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A - Assess, prevent, and manage pain

B - Both spontaneous awakening and spontaneous

breathing trials

C - Choice of analgesia and sedation

D - Delirium: assess, prevent, and manage

E - Early mobility and exercise

F - Family engagement and empowerment 

ABCDEF Bundle



ÅPatients are assessed for pain by all disciplines 

ÅPain scale > 4 requires re-assessment of pain after 30 minutes

ÅPT/OT/SLP manage pain with repositioning, distraction techniques, deep 

breathing

ÅNonpharmaceutical approaches

Aïassess, prevent, and manage pain



ÅñWake up and breatheò

ÅSetting a time aside each day stop sedation, orient the patient, conduct SBT to 

attempt to liberate patient off the ventilator

ÅMay prevent ventilator associated PNA, reduce length of stay

BïBoth Spontaneous Awakening and Breathing Trials



ÅSedation vacations allow for rehab interventions

(passive ROM, òdanglingò, sit to stand, OOB to chair, ambulating)

ÅTitrate sedation down to lowest dose possible while minimizing agitation

C- choice of analgesia and sedation



ÅSudden severe confusion and rapid changes in brain 

function that occur with physical or mental illness

ÅHyperactive ïagitation, combativeness, heightened 

arousal, restlessness

ÅHypoactive ïfatigue, decreased level of consciousness, 

inattention, disordered thinking

ÅMixed ïfluctuations between hyperactive and hypoactive

ÅPT/OT/SLP screen for delirium with the CAM, CAM-ICU, 

CAPD

ÅRehab provides education/training with families on delirium 

D- Delirium





Å18 hours for non-intubated patients

Å48 hours for intubated patients

ÅNurses trained by therapy staff on transfer training and 

safe guarding during ambulation

ÅUse of algorithm to determine patient readiness for 

mobility 

ÅAutomatic order set for PT/OT for all PICU patients

E- Early Mobility and Exercise



ÅEmpower families to have a hands on role

ÅEncourage parent family engagement in therapy 

sessions

ÅWorking towards patient and family goals

ÅFamily Advisory ICU Council 

F- Family engagement and empowerment





ÅImmobilization results in:

- decreased QOL

- muscle atrophy

- impaired cardiopulmonary endurance

- overall decrease in mobility

ÅMobility improves:

- function

- enhances QOL post discharge

- decreases length of stay

Risks/Benefits



ÅElevated intracranial pressure > 15mmHg (or otherwise 

specified by medical team)

ÅUncontrolled seizures

ÅAcute change in mental status

ÅPositive end expiratory pressure >/= 10

ÅFraction of inspired oxygen >/= 0.60

ÅRichmond Agitation Scale </= -3, >/= +4

Contraindications



ÅHemodynamic instability (significant/multiple pressure support agents, 

anything uncontrolled)

ÅOpen chest/abdomen

ÅUnstable fractures

Contraindications Continued



ÅDifficult or insecure airway

ÅRichmond Agitation Scale -2, +2, +3

ÅContinuous dialysis

ÅVasopressor medication

ÅLumbar drain or EVD (need to re-calibrate with movement)

ÅSevere osteopenia

Precautions



ÅO2 sat below range established by medical team

ÅIncreased work of breathing 
- accessory muscle use

- cyanosis

- diaphoresis

- breath holding

- nasal flaring

ÅChange in vitals deemed to be excessive as defined by medical team 

Signs of Intolerance (Do not resolve within 5-10 minutes)



ÅChange or alteration in mental status

ÅIncreased agitation

ÅAttempts to self-extubate

Signs of Intolerance (Do not resolve within 5-10 minutes)



ÅInitial evaluation
- Assess strength, sensation, proprioception, arousal

- Perform bed mobility and sitting at EOB

- Progress to OOB if appropriate

- ADLôs (e.g. toileting, oral care)

ÅDaily follow-up sessions
- Progress mobility as appropriate

- Assess/provide appropriate seating equipment when needed

ÅWhen are PT/OT co-treat utilized?
- When patient requires more than 1 person assist

- Patient canôt tolerate multiple therapy sessions a day

PT/OT Session 



ÅHistorically, inconsistent orders (mostly post-op)

ÅQI project to promote early mobilization 

ÅAutomatic order sets for PT/OT/SLP (however, can get 

òunclickedò by physician)

ÅNeed to request orders at times

ÅActivity orders for all patients

ÅStaff training and education (therapists, nurses, MDs)

Culture Change in the PICU



ÅIncreased advocacy for SLP services

ÅIntroduction of Communication Toolkit

Culture Change in the PICU Continued





ÅMedical treatment (intubation, trach, BIPAP)

ÅNeurogenic difficulties (aphasia, dysarthria, TBI)

ÅSensory: hearing and vision

ÅLimited English proficiency / language difference

ÅDifficulty reading and/or writing

ÅHealth literacy

ÅInability to produce intelligible speech

ÅPre-existing speech/language difficulties

ÅAltered mental status

Communication Vulnerabilities



ÅSerious medical events
(Cohen, et al., 2009)

ÅSentinel events 
(The Joint Commission, 2007)

ÅIncreased diagnosis of psychopathology
(The Joint Commission, 2007)

ÅPoor medication compliance 
(Andrulis et al., 2002)

ÅLeaving Against Medical Advice 
(Flores, 2003)

Communication Risks



ÅFear, stress, sleep disturbances 
(Happ, et al., 2004)

ÅLoss of ability to participate in own care 
(Garrett, et al., 2007)

Communication Risks Continuedé



ÅReceived less sedation

ÅTransitioned quicker

ÅIncreased patient satisfaction scores

ÅFelt more in controlé generally do betteré

Happ, et al., (2004)

Patak, et al., (2008)

Communication Access Benefits



Joint Commission Standards

ÅEffective scoring in 2012

ÅGuidelines for AAC access on 

admission, assessment, and 

intervention guidelines 





Patient Satisfaction

ÅHospital Value Based Purchasing Program adjusts what Medicare pays 

hospitals for patient experience.

ÅReimbursement of up to 2% in 2018 which equals approximately $1.8 billion.

ÅHospital Consumer Assessment of Healthcare Providers and Systems 

(HCAHPS) survey. Patient satisfaction is 25% of the equation.

Å10 out of 32 questions on the survey focus on communication. 



HCAHPS Survey Question Examples



ÅOnly about 30% of all speech is visible on the lips

ÅNow consider:

- ETT

- Facial droop

- Bellôs Palsy

- Oral motor weakness limiting ROM

- Edentulous

- Facial hair 

ÅMay result in accidental extubation

ÅIneffective and frustrating for the patient 
(Etchels, et al., 2003)

ñI Understand When My Patient is Mouthing Words to Me"



The Lip Reader
https://youtu.be/R2F5vzsYWVw?t=169

https://youtu.be/R2F5vzsYWVw?t=169


ÅPolicy

ÅPractice

ÅKnowledge 

ÅSkill 

ÅAttitude

Opportunity Barriers
(Beukelman and Mirenda, 1988)



(Shameless Plug)



Innovation Adoption Lifecycle




