
which ranged from sitting on the bed side up to 
complete ambulation14.

Similarly, there were no accidental extubation 
reported, despite the fact that all events involved 
ambulation. However, only a single incident of feed-
ing tube dislodgment had occurred out of total 
1449 events of physical activity.  Furthermore, the 
same protocol was applied to a sample of 145 
intubated patients and no incident of accidental 
equipment dislodgment was reported. Therefore, 
early mobilization is supported to feasible in ICU by 
these aforementioned studies15. 

With respect to the institutional level barriers, the 
need of physicians’ order prior to mobilization was 
identified as the most observable barrier by the 
physiotherapists working in tertiary care hospitals of 
Karachi as they are considered secondary contact 
and need referral orders from the physicians. Physio-
therapist were though trained and educated, yet 
they are unable to initiate early mobilization without 
the physicians’ consent.  This concludes that further 
education in order to overcome the gaps in knowl-
edge as well as technical skills is significant for emer-
gency medicine facilitators in intensive cares.  

Others less rated barriers but important ones are 
need of proper guidelines and protocols and 
sufficient equipment for mobilization16. Another 
study prompts to develop proper guidelines by 
which patients’ safety during early mobilization in 
ICUs of tertiary care hospitals will be promoted17.

A well-equipped healthcare team including mem-
bers of varied disciplines and all necessary support-
ing equipment such as portable ventilators, oxime-
ter, bag-valve-mask with supplemental oxygen, 
suction devices and wheel chairs is essential to 
deliver safe physiotherapy treatment18.

The need of proper equipment should be consid-
ered the most important factor for safety mobiliza-
tion19. Therefore, unavailability of required equip-
ment is also discussed as a significant barrier to 
mobilization of critical patient20. Provision of proper 
equipment by administration of hospital should be 
the main priority in hospitals.

Routine bed rest orders on admission paper are 
another barrier which should be reevaluated after 
patient becomes stable medically21.    

Recent prominent studies highlighting improve-
ments in functional outcomes and cost savings in 
prospective studies of early mobilization for critically 
ill patients have focused the awareness of ICU 
acquired weakness1, 22. Our survey demonstrates 
strong enthusiasm for early mobilization, particularly 
among physiotherapists and where mobility cham-
pions exist. Mobility can also be limited by safety 
concerns, delays in the recognition of suitable 
patients, low prioritization for this aspect of care, 

poor inter-disciplinary communication and coordi-
nation23.

Similar to other surveys, we found that excessive 
sedation medical instability were important patient 
related barriers to early mobilization24. Sedation 
breaks should be given to the patient to access the 
patient conscious status through GCS scoring and 
evaluate the patient for mobilization if medical 
condition allowed.

Another important barrier is the dialysis25. The mutual 
understanding and communication between the 
ICU staffs is necessary so that the patient can be 
mobilizing during the period of off dialysis25. In Previ-
ous study, the different barriers for mobilization were 
identified by physical therapists and nurses; hemo-
dynamic instability and renal replacement therapy 
were barriers rated higher by nurses, whereas 
neurologic impairment was rated higher by physical 
therapists13.

Endotracheal tube is another major barrier which is 
identified but we can handle this barrier and 
through the good coordination and provision of 
champions in rehabilitation the mobilization of 
patient with ETT can be made possible26, 27.

An observational study was conducted, targeting 
the perceptions of physical therapist and nurses, 
regarding mobilization in intensive care units and 
barriers related to it. The study enrolled 63 critically ill 
patients, which were mobilized by both physiother-
apist and nurses. The opinions of physical therapist 
and nurses appeared to be different in identifying 
the severity of the barriers that hurdle early mobiliza-
tion of critically ill patients. Physiotherapists regard-
ed neurological impairment as the higher barrier 
while the nurses identified renal impairment and 
hemodynamic instability as the major limitation for 
early mobilization28. The result outcomes demon-
strated that the physical therapists are more 
involved in the mobilization and rehabilitation of 
their critically ill patients. Therefore, the role of physi-
cal therapist in the rehabilitation and mobilization of 
critical patient is integral13.  

Our research suggests that there are many barriers 
identified at institutional level, health care provider 
and patient related barriers. However, a great 
number of these identified barriers can be modified 
and manipulated through different techniques 
suggested earlier. Consequently, it implies that the 
need of further studies still persist in order to investi-
gate these barriers more specifically, in the future. 
Moreover, future researches should focus on the 
development of strategies and protocols that 
ensure safe early mobilization despite these poten-
tial barriers, especially in Pakistani context. 

admission notes (68%).The least common institution-
al barrier observed is that administrator perceived 
to be an expensive intervention (32%), as represent-
ed in Fig.1 below. 

Perceived health care provider related barriers to 
early mobilization:
Overall respondents perceived that with respect to 
health care provider related barriers; the most 
common perceived barriers are inability to recog-
nize suitable patients for mobilization (74%), lack of 
decision making authority (68%) and safety 
concerns (68%).Furthermore, lack of adequate 
training that is needed to facilitate early mobiliza-
tion is identified as significant barrier (56%). The least 
common perceived health care provider related 
barrier is lack of coordination to facilitate mobiliza-
tion (53%), as demonstrated in fig.2. 

Perceived patient related barriers to early mobiliza-
tion: 
Overall response rate by respondents to perceive 
patient related barriers to early mobilization recom-
mended that most common barriers are medical 

instability (97%), patient on dialysis (97%), excessive 
sedation (93%) endotracheal tube (68%), poor 
nutritional status (68%) and patient not motivated 
(68%).The least common patient related mobiliza-
tion observed is inadequate nutritional status of 
patient (32%), as shown in figure.3.

DISCUSSION

Majority of our participants though consider impor-
tance of early mobilization of critically ill patients but 
stated number of barriers at the levels of institution, 
healthcare provider and patients. 

This type of study was not conducted yet in 
Pakistan, even though we have high level tertiary 
care hospitals in high numbers especially in all big 
cities of Pakistan. However, identification of barriers 
to early mobilization is the objective of recent 
international researches that identified multiple 
important domains to facilitate early mobilization 
and rehabilitation of mechanically ventilated 
patients11. 

It was observed that the early mobilization did not 
seem to be of importance although being a health 
care provider, everyone aware about the compli-
cations of bedridden status if kept without reason. 
International researches suggest that early mobiliza-
tion should start as soon as the patient’s cardiopul-
monary condition becomes stable. Early mobiliza-
tion is considered as an integral aspect of multidisci-
plinary focus in ICU routine practices. It begins as 
soon as physiological stability is attained by the 
patient that though varies throughout published 
studies but usually includes cardiovascular, respira-
tory and neurological status12.  Moreover, some 
clinicians consider endotracheal tube (ETT), vascu-
lar access devices, or other equipment as the limita-
tion to the feasible mobilization13. Conversely, 5 
patients with ETT were reported to have participat-
ed in 593 activities by a prospective cohort study, 
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INTRODUCTION

It was the first time, in World War II, when early 
ambulation of hospitalized soldiers was introduced 
as an effort to accelerate their recovery and quick 
return to battlefields. In 1944, a number of confer-
ences were held for the first time in history, on the 
issue of Bed Rest. Moreover, leading international 
journals published their editorial highlighting the 
complications of bed-rest and revealing the bene-
fits of early mobilization. Consequently, the intensive 
care units were established, years later. An illustrat-
ed report was published by University of Colorado in 
1972 that focused on benefits of early mobilization 
in mechanically ventilated patients. It has clearly 
demonstrated the increased general strength and 
well- being of the patients as a result of physical 
activity1.

There are multifactorial causes of neuromuscular 
weakness. Overwhelmingly, the critical illness 
polyneuropathy and myopathy are well-known 
etiologies1. Moreover, inflammatory conditions like 
sepsis may be the cause of muscular dysfunction. 
Bed-rest is counted as another important etiology 
as various experimental studies claim 4% to 5% 
decline in muscular strength per week as well as 
reduction in bone mineral density and muscle 
mass2.

Early mobilization has direct impact in modifying the 
deleterious effects of bed rest by targeting muscle 
fiber, inflammatory markers and metabolism, both 
structurally and functionally3. Muscle activity plays a 
crucial role as an anti-inflammatory agent in inflam-
mation mediated diseases by producing myokines4. 

Adding to this, experiments proved that insulin 
resistance and microvascular-dysfunction devel-
oped in healthy individuals just after 5 days of bed 
rest. Musculoskeletal is not the only system that is 
affected due to immobility. Instead, cardiopulmo-
nary system is also badly affected by bed-rest result-
ing in tachycardia, orthostatic hypotension, 
decrease in stroke volume, cardiac output and 
VO2 max. Moreover, prolonged recovery duration is 
required in these individuals to restore their baseline 
status after the termination of bed-rest.1

Another study was aimed to investigate the feasibili-
ty of body weight supported treadmill training in 
critical patients in intensive care setting. A treadmill 
was customized to be used in medical and surgical 
ICU which was body weight supported. The feasibili-
ty of treadmill training was estimated through 
eligibility, number of successful attempts of BWSTT, 
required man power, complication, number of 
patients that were unable to walk without BWSTT, 
level of satisfaction and anxiety during intervention. 
The study further reported that among 20 patients 
there was no unfavorable event occurred through-
out 54 sessions in which all of the medical supportive 

equipment was kept connected. 74% patients were 
unable to ambulate without BWSTT5. 

This study supported the use of BWSTT as it seems to 
be safe and facilitate the initiation of early ambula-
tion in critically ill patients with severe muscle weak-
ness5.

Patients’ admission to neurological ICUs makes 
them prone to multiple cognitive and physical 
disabilities and impairments, as well as high risk of 
mortality. Moreover, at several occasions certain 
clinical decisions are made despite their unpredict-
able outcomes.  Patients presenting with neurologi-
cal conditions like Cerebrovascular Accident (CVA) 
and traumatic brain injury are restricted from mobili-
ty due to their illness. Furthermore, certain barriers 
like invasive line, monitoring devices and initial bed 
rest due to therapeutic restriction, are unavoidable. 
Consequently, the effects of immobility are detri-
mental. Diseases like Acute Respiratory Distress 
Syndrome prolong the length of stay in ICU which 
results in critical illness myopathies. Even at 
discharge patient has poor functional status. Poor 
outcomes of hospital stay including prolonged 
intubation, recurrent chest infections, delayed 
recovery and even, death, are associated with 
intensive care acquired weakness. The quality of life 
and functional status are severely compromised 
due to prolong ICU stay6. 

A randomized control trial was conducted recruit-
ing 150 patients with an ICU stay of 5 days or more. 
These patients had no neurological insult and were 
randomized to receive usual care or intervention. 
The patients in intervention group received inten-
sive exercises in all levels of care including ICU, 
wards and OPDs. Participant were assessed using 
Six-minute Walk Test(6MWT), Timed Up and Go Test 
and the Physical Function in ICU Test on recruitment, 
ICU-admission, hospital discharge and at the 
intervals of 3, 6, and 12 months. The Short Form 36 
Health Survey, version 2 (SF-36v2) and Assessment of 
Quality of Life (AQoL) Instruments were used for 
assessing Patient outcomes. There were no 
intra-group differences in hospital data and demo-
graphic details, which includes acuity and length of 
stay (LOS) (Acute Physiology and Chronic Health 
Evaluation II score: 21 vs. 19; hospital LOS: 20 vs. 24 
days). Primary out comes of 6MWT revealed no 
significant differences at the 12th month of hospital 
discharge. However, exploratory analyses demon-
strated the rate of change over time and mean 
inter-group differences in 6MWT were greater in the 
intervention group comparing to initial assessment7.

A prospective study with duration of four weeks was 
conducted on 106 patients, admitted in ICU. The 
variables focused in this study were total patients 
enrolled, frequency and type of mobilization, and 
the reasons for keeping the patient immobile. The 
result showed that there are many potential barriers 

which are avoidable like vascular access device in 
femoral region, timings of different procedures and 
agitation or reduced level of consciousness. It was 
concluded that intervention to enhance mobiliza-
tion in ICU are careful management of proce-
dures-schedule, site of catheter insertion and seda-
tion protocol development8.

A cross sectional survey research was conducted 
among the ICU physicians and physiotherapist in 
Canada. It was a perception based postal survey 
which was self-administered. The results of the study 
revealed the importance of early mobilization in the 
perception of participants and identified various 
notable barriers related to medical institutions, 
health care providers and patients. Furthermore, it 
notified significant gaps in the knowledge and skills 
of health care providers to handle complexities that 
might occur during the early mobilization, particu-
larly, with patients receiving mechanical ventilator 
support, high and unplanned doses of sedative 
medications resulting in poor patient-cooperation, 
limited or over occupied staffing, unavailability of 
desired supporting equipment and lack of well-de-
fined protocols9. 

Similarly, a bi-national, multi-center, prospective 
cohort study conducted in 12 ICUs in Australia and 
New Zealand. Patients enrolled were likely be on 
ventilatory support for more than 48 hours and 
expected to be functionally independent previous-
ly The outcome measures were assessed are as 
follow: mobilization during invasive ventilation, 
depth of sedation using the Richmond Agitation 
and Sedation Scale (RASS), co-interventions, days 
on mechanical ventilator, ICU-acquired weakness 
(ICUAW) at discharge from ICU, status at day 90, 
and 6-month functional recovery including return to 
work. Muscle strength using MRC scale was 
assessed in 94 out of 156 ICU survivors. MRC score is 
high in 48% patients with ICU acquired weakness 
who were mobilized while mechanically ventilated. 
Despite of these drastic results early mobilization 
was uncommon due to numbers of barriers; more 
than 50% of patients discharged from the ICU had 
developed ICU-acquired weakness10.

Conclusively, the significance of early mobilization 
has been clearly established under provided 
evidences. Therefore, the present study aimed to 
investigate and identify the possible barriers to the 
early mobilization in critical care setting of tertiary 
care hospitals of Karachi in accordance with the 
perceptions of physical therapy professionals.  

METHODOLOGY
Research Design 
The aims of study were achieved through descrip-
tive analysis. The study was investigative and 
discussed the opinions and perceptions of partici-
pants among the study group. Therefore, it was 

primarily a survey based study.

Sampling Technique
Random sampling was used thus the participants 
were selected randomly from tertiary care hospitals.

Sample Size
The sample size was 100.

Inclusion Criteria
• Physiotherapist from tertiary care hospitals having 
different types of intensive care units 
• Physiotherapists who are working as inpatient 
therapist.

Exclusion Criteria
• Physiotherapist working in outpatient
• Physiotherapist working as home based therapist
• Physiotherapist working in small hospitals having 
general services and  no Intensive care units

Study Duration
The study duration was 6 months

Procedures
The survey study was conducted in Karachi Pakistan 
with participants from tertiary care hospitals.100 
participants were selected randomly and question-
naire was introduced. The questionnaire was 
consisted of three sections that had closed ended 
questions regarding perceived barriers in mobilizing 
critically ill adults at institutional level, health care 
provider level and patient level. All data was 
analyzed at SPSS version 20.

Data Analysis
The data, collected through questionnaires were 
assigned numbers and recorded on Microsoft Excel 
Database. All data was analyzed on SPSS 20. 

Ethical Consideration 
Ethical approval has been taken from the institu-
tional review board of the concerned hospital 
settings before conducting the research. Moreover, 
an informed consent was given to the participants 
before completing the questionnaire.

RESULTS

Response rate and respondents:
99 respondents were responded to the survey ques-
tionnaire of the research conducted within tertiary 
care hospitals of Karachi.

Perceived institutional barriers to early mobilization:
Overall respondents perceived that with respect to 
institutional barriers, the most common barriers to 
early mobilization are physician order required for 
early mobilization (87%), need of proper guidelines 
and protocols (78%), insufficient equipment for 
mobilization (78%) and routine bed rest order in 

Anwar M, khan F. Child Sexual Abuse; Comparison of Knowledge and Alertness among Genders

SPECIAL REPORT

CHILD SEXUAL ABUSE; COMPARISON OF 
KNOWLEDGE AND ALERTNESS AMONG 

GENDERS

Mahnoor Anwar
Occupational Therapist
Institute of Physical Medicine & Rehabilitation
Dow University of Health Sciences
mah.anwar31@gmail.com

Fatima Khan
Senior Lecturer
Ziauddin College of Rehabilitation Sciences
Ziauddin University
Fatima@zu.edu.pk

[Anwar M, Khan F.  Child sexual 
abuse; comparison of knowledge 
and alertness among genders. Pak. 
j. rehabil.  2018;7(1):48-56]

ABSTRACT

Child sexual abuse (CSA) is a significant health problem with poten-
tial long-term consequences for victims, therefore knowledge 
regarding sexual abuse is essential for children. Educating children 
about body parts, good and bad touch develops positive body 
image and self-confidence. Informed and confident children are 
more likely to prevent themselves from abuse and reach out for the 
help. This quantitative descriptive survey based study evaluates and 
compares the knowledge and alertness against CSA among 
children of both genders. 100 participants of age bracket 6 to 12 
years old both genders from different areas of Karachi were select-
ed through simple random sampling technique. Informed consent 
was taken from the parents of the participants. The survey of 20-25 
minutes was done in a course of 2 weeks in a semi structures setting. 
Each question was explained to children taken in group of 5, in 
simple and comprehensible Urdu language.  Assessment was done 
using The Child Knowledge of Abuse Questionnaire - Rev II 
(CKAQ-REV II). Result indicates negligible difference of knowledge 
and skills about CSA between girls and boys. More than average of 
the children in the study have marked ‘False’ and ‘I don’t know’ on 
the application based questions that depict poor practical skills. 
Mean score of girls and boys on CKAQ-REV II is 16 and 17 respective-
ly that shows children of Pakistani society are at high risk of CSA. 
Similar study can be performed to find the correlation of knowledge 
and awareness of CSA between children and their parents.

KEYWORDS
Child sexual abuse, knowledge, abuse, questionnaire, survey, 
Pakistani society, sexual trauma 



which ranged from sitting on the bed side up to 
complete ambulation14.

Similarly, there were no accidental extubation 
reported, despite the fact that all events involved 
ambulation. However, only a single incident of feed-
ing tube dislodgment had occurred out of total 
1449 events of physical activity.  Furthermore, the 
same protocol was applied to a sample of 145 
intubated patients and no incident of accidental 
equipment dislodgment was reported. Therefore, 
early mobilization is supported to feasible in ICU by 
these aforementioned studies15. 

With respect to the institutional level barriers, the 
need of physicians’ order prior to mobilization was 
identified as the most observable barrier by the 
physiotherapists working in tertiary care hospitals of 
Karachi as they are considered secondary contact 
and need referral orders from the physicians. Physio-
therapist were though trained and educated, yet 
they are unable to initiate early mobilization without 
the physicians’ consent.  This concludes that further 
education in order to overcome the gaps in knowl-
edge as well as technical skills is significant for emer-
gency medicine facilitators in intensive cares.  

Others less rated barriers but important ones are 
need of proper guidelines and protocols and 
sufficient equipment for mobilization16. Another 
study prompts to develop proper guidelines by 
which patients’ safety during early mobilization in 
ICUs of tertiary care hospitals will be promoted17.

A well-equipped healthcare team including mem-
bers of varied disciplines and all necessary support-
ing equipment such as portable ventilators, oxime-
ter, bag-valve-mask with supplemental oxygen, 
suction devices and wheel chairs is essential to 
deliver safe physiotherapy treatment18.

The need of proper equipment should be consid-
ered the most important factor for safety mobiliza-
tion19. Therefore, unavailability of required equip-
ment is also discussed as a significant barrier to 
mobilization of critical patient20. Provision of proper 
equipment by administration of hospital should be 
the main priority in hospitals.

Routine bed rest orders on admission paper are 
another barrier which should be reevaluated after 
patient becomes stable medically21.    

Recent prominent studies highlighting improve-
ments in functional outcomes and cost savings in 
prospective studies of early mobilization for critically 
ill patients have focused the awareness of ICU 
acquired weakness1, 22. Our survey demonstrates 
strong enthusiasm for early mobilization, particularly 
among physiotherapists and where mobility cham-
pions exist. Mobility can also be limited by safety 
concerns, delays in the recognition of suitable 
patients, low prioritization for this aspect of care, 

poor inter-disciplinary communication and coordi-
nation23.

Similar to other surveys, we found that excessive 
sedation medical instability were important patient 
related barriers to early mobilization24. Sedation 
breaks should be given to the patient to access the 
patient conscious status through GCS scoring and 
evaluate the patient for mobilization if medical 
condition allowed.

Another important barrier is the dialysis25. The mutual 
understanding and communication between the 
ICU staffs is necessary so that the patient can be 
mobilizing during the period of off dialysis25. In Previ-
ous study, the different barriers for mobilization were 
identified by physical therapists and nurses; hemo-
dynamic instability and renal replacement therapy 
were barriers rated higher by nurses, whereas 
neurologic impairment was rated higher by physical 
therapists13.

Endotracheal tube is another major barrier which is 
identified but we can handle this barrier and 
through the good coordination and provision of 
champions in rehabilitation the mobilization of 
patient with ETT can be made possible26, 27.

An observational study was conducted, targeting 
the perceptions of physical therapist and nurses, 
regarding mobilization in intensive care units and 
barriers related to it. The study enrolled 63 critically ill 
patients, which were mobilized by both physiother-
apist and nurses. The opinions of physical therapist 
and nurses appeared to be different in identifying 
the severity of the barriers that hurdle early mobiliza-
tion of critically ill patients. Physiotherapists regard-
ed neurological impairment as the higher barrier 
while the nurses identified renal impairment and 
hemodynamic instability as the major limitation for 
early mobilization28. The result outcomes demon-
strated that the physical therapists are more 
involved in the mobilization and rehabilitation of 
their critically ill patients. Therefore, the role of physi-
cal therapist in the rehabilitation and mobilization of 
critical patient is integral13.  

Our research suggests that there are many barriers 
identified at institutional level, health care provider 
and patient related barriers. However, a great 
number of these identified barriers can be modified 
and manipulated through different techniques 
suggested earlier. Consequently, it implies that the 
need of further studies still persist in order to investi-
gate these barriers more specifically, in the future. 
Moreover, future researches should focus on the 
development of strategies and protocols that 
ensure safe early mobilization despite these poten-
tial barriers, especially in Pakistani context. 

admission notes (68%).The least common institution-
al barrier observed is that administrator perceived 
to be an expensive intervention (32%), as represent-
ed in Fig.1 below. 

Perceived health care provider related barriers to 
early mobilization:
Overall respondents perceived that with respect to 
health care provider related barriers; the most 
common perceived barriers are inability to recog-
nize suitable patients for mobilization (74%), lack of 
decision making authority (68%) and safety 
concerns (68%).Furthermore, lack of adequate 
training that is needed to facilitate early mobiliza-
tion is identified as significant barrier (56%). The least 
common perceived health care provider related 
barrier is lack of coordination to facilitate mobiliza-
tion (53%), as demonstrated in fig.2. 

Perceived patient related barriers to early mobiliza-
tion: 
Overall response rate by respondents to perceive 
patient related barriers to early mobilization recom-
mended that most common barriers are medical 

instability (97%), patient on dialysis (97%), excessive 
sedation (93%) endotracheal tube (68%), poor 
nutritional status (68%) and patient not motivated 
(68%).The least common patient related mobiliza-
tion observed is inadequate nutritional status of 
patient (32%), as shown in figure.3.

DISCUSSION

Majority of our participants though consider impor-
tance of early mobilization of critically ill patients but 
stated number of barriers at the levels of institution, 
healthcare provider and patients. 

This type of study was not conducted yet in 
Pakistan, even though we have high level tertiary 
care hospitals in high numbers especially in all big 
cities of Pakistan. However, identification of barriers 
to early mobilization is the objective of recent 
international researches that identified multiple 
important domains to facilitate early mobilization 
and rehabilitation of mechanically ventilated 
patients11. 

It was observed that the early mobilization did not 
seem to be of importance although being a health 
care provider, everyone aware about the compli-
cations of bedridden status if kept without reason. 
International researches suggest that early mobiliza-
tion should start as soon as the patient’s cardiopul-
monary condition becomes stable. Early mobiliza-
tion is considered as an integral aspect of multidisci-
plinary focus in ICU routine practices. It begins as 
soon as physiological stability is attained by the 
patient that though varies throughout published 
studies but usually includes cardiovascular, respira-
tory and neurological status12.  Moreover, some 
clinicians consider endotracheal tube (ETT), vascu-
lar access devices, or other equipment as the limita-
tion to the feasible mobilization13. Conversely, 5 
patients with ETT were reported to have participat-
ed in 593 activities by a prospective cohort study, 
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INTRODUCTION

It was the first time, in World War II, when early 
ambulation of hospitalized soldiers was introduced 
as an effort to accelerate their recovery and quick 
return to battlefields. In 1944, a number of confer-
ences were held for the first time in history, on the 
issue of Bed Rest. Moreover, leading international 
journals published their editorial highlighting the 
complications of bed-rest and revealing the bene-
fits of early mobilization. Consequently, the intensive 
care units were established, years later. An illustrat-
ed report was published by University of Colorado in 
1972 that focused on benefits of early mobilization 
in mechanically ventilated patients. It has clearly 
demonstrated the increased general strength and 
well- being of the patients as a result of physical 
activity1.

There are multifactorial causes of neuromuscular 
weakness. Overwhelmingly, the critical illness 
polyneuropathy and myopathy are well-known 
etiologies1. Moreover, inflammatory conditions like 
sepsis may be the cause of muscular dysfunction. 
Bed-rest is counted as another important etiology 
as various experimental studies claim 4% to 5% 
decline in muscular strength per week as well as 
reduction in bone mineral density and muscle 
mass2.

Early mobilization has direct impact in modifying the 
deleterious effects of bed rest by targeting muscle 
fiber, inflammatory markers and metabolism, both 
structurally and functionally3. Muscle activity plays a 
crucial role as an anti-inflammatory agent in inflam-
mation mediated diseases by producing myokines4. 

Adding to this, experiments proved that insulin 
resistance and microvascular-dysfunction devel-
oped in healthy individuals just after 5 days of bed 
rest. Musculoskeletal is not the only system that is 
affected due to immobility. Instead, cardiopulmo-
nary system is also badly affected by bed-rest result-
ing in tachycardia, orthostatic hypotension, 
decrease in stroke volume, cardiac output and 
VO2 max. Moreover, prolonged recovery duration is 
required in these individuals to restore their baseline 
status after the termination of bed-rest.1

Another study was aimed to investigate the feasibili-
ty of body weight supported treadmill training in 
critical patients in intensive care setting. A treadmill 
was customized to be used in medical and surgical 
ICU which was body weight supported. The feasibili-
ty of treadmill training was estimated through 
eligibility, number of successful attempts of BWSTT, 
required man power, complication, number of 
patients that were unable to walk without BWSTT, 
level of satisfaction and anxiety during intervention. 
The study further reported that among 20 patients 
there was no unfavorable event occurred through-
out 54 sessions in which all of the medical supportive 

equipment was kept connected. 74% patients were 
unable to ambulate without BWSTT5. 

This study supported the use of BWSTT as it seems to 
be safe and facilitate the initiation of early ambula-
tion in critically ill patients with severe muscle weak-
ness5.

Patients’ admission to neurological ICUs makes 
them prone to multiple cognitive and physical 
disabilities and impairments, as well as high risk of 
mortality. Moreover, at several occasions certain 
clinical decisions are made despite their unpredict-
able outcomes.  Patients presenting with neurologi-
cal conditions like Cerebrovascular Accident (CVA) 
and traumatic brain injury are restricted from mobili-
ty due to their illness. Furthermore, certain barriers 
like invasive line, monitoring devices and initial bed 
rest due to therapeutic restriction, are unavoidable. 
Consequently, the effects of immobility are detri-
mental. Diseases like Acute Respiratory Distress 
Syndrome prolong the length of stay in ICU which 
results in critical illness myopathies. Even at 
discharge patient has poor functional status. Poor 
outcomes of hospital stay including prolonged 
intubation, recurrent chest infections, delayed 
recovery and even, death, are associated with 
intensive care acquired weakness. The quality of life 
and functional status are severely compromised 
due to prolong ICU stay6. 

A randomized control trial was conducted recruit-
ing 150 patients with an ICU stay of 5 days or more. 
These patients had no neurological insult and were 
randomized to receive usual care or intervention. 
The patients in intervention group received inten-
sive exercises in all levels of care including ICU, 
wards and OPDs. Participant were assessed using 
Six-minute Walk Test(6MWT), Timed Up and Go Test 
and the Physical Function in ICU Test on recruitment, 
ICU-admission, hospital discharge and at the 
intervals of 3, 6, and 12 months. The Short Form 36 
Health Survey, version 2 (SF-36v2) and Assessment of 
Quality of Life (AQoL) Instruments were used for 
assessing Patient outcomes. There were no 
intra-group differences in hospital data and demo-
graphic details, which includes acuity and length of 
stay (LOS) (Acute Physiology and Chronic Health 
Evaluation II score: 21 vs. 19; hospital LOS: 20 vs. 24 
days). Primary out comes of 6MWT revealed no 
significant differences at the 12th month of hospital 
discharge. However, exploratory analyses demon-
strated the rate of change over time and mean 
inter-group differences in 6MWT were greater in the 
intervention group comparing to initial assessment7.

A prospective study with duration of four weeks was 
conducted on 106 patients, admitted in ICU. The 
variables focused in this study were total patients 
enrolled, frequency and type of mobilization, and 
the reasons for keeping the patient immobile. The 
result showed that there are many potential barriers 

which are avoidable like vascular access device in 
femoral region, timings of different procedures and 
agitation or reduced level of consciousness. It was 
concluded that intervention to enhance mobiliza-
tion in ICU are careful management of proce-
dures-schedule, site of catheter insertion and seda-
tion protocol development8.

A cross sectional survey research was conducted 
among the ICU physicians and physiotherapist in 
Canada. It was a perception based postal survey 
which was self-administered. The results of the study 
revealed the importance of early mobilization in the 
perception of participants and identified various 
notable barriers related to medical institutions, 
health care providers and patients. Furthermore, it 
notified significant gaps in the knowledge and skills 
of health care providers to handle complexities that 
might occur during the early mobilization, particu-
larly, with patients receiving mechanical ventilator 
support, high and unplanned doses of sedative 
medications resulting in poor patient-cooperation, 
limited or over occupied staffing, unavailability of 
desired supporting equipment and lack of well-de-
fined protocols9. 

Similarly, a bi-national, multi-center, prospective 
cohort study conducted in 12 ICUs in Australia and 
New Zealand. Patients enrolled were likely be on 
ventilatory support for more than 48 hours and 
expected to be functionally independent previous-
ly The outcome measures were assessed are as 
follow: mobilization during invasive ventilation, 
depth of sedation using the Richmond Agitation 
and Sedation Scale (RASS), co-interventions, days 
on mechanical ventilator, ICU-acquired weakness 
(ICUAW) at discharge from ICU, status at day 90, 
and 6-month functional recovery including return to 
work. Muscle strength using MRC scale was 
assessed in 94 out of 156 ICU survivors. MRC score is 
high in 48% patients with ICU acquired weakness 
who were mobilized while mechanically ventilated. 
Despite of these drastic results early mobilization 
was uncommon due to numbers of barriers; more 
than 50% of patients discharged from the ICU had 
developed ICU-acquired weakness10.

Conclusively, the significance of early mobilization 
has been clearly established under provided 
evidences. Therefore, the present study aimed to 
investigate and identify the possible barriers to the 
early mobilization in critical care setting of tertiary 
care hospitals of Karachi in accordance with the 
perceptions of physical therapy professionals.  

METHODOLOGY
Research Design 
The aims of study were achieved through descrip-
tive analysis. The study was investigative and 
discussed the opinions and perceptions of partici-
pants among the study group. Therefore, it was 

primarily a survey based study.

Sampling Technique
Random sampling was used thus the participants 
were selected randomly from tertiary care hospitals.

Sample Size
The sample size was 100.

Inclusion Criteria
• Physiotherapist from tertiary care hospitals having 
different types of intensive care units 
• Physiotherapists who are working as inpatient 
therapist.

Exclusion Criteria
• Physiotherapist working in outpatient
• Physiotherapist working as home based therapist
• Physiotherapist working in small hospitals having 
general services and  no Intensive care units

Study Duration
The study duration was 6 months

Procedures
The survey study was conducted in Karachi Pakistan 
with participants from tertiary care hospitals.100 
participants were selected randomly and question-
naire was introduced. The questionnaire was 
consisted of three sections that had closed ended 
questions regarding perceived barriers in mobilizing 
critically ill adults at institutional level, health care 
provider level and patient level. All data was 
analyzed at SPSS version 20.

Data Analysis
The data, collected through questionnaires were 
assigned numbers and recorded on Microsoft Excel 
Database. All data was analyzed on SPSS 20. 

Ethical Consideration 
Ethical approval has been taken from the institu-
tional review board of the concerned hospital 
settings before conducting the research. Moreover, 
an informed consent was given to the participants 
before completing the questionnaire.

RESULTS

Response rate and respondents:
99 respondents were responded to the survey ques-
tionnaire of the research conducted within tertiary 
care hospitals of Karachi.

Perceived institutional barriers to early mobilization:
Overall respondents perceived that with respect to 
institutional barriers, the most common barriers to 
early mobilization are physician order required for 
early mobilization (87%), need of proper guidelines 
and protocols (78%), insufficient equipment for 
mobilization (78%) and routine bed rest order in 
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INTRODUCTION

Child sexual abuse (CSA) is a serious global health 
issue with lifelong consequences for the survivors, 
therefore knowledge regarding sexual abuse is 
essential for children. CSA occurs when a child is 
forced to take part in sexual activities. It can vary in 
forms like verbal abuse, online abuse and much 
more. CSA is generally divided into two broad cate-
gories i.e. contact abuse and non-contact abuse. 
In contrast to non-contact abuse, contact abuse 
involves activities in which the abuser makes physi-
cal contact with the child; it may include penetra-
tion while the non-contact abuse includes 
non-touching activities such as pornography1. CSA 
is a global health issue of great magnitude affect-
ing children of all ages, genders, races, ethnicity 
and socioeconomic classes. The offender is often 
an adult but can be another child too. The vast 
majority of sexual offenders are someone the child 
and the family already know and trust. The knowl-
edge of sexual abuse is demand of present time 
while alertness is essential.

CSA is a type of trauma that instills guilt in the 
victims. In childhood sexual abuse, the victim is too 
young to take appropriate action and seek out for 
help. If it is not addressed on time, it can lead to 
lifelong psychological problems. The offender is 
often the close friend or associate to the family 
which further creates hindrance to report CSA. 
Present quantitative study aims to compare and 
evaluate child’s knowledge and alertness in boys 
and girls against child sexual abuse. 

Recently, there has been increased attention to 
CSA as a global issue for which solutions must be 
devised in order to protect children from further 
harm and prevent others from becoming victims. 
Although CSA is a widespread phenomenon, it 
remains difficult to collect reliable prevalence data. 
A meta-analysis conducted by Stoltenberg et al. 
looking at worldwide data revealed that the preva-
lence of self-reported childhood sexual abuse 
cases was 11.8%, with 18% prevalence for girls and 
7.6% for boys between 1980 and 20082. In another 
study approximately 5.6 percent of adolescents 
15-19 years of age reported that they felt pressured 
the first time they had sex, with adolescent girls 
more likely to feel pressure than boys (9.7 percent 
and 2.5 percent respectively)3. Another study shows 
self-reported CSA cases are more common in girls 
(133/1000) than boys (41/1000) in Asia4. 

In Pakistan an organization named Sahil works on 
child protection while keeping a keen focus on 
child sexual abuse, the organization publish yearly 
report by gathering data from different sources like 
newspaper (national and regional), media reports, 
police reports and unregistered parent reports. 
Latest finding of year 2017 reveals that in a day 
more than 9 children have been sexually abuse in 

the country. The total 3445 child abuse cases were 
reported in newspapers from all four provinces in 
the year 20175. The present number of cases is only 
the small portion of total cases as many cases 
remain unreported, actual number of CSA in 
Pakistan can be assumed to be much higher. 

Child Sexual Abuse (CSA) is one of the biggest 
social and health problems around the globe with 
long term adverse psychological and social conse-
quences. CSA link to lifetime psychopathologies 
have been demonstrated by many clinicians and 
researchers6. Despite overwhelming evidences of 
negative psychological consequences of CSA, 
study shows that impact of CSA is variable and 
many victims do not exhibit clinical level of symp-
toms. It is secondary to the fact that CSA has diverse 
characteristics that can cause wide range of 
outcomes. The other reasons may include asymp-
tomatic survivors that have developed avoidant 
and other coping styles and insufficient severity of 
abuse. The asymptomatic survivors are more 
resilient and can deal with distress more effectively 
than symptomatic survivors6-8. 

According to one study, CSA and other child 
maltreatments are found to be one of the major risk 
factor to develop Non suicidal self-harm injuries 
later in adulthood9. Many mental health problems 
other than post-traumatic stress disorder and distur-
bance in behavior are linked to CSA. Symptoms of 
Major Depressive disorders are found in victimized 
children. Sexually abused children are more likely to 
exhibit sexualized behaviors than their non-abused 
counterparts. These children during their teenage 
period are more likely to get involve in substance 
abuse and self-harm behaviors10-11. 

CSA is a subject of great annoyance and discom-
posure across all the cultures despite it is highly 
widespread across the world. The effects of CSA 
may not always show initially but carries serious 
threat to their well-being. Despite this fact, it is one 
of the most unaddressed subjects across all the 
cultures.  It is true to the fact that too much social 
taboos are attached to it. Victim fears to report the 
abuse out of fear of rejection, guilt and shame. 
Angie C. Kennedy found that CSA, intimate partner 
violence, Sexual Assault survivors experienced 
stigma including victim blaming messages from 
their disclosure. Such reaction causes survivors to 
internalize shame and self-blame12.  

According to one of the estimation, 15-20% of girls 
and boys from all socioeconomic groups in Pakistan 
are exposed to sexual harassment and abuse 
before reaching 18 years (The Bitter Truth-Rozan), 
with many cases going unreported or undetected, 
it can be assumed that the real statistics will be 
much higher13. One of the reasons of high preva-
lence of CSA is the ignorance. A large number of 
children around the globe are not given education 

about sexual abuse. Many adults do not have 
knowledge and skills to identify changing behaviors 
in their children stemming from CSA11. 

According to experts, if children are given educa-
tion and taught skills to respond to bad touch, the 
CSA incidence can be controlled. Assertive and 
well-informed children are more likely to protect 
themselves from abuse11.  

The study was conducted in China, Beijing by 
Yichen Jin, Jingqi Chen & Buyi Yu (2016) to examine 
level of knowledge against prevention of child 
sexual abuse. This study was conducted on school 
aged children from grade 1 to 5, 559 participants 
from one primary school took part in the study. The 
respondents were asked to fill questionnaire which 
was about knowledge and skills related to CSA 
prevention. The result of this study revealed the truth 
that majority of the children lacked knowledge and 
skills and thus education programs related to CSA 
should be introduced in schools particularly in the 
elementary classes14.

Child sexual abuse (CSA) is a significant health 
problem with potential long-term consequences for 
victims, therefore knowledge regarding sexual 
abuse is essential for children. Equipping children 
with knowledge of CSA is very essentially as they 
cannot be always protected and guarded by their 
parents. Well informed children will respond assert-
ively to such happening and will reach out for the 
help.  This is a quantitative study to evaluate and 
compares the knowledge and alertness against 
child sexual abuse among children of both genders.

METHODOLOGY

The present study is descriptive survey based 
research. The sample of 100 children of both 
genders in age bracket 6 yrs to 12 yrs. old were 
selected through Simple Random technique from 
different areas of Karachi. These children were not 
provided with any formal training about Child 
Sexual Abuse prior to the study. The survey was 
done in a course of 2 weeks. Data collection tool 
used was Child Knowledge of Abuse Questionnaire 
- Rev II. The Children were divided into 2 groups 
according to their gender. Each question was 
explained to them in simple and comprehensible 
Urdu language followed by 20 to 25 minutes to 
complete the survey form. The children with low IQ 
and those who have got formal training against 
Child Sexual abuse in past 6 months in schools, 
summer camps or any other organization were 
excluded from the study.  Data analysis was done 
by SPSS version 20, t-test applied.  

Parents of the selected children were briefed about 
the research objectives and method. They were 

explained about the Questionnaire. Prior informed 
consent was taken from the parents of children 
observed under the study.

RESULT

Results of this study showed that 56% of the females 
(n=50) and 52% of males responded true in item-10 
of CKAQ-REV II. 62% females and 52% males 
answered true in response to item-12, similarly for 
item-22 61% and 56% female and male participants 
responded true while 41% and 64% responded true 
in item-31.For item-32, 32% females and 30% males 
marked true. Overall, the obtained responses 
varied according to gender perceptions (Figure 
1-2).

DISCUSSION

Both quantitative and qualitative item analysis 
convincingly revealed that there is no significant 
difference in the knowledge of CSA concepts 
between genders as measured by the CKAQ-REV II. 
As the average difference between scores of 
females and males on CKAQ-REV II is small so it is 
negligible. Thus we conclude that there is no signifi-
cance difference of knowledge between girls and 
boys about child sexual abuse. This is true to the fact 
that in our society the children of either sex do not 
get proper education and awareness of child 
sexual abuse neither in school or home. 

Child sexual abuse is disturbing and intimidating 
topic for parents and other care givers to address 
with children. Often caregivers fear that discussing 
the topic may frighten children and take away their 
innocence from them. Furthermore, there is still a 
great deal of stigma and shame associated with 
violence and abuse in our society that stops people 
from addressing issues and educating their children. 
This is the reason that child sexual abuse cases are 
increasing in our society day by day and yet our 
children are not prepare for it. By looking at the 
table no. 1 we can easily infer that girls have 48% of 
knowledge of child sexual abuse and boys have 
51% of knowledge which falls in the alarming level. 

Figure 1-2 shows that more than 50% of the children 
have marked application based questions true or I 
don’t know. We can infer from the reading (Figure 
1-2) that children lack skills to execute their knowl-
edge in real life situations. Majority of the children 
cannot discriminate between safe and unsafe 
situations and act accordingly. Thus these children 
are at high risk of abuse. 

The results of the present study closely resembles to 
the study conducted by Wenjing Zhang and his 
fellows in Beijing, China. The researchers interviewed 

136 children to examine the level of knowledge and 
skills related to CSA. The result showed lack of knowl-
edge and skills about CSA in Chinese children. They 
found that less than half of the total children can 
discriminate stranger versus non stranger, only 16% 
of the children reported that bad touch should be 
reported, less than 30% of the children were aware 
about using verbal responses to refuse inappropri-

ate touches which shows lack of knowledge and 
awareness. The parents of these children were also 
interviewed. Qualitative analysis showed that 
parents too lack knowledge and skills to train their 
children about CSA. In the same study less than half 
of the total parents discussed about good and bad 
touch and safe and unsafe places with their 
children15.  

Limitation and Recommendations
The questionnaire used in the study was very com-
plicated for children of age group 6-12 years old to 
understand no subscale was given which made it 
difficult for researcher to determine knowledge and 
alertness individually further determinants like basic 
knowledge of private body parts, good touch and 
bad touch questions was not categorize separately, 
if it was categorize in sections than interpretation 
and scoring would have been more specific. This 
questionnaire can be modified by adding below 
mentioned points. 
• Items can be divided into sub headings of knowl-
edge, application and understanding of child 
sexual abuse.
• Questions to judge knowledge about private 
body parts, private and public places can be 
added. 
• Question can be made more comprehensible 
and simple for children to understand. 
• Question to analyze child skills of incorporating 
knowledge into practical life situations can be 
added. 

This study provides prospect for many future studies 
on wider population. As the parents and teachers 
are the primary informants to children, their 
attitudes, awareness knowledge and myths can be 
studied and correlated with the knowledge of the 
children. School curriculum can be explored too to 
examine the contribution of school in preparing the 
children. This will provide a way to work on the gaps 
and control the CSA incidents.

Children with physical and mental disabilities are 
more vulnerable to abuse than their counterparts as 
they lack the skills and understanding to respond 
effectively16. Further studies can be done on this 
population to assess and evaluate the parental 
involvement in educating their disabled children 
about CSA.  

CONCLUSION

CSA occurs when child is forced into sexual activity. 
It has long-lasting devastating effects on the 
victim’s wellbeing. Its prevalence is increasing day 
by day around the globe affecting both genders 
irrespective of socioeconomic background. 
Despite of its increasing prevalence, it is least 
addressed. Children of Pakistani society are at high 
risk of CSA as they lack knowledge and skills.
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which ranged from sitting on the bed side up to 
complete ambulation14.

Similarly, there were no accidental extubation 
reported, despite the fact that all events involved 
ambulation. However, only a single incident of feed-
ing tube dislodgment had occurred out of total 
1449 events of physical activity.  Furthermore, the 
same protocol was applied to a sample of 145 
intubated patients and no incident of accidental 
equipment dislodgment was reported. Therefore, 
early mobilization is supported to feasible in ICU by 
these aforementioned studies15. 

With respect to the institutional level barriers, the 
need of physicians’ order prior to mobilization was 
identified as the most observable barrier by the 
physiotherapists working in tertiary care hospitals of 
Karachi as they are considered secondary contact 
and need referral orders from the physicians. Physio-
therapist were though trained and educated, yet 
they are unable to initiate early mobilization without 
the physicians’ consent.  This concludes that further 
education in order to overcome the gaps in knowl-
edge as well as technical skills is significant for emer-
gency medicine facilitators in intensive cares.  

Others less rated barriers but important ones are 
need of proper guidelines and protocols and 
sufficient equipment for mobilization16. Another 
study prompts to develop proper guidelines by 
which patients’ safety during early mobilization in 
ICUs of tertiary care hospitals will be promoted17.

A well-equipped healthcare team including mem-
bers of varied disciplines and all necessary support-
ing equipment such as portable ventilators, oxime-
ter, bag-valve-mask with supplemental oxygen, 
suction devices and wheel chairs is essential to 
deliver safe physiotherapy treatment18.

The need of proper equipment should be consid-
ered the most important factor for safety mobiliza-
tion19. Therefore, unavailability of required equip-
ment is also discussed as a significant barrier to 
mobilization of critical patient20. Provision of proper 
equipment by administration of hospital should be 
the main priority in hospitals.

Routine bed rest orders on admission paper are 
another barrier which should be reevaluated after 
patient becomes stable medically21.    

Recent prominent studies highlighting improve-
ments in functional outcomes and cost savings in 
prospective studies of early mobilization for critically 
ill patients have focused the awareness of ICU 
acquired weakness1, 22. Our survey demonstrates 
strong enthusiasm for early mobilization, particularly 
among physiotherapists and where mobility cham-
pions exist. Mobility can also be limited by safety 
concerns, delays in the recognition of suitable 
patients, low prioritization for this aspect of care, 

poor inter-disciplinary communication and coordi-
nation23.

Similar to other surveys, we found that excessive 
sedation medical instability were important patient 
related barriers to early mobilization24. Sedation 
breaks should be given to the patient to access the 
patient conscious status through GCS scoring and 
evaluate the patient for mobilization if medical 
condition allowed.

Another important barrier is the dialysis25. The mutual 
understanding and communication between the 
ICU staffs is necessary so that the patient can be 
mobilizing during the period of off dialysis25. In Previ-
ous study, the different barriers for mobilization were 
identified by physical therapists and nurses; hemo-
dynamic instability and renal replacement therapy 
were barriers rated higher by nurses, whereas 
neurologic impairment was rated higher by physical 
therapists13.

Endotracheal tube is another major barrier which is 
identified but we can handle this barrier and 
through the good coordination and provision of 
champions in rehabilitation the mobilization of 
patient with ETT can be made possible26, 27.

An observational study was conducted, targeting 
the perceptions of physical therapist and nurses, 
regarding mobilization in intensive care units and 
barriers related to it. The study enrolled 63 critically ill 
patients, which were mobilized by both physiother-
apist and nurses. The opinions of physical therapist 
and nurses appeared to be different in identifying 
the severity of the barriers that hurdle early mobiliza-
tion of critically ill patients. Physiotherapists regard-
ed neurological impairment as the higher barrier 
while the nurses identified renal impairment and 
hemodynamic instability as the major limitation for 
early mobilization28. The result outcomes demon-
strated that the physical therapists are more 
involved in the mobilization and rehabilitation of 
their critically ill patients. Therefore, the role of physi-
cal therapist in the rehabilitation and mobilization of 
critical patient is integral13.  

Our research suggests that there are many barriers 
identified at institutional level, health care provider 
and patient related barriers. However, a great 
number of these identified barriers can be modified 
and manipulated through different techniques 
suggested earlier. Consequently, it implies that the 
need of further studies still persist in order to investi-
gate these barriers more specifically, in the future. 
Moreover, future researches should focus on the 
development of strategies and protocols that 
ensure safe early mobilization despite these poten-
tial barriers, especially in Pakistani context. 

admission notes (68%).The least common institution-
al barrier observed is that administrator perceived 
to be an expensive intervention (32%), as represent-
ed in Fig.1 below. 

Perceived health care provider related barriers to 
early mobilization:
Overall respondents perceived that with respect to 
health care provider related barriers; the most 
common perceived barriers are inability to recog-
nize suitable patients for mobilization (74%), lack of 
decision making authority (68%) and safety 
concerns (68%).Furthermore, lack of adequate 
training that is needed to facilitate early mobiliza-
tion is identified as significant barrier (56%). The least 
common perceived health care provider related 
barrier is lack of coordination to facilitate mobiliza-
tion (53%), as demonstrated in fig.2. 

Perceived patient related barriers to early mobiliza-
tion: 
Overall response rate by respondents to perceive 
patient related barriers to early mobilization recom-
mended that most common barriers are medical 

instability (97%), patient on dialysis (97%), excessive 
sedation (93%) endotracheal tube (68%), poor 
nutritional status (68%) and patient not motivated 
(68%).The least common patient related mobiliza-
tion observed is inadequate nutritional status of 
patient (32%), as shown in figure.3.

DISCUSSION

Majority of our participants though consider impor-
tance of early mobilization of critically ill patients but 
stated number of barriers at the levels of institution, 
healthcare provider and patients. 

This type of study was not conducted yet in 
Pakistan, even though we have high level tertiary 
care hospitals in high numbers especially in all big 
cities of Pakistan. However, identification of barriers 
to early mobilization is the objective of recent 
international researches that identified multiple 
important domains to facilitate early mobilization 
and rehabilitation of mechanically ventilated 
patients11. 

It was observed that the early mobilization did not 
seem to be of importance although being a health 
care provider, everyone aware about the compli-
cations of bedridden status if kept without reason. 
International researches suggest that early mobiliza-
tion should start as soon as the patient’s cardiopul-
monary condition becomes stable. Early mobiliza-
tion is considered as an integral aspect of multidisci-
plinary focus in ICU routine practices. It begins as 
soon as physiological stability is attained by the 
patient that though varies throughout published 
studies but usually includes cardiovascular, respira-
tory and neurological status12.  Moreover, some 
clinicians consider endotracheal tube (ETT), vascu-
lar access devices, or other equipment as the limita-
tion to the feasible mobilization13. Conversely, 5 
patients with ETT were reported to have participat-
ed in 593 activities by a prospective cohort study, 
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INTRODUCTION

It was the first time, in World War II, when early 
ambulation of hospitalized soldiers was introduced 
as an effort to accelerate their recovery and quick 
return to battlefields. In 1944, a number of confer-
ences were held for the first time in history, on the 
issue of Bed Rest. Moreover, leading international 
journals published their editorial highlighting the 
complications of bed-rest and revealing the bene-
fits of early mobilization. Consequently, the intensive 
care units were established, years later. An illustrat-
ed report was published by University of Colorado in 
1972 that focused on benefits of early mobilization 
in mechanically ventilated patients. It has clearly 
demonstrated the increased general strength and 
well- being of the patients as a result of physical 
activity1.

There are multifactorial causes of neuromuscular 
weakness. Overwhelmingly, the critical illness 
polyneuropathy and myopathy are well-known 
etiologies1. Moreover, inflammatory conditions like 
sepsis may be the cause of muscular dysfunction. 
Bed-rest is counted as another important etiology 
as various experimental studies claim 4% to 5% 
decline in muscular strength per week as well as 
reduction in bone mineral density and muscle 
mass2.

Early mobilization has direct impact in modifying the 
deleterious effects of bed rest by targeting muscle 
fiber, inflammatory markers and metabolism, both 
structurally and functionally3. Muscle activity plays a 
crucial role as an anti-inflammatory agent in inflam-
mation mediated diseases by producing myokines4. 

Adding to this, experiments proved that insulin 
resistance and microvascular-dysfunction devel-
oped in healthy individuals just after 5 days of bed 
rest. Musculoskeletal is not the only system that is 
affected due to immobility. Instead, cardiopulmo-
nary system is also badly affected by bed-rest result-
ing in tachycardia, orthostatic hypotension, 
decrease in stroke volume, cardiac output and 
VO2 max. Moreover, prolonged recovery duration is 
required in these individuals to restore their baseline 
status after the termination of bed-rest.1

Another study was aimed to investigate the feasibili-
ty of body weight supported treadmill training in 
critical patients in intensive care setting. A treadmill 
was customized to be used in medical and surgical 
ICU which was body weight supported. The feasibili-
ty of treadmill training was estimated through 
eligibility, number of successful attempts of BWSTT, 
required man power, complication, number of 
patients that were unable to walk without BWSTT, 
level of satisfaction and anxiety during intervention. 
The study further reported that among 20 patients 
there was no unfavorable event occurred through-
out 54 sessions in which all of the medical supportive 

equipment was kept connected. 74% patients were 
unable to ambulate without BWSTT5. 

This study supported the use of BWSTT as it seems to 
be safe and facilitate the initiation of early ambula-
tion in critically ill patients with severe muscle weak-
ness5.

Patients’ admission to neurological ICUs makes 
them prone to multiple cognitive and physical 
disabilities and impairments, as well as high risk of 
mortality. Moreover, at several occasions certain 
clinical decisions are made despite their unpredict-
able outcomes.  Patients presenting with neurologi-
cal conditions like Cerebrovascular Accident (CVA) 
and traumatic brain injury are restricted from mobili-
ty due to their illness. Furthermore, certain barriers 
like invasive line, monitoring devices and initial bed 
rest due to therapeutic restriction, are unavoidable. 
Consequently, the effects of immobility are detri-
mental. Diseases like Acute Respiratory Distress 
Syndrome prolong the length of stay in ICU which 
results in critical illness myopathies. Even at 
discharge patient has poor functional status. Poor 
outcomes of hospital stay including prolonged 
intubation, recurrent chest infections, delayed 
recovery and even, death, are associated with 
intensive care acquired weakness. The quality of life 
and functional status are severely compromised 
due to prolong ICU stay6. 

A randomized control trial was conducted recruit-
ing 150 patients with an ICU stay of 5 days or more. 
These patients had no neurological insult and were 
randomized to receive usual care or intervention. 
The patients in intervention group received inten-
sive exercises in all levels of care including ICU, 
wards and OPDs. Participant were assessed using 
Six-minute Walk Test(6MWT), Timed Up and Go Test 
and the Physical Function in ICU Test on recruitment, 
ICU-admission, hospital discharge and at the 
intervals of 3, 6, and 12 months. The Short Form 36 
Health Survey, version 2 (SF-36v2) and Assessment of 
Quality of Life (AQoL) Instruments were used for 
assessing Patient outcomes. There were no 
intra-group differences in hospital data and demo-
graphic details, which includes acuity and length of 
stay (LOS) (Acute Physiology and Chronic Health 
Evaluation II score: 21 vs. 19; hospital LOS: 20 vs. 24 
days). Primary out comes of 6MWT revealed no 
significant differences at the 12th month of hospital 
discharge. However, exploratory analyses demon-
strated the rate of change over time and mean 
inter-group differences in 6MWT were greater in the 
intervention group comparing to initial assessment7.

A prospective study with duration of four weeks was 
conducted on 106 patients, admitted in ICU. The 
variables focused in this study were total patients 
enrolled, frequency and type of mobilization, and 
the reasons for keeping the patient immobile. The 
result showed that there are many potential barriers 

which are avoidable like vascular access device in 
femoral region, timings of different procedures and 
agitation or reduced level of consciousness. It was 
concluded that intervention to enhance mobiliza-
tion in ICU are careful management of proce-
dures-schedule, site of catheter insertion and seda-
tion protocol development8.

A cross sectional survey research was conducted 
among the ICU physicians and physiotherapist in 
Canada. It was a perception based postal survey 
which was self-administered. The results of the study 
revealed the importance of early mobilization in the 
perception of participants and identified various 
notable barriers related to medical institutions, 
health care providers and patients. Furthermore, it 
notified significant gaps in the knowledge and skills 
of health care providers to handle complexities that 
might occur during the early mobilization, particu-
larly, with patients receiving mechanical ventilator 
support, high and unplanned doses of sedative 
medications resulting in poor patient-cooperation, 
limited or over occupied staffing, unavailability of 
desired supporting equipment and lack of well-de-
fined protocols9. 

Similarly, a bi-national, multi-center, prospective 
cohort study conducted in 12 ICUs in Australia and 
New Zealand. Patients enrolled were likely be on 
ventilatory support for more than 48 hours and 
expected to be functionally independent previous-
ly The outcome measures were assessed are as 
follow: mobilization during invasive ventilation, 
depth of sedation using the Richmond Agitation 
and Sedation Scale (RASS), co-interventions, days 
on mechanical ventilator, ICU-acquired weakness 
(ICUAW) at discharge from ICU, status at day 90, 
and 6-month functional recovery including return to 
work. Muscle strength using MRC scale was 
assessed in 94 out of 156 ICU survivors. MRC score is 
high in 48% patients with ICU acquired weakness 
who were mobilized while mechanically ventilated. 
Despite of these drastic results early mobilization 
was uncommon due to numbers of barriers; more 
than 50% of patients discharged from the ICU had 
developed ICU-acquired weakness10.

Conclusively, the significance of early mobilization 
has been clearly established under provided 
evidences. Therefore, the present study aimed to 
investigate and identify the possible barriers to the 
early mobilization in critical care setting of tertiary 
care hospitals of Karachi in accordance with the 
perceptions of physical therapy professionals.  

METHODOLOGY
Research Design 
The aims of study were achieved through descrip-
tive analysis. The study was investigative and 
discussed the opinions and perceptions of partici-
pants among the study group. Therefore, it was 

primarily a survey based study.

Sampling Technique
Random sampling was used thus the participants 
were selected randomly from tertiary care hospitals.

Sample Size
The sample size was 100.

Inclusion Criteria
• Physiotherapist from tertiary care hospitals having 
different types of intensive care units 
• Physiotherapists who are working as inpatient 
therapist.

Exclusion Criteria
• Physiotherapist working in outpatient
• Physiotherapist working as home based therapist
• Physiotherapist working in small hospitals having 
general services and  no Intensive care units

Study Duration
The study duration was 6 months

Procedures
The survey study was conducted in Karachi Pakistan 
with participants from tertiary care hospitals.100 
participants were selected randomly and question-
naire was introduced. The questionnaire was 
consisted of three sections that had closed ended 
questions regarding perceived barriers in mobilizing 
critically ill adults at institutional level, health care 
provider level and patient level. All data was 
analyzed at SPSS version 20.

Data Analysis
The data, collected through questionnaires were 
assigned numbers and recorded on Microsoft Excel 
Database. All data was analyzed on SPSS 20. 

Ethical Consideration 
Ethical approval has been taken from the institu-
tional review board of the concerned hospital 
settings before conducting the research. Moreover, 
an informed consent was given to the participants 
before completing the questionnaire.

RESULTS

Response rate and respondents:
99 respondents were responded to the survey ques-
tionnaire of the research conducted within tertiary 
care hospitals of Karachi.

Perceived institutional barriers to early mobilization:
Overall respondents perceived that with respect to 
institutional barriers, the most common barriers to 
early mobilization are physician order required for 
early mobilization (87%), need of proper guidelines 
and protocols (78%), insufficient equipment for 
mobilization (78%) and routine bed rest order in 
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INTRODUCTION

Child sexual abuse (CSA) is a serious global health 
issue with lifelong consequences for the survivors, 
therefore knowledge regarding sexual abuse is 
essential for children. CSA occurs when a child is 
forced to take part in sexual activities. It can vary in 
forms like verbal abuse, online abuse and much 
more. CSA is generally divided into two broad cate-
gories i.e. contact abuse and non-contact abuse. 
In contrast to non-contact abuse, contact abuse 
involves activities in which the abuser makes physi-
cal contact with the child; it may include penetra-
tion while the non-contact abuse includes 
non-touching activities such as pornography1. CSA 
is a global health issue of great magnitude affect-
ing children of all ages, genders, races, ethnicity 
and socioeconomic classes. The offender is often 
an adult but can be another child too. The vast 
majority of sexual offenders are someone the child 
and the family already know and trust. The knowl-
edge of sexual abuse is demand of present time 
while alertness is essential.

CSA is a type of trauma that instills guilt in the 
victims. In childhood sexual abuse, the victim is too 
young to take appropriate action and seek out for 
help. If it is not addressed on time, it can lead to 
lifelong psychological problems. The offender is 
often the close friend or associate to the family 
which further creates hindrance to report CSA. 
Present quantitative study aims to compare and 
evaluate child’s knowledge and alertness in boys 
and girls against child sexual abuse. 

Recently, there has been increased attention to 
CSA as a global issue for which solutions must be 
devised in order to protect children from further 
harm and prevent others from becoming victims. 
Although CSA is a widespread phenomenon, it 
remains difficult to collect reliable prevalence data. 
A meta-analysis conducted by Stoltenberg et al. 
looking at worldwide data revealed that the preva-
lence of self-reported childhood sexual abuse 
cases was 11.8%, with 18% prevalence for girls and 
7.6% for boys between 1980 and 20082. In another 
study approximately 5.6 percent of adolescents 
15-19 years of age reported that they felt pressured 
the first time they had sex, with adolescent girls 
more likely to feel pressure than boys (9.7 percent 
and 2.5 percent respectively)3. Another study shows 
self-reported CSA cases are more common in girls 
(133/1000) than boys (41/1000) in Asia4. 

In Pakistan an organization named Sahil works on 
child protection while keeping a keen focus on 
child sexual abuse, the organization publish yearly 
report by gathering data from different sources like 
newspaper (national and regional), media reports, 
police reports and unregistered parent reports. 
Latest finding of year 2017 reveals that in a day 
more than 9 children have been sexually abuse in 

the country. The total 3445 child abuse cases were 
reported in newspapers from all four provinces in 
the year 20175. The present number of cases is only 
the small portion of total cases as many cases 
remain unreported, actual number of CSA in 
Pakistan can be assumed to be much higher. 

Child Sexual Abuse (CSA) is one of the biggest 
social and health problems around the globe with 
long term adverse psychological and social conse-
quences. CSA link to lifetime psychopathologies 
have been demonstrated by many clinicians and 
researchers6. Despite overwhelming evidences of 
negative psychological consequences of CSA, 
study shows that impact of CSA is variable and 
many victims do not exhibit clinical level of symp-
toms. It is secondary to the fact that CSA has diverse 
characteristics that can cause wide range of 
outcomes. The other reasons may include asymp-
tomatic survivors that have developed avoidant 
and other coping styles and insufficient severity of 
abuse. The asymptomatic survivors are more 
resilient and can deal with distress more effectively 
than symptomatic survivors6-8. 

According to one study, CSA and other child 
maltreatments are found to be one of the major risk 
factor to develop Non suicidal self-harm injuries 
later in adulthood9. Many mental health problems 
other than post-traumatic stress disorder and distur-
bance in behavior are linked to CSA. Symptoms of 
Major Depressive disorders are found in victimized 
children. Sexually abused children are more likely to 
exhibit sexualized behaviors than their non-abused 
counterparts. These children during their teenage 
period are more likely to get involve in substance 
abuse and self-harm behaviors10-11. 

CSA is a subject of great annoyance and discom-
posure across all the cultures despite it is highly 
widespread across the world. The effects of CSA 
may not always show initially but carries serious 
threat to their well-being. Despite this fact, it is one 
of the most unaddressed subjects across all the 
cultures.  It is true to the fact that too much social 
taboos are attached to it. Victim fears to report the 
abuse out of fear of rejection, guilt and shame. 
Angie C. Kennedy found that CSA, intimate partner 
violence, Sexual Assault survivors experienced 
stigma including victim blaming messages from 
their disclosure. Such reaction causes survivors to 
internalize shame and self-blame12.  

According to one of the estimation, 15-20% of girls 
and boys from all socioeconomic groups in Pakistan 
are exposed to sexual harassment and abuse 
before reaching 18 years (The Bitter Truth-Rozan), 
with many cases going unreported or undetected, 
it can be assumed that the real statistics will be 
much higher13. One of the reasons of high preva-
lence of CSA is the ignorance. A large number of 
children around the globe are not given education 

about sexual abuse. Many adults do not have 
knowledge and skills to identify changing behaviors 
in their children stemming from CSA11. 

According to experts, if children are given educa-
tion and taught skills to respond to bad touch, the 
CSA incidence can be controlled. Assertive and 
well-informed children are more likely to protect 
themselves from abuse11.  

The study was conducted in China, Beijing by 
Yichen Jin, Jingqi Chen & Buyi Yu (2016) to examine 
level of knowledge against prevention of child 
sexual abuse. This study was conducted on school 
aged children from grade 1 to 5, 559 participants 
from one primary school took part in the study. The 
respondents were asked to fill questionnaire which 
was about knowledge and skills related to CSA 
prevention. The result of this study revealed the truth 
that majority of the children lacked knowledge and 
skills and thus education programs related to CSA 
should be introduced in schools particularly in the 
elementary classes14.

Child sexual abuse (CSA) is a significant health 
problem with potential long-term consequences for 
victims, therefore knowledge regarding sexual 
abuse is essential for children. Equipping children 
with knowledge of CSA is very essentially as they 
cannot be always protected and guarded by their 
parents. Well informed children will respond assert-
ively to such happening and will reach out for the 
help.  This is a quantitative study to evaluate and 
compares the knowledge and alertness against 
child sexual abuse among children of both genders.

METHODOLOGY

The present study is descriptive survey based 
research. The sample of 100 children of both 
genders in age bracket 6 yrs to 12 yrs. old were 
selected through Simple Random technique from 
different areas of Karachi. These children were not 
provided with any formal training about Child 
Sexual Abuse prior to the study. The survey was 
done in a course of 2 weeks. Data collection tool 
used was Child Knowledge of Abuse Questionnaire 
- Rev II. The Children were divided into 2 groups 
according to their gender. Each question was 
explained to them in simple and comprehensible 
Urdu language followed by 20 to 25 minutes to 
complete the survey form. The children with low IQ 
and those who have got formal training against 
Child Sexual abuse in past 6 months in schools, 
summer camps or any other organization were 
excluded from the study.  Data analysis was done 
by SPSS version 20, t-test applied.  

Parents of the selected children were briefed about 
the research objectives and method. They were 

explained about the Questionnaire. Prior informed 
consent was taken from the parents of children 
observed under the study.

RESULT

Results of this study showed that 56% of the females 
(n=50) and 52% of males responded true in item-10 
of CKAQ-REV II. 62% females and 52% males 
answered true in response to item-12, similarly for 
item-22 61% and 56% female and male participants 
responded true while 41% and 64% responded true 
in item-31.For item-32, 32% females and 30% males 
marked true. Overall, the obtained responses 
varied according to gender perceptions (Figure 
1-2).

DISCUSSION

Both quantitative and qualitative item analysis 
convincingly revealed that there is no significant 
difference in the knowledge of CSA concepts 
between genders as measured by the CKAQ-REV II. 
As the average difference between scores of 
females and males on CKAQ-REV II is small so it is 
negligible. Thus we conclude that there is no signifi-
cance difference of knowledge between girls and 
boys about child sexual abuse. This is true to the fact 
that in our society the children of either sex do not 
get proper education and awareness of child 
sexual abuse neither in school or home. 

Child sexual abuse is disturbing and intimidating 
topic for parents and other care givers to address 
with children. Often caregivers fear that discussing 
the topic may frighten children and take away their 
innocence from them. Furthermore, there is still a 
great deal of stigma and shame associated with 
violence and abuse in our society that stops people 
from addressing issues and educating their children. 
This is the reason that child sexual abuse cases are 
increasing in our society day by day and yet our 
children are not prepare for it. By looking at the 
table no. 1 we can easily infer that girls have 48% of 
knowledge of child sexual abuse and boys have 
51% of knowledge which falls in the alarming level. 

Figure 1-2 shows that more than 50% of the children 
have marked application based questions true or I 
don’t know. We can infer from the reading (Figure 
1-2) that children lack skills to execute their knowl-
edge in real life situations. Majority of the children 
cannot discriminate between safe and unsafe 
situations and act accordingly. Thus these children 
are at high risk of abuse. 

The results of the present study closely resembles to 
the study conducted by Wenjing Zhang and his 
fellows in Beijing, China. The researchers interviewed 

136 children to examine the level of knowledge and 
skills related to CSA. The result showed lack of knowl-
edge and skills about CSA in Chinese children. They 
found that less than half of the total children can 
discriminate stranger versus non stranger, only 16% 
of the children reported that bad touch should be 
reported, less than 30% of the children were aware 
about using verbal responses to refuse inappropri-

ate touches which shows lack of knowledge and 
awareness. The parents of these children were also 
interviewed. Qualitative analysis showed that 
parents too lack knowledge and skills to train their 
children about CSA. In the same study less than half 
of the total parents discussed about good and bad 
touch and safe and unsafe places with their 
children15.  

Limitation and Recommendations
The questionnaire used in the study was very com-
plicated for children of age group 6-12 years old to 
understand no subscale was given which made it 
difficult for researcher to determine knowledge and 
alertness individually further determinants like basic 
knowledge of private body parts, good touch and 
bad touch questions was not categorize separately, 
if it was categorize in sections than interpretation 
and scoring would have been more specific. This 
questionnaire can be modified by adding below 
mentioned points. 
• Items can be divided into sub headings of knowl-
edge, application and understanding of child 
sexual abuse.
• Questions to judge knowledge about private 
body parts, private and public places can be 
added. 
• Question can be made more comprehensible 
and simple for children to understand. 
• Question to analyze child skills of incorporating 
knowledge into practical life situations can be 
added. 

This study provides prospect for many future studies 
on wider population. As the parents and teachers 
are the primary informants to children, their 
attitudes, awareness knowledge and myths can be 
studied and correlated with the knowledge of the 
children. School curriculum can be explored too to 
examine the contribution of school in preparing the 
children. This will provide a way to work on the gaps 
and control the CSA incidents.

Children with physical and mental disabilities are 
more vulnerable to abuse than their counterparts as 
they lack the skills and understanding to respond 
effectively16. Further studies can be done on this 
population to assess and evaluate the parental 
involvement in educating their disabled children 
about CSA.  

CONCLUSION

CSA occurs when child is forced into sexual activity. 
It has long-lasting devastating effects on the 
victim’s wellbeing. Its prevalence is increasing day 
by day around the globe affecting both genders 
irrespective of socioeconomic background. 
Despite of its increasing prevalence, it is least 
addressed. Children of Pakistani society are at high 
risk of CSA as they lack knowledge and skills.
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which ranged from sitting on the bed side up to 
complete ambulation14.

Similarly, there were no accidental extubation 
reported, despite the fact that all events involved 
ambulation. However, only a single incident of feed-
ing tube dislodgment had occurred out of total 
1449 events of physical activity.  Furthermore, the 
same protocol was applied to a sample of 145 
intubated patients and no incident of accidental 
equipment dislodgment was reported. Therefore, 
early mobilization is supported to feasible in ICU by 
these aforementioned studies15. 

With respect to the institutional level barriers, the 
need of physicians’ order prior to mobilization was 
identified as the most observable barrier by the 
physiotherapists working in tertiary care hospitals of 
Karachi as they are considered secondary contact 
and need referral orders from the physicians. Physio-
therapist were though trained and educated, yet 
they are unable to initiate early mobilization without 
the physicians’ consent.  This concludes that further 
education in order to overcome the gaps in knowl-
edge as well as technical skills is significant for emer-
gency medicine facilitators in intensive cares.  

Others less rated barriers but important ones are 
need of proper guidelines and protocols and 
sufficient equipment for mobilization16. Another 
study prompts to develop proper guidelines by 
which patients’ safety during early mobilization in 
ICUs of tertiary care hospitals will be promoted17.

A well-equipped healthcare team including mem-
bers of varied disciplines and all necessary support-
ing equipment such as portable ventilators, oxime-
ter, bag-valve-mask with supplemental oxygen, 
suction devices and wheel chairs is essential to 
deliver safe physiotherapy treatment18.

The need of proper equipment should be consid-
ered the most important factor for safety mobiliza-
tion19. Therefore, unavailability of required equip-
ment is also discussed as a significant barrier to 
mobilization of critical patient20. Provision of proper 
equipment by administration of hospital should be 
the main priority in hospitals.

Routine bed rest orders on admission paper are 
another barrier which should be reevaluated after 
patient becomes stable medically21.    

Recent prominent studies highlighting improve-
ments in functional outcomes and cost savings in 
prospective studies of early mobilization for critically 
ill patients have focused the awareness of ICU 
acquired weakness1, 22. Our survey demonstrates 
strong enthusiasm for early mobilization, particularly 
among physiotherapists and where mobility cham-
pions exist. Mobility can also be limited by safety 
concerns, delays in the recognition of suitable 
patients, low prioritization for this aspect of care, 

poor inter-disciplinary communication and coordi-
nation23.

Similar to other surveys, we found that excessive 
sedation medical instability were important patient 
related barriers to early mobilization24. Sedation 
breaks should be given to the patient to access the 
patient conscious status through GCS scoring and 
evaluate the patient for mobilization if medical 
condition allowed.

Another important barrier is the dialysis25. The mutual 
understanding and communication between the 
ICU staffs is necessary so that the patient can be 
mobilizing during the period of off dialysis25. In Previ-
ous study, the different barriers for mobilization were 
identified by physical therapists and nurses; hemo-
dynamic instability and renal replacement therapy 
were barriers rated higher by nurses, whereas 
neurologic impairment was rated higher by physical 
therapists13.

Endotracheal tube is another major barrier which is 
identified but we can handle this barrier and 
through the good coordination and provision of 
champions in rehabilitation the mobilization of 
patient with ETT can be made possible26, 27.

An observational study was conducted, targeting 
the perceptions of physical therapist and nurses, 
regarding mobilization in intensive care units and 
barriers related to it. The study enrolled 63 critically ill 
patients, which were mobilized by both physiother-
apist and nurses. The opinions of physical therapist 
and nurses appeared to be different in identifying 
the severity of the barriers that hurdle early mobiliza-
tion of critically ill patients. Physiotherapists regard-
ed neurological impairment as the higher barrier 
while the nurses identified renal impairment and 
hemodynamic instability as the major limitation for 
early mobilization28. The result outcomes demon-
strated that the physical therapists are more 
involved in the mobilization and rehabilitation of 
their critically ill patients. Therefore, the role of physi-
cal therapist in the rehabilitation and mobilization of 
critical patient is integral13.  

Our research suggests that there are many barriers 
identified at institutional level, health care provider 
and patient related barriers. However, a great 
number of these identified barriers can be modified 
and manipulated through different techniques 
suggested earlier. Consequently, it implies that the 
need of further studies still persist in order to investi-
gate these barriers more specifically, in the future. 
Moreover, future researches should focus on the 
development of strategies and protocols that 
ensure safe early mobilization despite these poten-
tial barriers, especially in Pakistani context. 

admission notes (68%).The least common institution-
al barrier observed is that administrator perceived 
to be an expensive intervention (32%), as represent-
ed in Fig.1 below. 

Perceived health care provider related barriers to 
early mobilization:
Overall respondents perceived that with respect to 
health care provider related barriers; the most 
common perceived barriers are inability to recog-
nize suitable patients for mobilization (74%), lack of 
decision making authority (68%) and safety 
concerns (68%).Furthermore, lack of adequate 
training that is needed to facilitate early mobiliza-
tion is identified as significant barrier (56%). The least 
common perceived health care provider related 
barrier is lack of coordination to facilitate mobiliza-
tion (53%), as demonstrated in fig.2. 

Perceived patient related barriers to early mobiliza-
tion: 
Overall response rate by respondents to perceive 
patient related barriers to early mobilization recom-
mended that most common barriers are medical 

instability (97%), patient on dialysis (97%), excessive 
sedation (93%) endotracheal tube (68%), poor 
nutritional status (68%) and patient not motivated 
(68%).The least common patient related mobiliza-
tion observed is inadequate nutritional status of 
patient (32%), as shown in figure.3.

DISCUSSION

Majority of our participants though consider impor-
tance of early mobilization of critically ill patients but 
stated number of barriers at the levels of institution, 
healthcare provider and patients. 

This type of study was not conducted yet in 
Pakistan, even though we have high level tertiary 
care hospitals in high numbers especially in all big 
cities of Pakistan. However, identification of barriers 
to early mobilization is the objective of recent 
international researches that identified multiple 
important domains to facilitate early mobilization 
and rehabilitation of mechanically ventilated 
patients11. 

It was observed that the early mobilization did not 
seem to be of importance although being a health 
care provider, everyone aware about the compli-
cations of bedridden status if kept without reason. 
International researches suggest that early mobiliza-
tion should start as soon as the patient’s cardiopul-
monary condition becomes stable. Early mobiliza-
tion is considered as an integral aspect of multidisci-
plinary focus in ICU routine practices. It begins as 
soon as physiological stability is attained by the 
patient that though varies throughout published 
studies but usually includes cardiovascular, respira-
tory and neurological status12.  Moreover, some 
clinicians consider endotracheal tube (ETT), vascu-
lar access devices, or other equipment as the limita-
tion to the feasible mobilization13. Conversely, 5 
patients with ETT were reported to have participat-
ed in 593 activities by a prospective cohort study, 
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INTRODUCTION

It was the first time, in World War II, when early 
ambulation of hospitalized soldiers was introduced 
as an effort to accelerate their recovery and quick 
return to battlefields. In 1944, a number of confer-
ences were held for the first time in history, on the 
issue of Bed Rest. Moreover, leading international 
journals published their editorial highlighting the 
complications of bed-rest and revealing the bene-
fits of early mobilization. Consequently, the intensive 
care units were established, years later. An illustrat-
ed report was published by University of Colorado in 
1972 that focused on benefits of early mobilization 
in mechanically ventilated patients. It has clearly 
demonstrated the increased general strength and 
well- being of the patients as a result of physical 
activity1.

There are multifactorial causes of neuromuscular 
weakness. Overwhelmingly, the critical illness 
polyneuropathy and myopathy are well-known 
etiologies1. Moreover, inflammatory conditions like 
sepsis may be the cause of muscular dysfunction. 
Bed-rest is counted as another important etiology 
as various experimental studies claim 4% to 5% 
decline in muscular strength per week as well as 
reduction in bone mineral density and muscle 
mass2.

Early mobilization has direct impact in modifying the 
deleterious effects of bed rest by targeting muscle 
fiber, inflammatory markers and metabolism, both 
structurally and functionally3. Muscle activity plays a 
crucial role as an anti-inflammatory agent in inflam-
mation mediated diseases by producing myokines4. 

Adding to this, experiments proved that insulin 
resistance and microvascular-dysfunction devel-
oped in healthy individuals just after 5 days of bed 
rest. Musculoskeletal is not the only system that is 
affected due to immobility. Instead, cardiopulmo-
nary system is also badly affected by bed-rest result-
ing in tachycardia, orthostatic hypotension, 
decrease in stroke volume, cardiac output and 
VO2 max. Moreover, prolonged recovery duration is 
required in these individuals to restore their baseline 
status after the termination of bed-rest.1

Another study was aimed to investigate the feasibili-
ty of body weight supported treadmill training in 
critical patients in intensive care setting. A treadmill 
was customized to be used in medical and surgical 
ICU which was body weight supported. The feasibili-
ty of treadmill training was estimated through 
eligibility, number of successful attempts of BWSTT, 
required man power, complication, number of 
patients that were unable to walk without BWSTT, 
level of satisfaction and anxiety during intervention. 
The study further reported that among 20 patients 
there was no unfavorable event occurred through-
out 54 sessions in which all of the medical supportive 

equipment was kept connected. 74% patients were 
unable to ambulate without BWSTT5. 

This study supported the use of BWSTT as it seems to 
be safe and facilitate the initiation of early ambula-
tion in critically ill patients with severe muscle weak-
ness5.

Patients’ admission to neurological ICUs makes 
them prone to multiple cognitive and physical 
disabilities and impairments, as well as high risk of 
mortality. Moreover, at several occasions certain 
clinical decisions are made despite their unpredict-
able outcomes.  Patients presenting with neurologi-
cal conditions like Cerebrovascular Accident (CVA) 
and traumatic brain injury are restricted from mobili-
ty due to their illness. Furthermore, certain barriers 
like invasive line, monitoring devices and initial bed 
rest due to therapeutic restriction, are unavoidable. 
Consequently, the effects of immobility are detri-
mental. Diseases like Acute Respiratory Distress 
Syndrome prolong the length of stay in ICU which 
results in critical illness myopathies. Even at 
discharge patient has poor functional status. Poor 
outcomes of hospital stay including prolonged 
intubation, recurrent chest infections, delayed 
recovery and even, death, are associated with 
intensive care acquired weakness. The quality of life 
and functional status are severely compromised 
due to prolong ICU stay6. 

A randomized control trial was conducted recruit-
ing 150 patients with an ICU stay of 5 days or more. 
These patients had no neurological insult and were 
randomized to receive usual care or intervention. 
The patients in intervention group received inten-
sive exercises in all levels of care including ICU, 
wards and OPDs. Participant were assessed using 
Six-minute Walk Test(6MWT), Timed Up and Go Test 
and the Physical Function in ICU Test on recruitment, 
ICU-admission, hospital discharge and at the 
intervals of 3, 6, and 12 months. The Short Form 36 
Health Survey, version 2 (SF-36v2) and Assessment of 
Quality of Life (AQoL) Instruments were used for 
assessing Patient outcomes. There were no 
intra-group differences in hospital data and demo-
graphic details, which includes acuity and length of 
stay (LOS) (Acute Physiology and Chronic Health 
Evaluation II score: 21 vs. 19; hospital LOS: 20 vs. 24 
days). Primary out comes of 6MWT revealed no 
significant differences at the 12th month of hospital 
discharge. However, exploratory analyses demon-
strated the rate of change over time and mean 
inter-group differences in 6MWT were greater in the 
intervention group comparing to initial assessment7.

A prospective study with duration of four weeks was 
conducted on 106 patients, admitted in ICU. The 
variables focused in this study were total patients 
enrolled, frequency and type of mobilization, and 
the reasons for keeping the patient immobile. The 
result showed that there are many potential barriers 

which are avoidable like vascular access device in 
femoral region, timings of different procedures and 
agitation or reduced level of consciousness. It was 
concluded that intervention to enhance mobiliza-
tion in ICU are careful management of proce-
dures-schedule, site of catheter insertion and seda-
tion protocol development8.

A cross sectional survey research was conducted 
among the ICU physicians and physiotherapist in 
Canada. It was a perception based postal survey 
which was self-administered. The results of the study 
revealed the importance of early mobilization in the 
perception of participants and identified various 
notable barriers related to medical institutions, 
health care providers and patients. Furthermore, it 
notified significant gaps in the knowledge and skills 
of health care providers to handle complexities that 
might occur during the early mobilization, particu-
larly, with patients receiving mechanical ventilator 
support, high and unplanned doses of sedative 
medications resulting in poor patient-cooperation, 
limited or over occupied staffing, unavailability of 
desired supporting equipment and lack of well-de-
fined protocols9. 

Similarly, a bi-national, multi-center, prospective 
cohort study conducted in 12 ICUs in Australia and 
New Zealand. Patients enrolled were likely be on 
ventilatory support for more than 48 hours and 
expected to be functionally independent previous-
ly The outcome measures were assessed are as 
follow: mobilization during invasive ventilation, 
depth of sedation using the Richmond Agitation 
and Sedation Scale (RASS), co-interventions, days 
on mechanical ventilator, ICU-acquired weakness 
(ICUAW) at discharge from ICU, status at day 90, 
and 6-month functional recovery including return to 
work. Muscle strength using MRC scale was 
assessed in 94 out of 156 ICU survivors. MRC score is 
high in 48% patients with ICU acquired weakness 
who were mobilized while mechanically ventilated. 
Despite of these drastic results early mobilization 
was uncommon due to numbers of barriers; more 
than 50% of patients discharged from the ICU had 
developed ICU-acquired weakness10.

Conclusively, the significance of early mobilization 
has been clearly established under provided 
evidences. Therefore, the present study aimed to 
investigate and identify the possible barriers to the 
early mobilization in critical care setting of tertiary 
care hospitals of Karachi in accordance with the 
perceptions of physical therapy professionals.  

METHODOLOGY
Research Design 
The aims of study were achieved through descrip-
tive analysis. The study was investigative and 
discussed the opinions and perceptions of partici-
pants among the study group. Therefore, it was 

primarily a survey based study.

Sampling Technique
Random sampling was used thus the participants 
were selected randomly from tertiary care hospitals.

Sample Size
The sample size was 100.

Inclusion Criteria
• Physiotherapist from tertiary care hospitals having 
different types of intensive care units 
• Physiotherapists who are working as inpatient 
therapist.

Exclusion Criteria
• Physiotherapist working in outpatient
• Physiotherapist working as home based therapist
• Physiotherapist working in small hospitals having 
general services and  no Intensive care units

Study Duration
The study duration was 6 months

Procedures
The survey study was conducted in Karachi Pakistan 
with participants from tertiary care hospitals.100 
participants were selected randomly and question-
naire was introduced. The questionnaire was 
consisted of three sections that had closed ended 
questions regarding perceived barriers in mobilizing 
critically ill adults at institutional level, health care 
provider level and patient level. All data was 
analyzed at SPSS version 20.

Data Analysis
The data, collected through questionnaires were 
assigned numbers and recorded on Microsoft Excel 
Database. All data was analyzed on SPSS 20. 

Ethical Consideration 
Ethical approval has been taken from the institu-
tional review board of the concerned hospital 
settings before conducting the research. Moreover, 
an informed consent was given to the participants 
before completing the questionnaire.

RESULTS

Response rate and respondents:
99 respondents were responded to the survey ques-
tionnaire of the research conducted within tertiary 
care hospitals of Karachi.

Perceived institutional barriers to early mobilization:
Overall respondents perceived that with respect to 
institutional barriers, the most common barriers to 
early mobilization are physician order required for 
early mobilization (87%), need of proper guidelines 
and protocols (78%), insufficient equipment for 
mobilization (78%) and routine bed rest order in 
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INTRODUCTION

Child sexual abuse (CSA) is a serious global health 
issue with lifelong consequences for the survivors, 
therefore knowledge regarding sexual abuse is 
essential for children. CSA occurs when a child is 
forced to take part in sexual activities. It can vary in 
forms like verbal abuse, online abuse and much 
more. CSA is generally divided into two broad cate-
gories i.e. contact abuse and non-contact abuse. 
In contrast to non-contact abuse, contact abuse 
involves activities in which the abuser makes physi-
cal contact with the child; it may include penetra-
tion while the non-contact abuse includes 
non-touching activities such as pornography1. CSA 
is a global health issue of great magnitude affect-
ing children of all ages, genders, races, ethnicity 
and socioeconomic classes. The offender is often 
an adult but can be another child too. The vast 
majority of sexual offenders are someone the child 
and the family already know and trust. The knowl-
edge of sexual abuse is demand of present time 
while alertness is essential.

CSA is a type of trauma that instills guilt in the 
victims. In childhood sexual abuse, the victim is too 
young to take appropriate action and seek out for 
help. If it is not addressed on time, it can lead to 
lifelong psychological problems. The offender is 
often the close friend or associate to the family 
which further creates hindrance to report CSA. 
Present quantitative study aims to compare and 
evaluate child’s knowledge and alertness in boys 
and girls against child sexual abuse. 

Recently, there has been increased attention to 
CSA as a global issue for which solutions must be 
devised in order to protect children from further 
harm and prevent others from becoming victims. 
Although CSA is a widespread phenomenon, it 
remains difficult to collect reliable prevalence data. 
A meta-analysis conducted by Stoltenberg et al. 
looking at worldwide data revealed that the preva-
lence of self-reported childhood sexual abuse 
cases was 11.8%, with 18% prevalence for girls and 
7.6% for boys between 1980 and 20082. In another 
study approximately 5.6 percent of adolescents 
15-19 years of age reported that they felt pressured 
the first time they had sex, with adolescent girls 
more likely to feel pressure than boys (9.7 percent 
and 2.5 percent respectively)3. Another study shows 
self-reported CSA cases are more common in girls 
(133/1000) than boys (41/1000) in Asia4. 

In Pakistan an organization named Sahil works on 
child protection while keeping a keen focus on 
child sexual abuse, the organization publish yearly 
report by gathering data from different sources like 
newspaper (national and regional), media reports, 
police reports and unregistered parent reports. 
Latest finding of year 2017 reveals that in a day 
more than 9 children have been sexually abuse in 

the country. The total 3445 child abuse cases were 
reported in newspapers from all four provinces in 
the year 20175. The present number of cases is only 
the small portion of total cases as many cases 
remain unreported, actual number of CSA in 
Pakistan can be assumed to be much higher. 

Child Sexual Abuse (CSA) is one of the biggest 
social and health problems around the globe with 
long term adverse psychological and social conse-
quences. CSA link to lifetime psychopathologies 
have been demonstrated by many clinicians and 
researchers6. Despite overwhelming evidences of 
negative psychological consequences of CSA, 
study shows that impact of CSA is variable and 
many victims do not exhibit clinical level of symp-
toms. It is secondary to the fact that CSA has diverse 
characteristics that can cause wide range of 
outcomes. The other reasons may include asymp-
tomatic survivors that have developed avoidant 
and other coping styles and insufficient severity of 
abuse. The asymptomatic survivors are more 
resilient and can deal with distress more effectively 
than symptomatic survivors6-8. 

According to one study, CSA and other child 
maltreatments are found to be one of the major risk 
factor to develop Non suicidal self-harm injuries 
later in adulthood9. Many mental health problems 
other than post-traumatic stress disorder and distur-
bance in behavior are linked to CSA. Symptoms of 
Major Depressive disorders are found in victimized 
children. Sexually abused children are more likely to 
exhibit sexualized behaviors than their non-abused 
counterparts. These children during their teenage 
period are more likely to get involve in substance 
abuse and self-harm behaviors10-11. 

CSA is a subject of great annoyance and discom-
posure across all the cultures despite it is highly 
widespread across the world. The effects of CSA 
may not always show initially but carries serious 
threat to their well-being. Despite this fact, it is one 
of the most unaddressed subjects across all the 
cultures.  It is true to the fact that too much social 
taboos are attached to it. Victim fears to report the 
abuse out of fear of rejection, guilt and shame. 
Angie C. Kennedy found that CSA, intimate partner 
violence, Sexual Assault survivors experienced 
stigma including victim blaming messages from 
their disclosure. Such reaction causes survivors to 
internalize shame and self-blame12.  

According to one of the estimation, 15-20% of girls 
and boys from all socioeconomic groups in Pakistan 
are exposed to sexual harassment and abuse 
before reaching 18 years (The Bitter Truth-Rozan), 
with many cases going unreported or undetected, 
it can be assumed that the real statistics will be 
much higher13. One of the reasons of high preva-
lence of CSA is the ignorance. A large number of 
children around the globe are not given education 

about sexual abuse. Many adults do not have 
knowledge and skills to identify changing behaviors 
in their children stemming from CSA11. 

According to experts, if children are given educa-
tion and taught skills to respond to bad touch, the 
CSA incidence can be controlled. Assertive and 
well-informed children are more likely to protect 
themselves from abuse11.  

The study was conducted in China, Beijing by 
Yichen Jin, Jingqi Chen & Buyi Yu (2016) to examine 
level of knowledge against prevention of child 
sexual abuse. This study was conducted on school 
aged children from grade 1 to 5, 559 participants 
from one primary school took part in the study. The 
respondents were asked to fill questionnaire which 
was about knowledge and skills related to CSA 
prevention. The result of this study revealed the truth 
that majority of the children lacked knowledge and 
skills and thus education programs related to CSA 
should be introduced in schools particularly in the 
elementary classes14.

Child sexual abuse (CSA) is a significant health 
problem with potential long-term consequences for 
victims, therefore knowledge regarding sexual 
abuse is essential for children. Equipping children 
with knowledge of CSA is very essentially as they 
cannot be always protected and guarded by their 
parents. Well informed children will respond assert-
ively to such happening and will reach out for the 
help.  This is a quantitative study to evaluate and 
compares the knowledge and alertness against 
child sexual abuse among children of both genders.

METHODOLOGY

The present study is descriptive survey based 
research. The sample of 100 children of both 
genders in age bracket 6 yrs to 12 yrs. old were 
selected through Simple Random technique from 
different areas of Karachi. These children were not 
provided with any formal training about Child 
Sexual Abuse prior to the study. The survey was 
done in a course of 2 weeks. Data collection tool 
used was Child Knowledge of Abuse Questionnaire 
- Rev II. The Children were divided into 2 groups 
according to their gender. Each question was 
explained to them in simple and comprehensible 
Urdu language followed by 20 to 25 minutes to 
complete the survey form. The children with low IQ 
and those who have got formal training against 
Child Sexual abuse in past 6 months in schools, 
summer camps or any other organization were 
excluded from the study.  Data analysis was done 
by SPSS version 20, t-test applied.  

Parents of the selected children were briefed about 
the research objectives and method. They were 

explained about the Questionnaire. Prior informed 
consent was taken from the parents of children 
observed under the study.

RESULT

Results of this study showed that 56% of the females 
(n=50) and 52% of males responded true in item-10 
of CKAQ-REV II. 62% females and 52% males 
answered true in response to item-12, similarly for 
item-22 61% and 56% female and male participants 
responded true while 41% and 64% responded true 
in item-31.For item-32, 32% females and 30% males 
marked true. Overall, the obtained responses 
varied according to gender perceptions (Figure 
1-2).

DISCUSSION

Both quantitative and qualitative item analysis 
convincingly revealed that there is no significant 
difference in the knowledge of CSA concepts 
between genders as measured by the CKAQ-REV II. 
As the average difference between scores of 
females and males on CKAQ-REV II is small so it is 
negligible. Thus we conclude that there is no signifi-
cance difference of knowledge between girls and 
boys about child sexual abuse. This is true to the fact 
that in our society the children of either sex do not 
get proper education and awareness of child 
sexual abuse neither in school or home. 

Child sexual abuse is disturbing and intimidating 
topic for parents and other care givers to address 
with children. Often caregivers fear that discussing 
the topic may frighten children and take away their 
innocence from them. Furthermore, there is still a 
great deal of stigma and shame associated with 
violence and abuse in our society that stops people 
from addressing issues and educating their children. 
This is the reason that child sexual abuse cases are 
increasing in our society day by day and yet our 
children are not prepare for it. By looking at the 
table no. 1 we can easily infer that girls have 48% of 
knowledge of child sexual abuse and boys have 
51% of knowledge which falls in the alarming level. 

Figure 1-2 shows that more than 50% of the children 
have marked application based questions true or I 
don’t know. We can infer from the reading (Figure 
1-2) that children lack skills to execute their knowl-
edge in real life situations. Majority of the children 
cannot discriminate between safe and unsafe 
situations and act accordingly. Thus these children 
are at high risk of abuse. 

The results of the present study closely resembles to 
the study conducted by Wenjing Zhang and his 
fellows in Beijing, China. The researchers interviewed 

136 children to examine the level of knowledge and 
skills related to CSA. The result showed lack of knowl-
edge and skills about CSA in Chinese children. They 
found that less than half of the total children can 
discriminate stranger versus non stranger, only 16% 
of the children reported that bad touch should be 
reported, less than 30% of the children were aware 
about using verbal responses to refuse inappropri-

ate touches which shows lack of knowledge and 
awareness. The parents of these children were also 
interviewed. Qualitative analysis showed that 
parents too lack knowledge and skills to train their 
children about CSA. In the same study less than half 
of the total parents discussed about good and bad 
touch and safe and unsafe places with their 
children15.  

Limitation and Recommendations
The questionnaire used in the study was very com-
plicated for children of age group 6-12 years old to 
understand no subscale was given which made it 
difficult for researcher to determine knowledge and 
alertness individually further determinants like basic 
knowledge of private body parts, good touch and 
bad touch questions was not categorize separately, 
if it was categorize in sections than interpretation 
and scoring would have been more specific. This 
questionnaire can be modified by adding below 
mentioned points. 
• Items can be divided into sub headings of knowl-
edge, application and understanding of child 
sexual abuse.
• Questions to judge knowledge about private 
body parts, private and public places can be 
added. 
• Question can be made more comprehensible 
and simple for children to understand. 
• Question to analyze child skills of incorporating 
knowledge into practical life situations can be 
added. 

This study provides prospect for many future studies 
on wider population. As the parents and teachers 
are the primary informants to children, their 
attitudes, awareness knowledge and myths can be 
studied and correlated with the knowledge of the 
children. School curriculum can be explored too to 
examine the contribution of school in preparing the 
children. This will provide a way to work on the gaps 
and control the CSA incidents.

Children with physical and mental disabilities are 
more vulnerable to abuse than their counterparts as 
they lack the skills and understanding to respond 
effectively16. Further studies can be done on this 
population to assess and evaluate the parental 
involvement in educating their disabled children 
about CSA.  

CONCLUSION

CSA occurs when child is forced into sexual activity. 
It has long-lasting devastating effects on the 
victim’s wellbeing. Its prevalence is increasing day 
by day around the globe affecting both genders 
irrespective of socioeconomic background. 
Despite of its increasing prevalence, it is least 
addressed. Children of Pakistani society are at high 
risk of CSA as they lack knowledge and skills.
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which ranged from sitting on the bed side up to 
complete ambulation14.

Similarly, there were no accidental extubation 
reported, despite the fact that all events involved 
ambulation. However, only a single incident of feed-
ing tube dislodgment had occurred out of total 
1449 events of physical activity.  Furthermore, the 
same protocol was applied to a sample of 145 
intubated patients and no incident of accidental 
equipment dislodgment was reported. Therefore, 
early mobilization is supported to feasible in ICU by 
these aforementioned studies15. 

With respect to the institutional level barriers, the 
need of physicians’ order prior to mobilization was 
identified as the most observable barrier by the 
physiotherapists working in tertiary care hospitals of 
Karachi as they are considered secondary contact 
and need referral orders from the physicians. Physio-
therapist were though trained and educated, yet 
they are unable to initiate early mobilization without 
the physicians’ consent.  This concludes that further 
education in order to overcome the gaps in knowl-
edge as well as technical skills is significant for emer-
gency medicine facilitators in intensive cares.  

Others less rated barriers but important ones are 
need of proper guidelines and protocols and 
sufficient equipment for mobilization16. Another 
study prompts to develop proper guidelines by 
which patients’ safety during early mobilization in 
ICUs of tertiary care hospitals will be promoted17.

A well-equipped healthcare team including mem-
bers of varied disciplines and all necessary support-
ing equipment such as portable ventilators, oxime-
ter, bag-valve-mask with supplemental oxygen, 
suction devices and wheel chairs is essential to 
deliver safe physiotherapy treatment18.

The need of proper equipment should be consid-
ered the most important factor for safety mobiliza-
tion19. Therefore, unavailability of required equip-
ment is also discussed as a significant barrier to 
mobilization of critical patient20. Provision of proper 
equipment by administration of hospital should be 
the main priority in hospitals.

Routine bed rest orders on admission paper are 
another barrier which should be reevaluated after 
patient becomes stable medically21.    

Recent prominent studies highlighting improve-
ments in functional outcomes and cost savings in 
prospective studies of early mobilization for critically 
ill patients have focused the awareness of ICU 
acquired weakness1, 22. Our survey demonstrates 
strong enthusiasm for early mobilization, particularly 
among physiotherapists and where mobility cham-
pions exist. Mobility can also be limited by safety 
concerns, delays in the recognition of suitable 
patients, low prioritization for this aspect of care, 

poor inter-disciplinary communication and coordi-
nation23.

Similar to other surveys, we found that excessive 
sedation medical instability were important patient 
related barriers to early mobilization24. Sedation 
breaks should be given to the patient to access the 
patient conscious status through GCS scoring and 
evaluate the patient for mobilization if medical 
condition allowed.

Another important barrier is the dialysis25. The mutual 
understanding and communication between the 
ICU staffs is necessary so that the patient can be 
mobilizing during the period of off dialysis25. In Previ-
ous study, the different barriers for mobilization were 
identified by physical therapists and nurses; hemo-
dynamic instability and renal replacement therapy 
were barriers rated higher by nurses, whereas 
neurologic impairment was rated higher by physical 
therapists13.

Endotracheal tube is another major barrier which is 
identified but we can handle this barrier and 
through the good coordination and provision of 
champions in rehabilitation the mobilization of 
patient with ETT can be made possible26, 27.

An observational study was conducted, targeting 
the perceptions of physical therapist and nurses, 
regarding mobilization in intensive care units and 
barriers related to it. The study enrolled 63 critically ill 
patients, which were mobilized by both physiother-
apist and nurses. The opinions of physical therapist 
and nurses appeared to be different in identifying 
the severity of the barriers that hurdle early mobiliza-
tion of critically ill patients. Physiotherapists regard-
ed neurological impairment as the higher barrier 
while the nurses identified renal impairment and 
hemodynamic instability as the major limitation for 
early mobilization28. The result outcomes demon-
strated that the physical therapists are more 
involved in the mobilization and rehabilitation of 
their critically ill patients. Therefore, the role of physi-
cal therapist in the rehabilitation and mobilization of 
critical patient is integral13.  

Our research suggests that there are many barriers 
identified at institutional level, health care provider 
and patient related barriers. However, a great 
number of these identified barriers can be modified 
and manipulated through different techniques 
suggested earlier. Consequently, it implies that the 
need of further studies still persist in order to investi-
gate these barriers more specifically, in the future. 
Moreover, future researches should focus on the 
development of strategies and protocols that 
ensure safe early mobilization despite these poten-
tial barriers, especially in Pakistani context. 

admission notes (68%).The least common institution-
al barrier observed is that administrator perceived 
to be an expensive intervention (32%), as represent-
ed in Fig.1 below. 

Perceived health care provider related barriers to 
early mobilization:
Overall respondents perceived that with respect to 
health care provider related barriers; the most 
common perceived barriers are inability to recog-
nize suitable patients for mobilization (74%), lack of 
decision making authority (68%) and safety 
concerns (68%).Furthermore, lack of adequate 
training that is needed to facilitate early mobiliza-
tion is identified as significant barrier (56%). The least 
common perceived health care provider related 
barrier is lack of coordination to facilitate mobiliza-
tion (53%), as demonstrated in fig.2. 

Perceived patient related barriers to early mobiliza-
tion: 
Overall response rate by respondents to perceive 
patient related barriers to early mobilization recom-
mended that most common barriers are medical 

instability (97%), patient on dialysis (97%), excessive 
sedation (93%) endotracheal tube (68%), poor 
nutritional status (68%) and patient not motivated 
(68%).The least common patient related mobiliza-
tion observed is inadequate nutritional status of 
patient (32%), as shown in figure.3.

DISCUSSION

Majority of our participants though consider impor-
tance of early mobilization of critically ill patients but 
stated number of barriers at the levels of institution, 
healthcare provider and patients. 

This type of study was not conducted yet in 
Pakistan, even though we have high level tertiary 
care hospitals in high numbers especially in all big 
cities of Pakistan. However, identification of barriers 
to early mobilization is the objective of recent 
international researches that identified multiple 
important domains to facilitate early mobilization 
and rehabilitation of mechanically ventilated 
patients11. 

It was observed that the early mobilization did not 
seem to be of importance although being a health 
care provider, everyone aware about the compli-
cations of bedridden status if kept without reason. 
International researches suggest that early mobiliza-
tion should start as soon as the patient’s cardiopul-
monary condition becomes stable. Early mobiliza-
tion is considered as an integral aspect of multidisci-
plinary focus in ICU routine practices. It begins as 
soon as physiological stability is attained by the 
patient that though varies throughout published 
studies but usually includes cardiovascular, respira-
tory and neurological status12.  Moreover, some 
clinicians consider endotracheal tube (ETT), vascu-
lar access devices, or other equipment as the limita-
tion to the feasible mobilization13. Conversely, 5 
patients with ETT were reported to have participat-
ed in 593 activities by a prospective cohort study, 
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INTRODUCTION

It was the first time, in World War II, when early 
ambulation of hospitalized soldiers was introduced 
as an effort to accelerate their recovery and quick 
return to battlefields. In 1944, a number of confer-
ences were held for the first time in history, on the 
issue of Bed Rest. Moreover, leading international 
journals published their editorial highlighting the 
complications of bed-rest and revealing the bene-
fits of early mobilization. Consequently, the intensive 
care units were established, years later. An illustrat-
ed report was published by University of Colorado in 
1972 that focused on benefits of early mobilization 
in mechanically ventilated patients. It has clearly 
demonstrated the increased general strength and 
well- being of the patients as a result of physical 
activity1.

There are multifactorial causes of neuromuscular 
weakness. Overwhelmingly, the critical illness 
polyneuropathy and myopathy are well-known 
etiologies1. Moreover, inflammatory conditions like 
sepsis may be the cause of muscular dysfunction. 
Bed-rest is counted as another important etiology 
as various experimental studies claim 4% to 5% 
decline in muscular strength per week as well as 
reduction in bone mineral density and muscle 
mass2.

Early mobilization has direct impact in modifying the 
deleterious effects of bed rest by targeting muscle 
fiber, inflammatory markers and metabolism, both 
structurally and functionally3. Muscle activity plays a 
crucial role as an anti-inflammatory agent in inflam-
mation mediated diseases by producing myokines4. 

Adding to this, experiments proved that insulin 
resistance and microvascular-dysfunction devel-
oped in healthy individuals just after 5 days of bed 
rest. Musculoskeletal is not the only system that is 
affected due to immobility. Instead, cardiopulmo-
nary system is also badly affected by bed-rest result-
ing in tachycardia, orthostatic hypotension, 
decrease in stroke volume, cardiac output and 
VO2 max. Moreover, prolonged recovery duration is 
required in these individuals to restore their baseline 
status after the termination of bed-rest.1

Another study was aimed to investigate the feasibili-
ty of body weight supported treadmill training in 
critical patients in intensive care setting. A treadmill 
was customized to be used in medical and surgical 
ICU which was body weight supported. The feasibili-
ty of treadmill training was estimated through 
eligibility, number of successful attempts of BWSTT, 
required man power, complication, number of 
patients that were unable to walk without BWSTT, 
level of satisfaction and anxiety during intervention. 
The study further reported that among 20 patients 
there was no unfavorable event occurred through-
out 54 sessions in which all of the medical supportive 

equipment was kept connected. 74% patients were 
unable to ambulate without BWSTT5. 

This study supported the use of BWSTT as it seems to 
be safe and facilitate the initiation of early ambula-
tion in critically ill patients with severe muscle weak-
ness5.

Patients’ admission to neurological ICUs makes 
them prone to multiple cognitive and physical 
disabilities and impairments, as well as high risk of 
mortality. Moreover, at several occasions certain 
clinical decisions are made despite their unpredict-
able outcomes.  Patients presenting with neurologi-
cal conditions like Cerebrovascular Accident (CVA) 
and traumatic brain injury are restricted from mobili-
ty due to their illness. Furthermore, certain barriers 
like invasive line, monitoring devices and initial bed 
rest due to therapeutic restriction, are unavoidable. 
Consequently, the effects of immobility are detri-
mental. Diseases like Acute Respiratory Distress 
Syndrome prolong the length of stay in ICU which 
results in critical illness myopathies. Even at 
discharge patient has poor functional status. Poor 
outcomes of hospital stay including prolonged 
intubation, recurrent chest infections, delayed 
recovery and even, death, are associated with 
intensive care acquired weakness. The quality of life 
and functional status are severely compromised 
due to prolong ICU stay6. 

A randomized control trial was conducted recruit-
ing 150 patients with an ICU stay of 5 days or more. 
These patients had no neurological insult and were 
randomized to receive usual care or intervention. 
The patients in intervention group received inten-
sive exercises in all levels of care including ICU, 
wards and OPDs. Participant were assessed using 
Six-minute Walk Test(6MWT), Timed Up and Go Test 
and the Physical Function in ICU Test on recruitment, 
ICU-admission, hospital discharge and at the 
intervals of 3, 6, and 12 months. The Short Form 36 
Health Survey, version 2 (SF-36v2) and Assessment of 
Quality of Life (AQoL) Instruments were used for 
assessing Patient outcomes. There were no 
intra-group differences in hospital data and demo-
graphic details, which includes acuity and length of 
stay (LOS) (Acute Physiology and Chronic Health 
Evaluation II score: 21 vs. 19; hospital LOS: 20 vs. 24 
days). Primary out comes of 6MWT revealed no 
significant differences at the 12th month of hospital 
discharge. However, exploratory analyses demon-
strated the rate of change over time and mean 
inter-group differences in 6MWT were greater in the 
intervention group comparing to initial assessment7.

A prospective study with duration of four weeks was 
conducted on 106 patients, admitted in ICU. The 
variables focused in this study were total patients 
enrolled, frequency and type of mobilization, and 
the reasons for keeping the patient immobile. The 
result showed that there are many potential barriers 

which are avoidable like vascular access device in 
femoral region, timings of different procedures and 
agitation or reduced level of consciousness. It was 
concluded that intervention to enhance mobiliza-
tion in ICU are careful management of proce-
dures-schedule, site of catheter insertion and seda-
tion protocol development8.

A cross sectional survey research was conducted 
among the ICU physicians and physiotherapist in 
Canada. It was a perception based postal survey 
which was self-administered. The results of the study 
revealed the importance of early mobilization in the 
perception of participants and identified various 
notable barriers related to medical institutions, 
health care providers and patients. Furthermore, it 
notified significant gaps in the knowledge and skills 
of health care providers to handle complexities that 
might occur during the early mobilization, particu-
larly, with patients receiving mechanical ventilator 
support, high and unplanned doses of sedative 
medications resulting in poor patient-cooperation, 
limited or over occupied staffing, unavailability of 
desired supporting equipment and lack of well-de-
fined protocols9. 

Similarly, a bi-national, multi-center, prospective 
cohort study conducted in 12 ICUs in Australia and 
New Zealand. Patients enrolled were likely be on 
ventilatory support for more than 48 hours and 
expected to be functionally independent previous-
ly The outcome measures were assessed are as 
follow: mobilization during invasive ventilation, 
depth of sedation using the Richmond Agitation 
and Sedation Scale (RASS), co-interventions, days 
on mechanical ventilator, ICU-acquired weakness 
(ICUAW) at discharge from ICU, status at day 90, 
and 6-month functional recovery including return to 
work. Muscle strength using MRC scale was 
assessed in 94 out of 156 ICU survivors. MRC score is 
high in 48% patients with ICU acquired weakness 
who were mobilized while mechanically ventilated. 
Despite of these drastic results early mobilization 
was uncommon due to numbers of barriers; more 
than 50% of patients discharged from the ICU had 
developed ICU-acquired weakness10.

Conclusively, the significance of early mobilization 
has been clearly established under provided 
evidences. Therefore, the present study aimed to 
investigate and identify the possible barriers to the 
early mobilization in critical care setting of tertiary 
care hospitals of Karachi in accordance with the 
perceptions of physical therapy professionals.  

METHODOLOGY
Research Design 
The aims of study were achieved through descrip-
tive analysis. The study was investigative and 
discussed the opinions and perceptions of partici-
pants among the study group. Therefore, it was 

primarily a survey based study.

Sampling Technique
Random sampling was used thus the participants 
were selected randomly from tertiary care hospitals.

Sample Size
The sample size was 100.

Inclusion Criteria
• Physiotherapist from tertiary care hospitals having 
different types of intensive care units 
• Physiotherapists who are working as inpatient 
therapist.

Exclusion Criteria
• Physiotherapist working in outpatient
• Physiotherapist working as home based therapist
• Physiotherapist working in small hospitals having 
general services and  no Intensive care units

Study Duration
The study duration was 6 months

Procedures
The survey study was conducted in Karachi Pakistan 
with participants from tertiary care hospitals.100 
participants were selected randomly and question-
naire was introduced. The questionnaire was 
consisted of three sections that had closed ended 
questions regarding perceived barriers in mobilizing 
critically ill adults at institutional level, health care 
provider level and patient level. All data was 
analyzed at SPSS version 20.

Data Analysis
The data, collected through questionnaires were 
assigned numbers and recorded on Microsoft Excel 
Database. All data was analyzed on SPSS 20. 

Ethical Consideration 
Ethical approval has been taken from the institu-
tional review board of the concerned hospital 
settings before conducting the research. Moreover, 
an informed consent was given to the participants 
before completing the questionnaire.

RESULTS

Response rate and respondents:
99 respondents were responded to the survey ques-
tionnaire of the research conducted within tertiary 
care hospitals of Karachi.

Perceived institutional barriers to early mobilization:
Overall respondents perceived that with respect to 
institutional barriers, the most common barriers to 
early mobilization are physician order required for 
early mobilization (87%), need of proper guidelines 
and protocols (78%), insufficient equipment for 
mobilization (78%) and routine bed rest order in 
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INTRODUCTION

Child sexual abuse (CSA) is a serious global health 
issue with lifelong consequences for the survivors, 
therefore knowledge regarding sexual abuse is 
essential for children. CSA occurs when a child is 
forced to take part in sexual activities. It can vary in 
forms like verbal abuse, online abuse and much 
more. CSA is generally divided into two broad cate-
gories i.e. contact abuse and non-contact abuse. 
In contrast to non-contact abuse, contact abuse 
involves activities in which the abuser makes physi-
cal contact with the child; it may include penetra-
tion while the non-contact abuse includes 
non-touching activities such as pornography1. CSA 
is a global health issue of great magnitude affect-
ing children of all ages, genders, races, ethnicity 
and socioeconomic classes. The offender is often 
an adult but can be another child too. The vast 
majority of sexual offenders are someone the child 
and the family already know and trust. The knowl-
edge of sexual abuse is demand of present time 
while alertness is essential.

CSA is a type of trauma that instills guilt in the 
victims. In childhood sexual abuse, the victim is too 
young to take appropriate action and seek out for 
help. If it is not addressed on time, it can lead to 
lifelong psychological problems. The offender is 
often the close friend or associate to the family 
which further creates hindrance to report CSA. 
Present quantitative study aims to compare and 
evaluate child’s knowledge and alertness in boys 
and girls against child sexual abuse. 

Recently, there has been increased attention to 
CSA as a global issue for which solutions must be 
devised in order to protect children from further 
harm and prevent others from becoming victims. 
Although CSA is a widespread phenomenon, it 
remains difficult to collect reliable prevalence data. 
A meta-analysis conducted by Stoltenberg et al. 
looking at worldwide data revealed that the preva-
lence of self-reported childhood sexual abuse 
cases was 11.8%, with 18% prevalence for girls and 
7.6% for boys between 1980 and 20082. In another 
study approximately 5.6 percent of adolescents 
15-19 years of age reported that they felt pressured 
the first time they had sex, with adolescent girls 
more likely to feel pressure than boys (9.7 percent 
and 2.5 percent respectively)3. Another study shows 
self-reported CSA cases are more common in girls 
(133/1000) than boys (41/1000) in Asia4. 

In Pakistan an organization named Sahil works on 
child protection while keeping a keen focus on 
child sexual abuse, the organization publish yearly 
report by gathering data from different sources like 
newspaper (national and regional), media reports, 
police reports and unregistered parent reports. 
Latest finding of year 2017 reveals that in a day 
more than 9 children have been sexually abuse in 

the country. The total 3445 child abuse cases were 
reported in newspapers from all four provinces in 
the year 20175. The present number of cases is only 
the small portion of total cases as many cases 
remain unreported, actual number of CSA in 
Pakistan can be assumed to be much higher. 

Child Sexual Abuse (CSA) is one of the biggest 
social and health problems around the globe with 
long term adverse psychological and social conse-
quences. CSA link to lifetime psychopathologies 
have been demonstrated by many clinicians and 
researchers6. Despite overwhelming evidences of 
negative psychological consequences of CSA, 
study shows that impact of CSA is variable and 
many victims do not exhibit clinical level of symp-
toms. It is secondary to the fact that CSA has diverse 
characteristics that can cause wide range of 
outcomes. The other reasons may include asymp-
tomatic survivors that have developed avoidant 
and other coping styles and insufficient severity of 
abuse. The asymptomatic survivors are more 
resilient and can deal with distress more effectively 
than symptomatic survivors6-8. 

According to one study, CSA and other child 
maltreatments are found to be one of the major risk 
factor to develop Non suicidal self-harm injuries 
later in adulthood9. Many mental health problems 
other than post-traumatic stress disorder and distur-
bance in behavior are linked to CSA. Symptoms of 
Major Depressive disorders are found in victimized 
children. Sexually abused children are more likely to 
exhibit sexualized behaviors than their non-abused 
counterparts. These children during their teenage 
period are more likely to get involve in substance 
abuse and self-harm behaviors10-11. 

CSA is a subject of great annoyance and discom-
posure across all the cultures despite it is highly 
widespread across the world. The effects of CSA 
may not always show initially but carries serious 
threat to their well-being. Despite this fact, it is one 
of the most unaddressed subjects across all the 
cultures.  It is true to the fact that too much social 
taboos are attached to it. Victim fears to report the 
abuse out of fear of rejection, guilt and shame. 
Angie C. Kennedy found that CSA, intimate partner 
violence, Sexual Assault survivors experienced 
stigma including victim blaming messages from 
their disclosure. Such reaction causes survivors to 
internalize shame and self-blame12.  

According to one of the estimation, 15-20% of girls 
and boys from all socioeconomic groups in Pakistan 
are exposed to sexual harassment and abuse 
before reaching 18 years (The Bitter Truth-Rozan), 
with many cases going unreported or undetected, 
it can be assumed that the real statistics will be 
much higher13. One of the reasons of high preva-
lence of CSA is the ignorance. A large number of 
children around the globe are not given education 

about sexual abuse. Many adults do not have 
knowledge and skills to identify changing behaviors 
in their children stemming from CSA11. 

According to experts, if children are given educa-
tion and taught skills to respond to bad touch, the 
CSA incidence can be controlled. Assertive and 
well-informed children are more likely to protect 
themselves from abuse11.  

The study was conducted in China, Beijing by 
Yichen Jin, Jingqi Chen & Buyi Yu (2016) to examine 
level of knowledge against prevention of child 
sexual abuse. This study was conducted on school 
aged children from grade 1 to 5, 559 participants 
from one primary school took part in the study. The 
respondents were asked to fill questionnaire which 
was about knowledge and skills related to CSA 
prevention. The result of this study revealed the truth 
that majority of the children lacked knowledge and 
skills and thus education programs related to CSA 
should be introduced in schools particularly in the 
elementary classes14.

Child sexual abuse (CSA) is a significant health 
problem with potential long-term consequences for 
victims, therefore knowledge regarding sexual 
abuse is essential for children. Equipping children 
with knowledge of CSA is very essentially as they 
cannot be always protected and guarded by their 
parents. Well informed children will respond assert-
ively to such happening and will reach out for the 
help.  This is a quantitative study to evaluate and 
compares the knowledge and alertness against 
child sexual abuse among children of both genders.

METHODOLOGY

The present study is descriptive survey based 
research. The sample of 100 children of both 
genders in age bracket 6 yrs to 12 yrs. old were 
selected through Simple Random technique from 
different areas of Karachi. These children were not 
provided with any formal training about Child 
Sexual Abuse prior to the study. The survey was 
done in a course of 2 weeks. Data collection tool 
used was Child Knowledge of Abuse Questionnaire 
- Rev II. The Children were divided into 2 groups 
according to their gender. Each question was 
explained to them in simple and comprehensible 
Urdu language followed by 20 to 25 minutes to 
complete the survey form. The children with low IQ 
and those who have got formal training against 
Child Sexual abuse in past 6 months in schools, 
summer camps or any other organization were 
excluded from the study.  Data analysis was done 
by SPSS version 20, t-test applied.  

Parents of the selected children were briefed about 
the research objectives and method. They were 

explained about the Questionnaire. Prior informed 
consent was taken from the parents of children 
observed under the study.

RESULT

Results of this study showed that 56% of the females 
(n=50) and 52% of males responded true in item-10 
of CKAQ-REV II. 62% females and 52% males 
answered true in response to item-12, similarly for 
item-22 61% and 56% female and male participants 
responded true while 41% and 64% responded true 
in item-31.For item-32, 32% females and 30% males 
marked true. Overall, the obtained responses 
varied according to gender perceptions (Figure 
1-2).

DISCUSSION

Both quantitative and qualitative item analysis 
convincingly revealed that there is no significant 
difference in the knowledge of CSA concepts 
between genders as measured by the CKAQ-REV II. 
As the average difference between scores of 
females and males on CKAQ-REV II is small so it is 
negligible. Thus we conclude that there is no signifi-
cance difference of knowledge between girls and 
boys about child sexual abuse. This is true to the fact 
that in our society the children of either sex do not 
get proper education and awareness of child 
sexual abuse neither in school or home. 

Child sexual abuse is disturbing and intimidating 
topic for parents and other care givers to address 
with children. Often caregivers fear that discussing 
the topic may frighten children and take away their 
innocence from them. Furthermore, there is still a 
great deal of stigma and shame associated with 
violence and abuse in our society that stops people 
from addressing issues and educating their children. 
This is the reason that child sexual abuse cases are 
increasing in our society day by day and yet our 
children are not prepare for it. By looking at the 
table no. 1 we can easily infer that girls have 48% of 
knowledge of child sexual abuse and boys have 
51% of knowledge which falls in the alarming level. 

Figure 1-2 shows that more than 50% of the children 
have marked application based questions true or I 
don’t know. We can infer from the reading (Figure 
1-2) that children lack skills to execute their knowl-
edge in real life situations. Majority of the children 
cannot discriminate between safe and unsafe 
situations and act accordingly. Thus these children 
are at high risk of abuse. 

The results of the present study closely resembles to 
the study conducted by Wenjing Zhang and his 
fellows in Beijing, China. The researchers interviewed 

136 children to examine the level of knowledge and 
skills related to CSA. The result showed lack of knowl-
edge and skills about CSA in Chinese children. They 
found that less than half of the total children can 
discriminate stranger versus non stranger, only 16% 
of the children reported that bad touch should be 
reported, less than 30% of the children were aware 
about using verbal responses to refuse inappropri-

ate touches which shows lack of knowledge and 
awareness. The parents of these children were also 
interviewed. Qualitative analysis showed that 
parents too lack knowledge and skills to train their 
children about CSA. In the same study less than half 
of the total parents discussed about good and bad 
touch and safe and unsafe places with their 
children15.  

Limitation and Recommendations
The questionnaire used in the study was very com-
plicated for children of age group 6-12 years old to 
understand no subscale was given which made it 
difficult for researcher to determine knowledge and 
alertness individually further determinants like basic 
knowledge of private body parts, good touch and 
bad touch questions was not categorize separately, 
if it was categorize in sections than interpretation 
and scoring would have been more specific. This 
questionnaire can be modified by adding below 
mentioned points. 
• Items can be divided into sub headings of knowl-
edge, application and understanding of child 
sexual abuse.
• Questions to judge knowledge about private 
body parts, private and public places can be 
added. 
• Question can be made more comprehensible 
and simple for children to understand. 
• Question to analyze child skills of incorporating 
knowledge into practical life situations can be 
added. 

This study provides prospect for many future studies 
on wider population. As the parents and teachers 
are the primary informants to children, their 
attitudes, awareness knowledge and myths can be 
studied and correlated with the knowledge of the 
children. School curriculum can be explored too to 
examine the contribution of school in preparing the 
children. This will provide a way to work on the gaps 
and control the CSA incidents.

Children with physical and mental disabilities are 
more vulnerable to abuse than their counterparts as 
they lack the skills and understanding to respond 
effectively16. Further studies can be done on this 
population to assess and evaluate the parental 
involvement in educating their disabled children 
about CSA.  

CONCLUSION

CSA occurs when child is forced into sexual activity. 
It has long-lasting devastating effects on the 
victim’s wellbeing. Its prevalence is increasing day 
by day around the globe affecting both genders 
irrespective of socioeconomic background. 
Despite of its increasing prevalence, it is least 
addressed. Children of Pakistani society are at high 
risk of CSA as they lack knowledge and skills.
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which ranged from sitting on the bed side up to 
complete ambulation14.

Similarly, there were no accidental extubation 
reported, despite the fact that all events involved 
ambulation. However, only a single incident of feed-
ing tube dislodgment had occurred out of total 
1449 events of physical activity.  Furthermore, the 
same protocol was applied to a sample of 145 
intubated patients and no incident of accidental 
equipment dislodgment was reported. Therefore, 
early mobilization is supported to feasible in ICU by 
these aforementioned studies15. 

With respect to the institutional level barriers, the 
need of physicians’ order prior to mobilization was 
identified as the most observable barrier by the 
physiotherapists working in tertiary care hospitals of 
Karachi as they are considered secondary contact 
and need referral orders from the physicians. Physio-
therapist were though trained and educated, yet 
they are unable to initiate early mobilization without 
the physicians’ consent.  This concludes that further 
education in order to overcome the gaps in knowl-
edge as well as technical skills is significant for emer-
gency medicine facilitators in intensive cares.  

Others less rated barriers but important ones are 
need of proper guidelines and protocols and 
sufficient equipment for mobilization16. Another 
study prompts to develop proper guidelines by 
which patients’ safety during early mobilization in 
ICUs of tertiary care hospitals will be promoted17.

A well-equipped healthcare team including mem-
bers of varied disciplines and all necessary support-
ing equipment such as portable ventilators, oxime-
ter, bag-valve-mask with supplemental oxygen, 
suction devices and wheel chairs is essential to 
deliver safe physiotherapy treatment18.

The need of proper equipment should be consid-
ered the most important factor for safety mobiliza-
tion19. Therefore, unavailability of required equip-
ment is also discussed as a significant barrier to 
mobilization of critical patient20. Provision of proper 
equipment by administration of hospital should be 
the main priority in hospitals.

Routine bed rest orders on admission paper are 
another barrier which should be reevaluated after 
patient becomes stable medically21.    

Recent prominent studies highlighting improve-
ments in functional outcomes and cost savings in 
prospective studies of early mobilization for critically 
ill patients have focused the awareness of ICU 
acquired weakness1, 22. Our survey demonstrates 
strong enthusiasm for early mobilization, particularly 
among physiotherapists and where mobility cham-
pions exist. Mobility can also be limited by safety 
concerns, delays in the recognition of suitable 
patients, low prioritization for this aspect of care, 

poor inter-disciplinary communication and coordi-
nation23.

Similar to other surveys, we found that excessive 
sedation medical instability were important patient 
related barriers to early mobilization24. Sedation 
breaks should be given to the patient to access the 
patient conscious status through GCS scoring and 
evaluate the patient for mobilization if medical 
condition allowed.

Another important barrier is the dialysis25. The mutual 
understanding and communication between the 
ICU staffs is necessary so that the patient can be 
mobilizing during the period of off dialysis25. In Previ-
ous study, the different barriers for mobilization were 
identified by physical therapists and nurses; hemo-
dynamic instability and renal replacement therapy 
were barriers rated higher by nurses, whereas 
neurologic impairment was rated higher by physical 
therapists13.

Endotracheal tube is another major barrier which is 
identified but we can handle this barrier and 
through the good coordination and provision of 
champions in rehabilitation the mobilization of 
patient with ETT can be made possible26, 27.

An observational study was conducted, targeting 
the perceptions of physical therapist and nurses, 
regarding mobilization in intensive care units and 
barriers related to it. The study enrolled 63 critically ill 
patients, which were mobilized by both physiother-
apist and nurses. The opinions of physical therapist 
and nurses appeared to be different in identifying 
the severity of the barriers that hurdle early mobiliza-
tion of critically ill patients. Physiotherapists regard-
ed neurological impairment as the higher barrier 
while the nurses identified renal impairment and 
hemodynamic instability as the major limitation for 
early mobilization28. The result outcomes demon-
strated that the physical therapists are more 
involved in the mobilization and rehabilitation of 
their critically ill patients. Therefore, the role of physi-
cal therapist in the rehabilitation and mobilization of 
critical patient is integral13.  

Our research suggests that there are many barriers 
identified at institutional level, health care provider 
and patient related barriers. However, a great 
number of these identified barriers can be modified 
and manipulated through different techniques 
suggested earlier. Consequently, it implies that the 
need of further studies still persist in order to investi-
gate these barriers more specifically, in the future. 
Moreover, future researches should focus on the 
development of strategies and protocols that 
ensure safe early mobilization despite these poten-
tial barriers, especially in Pakistani context. 

admission notes (68%).The least common institution-
al barrier observed is that administrator perceived 
to be an expensive intervention (32%), as represent-
ed in Fig.1 below. 

Perceived health care provider related barriers to 
early mobilization:
Overall respondents perceived that with respect to 
health care provider related barriers; the most 
common perceived barriers are inability to recog-
nize suitable patients for mobilization (74%), lack of 
decision making authority (68%) and safety 
concerns (68%).Furthermore, lack of adequate 
training that is needed to facilitate early mobiliza-
tion is identified as significant barrier (56%). The least 
common perceived health care provider related 
barrier is lack of coordination to facilitate mobiliza-
tion (53%), as demonstrated in fig.2. 

Perceived patient related barriers to early mobiliza-
tion: 
Overall response rate by respondents to perceive 
patient related barriers to early mobilization recom-
mended that most common barriers are medical 

instability (97%), patient on dialysis (97%), excessive 
sedation (93%) endotracheal tube (68%), poor 
nutritional status (68%) and patient not motivated 
(68%).The least common patient related mobiliza-
tion observed is inadequate nutritional status of 
patient (32%), as shown in figure.3.

DISCUSSION

Majority of our participants though consider impor-
tance of early mobilization of critically ill patients but 
stated number of barriers at the levels of institution, 
healthcare provider and patients. 

This type of study was not conducted yet in 
Pakistan, even though we have high level tertiary 
care hospitals in high numbers especially in all big 
cities of Pakistan. However, identification of barriers 
to early mobilization is the objective of recent 
international researches that identified multiple 
important domains to facilitate early mobilization 
and rehabilitation of mechanically ventilated 
patients11. 

It was observed that the early mobilization did not 
seem to be of importance although being a health 
care provider, everyone aware about the compli-
cations of bedridden status if kept without reason. 
International researches suggest that early mobiliza-
tion should start as soon as the patient’s cardiopul-
monary condition becomes stable. Early mobiliza-
tion is considered as an integral aspect of multidisci-
plinary focus in ICU routine practices. It begins as 
soon as physiological stability is attained by the 
patient that though varies throughout published 
studies but usually includes cardiovascular, respira-
tory and neurological status12.  Moreover, some 
clinicians consider endotracheal tube (ETT), vascu-
lar access devices, or other equipment as the limita-
tion to the feasible mobilization13. Conversely, 5 
patients with ETT were reported to have participat-
ed in 593 activities by a prospective cohort study, 
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INTRODUCTION

It was the first time, in World War II, when early 
ambulation of hospitalized soldiers was introduced 
as an effort to accelerate their recovery and quick 
return to battlefields. In 1944, a number of confer-
ences were held for the first time in history, on the 
issue of Bed Rest. Moreover, leading international 
journals published their editorial highlighting the 
complications of bed-rest and revealing the bene-
fits of early mobilization. Consequently, the intensive 
care units were established, years later. An illustrat-
ed report was published by University of Colorado in 
1972 that focused on benefits of early mobilization 
in mechanically ventilated patients. It has clearly 
demonstrated the increased general strength and 
well- being of the patients as a result of physical 
activity1.

There are multifactorial causes of neuromuscular 
weakness. Overwhelmingly, the critical illness 
polyneuropathy and myopathy are well-known 
etiologies1. Moreover, inflammatory conditions like 
sepsis may be the cause of muscular dysfunction. 
Bed-rest is counted as another important etiology 
as various experimental studies claim 4% to 5% 
decline in muscular strength per week as well as 
reduction in bone mineral density and muscle 
mass2.

Early mobilization has direct impact in modifying the 
deleterious effects of bed rest by targeting muscle 
fiber, inflammatory markers and metabolism, both 
structurally and functionally3. Muscle activity plays a 
crucial role as an anti-inflammatory agent in inflam-
mation mediated diseases by producing myokines4. 

Adding to this, experiments proved that insulin 
resistance and microvascular-dysfunction devel-
oped in healthy individuals just after 5 days of bed 
rest. Musculoskeletal is not the only system that is 
affected due to immobility. Instead, cardiopulmo-
nary system is also badly affected by bed-rest result-
ing in tachycardia, orthostatic hypotension, 
decrease in stroke volume, cardiac output and 
VO2 max. Moreover, prolonged recovery duration is 
required in these individuals to restore their baseline 
status after the termination of bed-rest.1

Another study was aimed to investigate the feasibili-
ty of body weight supported treadmill training in 
critical patients in intensive care setting. A treadmill 
was customized to be used in medical and surgical 
ICU which was body weight supported. The feasibili-
ty of treadmill training was estimated through 
eligibility, number of successful attempts of BWSTT, 
required man power, complication, number of 
patients that were unable to walk without BWSTT, 
level of satisfaction and anxiety during intervention. 
The study further reported that among 20 patients 
there was no unfavorable event occurred through-
out 54 sessions in which all of the medical supportive 

equipment was kept connected. 74% patients were 
unable to ambulate without BWSTT5. 

This study supported the use of BWSTT as it seems to 
be safe and facilitate the initiation of early ambula-
tion in critically ill patients with severe muscle weak-
ness5.

Patients’ admission to neurological ICUs makes 
them prone to multiple cognitive and physical 
disabilities and impairments, as well as high risk of 
mortality. Moreover, at several occasions certain 
clinical decisions are made despite their unpredict-
able outcomes.  Patients presenting with neurologi-
cal conditions like Cerebrovascular Accident (CVA) 
and traumatic brain injury are restricted from mobili-
ty due to their illness. Furthermore, certain barriers 
like invasive line, monitoring devices and initial bed 
rest due to therapeutic restriction, are unavoidable. 
Consequently, the effects of immobility are detri-
mental. Diseases like Acute Respiratory Distress 
Syndrome prolong the length of stay in ICU which 
results in critical illness myopathies. Even at 
discharge patient has poor functional status. Poor 
outcomes of hospital stay including prolonged 
intubation, recurrent chest infections, delayed 
recovery and even, death, are associated with 
intensive care acquired weakness. The quality of life 
and functional status are severely compromised 
due to prolong ICU stay6. 

A randomized control trial was conducted recruit-
ing 150 patients with an ICU stay of 5 days or more. 
These patients had no neurological insult and were 
randomized to receive usual care or intervention. 
The patients in intervention group received inten-
sive exercises in all levels of care including ICU, 
wards and OPDs. Participant were assessed using 
Six-minute Walk Test(6MWT), Timed Up and Go Test 
and the Physical Function in ICU Test on recruitment, 
ICU-admission, hospital discharge and at the 
intervals of 3, 6, and 12 months. The Short Form 36 
Health Survey, version 2 (SF-36v2) and Assessment of 
Quality of Life (AQoL) Instruments were used for 
assessing Patient outcomes. There were no 
intra-group differences in hospital data and demo-
graphic details, which includes acuity and length of 
stay (LOS) (Acute Physiology and Chronic Health 
Evaluation II score: 21 vs. 19; hospital LOS: 20 vs. 24 
days). Primary out comes of 6MWT revealed no 
significant differences at the 12th month of hospital 
discharge. However, exploratory analyses demon-
strated the rate of change over time and mean 
inter-group differences in 6MWT were greater in the 
intervention group comparing to initial assessment7.

A prospective study with duration of four weeks was 
conducted on 106 patients, admitted in ICU. The 
variables focused in this study were total patients 
enrolled, frequency and type of mobilization, and 
the reasons for keeping the patient immobile. The 
result showed that there are many potential barriers 

which are avoidable like vascular access device in 
femoral region, timings of different procedures and 
agitation or reduced level of consciousness. It was 
concluded that intervention to enhance mobiliza-
tion in ICU are careful management of proce-
dures-schedule, site of catheter insertion and seda-
tion protocol development8.

A cross sectional survey research was conducted 
among the ICU physicians and physiotherapist in 
Canada. It was a perception based postal survey 
which was self-administered. The results of the study 
revealed the importance of early mobilization in the 
perception of participants and identified various 
notable barriers related to medical institutions, 
health care providers and patients. Furthermore, it 
notified significant gaps in the knowledge and skills 
of health care providers to handle complexities that 
might occur during the early mobilization, particu-
larly, with patients receiving mechanical ventilator 
support, high and unplanned doses of sedative 
medications resulting in poor patient-cooperation, 
limited or over occupied staffing, unavailability of 
desired supporting equipment and lack of well-de-
fined protocols9. 

Similarly, a bi-national, multi-center, prospective 
cohort study conducted in 12 ICUs in Australia and 
New Zealand. Patients enrolled were likely be on 
ventilatory support for more than 48 hours and 
expected to be functionally independent previous-
ly The outcome measures were assessed are as 
follow: mobilization during invasive ventilation, 
depth of sedation using the Richmond Agitation 
and Sedation Scale (RASS), co-interventions, days 
on mechanical ventilator, ICU-acquired weakness 
(ICUAW) at discharge from ICU, status at day 90, 
and 6-month functional recovery including return to 
work. Muscle strength using MRC scale was 
assessed in 94 out of 156 ICU survivors. MRC score is 
high in 48% patients with ICU acquired weakness 
who were mobilized while mechanically ventilated. 
Despite of these drastic results early mobilization 
was uncommon due to numbers of barriers; more 
than 50% of patients discharged from the ICU had 
developed ICU-acquired weakness10.

Conclusively, the significance of early mobilization 
has been clearly established under provided 
evidences. Therefore, the present study aimed to 
investigate and identify the possible barriers to the 
early mobilization in critical care setting of tertiary 
care hospitals of Karachi in accordance with the 
perceptions of physical therapy professionals.  

METHODOLOGY
Research Design 
The aims of study were achieved through descrip-
tive analysis. The study was investigative and 
discussed the opinions and perceptions of partici-
pants among the study group. Therefore, it was 

primarily a survey based study.

Sampling Technique
Random sampling was used thus the participants 
were selected randomly from tertiary care hospitals.

Sample Size
The sample size was 100.

Inclusion Criteria
• Physiotherapist from tertiary care hospitals having 
different types of intensive care units 
• Physiotherapists who are working as inpatient 
therapist.

Exclusion Criteria
• Physiotherapist working in outpatient
• Physiotherapist working as home based therapist
• Physiotherapist working in small hospitals having 
general services and  no Intensive care units

Study Duration
The study duration was 6 months

Procedures
The survey study was conducted in Karachi Pakistan 
with participants from tertiary care hospitals.100 
participants were selected randomly and question-
naire was introduced. The questionnaire was 
consisted of three sections that had closed ended 
questions regarding perceived barriers in mobilizing 
critically ill adults at institutional level, health care 
provider level and patient level. All data was 
analyzed at SPSS version 20.

Data Analysis
The data, collected through questionnaires were 
assigned numbers and recorded on Microsoft Excel 
Database. All data was analyzed on SPSS 20. 

Ethical Consideration 
Ethical approval has been taken from the institu-
tional review board of the concerned hospital 
settings before conducting the research. Moreover, 
an informed consent was given to the participants 
before completing the questionnaire.

RESULTS

Response rate and respondents:
99 respondents were responded to the survey ques-
tionnaire of the research conducted within tertiary 
care hospitals of Karachi.

Perceived institutional barriers to early mobilization:
Overall respondents perceived that with respect to 
institutional barriers, the most common barriers to 
early mobilization are physician order required for 
early mobilization (87%), need of proper guidelines 
and protocols (78%), insufficient equipment for 
mobilization (78%) and routine bed rest order in 
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