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1.0 Overview 

1.1 MOVEs Portal 

The MOVEs Portal is an online resource that contains an electronic copy of the Resource 

Manual and additional resource materials not contained in the Resource Manual (such as 

PowerPoint presentations for the intervention during the Education Phase and the Research 

Coordinator Guide). Additionally, all forms and tools in this Resource Manual can be found as 

individual files for printing on the MOVEs Portal. It is organized based on the activities of 

MOVE. 

 

The MOVEs Portal will include all of the information provided in this Resource Manual 

What is the purpose of the Portal? 

 The Portal allows for the sharing of documents and presentations for MOVE 

 

How do I gain access to the Portal? 

 The portal is housed at the following link: www.movescanada.ca  

 Email invitations will be sent to you by the MOVE Central Team to gain access to the 

Portal. The email will prompt for the recipient to register and select a password. Please 

contact your MOVE Coach if you have not received an invitation and do not have access 

to the MOVEs Portal.  

 

Who can upload information to the Portal? 

 MOVE Coaches can upload information to the Portal. 

 If you are interested in uploading a document to the Portal, email the document to your 

MOVE Coach for them to upload. 

 

1.2 What is the Purpose of MOVE?  

The objective of the Mobilization of Vulnerable Elders (MOVE) project is to implement and 

evaluate the impact of an evidence-based strategy to promote early mobilization and prevent 

functional decline in older patients admitted to hospitals. The MOVE project strategy shifts 

mobilization from being a designated task assigned to a single professional group to a shared 

team responsibility, with team members having complementary roles. 
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Your hospital has been selected to implement MOVE. Staff and patient/family members at your 

site will be engaging in educational activities that promote early and consistent mobilization.  

Key messages from the sessions will focus on three actionable recommendations: 

 

1) Mobilize patients at least three times a day;  

2) Use progressive, scaled mobilization; and  

3) Implement the mobility assessment and care pathway within 24 hours of the patient’s 

admission to the hospital.  

 

Hospitals will be able to select and tailor educational activities that best suit their unit. Examples 

of educational activities include:  

 

 Online education modules for staff 

 Classroom education/in-services 

 Huddles 

 Fairs/education days 

 One-to-one coaching 

 Educational materials e.g. posters or pamphlets.   

1.3 Why is Mobilization Important? 

 Rates of mobilization in patients admitted to acute care hospitals are unacceptably low. 

Studies show that hospitalized older adults who were ambulatory during the 2 weeks 

prior to admission spent a median of only 43 minutes per day standing or moving.[1] 

 

 In addition, one-third of older adults develop a new disability in an activity of daily living 

during hospitalization and half of these are unable to recover function.[2] 

 

 Without mobilization elderly patients lose 1% to 5% of muscle strength each day in 

hospital.[3] 

 

 Data from observations on inpatient units conducted in 2010-2011 in academic hospitals 

in Toronto found that less than 30% of patients were mobilized regularly in hospital (B. 

Liu 2011, personal communication). 
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1.4 What is the Evidence? 

 Modest interventions can prevent some of the outcomes associated with immobility. 

 

 Early mobilization strategies (defined as assessing patients for mobility and functional 

status within 24 hours of admission and encouraging appropriate activity immediately) 

have been shown to: 

 Decrease acute care length of stay (adjusted absolute difference of 1.1 days [95% 

confidence interval [CI] 0.0 to 2.2 days]) 

 Shorten the duration of delirium (median of 2 days [inter-quartile range 0.0 to 6.0] 

versus 4 days [inter-quartile range 2.0 to 8.0]) 

 Improve the return to independent functional status (odds ratio [OR] 2.7 [95% CI 

1.2 to 6.1]) 

 Decrease the risk of depression (OR 0.14 [95% CI 0.03 to 0.61]) 

 Increase rates of discharge to home (26.2% versus 2.4% at 7 days) 

 Decrease hospital costs by $300/patient/day [4-9] 

 

 

1.5 What Outcomes are Being Assessed? 

The project’s primary outcome is to increase the frequency of mobilization on the unit.  The 

secondary outcomes include tracking: 

 Length of stay 

 Discharge destination 

 Falls 

 Injurious falls 

 Perceptions and satisfaction of patients, informal caregivers, family members, and health 

care professionals 
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1.6 Project Structure 

Building Blocks for MOVE 

The Division of Geriatric Medicine at the University of Toronto and its teaching hospitals have 

been focused on meeting challenges related to quality improvement in geriatric care.  Early 

mobilization in hospital was identified as a key challenge that could be addresses by knowledge 

translation (KT) initiatives. Through collaboration between investigators interested in geriatric 

medicine, MOVE iT (Mobilization of Vulnerable Elders in Toronto), a project focused on the 

implementation of an innovative, scalable strategy to promote early mobilization and prevent 

functional decline, was conceptualized. In 2011, this project was awarded funding from the AFP 

Innovation Fund for implementation at Sunnybrook Health Sciences Centre (lead site), St. 

Michael’s Hospital, Mount Sinai Hospital, and Baycrest Centre for Geriatric Care’s acute care 

unit.  

In November 2011, the Council of Academic Hospitals of Ontario’s (CAHO) Adopting Research 

to Improve Care (ARTIC) Program funded an expansion of MOVE iT to hospitals across 

Ontario. This iteration of the project was called MOVE ON (Mobilization of Vulnerable Elders 

in Ontario). With the addition of the CAHO ARTIC funding, MOVE iT was amalgamated with 

MOVE ON as one initiative.  In 2011-2012, the MOVE ON project was implemented in 14 

hospitals across Ontario. Because of the interest in implementing MOVE ON beyond the initial 

sites, it was expanded to 15 additional hospital units across 7 hospitals in Ontario (MOVE ON+). 

Based on the positive responses received, this project has been expanded further to hospitals 

across Canada with growing interest in the United States and United Kingdom.  The goal of 

these various iterations of MOVE remains consistent with the overall goal of MOVE iT/ ON, 

which is to implement and evaluate the impact of an evidence-based strategy to promote early 

mobilization and prevent functional decline in older patients admitted to acute care facilities 

Figure 1, demonstrates the project and reporting structure of MOVE.  

 

 

 

 

 

 



 

Resource Manual   -    7 

 

 

Figure 1.  Project Structure: Funding and Accountability for MOVE  
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1.7 MOVE Steering Committee  

The Steering Committee is an advisory committee comprised of stakeholders from the project 

and each of the participating hospitals. The committee provides guidance on key issues.  

 

Membership 

The Physician Lead, Education Coordinator, and/or Research Coordinator at each hospital will 

be on the Steering Committee. Other members of the Steering Committee include members of 

the MOVE Central Team (Coaches and support staff), Project Leads, and Principal Investigators.  

 

Meetings 

Steering Committee meetings will be held monthly via telephone to review progress, data, etc. 

These provide the opportunity to ask questions and deal with common issues across sites. The 

MOVE Coaches will coordinate the Steering Committee meetings- including developing the 

agenda, setting up a conference line, sending reminder emails to all participants, and sending out 

meeting minutes. 
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To facilitate planning of the MOVE project at your site, it is helpful to build an implementation logic model that links potential 

strategies with mechanisms of changing behavior, and the potential outcomes of these strategies.  An example of a logic model is 

presented in Figure 2. Your MOVE Coach will work with your local MOVE Implementation Team to create a logic model tailored to 

your site.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.8 Logic Model 

 

 

 

 

 

 

 

 

 

Figure 2: MOVE Logic Model  
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2.0 Roles & Responsibilities 

 

Though the mobilization of patients is everyone’s responsibility, the implementation and 

evaluation of the MOVE Project requires focused work from a small team of dedicated people.  

At your hospital, the three main roles are:  

 Education Coordinator 

 Physician Lead 

 Research Coordinator 

Additionally, you will be working closely with your MOVE Coach. 

The following pages describe each of these roles and their responsibilities in each of the phases 

of the project.   

We also encourage the participation of many other people at your hospital, which will help 

ensure that the project is a success. 
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2.1 Education Coordinator 

Overview of role: 

• Serve as the change agent by leading the implementation and facilitating behaviour 

change: 

 Engaging front-line staff in the implementation process 

 Leading the Education Intervention for staff and patients/families 

 Developing and leading strategies to sustain change and adhere to 

protocols/standards 

• Provide point-of-care education and  modeling through example for staff 

• Coordinate local MOVE Implementation Team 

• If volunteers are part of the intervention, identify a team leader from the unit to be the 

point of contact for inquiries and provide clinical support and guidance to volunteers as 

needed  

Commitment: 

• On average this is a 0.2 FTE role, meaning the Education Coordinator should plan to 

devote approximately one day a week to MOVE. Over the 8 weeks when the 

intervention is being delivered, the Education Coordinator should plan to devote more 

than 0.2 FTE (e.g. up to 0.5 FTE).  

• This role is an in-kind contribution from the hospital 

Credentials: 

• A registered health professional with advanced knowledge in geriatric best practice and 

senior friendly hospital care 

• Masters level graduate degree or higher 

• Leadership experience demonstrating an advanced understanding of inter-professional 

practice and teamwork 

• Demonstrated experience in clinical and/or academic education 

• Project management skills 

• Effective communication and facilitation skills 
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Education Coordinator Responsibilities 

PRE-INTERVENTION PHASE  

Planning (until ethics approval) 

• Connect with MOVE Coach 

• Engage key stakeholders in MOVE  

• Develop a local MOVE Implementation Team to adapt the educational materials 

• Conduct Readiness Assessment with unit staff 

• Work with Physician Lead to hire a Research Coordinator 

• Participate in monthly Steering Committee Meetings 

Pre-Intervention (10 weeks) 

• Work with  Research Coordinator to conduct the Survey, Tailor, Engage, Plan (STEP) 

Tool with staff, to determine barriers to implementing the intervention 

• Coordinate regular MOVE Implementation Team meetings (see Section 4.2)  

• Plan education intervention based on Readiness Assessment and findings from the 

STEP Tool 

• Participate in monthly Steering Committee Meetings 

 

INTERVENTION PHASE  

Intervention (8 weeks) 

• Deliver intervention 

• Track intervention components that are being delivered Process Evaluation Log 

• Participate in monthly Steering Committee Meetings 

• Plan for sustainability 

 

POST-INTERVENTION PHASE  

 Participate in monthly Steering Committee Meetings 

 Sustainability activities  
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2.2 Physician Lead 

Overview of role: 

• Act as the project sponsor for the hospital’s ethics application 

• Provide advice on local implementation i.e. tailoring the intervention to address the local 

context  

• Support engagement of key stakeholders within the organization to enable the success of 

the project 

• Participate in monthly Steering Committee meetings 

• Oversee the Research Coordinator 

Commitment: 

• This is a 0.1 FTE role, meaning the Physician Lead should plan to devote the equivalent 

of half a day a week to MOVE 

• This role is an in-kind contribution from the hospital 
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Physician Lead Responsibilities 

 

PRE-INTERVENTION PHASE  

Planning (until ethics approval) 

• Connect with MOVE Coach 

• Assist with completing the ethics application 

• Engage key stakeholders in MOVE 

• Work with Education Coordinator to hire a Research Coordinator 

• Participate in monthly Steering Committee Meetings 

Pre-Intervention (10 weeks) 

• Participate in monthly Steering Committee Meetings 

• Work with Education Coordinator on the Education Intervention roll out 

 

INTERVENTION PHASE  

Intervention (8 weeks) 

• Support the roll out of the Education Intervention 

• Participate in monthly Steering Committee Meetings 

• Support the recruitment of patients/families and staff to participate in Exit Surveys   

 

POST-INTERVENTION PHASE  

Post-Intervention (20 weeks) 

 Participate in monthly Steering Committee Meetings 

 Sustainability activities  
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2.3 Research Coordinator 

Overview of Role:  

• Coordinate local MOVE Implementation Team, and assist in the planning and delivery 

of the intervention 

• Data collection (audits, decision support, and surveys) 

• Manage timelines and target deadlines for deliverables and milestones 

• Recruit patients, families, and staff for Exit Surveys 

• General administrative duties (e.g., filing, faxing, mailings, courier services, 

photocopying, etc.) 

Commitment: 

• This is a 0.2 FTE paid position 

• The Research Coordinator position will be needed for 12 months  

Credentials: 

 Masters degree in health profession, epidemiology or health sciences; or undergraduate 

degree and 3 years of relevant experience 

 Previous experience collecting data 

 Aptitude for accuracy, detail and problem-solving 

 Experience in project coordination 

 Demonstrated ability to work both independently and as part of a team 

 Excellent communication skills, both written and verbal 
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Research Coordinator Responsibilities 

PRE-INTERVENTION PHASE  

Planning (until ethics approval) 

• Complete training on the following topics: 1) Overview of MOVE; 2) Audits, and 3) 

Data Entry 

• Coordinate local MOVE Implementation Team meetings & planning for intervention 

delivery 

• Assist Education Coordinator in conducting Readiness Assessment  

 

Pre-Intervention (10 weeks) 

• Conduct audits twice a week for 10 weeks 

• Enter audit data and submit to MOVE Coach weekly 

• Coordinate MOVE Implementation Team meetings (see Section 4.2) & planning for 

intervention delivery 

• Adapt and develop hospital-specific intervention materials in collaboration with 

Education Coordinator 

• Work with Education Coordinator to conduct the STEP Tool 

 

INTERVENTION PHASE  

Intervention (8 weeks) 

• Conduct audits twice a week for the duration of the Intervention 

• Enter audit data and submit to MOVE Coach weekly 

• Assist Education Coordinator with the roll out and delivery of the Education 

Intervention 

• Track intervention activities 

• Work with Education Coordinator to recruit patients/families and staff for Exit Surveys 

POST-INTERVENTION PHASE  

Post-Intervention (20 weeks) 

• Conduct audits twice a week for approximately 20 weeks  

• Enter audit data and submit to MOVE Coach weekly 

• Coordinate with local hospital decision support and health records department for data 

reconciliation (if applicable) 

• Sustainability activities  
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2.4 Central MOVE Coaches 

Overview of Role: 

• Ensure implementation fidelity of mobilization strategies/ practices and development of 

local implementation capacity 

• Coordinate the implementation and evaluation of MOVE   

• Assist with ethics application and submission  

• Provide capacity building on knowledge translation 

• Encourage skillful use of data to inform decision making. 

• Communicate bi-weekly, via phone or email, with the Education  and Research 

Coordinator (communication with Physician Lead as needed)  

• Assist each local MOVE Implementation Team in planning and problem solving 

• Coordinate information sharing, data collection and analysis across sites 

• Manage timelines and target deadlines for deliverables and milestones 

• Track and monitor any project risk issues and escalate them to the Steering Committee 

• Contribute to information sharing and problem solving during monthly Steering 

Committee meetings  

•  Support the Steering Committee by arranging regular meetings, taking minutes, and 

ensuring action items are addressed 
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3.0 Timeline 

3.1 Timeline 

In this section, the three phases of the project and the timeline are discussed, and the roles and 

responsibilities for each of the activities are described.   

MOVE includes three phases:  

1) Pre-Intervention Phase 

2) Intervention Phase 

3) Post-Intervention Phase 

The Pre-Intervention Phase includes: 

a) Planning 

b) Pre-Intervention 

 

The following figure (Figure 3) presents an overview of the activities and the timeline based on 

the anticipated time it will take to receive ethics approval, but your hospital may start before or 

after the actual dates in this timeline. Figure 8 in Section 6.0 provides an in-depth summary of 

the activities and data sources for the evaluation. 

Please note that prior to any pre-intervention data collection, you must receive ethics 

approval. The project timeline will vary based on when ethics approval is received. If you 

require support while engaging in the ethics process, please contact your coach.   



   
 

 

Resource Manual   -    19 

 

Figure 3: Timeline of phase, activities and data collection  
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3.2 Activities by Phase 

Each phase in the timeline involves multiple activities to be completed by each of the different 

members of your team.  Lists of activities involved in each project phase and individuals 

responsible for each activity are presented in the tables below. These activities do not necessarily 

have to occur in the sequences presented. 

Pre-intervention PHASE  

 ACTIVITY MEMBER(S) RESPONSIBLE 

P
la

n
n

in
g
  

P
re

 

 Hire a Research Coordinator 
Education Coordinator &  

Physician Lead 

 Connect with MOVE Coach 

Education Coordinator,  

Physician Lead, and Research 

Coordinator & MOVE Coach 

 Complete and Submit Ethics Application (if 

required) 

Physician Lead, Research Coordinator, 

& MOVE Coach 

 

 Engage key stakeholders in MOVE (e.g. 

administrators, unit leaders, Patient Care 

Managers (PCM), nursing staff leaders) 

Education Coordinator &  

Physician Lead 

 Create local MOVE Implementation Team  
Education Coordinator &  

Research Coordinator 

 Participate in Steering Committee Meetings 

Physician Lead,  

Education Coordinator, and/or Research 

Coordinator 

 Assist/lead in facilitating Readiness Assessment 

(for Unit Staff)   

Physician Lead,  

Education Coordinator, and/or Research 

Coordinator 

Participate in KT Knowledge Survey Local MOVE Implementation Team  
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 Intervention PHASE  

 Train Research Coordinator to collect and enter 

data 
MOVE Coach 

P
re

-I
n

te
rv

en
ti

o
n

 

 Conduct audits twice a week for 10 weeks and 

enter data 
Research Coordinator 

 Participate in Steering Committee Meetings 

Physician Lead,  

Education Coordinator, and/or Research 

Coordinator 

 Conduct the  Survey, Tailor, Engage, Plan Tool   

(STEP Tool) 

Education Coordinator &  

Research Coordinator 

 Adapt education materials with assistance from  

MOVE Implementation Team 

Education Coordinator &  

Research Coordinator 

 Sustainability planning  and conduct  

     Sustainability Survey 
Local MOVE Implementation Team 

 
ACTIVITY MEMBER(S) RESPONSIBLE 

In
te

rv
en

ti
o
n

  

 

 Conduct audits twice a week for the duration 

of the Intervention Phase and enter data 
Research Coordinator 

 Coordinate data request from decision support 

and any other secondary outcomes data (if 

applicable)   

Research Coordinator 

 Deliver intervention 

Education Coordinator,  

Physician Lead &  

Research Coordinator 

 Complete documentation for intervention   

       planning and tracking 

Education Coordinator &  

Research Coordinator 

 Participate in Steering Committee Meetings 

Physician Lead,  

Education Coordinator, and/or 

Research Coordinator 

 Recruit patients / families to participate in Exit 

Surveys 
Research Coordinator 

 Recruit staff to participate in Exit Surveys  Research Coordinator 
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Post-Intervention PHASE 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
ACTIVITY MEMBER(S) RESPONSIBLE 

  Conduct audits twice a week for 

approximately 20 weeks and enter data 
Research Coordinator 

 Recruit patients / families to participate in 

Exit Surveys 
Research Coordinator 

 Recruit staff to participate in Exit Surveys  Research Coordinator 

 Coordinate data request from decision 

support and any other secondary 

outcomes data (if applicable)  

Research Coordinator 

 Participate in Steering Committee 

Meetings 

Physician Lead,  

Education Coordinator, and/or 

Research Coordinator 

  Sustainability planning and  conduct Post- 

Intervention Sustainability Survey   
Local MOVE Implementation Team 

  Participate in Post- Intervention KT 

Knowledge Survey  
Local MOVE Implementation Team 

 
Participate in post-intervention interviews Local MOVE Implementation Team 
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4.0 Pre-Intervention Phase Activities 

4.1 Ethics Approval 

Who completes the ethics application? 

 Research Coordinators and Physician Leads will complete ethics applications or 

amendments.  The Research Coordinator is responsible for gathering the required 

signatures for the ethics application and submitting the ethics application to the ethics 

board. 

 The Physician Lead will be the local lead of the project on the ethics application. 

 Note that ethics processes vary by hospital.  

When will complete ethics applications have to be submitted? 

 Ethics application will be submitted during the preparation phase with the aim of having 

most applications submitted as soon as possible. 

What activities can occur prior to ethics approval? 

 Activities that can occur before ethics approval include the preparation of materials and 

resources for the project and the engagement and buy-in of unit leaders. 

 Any data collection e.g. visual audits, STEP Tool, Readiness Assessment, Sustainability 

Survey, and Exit Surveys cannot occur before ethics approval. 

4.2 Local MOVE Implementation Team 

What is the purpose of your local MOVE Implementation Team? 

 The goal of the local MOVE Implementation Team is to develop a team of people at your 

hospital that will plan the Education Intervention roll out. 

 The MOVE Implementation Team will select which intervention components will be 

rolled out at their hospital (based on the results of the STEP Tool), and will work on 

creating or adapting materials. 

 A sample MOVE Implementation Team Agenda can be found on the MOVE Portal. 
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Who is involved? 

 The MOVE Implementation Team will be led by the Education Coordinator and the 

Research Coordinator. 

 Other individuals who may have interest in being involved with the intervention should 

also be included, such as: Advanced Practice Nurses, Clinical Managers, Care assistants, 

Dieticians, Educators, Nurses, OTs, Pharmacists, Physicians, PTs, Social Workers, etc. 

Who will coordinate the MOVE Implementation Team? 

 The Research Coordinator is responsible for coordination, including scheduling meetings, 

planning the agenda, taking notes, and holding the team accountable for action items. 

How often should the MOVE Implementation Team? 

 Once pre-intervention data is being collected, the MOVE Implementation Team is 

encouraged to meet bi-weekly, until the end of the intervention. 

 The Local MOVE Implementation Team will also participate in post-intervention  

       interviews conducted by the MOVE Central Team 

 

4.3 Engagement & Planning Intervention 

Who is responsible for engaging stakeholders and planning the intervention rollout?  

• During the preparation phase, the Physician Lead and the Education Coordinator should 

engage unit leaders to introduce them to the project and the activities that will be 

occurring on their unit.  We have prepared Power Point presentations for these sessions, 

which hospitals can adapt for their own settings. These presentations are available on the 

MOVE Portal.  

Why is it important to engage stakeholders? 

• Engaging stakeholders early on in the intervention can ensure that you have their buy-in 

during implementation. This is key for the success of the project, as buy-in can lead to 

stakeholder commitment to the Education Intervention and early mobilization practices.  

Ensuring that stakeholders are aware of the project and are prepared for the 

implementation and evaluation of the Education Intervention is of utmost importance. 

When should engagement occur? 

• Engagement should occur in the pre-intervention phase, before the pre-intervention audits 

begin. 
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Who should be targeted for engagement? 

• Patient Care Managers and Director(s) 

• Advanced Practice Nurses (APNs) 

• Physicians 

• Allied Health Team Leaders 

• Nurse and Physician Leads on target units 

• Senior Management 

 

How can MOVE be connected with other initiatives? 

• If colleagues are concerned about the implementation of early mobilization, it is possible 

to highlight the alignment between MOVE and several current ongoing strategies 

 

4.4 Data Collection 

Is consent required before collecting data? 

 Consent is not required to audit patients  

 Consent is required to conduct the Readiness Assessment, STEP Tool, and Exit Surveys 

 

Who is responsible for data collection and data entry?  

 The Research Coordinator is responsible for collecting and entering audit data, and for 

recruiting patients, families, and staff for Exit Surveys 

 Both the Education Coordinator and Research Coordinator are responsible for recruiting  

and conducting the STEP Tool and Readiness Assessment  

4.5 Readiness Assessment  

Why is it important to conduct a Readiness Assessment?  

 Assessing readiness for change, or the extent to which organizational members are 

psychologically and behaviourally prepared to implement change, is an important step in 

planning for implementation.  

 All sites implementing the MOVE project will be conducting a readiness assessment using an 

organizational readiness for change measure.   
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How do the results of the Readiness Assessment inform the education intervention?  

 Results will be helpful for clinical managers, educators, coaches, and unit staff alike to 

determine how to move forward most effectively and efficiently with implementation of the 

MOVE intervention.  

 For more guidance on how to conduct the readiness assessment phase and how to interpret 

the results of the readiness for change assessment, please contact your MOVE Coach. 

 

 4.6 Capacity Building  

To build capacity at each site for implementation of the MOVE project, the local MOVE 

Implementation Team will receive coaching and education about processes related to knowledge 

translation. A KT Knowledge Survey will be administered to the Local MOVE Implementation 

Team by the Central MOVE Team before and after intervention to gain insight on the current 

knowledge and experience in knowledge translation (KT) and implementation topics. The KT 

Knowledge Survey will be sent to the MOVE Implementation Team via email from your MOVE 

Coach.  
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4.7 Audits 

What are audits? 

 Audits occur when Research Coordinators visit the unit and document patient mobility.  

 

Who collects and enters data?  

 The Research Coordinator will collect and enter data 

 

When are audits collected? 

 Audits are collected twice a week, once closer to the beginning of the week and once 

closer to the end of the week. 

1. For example audit days can be either: Monday and Thursday, Tuesday and 

Thursday, or Tuesday and Friday.  Tuesdays and Thursdays are considered more 

typical days (in terms of the number of admission and discharges). Audit days can 

be varied from week to week, to allow for variation in data collection. Because 

Mondays and Fridays are less typical days in the hospital (in terms of admissions 

and discharges), audits should preferably not be collected on Monday and Friday.  

2. No hospitals to date have been able to complete audits on weekends. Therefore, to 

remain consistent across the sites, we would like to keep the audits on weekdays 

only.   

 

 Audits are collected three times a day: 

1. In the morning (between 9:30 AM and 11:00 AM) 

2. At lunch (between 12:00 PM and 12:30 PM – or whenever lunch is served at your 

hospital) 

3. In the afternoon (between 2:00 PM and 3:30 PM) 

 

 Pre-Intervention audits are collected twice a week for 10 weeks, for a total of 20 audits 

 Intervention audits are collected twice a week for 8 weeks, for a total of 16 audits 

 Post-Intervention audits are collected twice a week for 20 weeks, for a total of 40 audits 

 

What steps are required to complete the audits? 

 Preparation, data collection, and data entry are described in detail in the Research 

Coordinator Guide 
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When should I communicate with my MOVE Coach about audits? 

 Communication is encouraged with your MOVE Coach about any issues with data 

collection and entry 

 

Where do we get information on length of stay (LOS), diagnosis, discharge destination, and 

falls? 

 The Decision Support department at most hospitals should be able to provide LOS and 

falls data, although this may vary by institution. It is helpful to set up a meeting with 

Decision Support early on in the project to understand what data is available, and then 

request one download at the conclusion of the project.  The Research Coordinator can 

take on this responsibility 
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4.8 STEP Tool   

What is the STEP Tool?  

 The STEP (Survey, Tailor, Engage, Plan) Tool identifies potential barriers to 

implementation of early mobilization practices that your site may face and assists in the 

selection of appropriate strategies for implementation that target unique contexts  

 The STEP Tool involves a unit staff component that will provide information and help 

your local MOVE Implementation Team in the intervention planning process.  

 Once the unit staff has completed the STEP Tool, the results will be used by the Local 

MOVE Implementation Team to help select potential intervention strategies. The STEP 

Tool is only used by the Local MOVE Implementation Team as a resource.  

 Your MOVE Coach will send you (or MOVE Champion/Lead) the tool and steps to 

access the STEP Tool. The tool can also be accessed through the MOVE Portal. 

 

When should the STEP Tool be conducted?  

 The STEP Tool will be conducted during pre-intervention and should be scheduled 4 to 

6 weeks prior to implementing the intervention. 

 

Who coordinates and conducts the STEP Tool?  

 The Education Coordinator and Research Coordinator will facilitate the STEP Tool 

 

How should staff be recruited for the STEP Tool?  

 Staff can be recruited via email invitation, sent by the Education Coordinator, with a link 

to the tool. All survey responses will remain anonymous. 

How do the results of the STEP tool inform the education intervention?  

 The results from the STEP Tool will be mapped to the potential strategies that your local 

MOVE Implementation Team can consider implementing during MOVE 

 The MOVE Implementation Team will then discuss the education interventions that will 

be selected and how those materials need to be adapted. 

 Additionally, a report summarizing staff responses will be available in the STEP Tool  

 Each site can also connect with their MOVE Coach for support in selecting and adapting 

Education Interventions 
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4.9 Sustainability Planning 

Planning for sustainability is key to ensuring that improvements made can be maintained over 

time. The earlier that sustainability planning occurs, the more likely it is that improvements will 

be sustained. To facilitate sustainability planning, local MOVE Implementation Teams will be 

required to complete a sustainability survey pre- and post-intervention. The survey will be sent to 

you by your MOVE Coach 

 

4.10 Decision Support Data  

Hospitals will have to explore how to obtain decision support data. Some hospitals retain these 

records at the organizational level while other hospitals retain them at regional or provincial 

levels. Talk to your MOVE Coach about how to obtain the following data for each patient 

audited during the MOVE project.  

How do you get access to this data? 

 The majority of the data can be collected through Decision Support by the Research 

Coordinator. Please contact your MOVE Coach early on in the project to discuss how 

you will access the data and what you will need.  

 

When do you ask for data from Decision Support? 

 Decision Support data will have to be collected at one time point after all audits have 

been completed. Your MOVE Coach can provide you with a sample template of how to 

structure the data to be sent to Decision Support (if applicable).  
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5.0 Intervention Phase Activities 

5.1 Intervention 

When does the Intervention begin? 

 The Intervention begins after the completion of the pre-intervention audits. The 

intervention cannot begin before the pre-intervention audits end.   

 

What is the structure of the Intervention? 

 The intervention will last for a total of 8 weeks.  

 The intervention should focus on introducing early mobilization to the staff, culture of 

early mobilization and attitudes towards the elderly, and coaching of staff on various 

topics around mobilization. 

 There should also be emphasis on patient/family member education.  

 Sustainability of the initiative and ensuring that the initiative of early mobilization will 

continue even after the implementation of the education intervention is a key component 

of the intervention.   

 

What will guide local implementation of the Intervention?  

 The STEP Tool and the Readiness Assessment results will help guide you to select 

appropriate intervention strategies to implement on your unit  

 

What are the key messages of the Intervention? 

1) Encourage mobilization at least three times a day 

2) Mobilization should be progressive and scaled  

3) Mobility assessments should be implemented within 24 hours of the decision to admit 

 

What tools and resources are available? 

 The Central MOVE team will share all existing tools and resources.  Each hospital can 

choose to use these tools and resources as is, to adapt them, or to create new ones.  All 

tools and resources will be available on the MOVE Portal (see Section 1.1 of this 

Resource Manual) 
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How many staff do we need to reach for the intervention?  

 The goal is to reach 80% of inter-professional staff in a hospital unit. 

 

Are we required to use the same tools and resources for the intervention made available to us?  

 We will provide the existing tools and resources to your hospital.  Each hospital can 

adapt the Education Intervention according to their local needs and available resources. 

The mode of delivery can be adapted to suit individual needs of a hospital. Therefore, 

you can adapt the tools, use them as is, or create new tools and resources, as long as the 

key messages are retained. 

 

How do we engage patients/families in mobility education? 

 Patients and families can be engaged through the use of education materials, such as 

poster and pamphlets. Sample posters and handouts geared towards patients are available 

on the MOVE Portal.  You are welcome to incorporate additional intervention activities 

geared toward patients/families.  It is important to involve patients and their family 

members in the intervention.  When designing the intervention strategies, carefully think 

through which strategies would be most appropriate for your unit. 

 

Should staff record patient mobilization levels? 

 Part of the intervention is to promote the documentation of mobilization.  It is 

recommended that mobilization should be recorded for each day a patient is hospitalized.
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5.2 Using the Model for Improvement for MOVE 

The Model for Improvement is a method of implementing evidence-based practices that involves 

multiple cycles  of Planning, Doing, Studying, and Acting (PDSA cycles). The Model for 

Improvement (Figure 4) can be used in the MOVE project during the implementation phase. 

Rather than viewing implementation as a linear process, the implementation phase can be 

envisioned as multiple cycles of planning by setting goals and developing interventions, 

implementing the interventions, monitoring the progress made by implementation, and then re-

adjusting goals and plans based on your unit’s progress. PDSA cycles can happen multiple times 

throughout the implementation phase to continually adjust and monitor your intervention as a 

means to reach your overall goal.

Figure 4: Using the Model for Improvement with MOVE 
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5.3 Overview of Intervention Components  

Once you have completed pre-intervention phase, you will now begin the 8 week intervention at 

your hospital. Table 1 provides an overview of the core elements and structure of the 

intervention components.  This figure also outlines possible intervention strategies with 

examples of various tools and resources.  If you need further information on how to implement 

your intervention strategies contact your MOVE Coach. 

Table 1. Overview of Intervention Components  

 Core Elements Structure of Delivery 

R
eq

u
ir

ed
 

1. Education Component  which 

conveys 3 key messages:   

 Encourage mobilization at least 

three times a day 

 Mobilization should be 

progressive and scaled  

 Mobility assessments should be 

implemented within 24 hours of 

the decision to admit 

 

 8 weeks  

 

 Education: Provide staff 1 to 2 hours 

of education on the Culture of 

Mobilization and General Mobility 

Education  

 Coaching: Up to 1 hour per staff 

member 

 

 

2. Patient/Family Member Education  
Provide patient and family members 

education on the Culture of Mobilization 

and General Mobility Education  

3. Sustainability 
Develop and plan  mobilization 

sustainability strategies before and after 

intervention  

 Mode of Delivery Tools and Resources 

T
a
il

o
re

d
 t

o
 C

o
n

te
x
t 

 

 

Varies depending on the hospitals’  

barriers, facilitators, and resources 

 

Sample of Education Interventions: 

 Classroom education/in-service  

 Huddles 

 Fairs / Education days 

 One-to-one coaching 

 E-modules 

 

 

 Culture of Mobilization & Mobility 

Presentation  

 E-Modules 

 ABC Mobility Assessment 

 Poster on the Hazards of Immobility 

 Poster of mobility algorithm 

 Transfer and Ergonomics 

 Mobility Assessment 

 Natural Opportunities for Mobility 
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Below is a sample timeline of the Intervention delivered in one unit: 

**Please note this timeline is only a sample; the Intervention at your local hospital does not 

have to replicate this particular timeline and/or events** 

 

 

 

 

 

 

 

Timeline Activities 

Prior to the Intervention: 

Unit Familiarization/ Unit Engagement 

 

 

 

Meet with PCM/APN: 

 Initiatives specific to the unit, patient 

population, processes that may enhance the 

mobility initiative 

 How they engaged their staff in prior 

initiatives 

 Staff numbers (RN, PT/OP/PSP etc) 

 Outline timeline 

 Define roles 

 Unit processes (bullet rounds etc) 

 Expectations should be clear at this time 

(introduce the standard, documentation), 

show graphs from other floors 

 Set up presentation at unit council meetings  

 Provide toolkit to PCM/APN 

 

Other: 

 Book rooms, inform participants (current 

roll-out and other floors, new staff, 

returning staff) 

 Create presentation specific to patient 

population with generic presentation 

 Copies of presentation, folders, other 

handouts if applicable 

  

Goals of Education Intervention: 

 80% of staff attend education session 

 80% of MOVE Implementation Team receive Knowledge- to-Action (KTA) 

coaching  

 100% of patients are mobilized three times a day 

 100% congruency between visibility board and chart 

 Integration of mobility into unit processes 

Table 2. Sample timeline of Intervention  
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Timeline Activities 

Week 1: Initial Session 

 Education session  on Culture & Mobility (2 

hours)  

 Pre/post evaluation of knowledge around 

Culture of Mobilization 

 Evaluation of mobility session 

Weeks 1 to 3: Knowledge to Action (KTA) 

Support/introductory support on floor 

 

 

 Knowledge to Action 

 One-on-one training covering: care planning 

for mobility levels, documentation, care 

visibility boards, transfer of accountability 

 Module support when appropriate 

 Attendance at rounds to support mobility 

planning (KTA coach/coordinator) 

 Encourage use of census list or screen data 

to establish mobility levels 

 

Tools 

 Laminated colored version of the lanyard 

card of the mobilization algorithm to 

distribute to floor. 

 Laminated/enlarged algorithm 

 Hand-out lanyard cards after one-on-one 

coaching  

Week 2: KTA support 

 Evaluation and meeting with PCM/APN to 

provide feedback (clinical coordinator & 

Project manager) – provision of graphs 

 Swing back to staff to support mobility 

documentation 

 Feedback from PCM/APN to see how roll 

out is working 

 Provision of list of attendees  
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Timeline Activities 

Week 3: Preparation for 

Volunteers/sustainability 

 Introduce volunteer schedule, discuss with 

staff role of volunteer, team leader for 

volunteer, contra-indications specific to the 

floor, generation of list for volunteer using 

patient census list 

 Organize binder for volunteers 

 Continued KTA support 

Week 4: KTA support/ start of volunteers 

 Start of volunteer intervention on the floor 

 Continued KTA support, support for 

volunteers and process to support them 

 Orientation to floor, binder, staff 

introduction 

 Evaluation and provision of feedback to 

PCM/APN 

Week 5: KTA support/ volunteer integration 

 Evaluation and provision of feedback to 

PCM/APN 

 Swing back to staff to support mobility 

documentation 

 Provision of list of attendee’s 

 Integration of APN/ team leader/ champions 

in planning for sustainability 

 Role profiles/responsibilities 

Weeks 6 & 7: Planning sustainability 

 Wrap up, plan for sustainability  

 Maintenance of volunteer binder 

 Evaluation and provision of feedback to 

PCM/APN 

 

 

Week 8: Post Implementation support 

 

 

 

 Post implementation roll back  

 Follow-up with PCM/APN 

 Mgt of volunteers (binder, support, leaders 

and back up leaders in place) 

 Orientation information in place for new and 

returning staff  
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5.4 Tracking Intervention Components 

Who tracks the delivery of the intervention components?  

It is important for the Research Coordinator to track some critical information that will be used 

in the evaluation of the project.  This information will assist in secondary analysis as it might 

help explain the results of the data. The Education Coordinator will assist the Research 

Coordinator in tracking intervention strategies using the Process Evaluation Log (Figure 5) and 

also plan out interventions using the Intervention Planning Template (Figure 6) prior to 

intervention.   

The Process Evaluation Log and Intervention Planning Template are available on the MOVE 

Portal.  

 

 

 

 

 

 

 

 

 

 

Figure 6.   Example of a MOVE intervention planning entry 

 

Figure 5.   Example of completed Process Evaluation Log  
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6.0 Post-Intervention Phase Activities 

6.1 Evaluation Plan 

We will use mixed methods to evaluate the impact of the intervention, including: 

 

• An interrupted time series (ITS) design will be used to evaluate the impact on 

quantitative outcomes.  

- There will be 10 weeks of pre-intervention assessment. 

- The intervention will be rolled out for 8 weeks and then outcomes data will be 

collected in the subsequent 20 weeks.  

 

• The primary outcome is the proportion of patients aged 65 and older who are mobilized 

daily during their hospital stay.  

 

• The quantitative data on eligible patients will be collected by observation of the patient’s 

activity level, and by requesting data from the hospital’s decision support. 

 

• Qualitative data will be collected through completion of post-intervention interviews with 

the local MOVE Implementation Team.   

 

• Exit Surveys will be conducted with health care professionals, patients and their family 

members at the study conclusion. Exit Surveys will ask participants to rate their 

perceptions of the intervention and provide suggestions for facilitating sustainability.  

 

Using an integrated Knowledge Translation approach, the outcomes were selected and prioritized 

by the team members (including health care providers, educators, patient advocates and decision 

makers) to ensure that they are patient-centered and relevant to the institutions. Length of stay 

was not identified as the primary outcome given that many other factors contribute to this 

outcome which cannot be controlled in an interrupted time series. In addition, many stakeholders 

felt that patient-relevant outcomes, such as mobilization, should be the priority.  
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Outcomes that will be collected include (Table 3): 

 

 Outcome Definition Data Source 

P
ri

m
a
ry

 

Frequency of 

mobilization of patient  

% of unit census documented “not in 

bed” during audit 
Direct observation 

S
ec

o
n

d
a
ry

 

Length of stay  Days Decision Support 

Discharge destination  
% patients discharged to location 

other than LTC 
Decision Support 

Falls  # of incident reports filed Decision Support 

Injurious falls  # reported Decision Support 

Perceptions and 

satisfaction (patients 

/families and staff) 

Quantitative/Qualitative data Exit Surveys 

O
th

er
 Age 

 

Decision Support 

Gender 

 

Decision Support 

Table 3. MOVE project outcomes  
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Evaluation 

 

Time frame Data Source Assigned To Outcomes Data Usage Analysis 

/Publication / 

Presentation 

Readiness 

Assessment  

2-3 weeks prior to 

pre-intervention  

Staff on unit 

education is being 

implemented  

 

Education and 

Research 

Coordinators 

Readiness 

Assessment  

Assess 

organizational 

readiness to 

change 

 

 

Quantitative Data  

KT Knowledge 

Survey (pre 

and post)  

2-3 weeks prior to  

pre- intervention 

and 2-3 weeks 

after post-

intervention  

MOVE 

Implementation 

Team  

Central 

MOVE Team  

Knowledge 

Translation & 

Implementation  

Establishes 

trends about 

knowledge and 

experiences in 

KT before and 

after intervention  

 

Quantitative/ 

Qualitative Data 

Sustainability 

Survey (pre 

and post)  

1st week during  

pre-intervention 

and 1 week after 

post-intervention  

MOVE 

Implementation 

Team  

Central 

MOVE Team  

Sustainability  Predicts 

likelihood of 

sustainability on 

unit  

 

 

Quantitative/ 

Qualitative Data 

STEP Tool  4-6 weeks before 

implementation of 

education 

Staff on unit 

education is being 

implemented  

 

Education and 

Research 

Coordinators 

Barriers & 

Tailored 

Interventions  

To inform the 

design and 

implementation 

of the Education 

Intervention 

 

 

 

Quantitative Data 

Table 4: Summary of activities and data sources for evaluation  
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Evaluation 

 

Time frame Data Source Assigned To Outcomes Data Usage Analysis 

/Publication / 

Presentation 

Audits  Pre-

Intervention:  10 

weeks of data 

collection prior to 

implementation of 

education 

Intervention: 8 

weeks of 

intervention   

Intervention: 20 

weeks of post-

intervention data 

collection  

Direct observation 

of patients 65 

years and older 

admitted in the 

hospital with at 

least 1 co-morbid 

condition 

 

Research 

Coordinator 

% documented 

not in bed 

 

Establishes 

baseline trends 

prior to 

Education 

Intervention 

 

-Quantitative Time 

Series Analysis 

(ARIMA) 

-Table with mean 

frequencies of 

number of 

mobilization events 

- Times series trend 

graph 

Exit Surveys Conducted 

throughout  post-

intervention phase  

Patients/families 

Unit Staff  

 

Research 

Coordinator  

Perceptions of 

intervention and 

suggestions for 

improvement and 

sustainability 

To inform the 

future design of 

intervention and 

maintaining 

sustainability  

Quantitative/ 

Qualitative Data 

Decision 

Support Data 

Can be conducted 

in bulk at the end 

of the post-

intervention phase 

Decision Support Research 

Coordinator 

LOS, Age, 

Gender, 

Discharge  

Destination, 

Falls, Injurious 

Falls 

Establishes 

trends pre and 

post 

Quantitative Data  

Post- 

Intervention 

Interviews  

Conducted during 

post-intervention 

phase  

MOVE 

Implementation 

Team  

Central 

MOVE Team 

Perceptions of 

intervention and 

suggestions for 

improvement and 

sustainability 

To inform the 

future design of 

intervention and 

maintaining 

sustainability 

Qualitative Data  
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7.0 MOVE Intervention Resources 

 

This section provides examples of clinical resources that have been used to roll out the 

intervention in other hospitals. These resources have been provided as samples and sites have the 

option of adapting or creating new resources.  All of the educational resources and materials such 

as posters and presentations can be found on the MOVE portal. 

7.1 Presentations 

Several presentations are available on the MOVE Portal.  The following table lists the available 

presentations and the suggested method of delivery (Table 5). 

Table 5. Available presentations and method of delivery  

Presentation Title Method of Delivery 

Inter-professional Staff Education Classroom-based module 

MOVE- Mobilization Of Vulnerable Elders  E-Module 

MOVE ON+ Senior Friendly Hospitals E-Module 

Review of ABCs  Coaching 

Documentation  Coaching 

Transfer Techniques and Ergonomics  Coaching 

Natural Opportunities Coaching 

 

* In person – delivered either in an one-on-one coaching session or in an in-service format
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7.2 Evaluation of Classroom-Based Modules 

The following table is an evaluation template to evaluate a Classroom-Based Module intervention strategy.  

 

We are trying to improve our education and would greatly appreciate your feedback.  All responses are anonymous.  

Please rate your agreement with each of the following statements: 

 1 

Strongly 

Disagree 

2 

Disagree 

3 

Neutral 

4 

Agree 

5 

Strongly 

Agree 

1 

The presenter provided objectives for the 

session at the beginning of the 

presentation 

     

2 
The presentation was clear and well-

organized 
     

 

3 

The presentation increased my 

enthusiasm for his/her topic 
     

4 
The presenter established a good rapport 

with the audience 
     

5 
The presenter invited questions and 

participation from the audience 
     

6 
The format of the presentation was an 

effective way to convey information 
     

7 
The presentation changed my knowledge 

of mobilization 
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8 
The presentation changed my attitudes 

around mobilization 
     

9 

The presentation provided me with new 

skills with regard to how to mobilize 

patients 

     

10  

Based on the presentation, I plan to 

change my behavior around mobilizing 

patients 

     

 

Please provide an overall rating of the presenter and the presentation using the following scale: 

  Unsatisfactory 
Below 

Average 
Average 

Above 

Average 
Outstanding 

11 
What is your overall evaluation of this 

presenter? 
     

12 
What is your overall evaluation of this 

presentation? 
     

 

13. What did you like most about the presentation? 

14. How could the presentation be improved? 

15. Describe at least one thing that you will do differently in your work based on what you have learned today. 

16. Do you have any other comments?
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7.3 Huddles 

What are huddles? 

 Huddles are quick stand-up meetings that take place at the nursing station, usually by the 

project poster. 

 

 The aim of the huddle is to quickly go over the progress of the project and share success 

stories as well as help each other with immediate challenges that are affecting the 

mobilization of the patients. 

 

 The Education Coordinator can facilitate the huddle. 

 

 Huddles can happen as frequently as every shift, or as little as once a week. 
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7.4 Commercial Breaks 

Commercial breaks are an example of one of the intervention activities that have been delivered 

in one of the hospitals.  The idea is to have a one-minute break during multidisciplinary or bullet 

rounds to encourage mobilization.  During the one-minute break, the Education Coordinator (or 

someone else who is promoting mobilization on the unit) will play a song related to mobility. By 

making the commercial breaks a minute, it is more reasonable that they will be able to be done 

weekly. 

Examples of songs that have been used include: 

 Song segment: I'm Walkin’ by Fats Domino 

 Message: Get your ambulating patients to walk  

 Song segment: I Like to Move It by Real 2 Real 

 Message: Moving is the best thing you can do for your patients  

 Song segment: Mr. Bojangles by Jerry Jeff Walker (or cover band) 

 Message: "You might not get them (older people) to dance but you can get them 

to dangle"  

 Song segment: Brian Wilson by the Barenaked Ladies 

 Message: Either depression or to question the culture of bed. 

 Song segment: Diana's Lullaby by JoRane 

 Message: ageism, personhood, touchy-feely, Dr. Liu  has a story of a patient who 

had bacterial meningitis and looks very frail but was very engaged and active 

before and luckily after her hospitalization  
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7.5 Fairs 

One method of delivering the education and support a shift in practice is to hold a “fair” on the 

unit.  For example, in one hospital, fairs were held on more than one day and targeted different 

shifts.  All staff members were expected to attend.  The fair consisted of eight stations, and 

provided refreshments.  It took staff approximately 15 minutes to walk through the following 

eight stations: 

1. Project Introduction 

 Overview of the project 

 Mobility post: "Mobility is Not Lying in Bed" 

 Show MOVE Motions to Recovery video- Following 

link projected onto a screen or shown on a laptop: 

https://www.youtube.com/watch?v=MVymx7zH86A 

2. Documentation  

 What needs to be documented and how to find mobility information? 

 Discussion of "I thought she could ambulate but I'm not sure" (Covinsky et al., 2011) 

 The shortened algorithm (7 questions) and possibly lanyard cards 

3. Intra-professional/Mobilize 3x daily/Hazards of bed rest/ Patient & Family Pamphlet 

 Highlight "Team work" 

 Highlight the focus on ADLs as a way to optimize mobility 

 "How could you mobilize this patient 3x/day?" and if they flip over the card, there are 

some strategies on the back 

 Focus on the patient/family as part of the team and make sure that they are engaged and 

involved with the program (they will be getting a pamphlet, etc.) 

 "Question the culture of the bed" - hazards of bed rest, patients in 'sick role' where the 

bed legitimizes the admission, etc.  

4. Myth Busters  

 Senior -Friendly focused activity using a laptop  

5. Loss of strength station (run by PTs) 

https://www.youtube.com/watch?v=MVymx7zH86A
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 Demonstrate the loss of muscle strength with bed rest by getting the participant to lift the 

different weights and "feel/experience" the difference 

 Use a 2.5, 5 and 7.5/10 pound weight to demonstrate the loss of muscle strength, loss of 

5%/day, so 10 days of bed rest results in 50% decrease in strength. Age related body 

composition changes result in seniors have less muscle strength at baseline which makes 

them at risk for functional decline and disability.  

 Loss of muscle strength greatest in legs 

 Loss of quadricep strength makes the patient vulnerable to functional decline and 

dependence 

6. Sit at the side of the bed station  

 Set up bed  

 Teach people how to get someone to sit at the side of the bed safely 

7. Reflection, Feedback, Evaluation, Food & Hydration Station  

 Provide post-it notes, so that participants can provide comments with respect to 

usefulness, what worked well, what could be improved 

 May also be an opportunity to further explore barriers about the project which could be 

used to inform the Knowledge to Practice coaching and/or brought to the unit champions 

for further exploration and feedback 
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7.6 Other Intervention Ideas 

There are other intervention ideas in addition to those listed above.  The following is a table 

(Table 6) of additional activities that were used to educate both health professionals/staff as well 

as patients and their family members about mobility during MOVE.  Please feel free to ask your 

MOVE Coach for more information about any of these.  

Table 6. Additional intervention activities  

Intervention 

Senior Fair (contest) 

Poster displays on unit (for Staff and Patients) 

Nurse/Staff bullet rounds, daily tips 

Markers in the hallway used to document mobility/motivate patients 

Volunteer education training 

Staff newsletter 

Grand Rounds/Presentations 

 

 

 

 

 

 

 

 

 



 
 

 

Resource Manual   -    51 

 

8.0 Sustainability 

8.1 What is sustainability and why is it important? 

 

 Sustainability can be defined as the, “continued ability of an innovation 

(infrastructure or program) to meet the needs of its stakeholders” [Johnson et al., 

2004]. Sustainability involves consideration of the following key factors [Wiltsey 

Stirman et al., 2012]:  

 

1. Whether, and to what extent, the core elements (the elements most closely 

associated with desired health benefits) are maintained;  

2. The extent to which desired health benefits are maintained or improved over time 

after initial funding or supports have been withdrawn;  

3. The extent, nature, and impact of modifications to the core and 

adaptable/peripheral elements of the program or innovation; and  

4. The continued capacity to function at the required level to maintain desired 

benefits. 

 

 Sustainability is often confused or used interchangeably with the term 

‘institutionalization’; however, there is a distinction. Institutionalization refers to, “the 

long-term viability and integration of a new program or intervention within an 

organization” [Goodman &Steckler, 1989]. It is sometimes thought of as the integration 

[of the intervention] into business as usual [Johnson et al., 2004]. 

 

 Sustainability is a unique and dynamic stage of the implementation process that 

requires attention and planning early on. While monitoring and evaluation during and 

directly following implementation is essential, it is equally important to understand the 

long-term impacts of your intervention.  

 

 It is important to understand how the impacts of the intervention may change if some, 

but not all, of the intervention components that were initially implemented are 

sustained.  Specifically, think about the following questions: 

 

1. How does modifying the intervention from its original design affect desired health 

outcomes? This question addresses the issue of fidelity, or the extent to which 

intervention components are delivered as intended [Dumas et al., 2001]. 

2. How does this align with stakeholder goals for the intervention?  

3. At what point is discontinuation or replacement with an alternative option 

appropriate or advisable? 
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8.2 What factors influence sustainability? 

 

A systematic review of 125 peer-reviewed articles revealed that many factors affect the 

likelihood that an intervention will be sustained in the long-term [Wiltsey Stirman et al., 2012]. 

These factors were grouped according to four main categories: 

 

1. Innovation [or intervention] characteristics. This includes factors such as fit, 

adaptability, intervention effectiveness and ability to maintain fidelity/integrity. 

 

2. Context. This includes organizational culture, leadership, and policies among other 

setting characteristics. 

 

3. Capacity. Examples include champions [internal or external to the implementation 

setting], funding, workforce capacity, and stakeholder involvement/support.  

 

4. Processes and interactions. Such as adaptation, evaluation and feedback, training and 

education, navigating competing demands, planning, and collaboration/partnership. 

 

8.3 Strategies to Facilitate Sustainability 

 

Consider the following strategies with your site implementation team when developing a 

sustainability plan for the MOVE intervention at your site. 

 

1. Build administrative structures and linkages. 

 How can the intervention be integrated with other ongoing initiatives or activities 

on the unit? 

 

2. Identify Champions. 

 Who would make an effective leader to promote mobility and motivate staff on 

the unit? Remember champions do not have to be in management positions, but 

can be identified among your peers. 

 

3. Explore resources. 

 What are alternative funding opportunities you can explore?  

 

4. Develop policies and procedures. 
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 How can the intervention components be integrated into routine processes? 

Would a unit or organizational level policy statement help to ensure the 

intervention is continued? 

 

5. Enlist expertise. 

 Who is knowledgeable in the area of mobility and could act as a resource for 

staff? For example, the physiotherapist, occupational therapist or clinical 

educator could make great content experts. 

 

6. Work with voluntary and temporary staff [students, residents, volunteers]. 

  Take advantage of the skillful capacity that comes to the unit in the form of 

students, residents, and volunteers.  

 Help to train these individuals on manageable tasks that would help to support 

intervention activities [e.g., chart audits and brief feedback reports]. 

 

7. Promote fidelity-maintenance.  

 How could activities such as training and supervision, audit and feedback, 

checklists, or reminders help the intervention to continue? 

8.4 Recommendations from the Frontline 

Recommendations to increase sustainability beyond the point of the intervention phase were 

elicited from staff members from hospitals that participated in the MOVE iT and MOVE ON 

projects during post-intervention interviews. These strategies can also be effectively applied to 

MOVE. 

 

 Establish a clear presence of leaders on the unit who are supportive of the intervention 

and can help to monitor and/or reinforce intervention activities. 

 

 Identify champions on the unit who will continue to promote mobility and motivate staff 

to continue with the intervention activities. 

 

 Create a reminder system to incorporate the intervention components into staff members’ 

daily work routine. For example, one participant proposed making lanyards for health 

care providers containing tips on how to increase mobility throughout the day. 

 

 Staff also suggested establishing standardized processes to capture and document 

mobility in conjunction with regular audits (e.g., visual audits and chart audits) as well as 

through outcome updates in order to review and ensure objectives were being sustained.  

 Participants also recognized ‘integration’ as a way to increase sustainability efforts and 

recommended integrating the intervention with other related initiatives and hospital unit 

processes.  In linking several related initiatives, already limited resources may be better 
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utilized, and ultimately better able to support the intervention over a longer period of time 

(i.e., beyond the funding period of the study).    

8.5 Additional Resources 

If you are interested in learning more about sustainability, the following articles can be 

referenced. You may also consider adapting the Sustainability Planning Model [Johnson et al., 

2004] depicted below (Figure 7) as a framework to support your working group in sustainability 

planning. 

 
Figure 7. The Sustainability Planning Model (adopted from Johnson et al., 2004) 

 
Peer-Reviewed Journal Articles 

Montelpare, W., Biden, E., Lee, P., Sheps, S., Dubois, C.A., &Brault, I. (2008). The future of the 

regional training centres: Planning for sustainability. Healthcare Policy, 3, 131- 140. 

 

Scheirer, M.A. (2005). Is sustainability possible? A review and commentary on empirical studies 

of program sustainability.American Journal of Evaluation, 26, 320- 347. 

 

Sridharan, S., Go,. S., Zinzow, H., Gray, A., & Gutierrez, B. (2007). Analysis of strategic plans 

to assess planning for sustainability of comprehensive community initiatives. Evaluation and 

program planning, 30, 105- 113. 

 

Tibbits, M.K., Bumbarger, B.K., Kyler, S.J., & Perkins, D.F. (2010). Sustaining evidence-based 

interventions under real-world conditions: Results from a large-scale diffusion project. 

Prevention Science, 11(3), 252- 262. 
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9.0 Background Research 

9.1 Prevention of Functional Decline in Hospitalized Older People 

Functional decline is common in older people who are admitted to hospital and this has been 

found to be more a consequence of hospitalization than of their presenting illness.[3,10-12]  For 

example, a study conducted on inpatient medicine units found that almost 20% of older in-

patients who were independently ambulant 2 weeks prior to their admission required assistance 

at discharge.[12] Older patients have decreased muscle mass; when on bed rest, they lose muscle 

strength at a rate of 1-5% per day.[12] They can quickly become de-conditioned in hospital to 

the point of being unable to ambulate. One third of older adults develop a new disability in an 

activity of daily living during hospitalization and half of these are unable to recover function. 

Less than 20% of patients admitted to hospitals are mobilized regularly.[13]  Data from 

observations on inpatient units conducted in 2010 at Sunnybrook Health Sciences Centre found 

that less than 30% of patients were mobilized regularly in hospital. 

Evaluation of early mobilization strategies (defined as assessing patients for mobility and 

functional status within 24 hours of admission and encouraging appropriate activity 

immediately) have demonstrated their benefits in stroke patients,[5] orthopaedic patients, 

ventilated patients in the intensive care unit [6] and in patients with community acquired 

pneumonia[7].  In these patients, early mobilization protocols have been shown to decrease acute 

care length of stay (adjusted absolute difference of 1.1 days [95% confidence interval [CI] 0.0 to 

2.2 days])[7]; shorten duration of delirium (median of 2 days [inter-quartile range 0.0 to 6.0] 

versus 4 days [inter-quartile range 2.0 to 8.0]) [6]; improve return to independent functional 

status (odds ratio [OR] 2.7 [95% CI 1.2 to 6.1]); decrease risk of depression (OR 0.14 [95% CI 

0.03 to 0.61])[5]; and increase rates of discharge to home (26.2% versus 2.4% at 7 days)[8,9].  

Moreover, it is well known that immobility in hospitalized patients is a risk factor for venous 

thromboembolism[14] and that venous thromboembolism prophylaxis is underutilized.[15]  Most 

studies described a strategy to encourage range of motion exercises in intubated patients, or 

strategies to change from horizontal to upright position for at least 20 minutes within 24 hours of 

hospitalization, and progressive movement with each subsequent day of hospitalization.   

In a Cochrane systematic review of multidisciplinary exercise interventions for acutely 

hospitalized (where exercise was defined as any physical intervention program designed to 

maintain or improve a patient’s strength or functional status), older medical patients identified 9 

moderate to high quality trials that enrolled more than 4000 patients.[4]  Multidisciplinary 

exercise interventions were found to increase hospital discharge to home (number needed to treat 

16 [95% confidence interval [CI] 11 to 43]), and decrease hospital length of stay (weighted mean 
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difference -1.2 days [95% CI -1.9 to -0.2]) and total hospital costs (weighted mean difference -

279 [95% CI -492 to -65]).[4]  Indeed the review found that with exercise, patients may go home 

1 day earlier, and 6 more patients out of 100 may go home instead of to a nursing home or other 

care facility. Also, these interventions may reduce hospital costs by $300 per patient per hospital 

stay.[4]  An individual patient data meta-analysis by the same authors identified that patients 

who require assistance or supervision to ambulate at admission are most likely to benefit from 

inpatient exercise.[16]  
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9.2 Evidence to Support Implementation of Early Mobilization in 

Hospitalized Older People 

Our KT approach is informed by the knowledge-to-action (KTA) cycle developed by Graham et 

al.[17] It highlights processes relating to knowledge creation, distillation and use. In this model, 

the knowledge creation funnel represents knowledge generation, synthesis and development of 

knowledge tools. The action parts of the cycle include the processes needed to implement 

knowledge in health care settings namely problem identification, assessment of determinants of 

KT; selecting, tailoring, implementing and evaluating KT interventions; and determining 

strategies for ensuring sustained knowledge use.  

The MOVE project is structured by each step of the cycle:  

Action cycle step MOVE project activity 

Problem identification Systematic reviews and research evidence 

determining a know-do gap in mobilization 

Assessment of determinants of KT Readiness assessment, based on a review of valid 

and reliable organizational readiness measures 

STEP Tool, based on a behavior change 

framework by Michie and colleagues (ref) and 

data from previous iterations of MOVE 

Coaching 

Selecting, tailoring, and implementing KT 

interventions 

Intervention mapping, based on the COM-B 

framework and systematic reviews on 

implementation strategies 

Coaching 

Evaluating KT interventions Process and outcomes evaluations 

Determining strategies for ensuring sustained 

knowledge use 

Sustainability planning, based on National Health 

Service planning surveys and strategies
1
 

 

                                                                 
1
 NHS Institute for Innovation and Improvement.  Sustainability Model. 

[http://www.institute.nhs.uk/sustainability_model/] 
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The focus of implementation in the MOVE project will be on tailoring implementation strategies 

to staff on participating hospital units to change early mobilization attitudes and behaviours.  

Tailored strategies are defined as strategies to improve professional practice that are planned, 

taking into account prospectively identified barriers to change. A high level of tailoring can 

make a bigger impact than a moderate level of tailoring [32]  

The MOVE project focuses on education for health care professionals (using small group, case-

based discussions) to affect behaviour change, but sites that have previously participated in 

MOVE have also used local opinion leaders, dissemination of educational materials and decision 

support (e.g. an order set).  In their systematic review of more than 200 trials of guideline 

implementation strategies, Grimshaw and colleagues found that on average, any of these 

interventions can produce an absolute change in behaviour of approximately 10%.[33]  O’Brien 

and colleagues completed a high quality systematic review (AMSTAR =8) of 32 studies 

evaluating educational meetings for health care professionals and found small group, interactive 

sessions can change behaviour.[34]  In their medium quality (AMSTAR = 7) systematic review 

of 12 trials of opinion leaders, Doumit and colleagues[35] found opinion leaders (defined as 

providers nominated by colleagues as being educationally influential) with or without another 

intervention were generally effective for improving appropriate care with medium effect sizes.  

Eight high quality systematic reviews (AMSTAR 8 to 9) of the impact of distribution of 

education materials have been identified that target health care professionals.[21,25,30,31,36,37]  

These interventions include distribution of printed recommendations for clinical care that can be 

delivered personally or through mass mailings.  These reviews found printed materials to be 

generally effective with an average effect size of approximately 8%.  These interventions are 

relatively inexpensive and easy to deliver and scale up.  Several medium and high quality 

systematic reviews of computerised decision support systems for health care professionals 

(including electronic order sets) found that these can also change behaviour.[38] 

The MOVE project also includes education and behaviour change support for patients and their 

family members.  Systematic reviews of education interventions for patients suggest that they are 

effective when used in combination with other strategies.[33,38]  For example, when they are 

used as part of a self-management strategy or with interventions to support behaviour change, 

education materials can be effective.  Therefore our education interventions for patients and 

family members promote mobilization in-hospital including instructions on range of motion 

exercises and actionable messages about frequency of mobilization.     
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9.3 Alignment of MOVE with Other Hospital Initiatives 

Implementation of best practices focusing on early mobilization of older patients in hospital will 

produce benefits in patient and system level outcomes.  As mentioned previously, systematic 

reviews of randomised trials of early mobilization interventions have shown decreased length of 

stay (by 1 day per patient) and improved functional status in older people.  These strategies also 

have the potential to reduce system pressures such as ALC days since patients are less likely to 

require admission to long-term care following implementation of an early mobilization strategy. 

The systematic review described previously[4] found that with exercise, 6 more patients out of 

100 may go home instead of to a nursing home or other care facility. Evidence also suggests that 

this intervention is cost-saving for hospitals, reducing costs by $300 per patient per hospital 

stay.[4]  Given that seniors currently account for 63% of acute inpatient days and 43% of 

provincial health expenditures in Ontario, this intervention has the potential to make a 

substantive impact on inpatient days and hospital expenditures. 

This project builds on this foundational work and is directly aligned with several Quality 

Improvement Plan dimensions including safe, effective, accessible, and patient-centred care. 

Safety of patients can be measured through avoidance of pressure ulcers and de-conditioning 

which are both consequences of immobilization of hospitalized older people.  Effectiveness can 

be assessed through length of stay in hospital, percent ALC days, admission to long-term care, 

and compliance with the mobilization strategy.  Access to quality care for seniors is a primary 

focus of this proposal; the elderly represent a vulnerable population and implementation of the 

early mobilization strategy will optimize their care.  Finally, this intervention is focused on 

patient-centred care, ensuring that the patients’ functional status is not reduced with 

hospitalization.   
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