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Vantaggi della mobilizzazione precoce

The effect of early mobilization in critically ill patients:
A meta-analysis

W 2023 ESC Guidelines for the management
shigsuang GJ Of acute coronary syndromes

Developed by the task force on the management of acute coronary
syndromes of the European Society of Cardiology (ESC)

iINncluded In this
ced the

Results: Fifte
meta-analysi

Incidence of . G . of ICU (WMD
— -1.82 days, 13.1. Cardiac rehabilitation Cl: -5.94, -1.85:

P <.001) stay 13.1.1. Comprehensive cardiac rehabilitation % Cl: 1.43, 7.02;
P = .004) anc )7, 31.91; P <

001). Moreo Secondary prevention is most effectively provided through cardiac re- thrombosis (RR

— 016, 95% habilitation (CR). All ACS patients should participate in a com- 5% ClI- 011,
0.63: P = .00 prehensive CR programme, which should start as early as possible er. early
mobilization | after the ACS event. .074), improve

the handgrip strength (WMD = 4.03 kg, 95% CI: -0.68, 8.74; P = .094), and shorten the duration of
mechanical ventilation (WMD = 0.20 days, 95% CI: -0.10, 0.50; P = .194).

Munir et al., 2021) (Kehler et al., 2021) (Zang et al., 2020)
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Early ambulation after diagnostic transtemoral catheterisation:
A systematic review and meta-analysis
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Busca et al., 2023 (Mohammady et al., 2014)

Mobilizzazione precoce nella SINDROME CORONARICA ACUTA (SCA)

A ot ed rest, a ery a5 J hours an b sy implemente

=
ﬁ e grate the uraion of e et themore kel ptens Wer o experience back a

Early ambulation after diagnostic transfemoral cathe-
terisation had no significant effect on the incidence of
vascular complications including bleeding, haematoma,

bruising, pseudoaneurysm, thrombus and arteriovenous
fistula. However, early ambulation was associated with a

lower level of back pain intensity and urinary discomfort

compared to late ambulation. The results of this review
suggest that patients can be ambulated 2-3h after

transiemoral catheterisation, and that early ambulation

had no effect on the risk of vascular complications and may
reduce back pain intensity and urinary discomfort.




FLOW CHART SCA

ESAME CORONAROGRAFICO

STABILITA' EMODINAMICA
Sulla base dei parametridi FC, PA, Sat O2 e eventuale
necessita di utilizzo di farmaci vasopressori, inotropi
e/o vasodilatatori

STABILITA'ELETTRICA
Assenza di Aritmie Clinicamente Rilevanti: Assenza di
tachi o bradi aritmie che richiedano intervento No

Riposo a letto e rivalutazione

RADIALE FEMORALE

ACCESSO

Ispezione sito accesso; Dimensione cannula;
Modalita rimozione cannula( compressione manuale, sistema di
chiusura chirurgico, sistema di chiusura a collagene);
Anticoagulanti/antiaggreganti intra o extra procedurali

COMPLICANZE

Valutazione medico/infermiere;
Controllo regolare a 2h

Inizio mobilizzazionea2-4h

COMPLICANZE
No

Valutazione medico/infermiere;

Controllo regolare a 2h Mobilizzazione a 6h

Anche in caso di Sindrome Coronarica Acuta si raccomanda rapida mobilizzazione
(ad es. gia dal primo giorno), mantenendo il monitoraggio ECG per almeno 24h

ANMCO




Mobilizzazione precoce in paziente con SCOMPENSO CARDIACO
| programma di mobilizzazione e sicuro e ben _Sage | 1 | ® | Ww | N | Vv | w | W

follerato dal pazienfi con scompenso acuto: Mobilization |
o o\ process (bed to chair)
- degenza ospedaliera piu breve
- tasso piu elevato di dimissione a domicilio e On srocher By Wheekhel By waking
diminUZiOne de"CI ridmmiSSione Bladder Urinary catheterization 90 toltjhint?az?rxzeb?i\fr::erlchair Go to the bathroom by walking
- riduzione degli oneri riabilitativi post-ricovero
- migliore funzione fisica

Can stand Can walk Can walk
without help | with assistance| independently

Decompensation| Relieved of Can sit over

period congestion edge of bed

Bowel On bed Vg . Go to the bathroom by wheelchair Go to the bathroom by walking
portable toilet

Grooming On bed Go to the bathroom by wheelchair | Go to the bathroom by walking

Table 1. Criteria for Change in Progressive Mobilization Program Stage in HF

(A) The criteria to increase the stage require confirmation that there are none of the following findings during physical therapy:
* Insufficient mobility function required at the next stage

Bathing Bed bath Shower bath Bathing

Activities of Daily Living in Ward

* >20-mmHg decrease in SBP and/or 210mmHg in DBP (postural hypotension) | —_—— Pt on tha coin WAl Hal Put on a gown Put on a gown
* >30-beats/min increase in heart rate g - g o with some help without help
* >4% decrease in SpO:
» Symptoms: angina, palpitations, dizziness, nausea, fatigue, and dyspnea with 214 on the Borg Rating of Perceived Exertion Scale Contents of Active ROM Calisthenic ex. 1L Resistance Tr. |CJResistance Tr. | - o iianca Tr O Endurance Tr.
(6-20) - Passive ROM |0 Resistance Tr. |0 Standing 0 Balance Ex. |0 Balance Ex. " .
(B) The criteria to decrease the stage require 1 major or 22 minor criteria. P 2 Sitting Conditioning Endurance Tr. Endurance Tr. dvanced 1r.

Major criteria: | l |

* Falling down or related injuries on the ward Recommended .
. | . . Walk and resistance Tr.

* Heart rate at rest <40 beats/min or >130beats/min physical activity Bed rest Sit as much as possible as much as possible
* New onset of arrhythmias (daytime)
* Any increase in plasma BNP or NT-proBNP compared with the previous value . . o . o .
* Larger cardiothoracic ratio than the last ratio on chest X-ray Education Dle.tary s.odlum re.stn.ctlon Llfest).'le modlﬁc.atlons
* >1.8-kg increase in body weight over the previous 1-3 days program Daily weight monitoring Smoking cessation

Minor criteria: Adherence to medications What to do if symptoms worsen
» Worsening of fatigue, edema, or dyspnea
* >10-beats/min increase in heart rate over 1-3 days METs: [_]1.0- 1.3 METs [On bed], [ ]1.3 - 2.3 METs [Sitting or wheelchair], [_] 2.3 - 2.5 METs [Walking]

* Significant decrease in urine output

BNP.. brain natriuregic peptide; DBP, diastolic blood pressure; HF, .hean failure; NT-proBNP, N-terminal prohormone of brain natriuretic
peptide; SBP, systolic blood pressure; SpOz, oxygen saturation of peripheral artery. Figure 1. Staged mobilization program for patients with acute heart failure developed on the basis of patient condition and

possible mobility in a general ward with corresponding metabolic equivalents (MET). ROM, range of motion.
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FLOWCHART - SCOMPENSO CARDIACO

Paziente RASS=da -5 a -3
vigile e (pz intubato, mmall ALLETTAMENTO

cosciente sedato...)

- testiera alzata 30-45 gradi

—> | = cambio decubito o rotazione ogni 2 ore
- mobilizzazione passiva (FKT)

- assistenza ai cambi posturali e rotazione ogni 2 ore
- seduta cardiologica
- esercizi di mobilizzazione passiva (FKT)

Inizio miglioramento - gambe giu dal letto/comodone (durante ADL)
clinico () e — o —> - sedia per 30 minuti

IN GRADO DI STARE e - : ,
SEDUTO - esercizi di mobilizzazione attiva (FKT)

- trasferimenti letto-sedia 1-2 volte per ADL
— o —> | = sedia per 60 minuti (per i pasti)

- alzarsi e camminare sul posto con assistenza

- trasferimenti letto-sedia per pasti e per ADL
IN GRADO DI 20 " - alzate rivetute lett di
CAMMINARE — mmmmall <20 MiNUtl  Ee—— alzate ripetute letto-sedia

- camminate brevi con girello/assistenza nella stanza

- fuori dal letto per >4 ore per turno
> 20 gt | = sedia durante | pasti

- camminate lungo il reparto con girello/assistenza o in modo indipendente

(*) Considerare, accertando la stabilita’ clinica del paziente, I'eventuale rimozione precoce di accessi vascolari, in particolare se in sede
femorale.

ANMCO




Criteri per la mobilizzazione del paziente con SCOMPENSO CARDIACO

Requisiti nhecessari per la mobilizzazione del
paziente:

- Non sono state registrate cadute recenti /o0 non
presenta lesioni ad esse correlate
- Non presenta instabilita emodinamica e/0 aritmica

Al raggiungimento dell’obiettivo mobilizzazione
precoce del paziente collabora tutto il team

multiprofessionale (infermiere, medico,
fisioterapista).
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Clinical Nursing

Exclusion criteria ' (a) Devices

for activities Femoral sheath (venous or
arterial)

(Apart from identified |ABP

Mu:m Intubated (for levels 22)
TVP (for levels 22)

" (b) Haemodynamic

Systolic B8P <90 or 2200

HR <50 or 2130 (CSx: 2150 if not sinus tachycardia)
Active schaemia <12 hr (or <24 hr if awaiting CSx)

Increased inotrope/vasopressor dose in last 2 he

-- -

New [V anti-arrhythmia meds <24 hr (il arrhythmia persists)

DIMA ET AL
(c) Respiratory (d) Neurologic
RR<10 or 235 - Sewwres S 24 e
F02>60%
SpO2<90% (unless |
target)
Mechanical ventidation

—

m

 Activities:
1. Turn and position g2h
2. Passive ROM
3. HOB 30"~ 45"

Level of Function 3

Able to Stand

Goalk: Stand with assist, 008 1o chaw, increase
endurance

'

Level of Function 1

Bed Actiwit S -2 to
Goal: Maintain climcal stabslity and encourage
patient participation

Activities:

1. Assist patient in turn and position g2h
2. Assisted Lo active ROM exeroses

3. Cardiac chair as Wlerated

'

Level of Function 4
Walks <20 m

-

Activities:
L. Transder 1o chawr or commode with assistance X1-2 for ADLs
2. Regubar chair X 60 min during meals

1. Standing as tolerated and stepping in place

Definitions of Level of Function (LOF)

Goal: Ambulate short distances, ADLs with
asistance

:' ——

Activities:
1. Independent transfers 1o chair ot least for meals and ADLs
2. Repeated sit to stand at bedside or chair

| 3. Short walks, including to bathroom and back

LOF 0: RASS -5 to -3, pt s not responsive, not able to cooperate in care and is bedbound.

LOF 1: RASS -2 to 0, pt may be alert, able to cooperate with some exercises in bed, despite being drowsy at times.

LOF 2: Pt is alert, strength allows for sitting up during prolonged penods at a time but not yet able to weight bear.

LOF 3: Pt s alert, strength allows for standing activities and can actively participate in transfers to chair or commode, but has yet to

maobilize in the room.

LOF 4: Pt is alert, tolerates walking in the room, but easily and independently transfers to chair/bathroom on his own.

LOF 5: Pt s alert, able to tolerate increased distances in walking around the unit.

T

Goal: Improve strength, tolerate
upright sitting, move against gravity

Activities:
1. Regular chair x30min
2. Active ROM
e

Goal: Increase general endurance and
mobility

1. 00B 2 4 hr per shilt
2. Assist ADLs with setup only

- 3. Progressive walking around unit

¢
DO

Art il P Lawmer b dvmerd Rt w
(s ‘whavmedars bired  togtd Qowwin ot

Adverse Events a. Sp02<85% b. Significant T in RR ¢. Abrupt A in mental status d. HR <50 or 2130  e. SBP<85 mmHg or >190 f. Fall g. Line dislodgement

Naoya Kakutani et al., 2019) (Diana Dima et al., 2019)




Mobilizzazione precoce post TAVI

Early mobilisation after transfemoral transcatheter aortic
valve implantation: results of the MobiTAVI trial

J. Vendrik @® - W. Vlastra - M. S. van Mourik - R. Delewi - M. A. Beijk - J. Lemkes - J. J. Wykrzykowska -
R. J. de Winter - J. S. Henriques - J. J. Piek - M. M. Vis : K. T. Koch - J. Baan Jr.

EARLY (n=73) REGULAR (n=77) p-value

5 ‘ SAPIEN 3 68 (93.2%) 74 (96.1%) 0.309

N On d Iffe ren/e d | Valve size distribution (20/23/26/29 mm)? 0/24/25/13 2/32/29/10 0.367

. Arterial closure valve side (double Proglide/single Proglide/  62/1/5/5 66/2/2/7 0.550
complicanze —

Arterial closure non-valve side (single Proglide/Angioseal/ 30/41/2 35/40/2 0.865

none)

Early mobilisation (ambulation 4-6 h post-procedure) vascolari, ne e — o e o
is feasible and safe after TF-TAVI. Additionally, early sanguinamenti Py oot

Major vascular complications 0 0 -

ambulation benefits the patients by decreasing the b Heodng conpiton o .
combined incidence of delirium, infections, pain and Riduzione endpoint  smayensons -

* o . o Pain® 4 (5.5%) 8 (10.4%) 0.218
unplanned urinary catheter use, and thus it may be combinato di — 2ens 8% i

beneficial to adopt such a protocol into contempo- dolore, infezioni, — ussmsuece S A3
l'a_ry TAVI pl’aCtice. del 1819180 , necess|ta Prolonged hospitalisation® 30 (41.1%) 40 (51.9%) 0.183

Duration of hospital stay (median days [IQR]) 3 (2-5) 4 (2-6) 0.243
d I C a te t e r‘ I Z Z a Z I O n e All data are presented as mean = standard deviation or as number of patients and percentage of subgroup
40nly for the SAPIEN 3
bPresence of pain the next morning is defined as a Numerical Rating Scale/Visual Analogue Scale score >3 during the
nel gruppo ear L
g p p y “Combined secondary endpoint: incidence of pain, infection, delirium and urinary catheter use (some patients had
>1 endpoint)

9pefined as post-procedural hospital stay >3 days

QCLUB ANMCO (Vendrik et al. , 2020) o




Mobilizzazione precoce post TAVI

Early mobilization after transcatheter aortic
valve implantation: observational cohort study

3,4

Sandra B. Lauck ® “**, Maggie Yu', Carrie Bancroft?, Britt Borregaard © **,
Jopie Polderman?#, Anna L. Stephenson’%, Eric Durand ©® >, Mariama Akodad®,
David Meier’, Holly Andrews?, Leslie Achtem?, Erin Tang'%, David A. Wood"®,
Janarthanan Sathananthan ©@ "*®, and John G. Webb"*®

'School of Nursing, University of British Columbia, Centre for Heart Valve Innovation, St. Paul’s Hospital, 5248-1081 Burrard Street, Vancouver, BC V6Z 1Y6, Canada; *St. Paul’s Hospital,
Vancouver, Canada; *Department of Cardiac, Thoracic and Vascular Surgery, Odense University Hospital; *Department of Clinical Research, University of Southern Denmark; >Department
of Cardiology Normandie Université CHU RouenRouen France; ®Institut cardiovasculaire Paris Sud, hépital Privé Jacques-Cartier, Ramsay Santé, Massy, France; ’Department of Cardiology,
Lausanne University Hospital, Lausanne University, Lausanne, Switzerland; and ®Centre for Cardiovascular Innovation, Vancouver, Canada

Nurse-led mobilization 4 h after T AVl is feasible for most patients who
receive post-procedure care in cardiac telemetry or critical care units
and is an important intervention to mitigate the risks associated with
treating patients with heart valve disease. | his study adds new evidence
that suggests that T AVl is becoming a routine procedure amenable to
standardized care and a streamlined approach to facilitate patients’ ra-
pid return to baseline status and safe return home. In this new context,
quality improvement that leverages contemporary evidence is essential
to improving access to care and encouraging multidisciplinary teams to
review, revise, and recalibrate best practices to promote excellent out-
comes and appropriate health service delivery.

Time to first
mobilization
(target: 4 hours)

TAVI recovery in
critical care *or*
cardiac ward

Implementation
of standardized
nurse-led protocol

Standardized nurse-led mobilization 4 hours after TAVI is feasible for most patients
in the absence of clinical complications and system barriers

84055 ANMCO
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(Lauck et al., 2024)
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Alterazione PV
Sanguinamento,
complicanze accessi

Riposo a letto e rivalutazione
ogni 6h

FLOW CHART TAVI

TAVI
IN EMODINAMICA

Post procedura:
medicazione a piatto con film
trasparente

Consegna Infermiere UCIC:
sede accessi e problematiche
riscontrate in sala

Monitoraggio parametri vitali
(TC, FC Ritmo,PA Resp,Fio2,FR, SP02)

Ogni 15 min la prima ora;

Ogni 30 min per le successive 2 ore;
Successivamente ogni 60 min

COMPLICANZE

PRIMA MOBILIZZAZIONE A 4/6H

e Mobilizzazione passiva con
aiuto a10 2 operatori;

e Controllo PV costante;

e Monitoraggio costante punto
di inserzione

OBIETTIVI GIORNATA O POST-PROCEDURA
e Pzin sedia per cena la sera post-
procedura;
e Favorire idratazione, alimentazione a cura
personale autonoma se possibile;
e Eventuale deambulazione X10 X2 in prima
GPO

OBIETTIVI GIORNATA 1 POST-PROCEDURA
e Deambulazione X10 X2;
e Conferma ripristino deambulazione
domiciliare;
e Valutazione dimissione prima o seconda
GPO




Grazie a tutti

per la vostra attenzione




Mobilizzazione precoce dopo IMA

Sicurezza rispetto a procedura effeftuata

Sicurezza rispetto a setting clinico del
paziente




Mobilizzazione precoce dopo coro TF

Bed rest duration and complications after transtemoral cardiac catheterization: a network
meta-analysis

Erica Busca, Chiara Airoldi, Fabio Bertoncini, Giulia Buratti, Roberta Casarotto, Samanta Gaboardi, Fabrizio Faggiano,
Michela Barisone, lan R White, Elias Allara, and Alberto Dal Molin

A Hematoma (N=26 studies) B Bleeding (N=22 studies)
Ouration  Events/Patients  Studies RR 95% Cl Duration  Events/Patients  Studies RR 95% Cl
0-1.9 81/1220 3 - 0.82[0.39:1.72] 0-1.9 0/1010 1 | - 0.97[0.02; 51.86)
2-2.9 89/1855 - —— 0.77[0.38; 1.54] 2-2.9 17/1694 7 —d— 0.96 [0.47; 1.96}
ig.: 12021,12%'5312 1es8 » 0.89 [2.340; 1.47) ig.g 2:1’2??6 145 . 0.93 ((:.%g; 3.52) . y ¢ e y
6-7.9 84/1297 14 2 0.98[0.76:127] 6-7.9 18/920 12 " 1.11 [0.49; 2.49) NeSSUhO dlffere NZAd 1IN Termlnl dl
3-1121 9 ;:gao? g * g.gg [1.01:4.85] 8-11.9 0/106 2 — 0.34 [o.og; igg} . .
96 [0.60; 1.54] >12 4/788 5 - 1.09 [0.29; 4. -I- .l.
" 1 e ematoma, sanguinamenti,

pseudoaneurismi, fistole
arrerovenose.

C Pseudoaneurysm (N=15 studies) D Arteriovenous fistula (N=7 studies)
Duration Events/Patients Studies RR 95% Cl Duration Events/Patients Studies RR 95% Cl
0-1.9 0/1220 3 —_— 0.43[0.05;3.46] 0-1.9 0 R " -‘- -|- N d N d I d |
2-2.9 3/1754 7 - 1.43[0.32:6.38) 2-29 0/159 2 . - - 1.01[0.05; 20.31) IpOF O O I'I UZ'O ﬂe e O Ore
3-3.9 0/811 3 ‘ . 0.55[0.08:3.84] 3-3.9 0/108 1 ‘ 4 + 0.92[0.03; 32.33}
4-59 6/2220 11 1.00 4-59 0/1048 s 1.00 .
6-7.9 37740 7 o 183[047:7.14] 6739 2/400 5 ¢ 1.00 [0.11: 9.08] ” h | g p p d | |
679 7 679 A = LooR.It: 00 alda scniend nel gru O aelld
>12 2/612 2 ——— 0.89[0.15:549) >12 3612 2 s 5.13[0.57; 46.29) oy e o
. I . | MOoDIlizzazione precoce.
01000 #5018 20 S0 010 05018 20 S4%W0
23 RR

E Back pain (binary) (N=6 studies) F General discomfort (N=2 studies)
Duration Events/Patients Studies RR 95% Cl Duration Mean Studies SMD 95% Cl
0-1.9 2/52 1 ¢ 0.40(0.08;2.09] 0-1.9 0
2-2.9 17/124 1 — 0.33[(0.17:0.62] 2-2.9 0
3-3.9 30/387 2 —f- 0.87[0.46:1.66] 3-3.9 0
4-59 140/974 5 1.00 4-59 6.50 2 0.00
6-7.9 5/19 1 ~ - 457[0.51;41.09) 6-7.9 527 1 o -0.21 [-3.03: 2.61)
8-11.9 0 8-11.9 0

e TIC | >12 53/276 2 — 1.94[1.16;324) >12 6.50 1 ol -0.27 [-4.35: 3.80)
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Early mobilization post-myocardial infarction:
A scoping review

Haroon Munir®', Jake Fromowitz®, Michael Goldfarb’>*

1 Division of Experimental Medicine, McGill University, Montreal, QC, Canada, 2 Nova Southeastern
University, Fort Lauderdale, FL, United States of America, 3 Division of Cardiology, Jewish General Hospital,
McGill University, Montreal, QC, Canada

Study/Year |Cardiac Device |No. & Population EM Intervention EM Results/Recommendation
Perme. 2013 | Femoral venous | 77 pts. with femoral cathetersin | 210 physiotherapy activities with 630 No catheter related adverse events. Early
catheter the cardiac intensive care unit mobility activities (sitting at bed side, mobilization after femoral catheter intervention
standing at bedside, transfer to chair, is important in minimizing functional decline
walking).
Damluji, A. | Femoral venous | 101 pts. with femoral cathetersin | In-bed exercises, supine cycle ergometry, [ No catheter-related adverse events.
2013 catheter the medical intensive care unit sitting and standing/walking.
Fowlow, B. Femoral arterial | 85 pts. admitted to intensive care | Randomly assigned pts. to 6 or 8 hours Ambulation 6 hours post-sheath removal
1995 catheter unit after elective percutaneous after sheath removal resulted in no significant increases in hematoma
transluminal coronary angioplasty formation at puncture site compared to group
(PTCA) ambulated 8 hours post procedure. Early
mobilization group had significantly lower pain
scores than late group at 8 hours.
Mah, J. 1999 | 7 French (F) 880 patients post-7F catheter 3-hour ambulation post procedure (early) JEarly mobilization group had significantly lower
arterial catheter | procedure or 5-hour ambulation (late) bleeding and hematoma formation compared to
late mobilization group. Concluded that early
mobilization post-cardiac catherization is safe,
can decrease hospital stay and increase patient
comfort.
Kagoshima, | Radial artery 89 patients, 32 of which treated Rapid mobilization and discharge involve g Shortened hospital stay with no increase in in
M. 2000 catheters with new transradial approach, 57 | walking on ward on third day following hospital mortality, cardiac events or decline of
Femoral arterial | treated by old protocol procedure & encouragement of discharge Q§left ventricular function.
catheter within 2 weeks.
Kim, K. 2013 | Various catheters | Variable (metanalysis) Variable bed rest durations and early Early mobilization following percutaneous

and sheaths

mobilization protocols

coronary intervention had no effect on
hematoma formation or bleeding at puncture
site.
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Mobilizzazione precoce dopo IMA

Safety of early discharge in low risk patients after acute ST-segment

elevation myocardial infarction, treated with primary percutaneous coronary
intervention. Open label, randomized trial

Kamil Novobilsky?, Roman Stipal®, Petr Cerny?, Ivo Horak?, Vladimir Kaucak?, Jan Mrozek?, Jan Vaclavik®, Radim Kryza®

Table 1. Inclusion criteria.

STEMI treated with successful primary PCI within 12

h of the symptom onset (TIMI flow 3 in infarct-related Early discharge Standard discharge e
artery) n 70 n % P
Age < 75 years Primary composite endpoint S 6.6 6 8.0 0.765
Left ventricular ejection fraction > 45% Death 0 0 0 0 -
Single- or two-vessel disease Myocardial infarction L 1.3 2 2.7 0.620
No symptoms of residual ischaemia Unstable angina - L L3 1 1.3 l
Haemodynamical and rhythmical stability (Killip class I, Unplanned rehospitalization > 6.6 6 8.0 0.765
no arrhythmia requiring treatment occurring > 2 h after Repeated target vessel revascularization | 1.3 3 4.0 0.367
PCI) Stent thrombosis 0 0 2 2.7 0.245
Absence of comorbidities, requiring continuation of hos- Stroke 0 0 0 0 e
Pitalization CONCLUSION

Absence of contraindication for dual antiplatelet treat-
ment or need for anticoagulation

Supposed cooperation, adherence to medical measures
and social background

Table 4. Results.

‘& clus ANMCO

@™ CRITICAL CARE COMMUNITY

This prospective, open-label, randomized study
showed that early discharge (within 48 - 72 h) in select-
ed low risk patients after STEMI treated with successful
primary PCIl 1s feasible and safe. This strategy applies to
more than a quarter of all STEMI patients and may be
adopted 1n everyday clinical practice, provided the ap-
propriate follow-up management is arranged to ensure
adequate secondary prevention measures.




Scompenso cardiaco: non The HEARTRISK6 Scale
sempre I’ospedallzzazlone = Predicting Short-Term Serious Outcomes in

un valore aggiunto Emergency Department Acute Heart Failure Patients

CENTRAL ILLUSTRATION The HEARTRISKG6 Scale: Predicting Short-Term Serious Outcomes in
Emergency Department Acute Heart Failure Patients

Progressive Mobilization Program for Patients With Acute
Heart Failure Reduces Hospital Stay and
Improves Clinical Outcome
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Components of the HEARTRISK6 scale. *No patient had a score >11. ED = emergency department.




Early mobilisation after transfemoral transcatheter aortic
valve implantation: results of the MobiTAVI trial

Mobilizzazione
re C O C e d O O J. Vendrik () - W. Vlastra - M. S. van Mourik - R. Delewi - M. A. Beijk - J. Lemkes - J. J. Wykrzykowska -
R. J. de Winter - J. S. Henriques - J. J. Piek - M. M. Vis - K. T. Koch - J. Baan Jr.

SAPIEN 3 68 (93.2%) 74 (96.1%) 0.309
Valve size distribution (20/23/26/29 mm)* 0/24/25/13 2/32/29/10 0.367
Arterial closure valve side (double Proglide/single Proglide/Manta/Prostar) 62/1/5/5 66/2/2/7 0.550
Arterial closure non-valve side (single Proglide/Angioseal/none) 30/41/2 35/40/2 0.865
Time to mobilisation 4h49min+31min 20h 7min+3h 6min <0.0001

Primary endpoint:

Major vascular complications 0 0 -
Major bleeding complications 0 0 —
Minor vascular complications 4 (5.5%) 6 (7.8%) 0.570
Minor bleeding 4 (5.5%) 6 (7.8%) 0.570
Secondary endpoints:

Pain® 4 (5.5%) 8 (10.4%) 0.218
Infection 2 (2.7%) 3 (3.9%) 0.693
Delirium 1 (1.4%) 2 (2.6%) 0.591
Unplanned urinary catheter use 34.1%) 8 (10.4%) 0.140
— Combined endpoint®© 9 (12.3%) 20 (26.0%) 0.034

“Combined secondary endpoint: incidence of pain, infection, delirium and urinary catheter use (some patients had >1 endpoint)



Take Home Messages

e La mobillizzazione precoce € fondamentale per permettere la
riduzione di eventi avversi legati all'allettamento prolungato

e La mobillizzazione precoce deve essere un obiettivo primario
del ricovero

* Protocolli personalizzati di mobllizzazione devono essere
valutatl per ogni paziente In base a setting clinico €
procedure eftettuate

e L0 comunicazione e collaborazione tra equipe di sala ed
eq vipe di UTIC, e tra equipe medica ed equipe infermieristica
e un punto cardine per il raggiungimento dell’obiettivo dello
Mobllizzazione precoce
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