent important avenues for
future research. While many previous studies on in-hospital mobility have focused on lower
levels of the SEM (i.e. patient and clinician), our study indicates that in-hospital mobility

is a complex phenomenon influenced by multiple levels of the healthcare system that might
be better addressed with a systems approach. Our interpretation of stakeholder perspectives
suggest that interventions designed to improve mobility should consider challenging low
expectations for in-hospital mobility, account for the fluid nature of professional roles,
create infrastructure for successful teamwork, and address the organizational, cultural,

and physical environment. The complexities of the acute-care hospital system could be
considered analogous to the post-acute care system, and future qualitative studies should
examine factors surrounding mobility in settings such as skilled nursing facilities, home
health, and inpatient rehabilitation facilities.
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Appendix 1: Results of critical appraisal analysis for included studies using

the McMaster tool.30

Rigor criteria3°

Credibility: Are
the descriptions
and interpretations

Transferability:
Can the findings be
transferred to other

Dependability: Is
there consistency
between the data

Confirmability:
Have strategies
been used to

of participants’ situations? and the findings? limit biases in the
experiences research?
recognizable?

Boltz et al. 2010 Yes No Yes Yes
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Rigor criteria3° Credibility: Are Transferability: Dependability: Is Confirmability:
the descriptions Can the findings be | there consistency Have strategies
and interpretations | transferred to other | between the data been used to
of participants’ situations? and the findings? limit biases in the
experiences research?
recognizable?

Boltz et al. 2011 Yes Yes Yes Yes

Brown et al. (2007) No No No No

Chan et al. (2018) Yes Yes Yes Yes

Doherty-King & No Yes No No

Bowers (2012)

Higgins et al. (2007) | No Yes No No

Kirk et al. (2019) Yes Yes Yes Yes

Koenders et al. Yes Yes Yes Yes

(2018)

Masley et al. (2011) | Yes Yes Yes Yes

Ohlsson-Nevo et al. Yes Yes Yes Yes

(2019)

So & Pierluissi Yes Yes Yes Yes

(2012)

Abbreviations:
oT occupational therapist
PT physical therapist
ICU intensive care unit
SEM socioecological model
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Figure 2:
Revision of the SEM to fit in hospital mobility and depiction of three primary themes nested

with the healthcare system in the SEM.
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Table 3:
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Recommendations for initiatives to support stakeholder role in in-hospital mobility based on results of

qualitative metasynthesis.

Recommendation

Metasynthesis supporting results

Target socioecological
model level

Improve clarity about responsibility for mobility-
related tasks

There is often uncertainty over who has responsibility for
mobility tasks

Clinician, unit, hospital

Environmental changes: reconstruct patient rooms
to encourage out of bed activities

The physical environment can hinder stakeholders from
fulfilling their roles in in-hospital mobility.

Hospital

Balance fall risk with benefits of mobility, and
consider measuring physical activity and physical
function as quality metrics for hospitals.

Fear of falling hinders mobility

Hospital, healthcare
system

Routinely assess prior level of function

Uncertainty surrounding prior level of function can
hinder mobility.

Hospital, healthcare
system

Challenge stereotypes around aging

Ageism lowers expectations surrounding mobility

Hospital, unit, clinician

Staff support and training, integration of mobility
into existing tasks and workflow

While some clinicians can facilitate mobility in uncertain
circumstances, many have trouble including mobility into
workflow, which can be easily interrupted

Clinician, unit, hospital

Increase expectations for mobility in the hospital

Patients often to do not expect to be mobile in the
hospital, while clinicians often have low expectations for
their older patients.

Patient, clinician,
caregiver, hospital
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