EDITORIAL

Mobility Assessment in the Hospital: What Are the “Next Steps”?
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Mobility impairment (reduced ability to change body po-
sition or ambulate) is common among older adults during
hospitalization! and is correlated with higher rates of read-
mission,? long-term care placement,’ and even death.* Al-
though some may perceive mobility impairment during hos-
pitalization as a temporary inconvenience, recent research
suggests disruptions of basic activities of daily life such as
mobility may be “traumatic” ° or “toxic” to older adults
with long-term post-hospital effects.” While these studies
highlight the underestimated effects of low mobility during
hospitalization, they are based on data collected for research
purposes using mobility measurement tools not typically uti-
lized in routine hospital care.

The absence of a standardized mobility measurement tool
used as part of routine hospital care poses a barrier to es-
timating the effects of low hospital mobility and programs
seeking to improve mobility levels in hospitalized patients.
In this issue of the Journal of Hospital Medicine, Valiani et al.8
found a novel approach to measure mobility using a univer-
sally disseminated clinical scale (Braden). Using the activity
subscale of the Braden scale, the authors found that mobil-
ity level changes during hospitalization can have a striking
impact on post-discharge mortality. Their results indicate
that older adults who develop mobility impairment during
hospitalization had higher odds of death, specifically 1.23
times greater risk, within 6 months after discharge (23% de-
creased chance of survival). Most of the risk applies in the
first 30 days and remains to a lesser extent for up to 5 years
post-hospitalization. An equally interesting finding was that
those who enter the hospital with low mobility but improve
have a 46% higher survival rate. Again, most of the benefit
is seen during hospitalization or immediately afterward, but
the benefit persists for up to 5 years. A schematic of the re-
sults are presented in the Figure. Notably, Valiani et al.® did
not find regression to the mean Braden score of 3.

This novel use of the Braden activity subscale raises a
question: Should we be using the Braden activity compo-
nent to measure mobility in the hospital? Put another way,
what scale should we be using in the hospital? Using the Bra-
den activity subscale is convenient, since it capitalizes on
data already being gathered. However, this subscale focus-
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FIG. Changes in admission mobility level impact post-hospitalization survival.

es solely on ambulation frequency; it doesn’t capture other
mobility domains, such as ability to change body position.
Ambulation is only half of the mobility story. It is interesting
that although the Braden scale does have a mobility subscale
that captures body position changes, the authors chose not
to use it. This begs the question of whether an ideal mobility
scale should encompass both components.

Previous studies of hospital mobility have deployed tools
such as Katz Activities of Daily Living (ADLs)’ and the
Short Physical Performance Battery (SPPB),!° and there is
a recent trend toward using the Activity Measure for Post-
Acute Care (AM-PAC).!! However, none of these tools, in-
cluding the one discussed in this review, were designed to
capture mobility levels in hospitalized patients. The Katz
ADLs and the SPPB were designed for community living
adults, and the AM-PAC was designed for a more mobile
post-acute-care patient population. Although these tools do
have limitations for use with hospitalized patients, they have
shown promising results.!®!?

What does all this mean for implementation? Do we have
enough data on the existing scales to say we should be im-
plementing them—or in the case of Braden, continuing to
use them—to measure function and mobility in hospital-
ized patients? Implementing an ideal mobility assessment
tool into the routinized care of the hospital patient may be
necessary but insufficient. Complementing the use of these
tools with more objective and precise mobility measures (eg,
activity counts or steps from wearable sensors) would greatly
increase the ability to accurately assess mobility and poten-
tially enable providers to recommend specific mobility goals
for patients in the form of steps or minutes of activity per
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day. In conclusion, the provocative results by Valiani et al.®
underscore the importance of mobility for hospitalized pa-
tients but also suggest many opportunities for future research
and implementation to improve hospital care, especially for
older adults.

Disclosure: Nothing to report.
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