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Abstract:  
 

Nursing and physical therapy interventions play a crucial role in addressing the 

functional decline often observed in hospitalized patients. Effective communication and 

collaboration between nurses and physical therapists are essential to create 

individualized care plans that prioritize mobility and functional independence. Early 

mobility programs, guided by skilled professionals, significantly reduce the risk of 

deconditioning and promote overall patient well-being. Nurses can incorporate mobility 

assessments into their daily routines, encouraging simple activities like sitting up, 

standing, or walking, while physical therapists design specific exercise regimens 

tailored to each patient's capabilities. These interventions not only enhance physical 

function but also contribute to faster recovery times, shorter hospital stays, and 

improved patient satisfaction. The prevention of functional decline in hospitalized 

patients requires a multidisciplinary approach, emphasizing education and engagement 

of both patients and their families. Nurses play a pivotal role in educating patients about 

the importance of maintaining mobility and encouraging them to participate actively in 

their recovery plans. In tandem, physical therapists provide hands-on support and 

expertise, refining rehabilitation techniques that foster strength and endurance. By 

utilizing evidence-based practices and ongoing assessments, healthcare teams can 

identify patients at risk of functional decline early and implement targeted 

interventions. Together, nursing and physical therapy initiatives ensure a more holistic 

approach to patient care, ultimately enhancing recovery outcomes and reducing the 

burden of hospital-related deconditioning. 

 

1. Introduction 
 

The hospital, as a modern institution, stands as a 

monument to humanity's capacity to diagnose, treat, 

and cure acute disease. Its primary mission is 

unambiguous: to stabilize life-threatening 

conditions, administer targeted therapies, and 

provide a controlled environment for recovery from 

illness or injury. For centuries, the metrics of 

successful hospitalization have been predictably 

clinical—normalization of vital signs, resolution of 

infection, stabilization of cardiac output, or 

successful surgical intervention. Yet, an insidious 

and frequently overlooked outcome has persistently 

shadowed these biomedical triumphs: the profound 

and often irreversible loss of a patient’s functional 

independence. This phenomenon, known as 

hospital-associated functional decline (HAFD) or 

hospital-acquired disability, represents a pervasive 

contradiction in modern care. It is the process by 

which a patient, despite successful treatment of the 

primary admitting diagnosis, emerges from the 

hospital less capable than when they entered, 

having lost a significant degree of autonomy in 

performing the basic and instrumental activities of 

daily living (ADLs and IADLs) that define selfhood 

and quality of life [1]. This decline is not a benign 

byproduct of convalescence but a serious iatrogenic 

complication, a silent epidemic that undermines the 

fundamental covenant of healing and inflicts a 

cascade of personal, familial, and socio-economic 

harm. 

The historical roots of this epidemic are deeply 

embedded in a well-intentioned but ultimately 

flawed medical paradigm: the prescription of bed 

rest. For generations, rest was considered 

synonymous with recovery, a therapeutic 

imperative believed to conserve energy, reduce 

pain, and prevent complications. This cultural and 

clinical norm created an environment where 

patients were passively confined to their beds, often 

attached to a tangle of monitoring lines and tubes, 

transforming the hospital room from a place of 

active recovery into a space of enforced idleness. 

However, late 20th-century research began to 

dismantle this dogma, revealing the "dangers of bed 

rest" with startling clarity. We now understand that 

the human body is an organism designed for 

movement, and its systems begin to deteriorate with 

alarming speed under conditions of enforced 

immobility [2]. What was once considered therapy 

is now recognized as a potent toxin, initiating a 

catastrophic and multisystem cascade of 

deconditioning that attacks the very foundations of 

functional capacity. 

The pathophysiology of this decline is a complex, 

synergistic process. Musculoskeletally, skeletal 

muscle is exquisitely sensitive to disuse. Within the 

first 72 hours of bed rest, a shift in protein 

metabolism occurs, favoring catabolism over 

anabolism, leading to rapid loss of muscle mass and 

strength—a condition termed sarcopenia of 

hospitalization. This atrophy is not uniform; anti-

gravity muscles like the quadriceps and gluteals are 

disproportionately affected, directly impairing the 

ability to rise from a chair, stand, and walk [3]. 

Concurrently, bone remodeling is disrupted, 

accelerating demineralization and increasing 

fracture risk. The cardiovascular system undergoes 

dramatic deconditioning. Plasma volume contracts, 



Mohammad Maflah R Alenezi, Abrar Abdallh Ali Omar, Wesam Abdullah F Alruwaili, Alanazi, Albardari Mohammd A et al.  / IJCESEN 10-4(2024)3080-3088 

 

3082 

 

cardiac preload decreases, and the autonomic 

regulation of heart rate and vascular tone becomes 

impaired, leading to orthostatic intolerance—a 

simple act of standing provoking dizziness, 

tachycardia, and a risk of syncope [4]. Ventilatory 

function suffers as the diaphragm ascends in the 

supine position, lung volumes decrease, and 

atelectasis develops in the dependent lung zones, 

reducing oxygenation and predisposing to 

pneumonia. 

Perhaps most insidiously, the neurological system 

is profoundly affected. The impoverished 

environment of a hospital room—often 

characterized by sensory monotony, sleep 

disruption, and social isolation—interacts with 

metabolic stressors to precipitate delirium, an acute 

brain dysfunction manifesting as inattention and 

disorganized thinking. Delirium is not merely a 

transient confusion; it is a powerful independent 

predictor of long-term cognitive impairment and 

functional dependency [5]. Furthermore, 

immobility itself disrupts proprioceptive input and 

motor planning, eroding balance and coordination. 

This physiological unraveling is exacerbated by a 

host of other iatrogenic factors: polypharmacy, 

where sedatives and opioids directly impair 

cognition and mobility; inadequate nutritional 

intake due to anorexia, unpalatable food, or nil-by-

mouth orders for procedures; and the pervasive 

"pathoculture" of the hospital that prioritizes 

diagnostic testing, procedural efficiency, and 

documentation over the fundamental human needs 

of movement, nourishment, and social connection 

[6]. 

The personal consequences of this functional 

erosion are devastating. For the individual patient, 

the loss of the ability to bathe, dress, toilet, or walk 

independently is an assault on dignity and 

personhood. It translates directly to a loss of 

freedom, autonomy, and control. This 

psychological trauma often manifests as depression, 

anxiety, and a pervasive fear of falling, which itself 

becomes a disabling barrier to rehabilitation [7]. 

The clinical outcomes are starkly negative: patients 

with HAFD experience longer lengths of stay, 

higher rates of hospital-acquired infections 

like Clostridium difficile and catheter-associated 

urinary tract infections, increased incidence of 

pressure injuries, and a greater likelihood of being 

discharged not to their homes but to institutional 

post-acute care facilities such as skilled nursing 

homes [8]. The ripple effects extend far beyond 

discharge. These patients face a dramatically 

elevated risk of unplanned readmission within 30 

days, as their depleted physiological reserves leave 

them vulnerable to the slightest new health threat. 

Most gravely, hospital-acquired functional decline 

is associated with increased medium- and long-term 

mortality, independent of the original disease 

severity [9]. Surviving the illness only to succumb 

to the consequences of immobility represents a 

profound failure of the care system. 

The societal and economic burdens are equally 

staggering. Functional dependency is the primary 

driver of long-term care costs. Each patient 

discharged to a skilled nursing facility represents a 

massive and sustained financial outlay, often 

funded by public programs like Medicare and 

Medicaid. The cycle of readmission further strains 

healthcare budgets [10]. Beyond direct medical 

costs, there is the incalculable loss of productivity 

and the immense physical, emotional, and financial 

strain placed on family caregivers, who may be 

forced to reduce work hours or leave employment 

entirely to provide necessary support. In an era of 

aging global populations and increasing fiscal 

pressures on health systems, the preventable 

disability generated within hospitals is an 

unsustainable drain on resources. 

 

2. Understanding the Pathophysiology and Risk 

Factors of Functional Decline 
 

To effectively prevent functional decline, clinicians 

must first understand its multifactorial etiology. 

The process is not singular but a complex interplay 

between the patient's baseline vulnerabilities and 

the stressors imposed by acute illness and 

hospitalization. The foundational concept is "post-

hospital syndrome," a state of heightened 

vulnerability lasting weeks after discharge, 

characterized not by the original illness but by 

generalized risk for adverse health events [5]. At 

the physiological core lies disuse atrophy. Skeletal 

muscle is remarkably plastic; even short periods of 

immobilization can lead to rapid loss of muscle 

mass and strength, a condition accelerated in older 

adults due to anabolic resistance [6]. This 

sarcopenia of hospitalization is particularly 

detrimental to lower limb strength, directly 

impairing ambulation and transfer ability. 

Simultaneously, cardiovascular deconditioning 

occurs, with reduced cardiac output, orthostatic 

intolerance, and decreased aerobic capacity. 

Pulmonary function is compromised by supine 

positioning and shallow breathing, increasing the 

risk of atelectasis and pneumonia [7]. The 

neurological system is equally affected. Prolonged 

bed rest and sensory deprivation can precipitate 

delirium—an acute confessional state linked to 

poor lighting, sleep disruption, and immobility—

which itself is a powerful independent predictor of 

functional decline and cognitive impairment long 

after discharge [8]. Furthermore, hospitalization 
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often disrupts nutrition, with patients experiencing 

inadequate intake due to anorexia, nil-by-mouth 

orders for tests, or difficulty feeding themselves, 

leading to catabolic states that fuel muscle wasting. 

Identifying patients at highest risk is crucial for 

targeting interventions. Key risk factors include 

advanced age, pre-existing frailty, cognitive 

impairment, pre-admission functional limitations, 

specific diagnoses like heart failure or sepsis, and 

the presence of geriatric syndromes such as falls or 

incontinence [9]. Notably, the risk is not confined 

to the elderly; critically ill patients of all ages, 

especially those in intensive care units, are 

exceptionally susceptible to intensive care unit-

acquired weakness (ICU-AW), a severe form of 

functional decline involving both muscle and nerve 

damage [10]. A comprehensive geriatric assessment 

or similar structured evaluation at admission is 

essential to stratify risk and guide personalized care 

plans aimed at functional preservation from the 

moment of hospitalization [11]. 

 

3. Nursing Interventions: The Bedside 

Foundation for Functional Preservation 
 

Nursing staff, with their 24-hour presence at the 

patient's bedside, are the cornerstone of any 

strategy to prevent functional decline. Their role 

transcends traditional care to encompass a 

philosophy of proactive mobility and autonomy 

promotion. The first and most impactful nursing 

intervention is the systematic promotion of early 

and frequent mobilization. Moving beyond the 

outdated "bed rest" order, nurses integrate mobility 

into every patient interaction. This begins with the 

fundamental activity of sitting upright. For most 

patients, sitting out of bed for meals is a non-

negotiable first step, combating orthostatic 

hypotension, improving ventilation, enhancing 

alertness, and facilitating social interaction [12]. 

Progressive mobility protocols, often nurse-driven, 

provide structured guidelines. These protocols 

outline stepwise goals, from passive range-of-

motion exercises for bedbound patients, to active 

exercises in bed, to sitting on the edge of the bed 

(dangling), transferring to a chair, marching in 

place, and finally, ambulating in the room and 

hallway [13]. 

The "Sit Up, Get Dressed, Get Moving" initiative 

exemplifies this philosophy. Encouraging or 

assisting patients to wear their own daytime 

clothing rather than hospital gowns is a 

psychologically and physically empowering act that 

normalizes activity and reinforces the expectation 

of participation in recovery [14]. Nursing care 

activities are deliberately used as mobility 

opportunities. During routine vital sign checks or 

medication administration, nurses can encourage 

patients to perform ankle pumps or gluteal 

squeezes. Assisting with toileting involves a 

transfer to a bedside commode or a walk to the 

bathroom rather than relying on a bedpan, which 

itself represents significant functional activity [15]. 

Environmental modifications by nursing staff are 

also vital. Ensuring the bed is at the lowest position, 

that call lights, water, reading glasses, and personal 

items are within easy reach, and that rooms are 

well-lit and clutter-free promotes safe independent 

movement and reduces fall risk while encouraging 

activity. 

Beyond mobility, nurses play a critical role in 

managing the synergistic conditions that accelerate 

decline. They are primary agents in delirium 

prevention through reorientation strategies, 

ensuring sensory aids are available, maintaining 

sleep-wake cycles by minimizing nocturnal 

disturbances, and promoting hydration [16]. 

Nutritional support, through monitoring intake, 

providing feeding assistance, and collaborating 

with dietitians, addresses the catabolic driver of 

muscle loss. Perhaps most importantly, nurses 

practice therapeutic communication that motivates 

and empowers. They use language that promotes 

self-efficacy, set achievable functional goals with 

the patient, and provide positive reinforcement for 

effort, thereby addressing the psychological barriers 

to activity such as fear of pain or falling [17]. This 

holistic, embedded approach makes nursing care 

the continuous, foundational layer of functional 

preservation. 

 

4. Physical Therapy Interventions: Specialized 

Assessment and Targeted Rehabilitation 
 

While nursing provides the continuous foundation 

for mobility, physical therapists (PTs) bring 

specialized expertise in movement science, 

assessment, and the prescription of targeted 

therapeutic exercise. Their role is diagnostic and 

prescriptive, identifying specific impairments and 

designing individualized plans to remediate them. 

The PT's intervention begins with a comprehensive 

functional assessment, using validated tools such as 

the Functional Independence Measure (FIM), the 

Short Physical Performance Battery (SPPB), or gait 

speed analysis. These metrics provide a baseline 

and allow for objective monitoring of progress [18]. 

For critically ill patients, PTs perform detailed 

strength testing and use tools like the Medical 

Research Council (MRC) scale to diagnose ICU-

AW, guiding the intensity and type of intervention 

required [19]. 

A key evidence-based intervention in acute care PT 

is the implementation of early mobilization in the 
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Intensive Care Unit. Contrary to old paradigms of 

deep sedation and immobility, research 

demonstrates that even patients on mechanical 

ventilation can safely engage in PT-led activity, 

ranging from in-bed cycling and passive range of 

motion to sitting on the edge of the bed, and in 

some cases, standing and marching in place [20]. 

This early mobilization reduces ventilator days, 

decreases the incidence and severity of ICU-AW, 

and improves long-term functional outcomes. For 

the general medical-surgical patient, PTs design 

and supervise progressive resistance exercise 

programs. These are tailored to the patient's 

capacity and may include seated leg presses, knee 

extensions with ankle weights, or functional 

resistance exercises like repeated sit-to-stand 

transitions [21]. Resistance training is critical for 

counteracting sarcopenia by stimulating muscle 

protein synthesis and improving neuromuscular 

control. 

Balance training and gait rehabilitation are other 

core PT competencies. Fear of falling is a major 

obstacle to mobility. PTs address this through static 

and dynamic balance exercises, such as tandem 

standing, weight shifting, and reaching tasks, often 

progressing from parallel bars to less supportive 

environments [22]. Gait training focuses on 

restoring safe, efficient walking patterns, correcting 

abnormalities, and building endurance through 

hallway ambulation, often with appropriate 

assistive devices. Furthermore, PTs are experts in 

task-specific training, practicing the exact activities 

a patient needs to return home, such as stair 

negotiation, car transfers, or simulating household 

tasks. They also provide essential patient and 

family education on safe movement techniques, 

home exercise programs, and fall prevention 

strategies, ensuring continuity of care post-

discharge [23]. By providing this layer of targeted, 

dose-specific therapeutic activity, PTs address the 

deficits that nursing care alone cannot reverse, 

forging the critical link between basic mobility and 

restored functional independence. 

 

5. The Imperative of Interdisciplinary 

Collaboration and Standardized Protocols 
 

The prevention of functional decline is a 

quintessential team sport. Isolated efforts by 

nursing or therapy alone are insufficient and 

inefficient. The most successful models are 

characterized by profound interdisciplinary 

collaboration, breaking down traditional silos to 

create a unified, patient-centered approach. This 

collaboration is operationalized through structured 

communication frameworks and standardized 

protocols. One highly effective model is the 

creation of interdisciplinary mobility teams, often 

comprising nurses, nursing assistants, physical 

therapists, occupational therapists, and sometimes 

physicians [24]. These teams meet regularly, often 

daily during multidisciplinary rounds, to set a clear, 

shared mobility goal for each patient (e.g., "walk 50 

feet with a wheeled walker twice today"). This 

aligns all team members and ensures consistent 

messaging to the patient. 

The adoption of hospital-wide, nurse-driven 

mobility protocols is a transformative strategy. 

These evidence-based protocols, such as the 

"Mobility Action Plan" or "Walk for Your Life" 

initiatives, empower bedside nurses and nursing 

assistants to initiate and progress mobility without 

waiting for a PT consultation for every patient [25]. 

The protocol uses simple algorithms based on 

patient stability and mobility scores to determine 

the appropriate level of activity, from passive 

exercises to ambulation. This system dramatically 

increases the frequency and early initiation of 

mobility, leveraging the nursing staff's constant 

presence. Technology can enhance this 

collaboration. Shared electronic health record 

(EHR) documentation templates with prominent 

mobility goals and activity logs allow all disciplines 

to see real-time progress and plan accordingly [26]. 

Some institutions use whiteboards in patient rooms 

visible to the patient, family, and all staff, 

displaying the daily mobility target, thereby 

enhancing accountability and patient engagement. 

Leadership and institutional culture are the bedrock 

upon which collaboration is built. A culture that 

prioritizes functional outcomes requires buy-in 

from hospital administration, medical directors, and 

nurse managers. This is manifested in resource 

allocation for staffing and equipment, in policies 

that support mobilization (e.g., having ample chairs 

and walking aids), and in quality metrics that track 

functional outcomes alongside traditional clinical 

indicators like infection rates [27]. Education is 

continuous, ensuring all team members understand 

their role, the risks of immobility, and safe 

mobilization techniques. When nursing, therapy, 

medicine, and administration speak with one voice 

championing "every patient, every day, moving 

forward," the model shifts from reactive 

rehabilitation to proactive preservation, 

fundamentally changing the trajectory of recovery 

for hospitalized patients [28]. 

 

6. Challenges, Barriers, and Implementation 

Science in Clinical Practice 
 

Despite overwhelming evidence supporting these 

interventions, widespread implementation in 

clinical practice remains inconsistent, facing 
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significant structural, cultural, and perceptual 

barriers. A primary obstacle is resource limitation, 

particularly staffing shortages and high patient-to-

nurse ratios. Nurses often report feeling they lack 

the time and personnel to safely mobilize patients, 

especially those who are heavier, medically 

unstable, or connected to multiple lines and tubes 

[29]. Similarly, physical therapy departments may 

be understaffed, leading to delayed evaluations and 

limited treatment sessions. The physical 

environment of older hospital units, with small 

rooms, cluttered spaces, and inadequate equipment, 

can also impede safe mobility. 

Deeply ingrained cultural norms present another 

formidable barrier. The traditional medical model, 

which prioritizes diagnostic procedures and 

pharmacological management, can inadvertently 

reinforce passivity. The phrase "let the patient rest" 

remains prevalent among some clinicians and 

families, reflecting a fundamental misunderstanding 

of the hazards of bed rest [30]. Furthermore, a 

pervasive culture of risk aversion, particularly fear 

of patient falls or dislodging medical devices, often 

leads to restrictive practices like bed alarms or low-

bed orders that can paradoxically increase 

dependency and fall risk. Clinician knowledge gaps 

also persist; some healthcare providers may not be 

fully aware of the rapidity of deconditioning or the 

safety of early mobilization even in complex 

patients [31]. 

Overcoming these barriers requires a deliberate 

application of implementation science strategies. A 

crucial first step is engaging key stakeholders—

bedside nurses, therapists, physicians, and unit 

managers—in the design and adaptation of mobility 

protocols to ensure they are feasible and context-

specific [32]. Conducting a local barrier analysis 

through surveys or focus groups can identify unit-

specific challenges. Strong clinical champions from 

both nursing and therapy are essential to model the 

behavior, mentor colleagues, and sustain 

enthusiasm [33]. Investing in equipment that makes 

mobility safer and less labor-intensive, such as 

ceiling lifts, sit-to-stand devices, and secure 

walkers with oxygen tank holders and IV pole 

attachments, can alleviate staff concerns about 

safety and physical strain [34]. 

Data-driven performance feedback is a powerful 

motivator. Regularly sharing unit-level data on 

mobility levels (e.g., percentage of patients out of 

bed), functional outcomes, and associated metrics 

like fall rates or length of stay demonstrates the 

impact of the program and fosters healthy 

competition [35]. Finally, shifting the narrative for 

patients and families is vital. Educational materials 

and consistent verbal communication should frame 

mobility as an essential, non-negotiable part of 

treatment, akin to taking medication.  

 

7. Future Directions in Research, Education, and 

Technology 
 

The evolving landscape of healthcare demands 

continuous innovation in the approach to 

preventing functional decline. Future research must 

move beyond demonstrating the efficacy of early 

mobility in general and precision-prescription. 

Studies are needed to determine the optimal "dose" 

of mobility—the specific frequency, intensity, 

timing, and type of exercise—for different patient 

populations, such as those with heart failure, post-

stroke, or post-orthopedic surgery [36]. The role of 

nutritional supplementation, particularly high-

quality protein and amino acids like leucine, in 

conjunction with resistance exercise to combat 

hospital-acquired sarcopenia warrants further large-

scale investigation [37]. Additionally, long-term 

follow-up studies are crucial to understand the 

lasting impact of hospital-based interventions on 

community reintegration, quality of life, and 

healthcare utilization over months and years post-

discharge. 

Educational paradigms for healthcare professionals 

require reform. Functional preservation must be a 

core competency in undergraduate and graduate 

curricula for nurses, physicians, and therapists. 

Simulation training on safe patient handling and 

mobilization of complex patients can build 

confidence and skill [38]. Interprofessional 

education, where students from different disciplines 

learn together about functional decline, is key to 

fostering the collaborative mindset needed for 

future practice. For current clinicians, ongoing 

professional development and certification in areas 

like geriatric care or mobility leadership can 

maintain expertise and motivation. 

Technology holds immense promise. Wearable 

activity monitors, such as accelerometers, can 

provide objective, real-time data on patient 

mobility, allowing for automated activity 

documentation, personalized goal setting, and 

remote monitoring by the care team [39]. In-bed 

sensor technology can monitor restlessness and 

sleep patterns, providing alerts for delirium risk. 

Virtual reality (VR) and augmented reality (AR) are 

emerging as powerful tools for engagement; VR 

can immerse a patient in a stimulating environment 

while they cycle in bed or walk on a treadmill, 

making therapy more enjoyable and potentially 

increasing adherence [40]. Tele-rehabilitation 

platforms, initiated in the hospital and continued at 

home, can provide seamless continuity of care, 

bridging the dangerous gap that often exists after 
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discharge. Finally, advanced data analytics and 

artificial intelligence applied to electronic health 

records could help develop predictive models that 

identify patients at the very highest risk of decline 

the moment they are admitted, enabling hyper-

personalized prehabilitation and intervention plans 

from day one [41]. The future of functional decline 

prevention lies in this integration of precise 

biological understanding, interdisciplinary 

teamwork, empowered patients, and smart, 

supportive technology. 

 

8. Conclusion:  
 

Hospital-associated functional decline is a 

common, costly, and devastating complication of 

acute care that is largely preventable. It represents a 

critical failure to align healthcare processes with the 

fundamental goal of maintaining or restoring a 

patient's autonomy and quality of life. As this 

comprehensive analysis has detailed, the battle 

against this iatrogenic syndrome is waged on 

multiple fronts: through the foundational, 24-hour 

promotive care provided by nursing; the 

specialized, restorative interventions delivered by 

physical therapy; and the synergistic power of their 

collaboration within a supportive, protocol-driven, 

interdisciplinary team framework. The evidence is 

unequivocal—keeping patients moving, nourished, 

mentally engaged, and actively participating in their 

own care from admission to discharge is not merely 

an adjunct to treatment; it is a core component of 

effective medical therapy. 

The challenges to implementation are real, rooted 

in resource constraints, outdated cultural norms, 

and legitimate safety concerns. Yet, these barriers 

are not insurmountable. They call for deliberate 

leadership, strategic investment in staff and 

equipment, continuous education, and a cultural 

transformation that redefines success in 

hospitalization. Success must be measured not only 

by resolving a pulmonary infection or stabilizing 

heart failure but by ensuring the patient returns 

home with the physical and cognitive capacity to 

live independently. The future beckons with tools 

for greater personalization and technological 

support, but the principles remain human-centric: 

communication, empowerment, and consistent, 

daily effort. Ultimately, preventing functional 

decline is a moral imperative. It demands a 

paradigm shift from a system designed for passive 

treatment to one engineered for active healing, 

where every member of the healthcare team is a 

guardian of their patient's functional integrity, 

ensuring that the cure for one ailment does not 

become the cause of a greater, life-altering 

disability. 
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