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EARLY MOBILIZATION IN POSTOPERATIVE GASTROINTESTINAL
PATIENTS AT THE GENERAL SURGERY DEPARTMENT -
HA NOI MEDICAL UNIVERSITY HOSPITAL

Dang Hung Nguyen', Minh Anh Tran?, Phuong Anh Pham!,

ABSTRACT

Early mobilization is a key element of an
enhanced recovery after surgery (ERAS) program. To
describe the current status of early mobilization in
postoperative gastrointestinal patients at the General
Surgery Department, Hanoi Medical University
Hospital. The cross-sectional study was conducted on
258 patients who underwent scheduled
gastrointestinal surgery from May to August 2024,
tracking their mobilization process. The rate of
patients starting to mobilize within 24 hours was
99.2%, with an average of mobilization duration of
41.3 £ 12.4 minutes. The most regular exercise was
in-bed limb exercise, presenting for 98.1% with an
average duration of 12.7 + 5.4 minutes. At day 6
postoperatively, 1.2% of patients had still not
practiced walking in the corridor; the average
mobilization duration in the group with postoperative
wound drainage was less than in the non-drainage
group, which was 73.6 + 17.5 minutes and 79.9 =
22.3 minutes, respectively (p<0.05). The cause for
refusal of early mobilization was fear of pain (77.5%);
followed by fear of the incision podium (72.1%).
Although the initiation rate of early mobilization was
high, duration remained far below ERAS targets. Some
supportive strategies should be implemented to close
the gap and translate initiation into clinically
meaningful exposure.

Key words: carly mobilization, ERAS, post-
operative, gastrointestinal, Hanoi Medical University
Hospital.

I. INTRODUCTION

Early mobilization is one of the key principles
in the Enhanced Recovery After Surgery (ERAS)
program, which can include sitting upright,
transferring from bed to chair, rising from a
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chair, exercising in or out of bed, walking in the
room or hallway, and exercising limbs in bed.
Early mobilization at the hospital is thought to
reduce postoperative complications after major
abdominal cancer surgery (1),(2). Aprisandi's
literature review identifies 11 (eleven) benefits of
early mobilization, including reduced length of
stay, minimized postoperative complications,
lower pain, enhanced walking ability, improved
quality of life, reduced readmission and mortality
rates, reduced overall hospitalization costs, more
physical therapy sessions prior to discharge,
increased  satisfaction, and no fracture
displacement or implant failure (3). It has been
observed that early mobilization lowers the risk
of deep vein thrombosis and postoperative
pulmonary and cardiovascular issues (4).
Ambulating offers patients more comfort and
greater benefits than standing still for a
prolonged period. It promotes blood flow,
stimulates circulation, and may help prevent the
formation of blood clots that can lead to stroke.
Gastrointestinal, urinary, and  pulmonary
functions are all improved with ambulation, in
addition to increasing muscle tone and strength,
particularly in abdominal and lower limb muscles.
It also enhances coordination, posture, and
balance in the elderly. Furthermore, ambulating
supports joint flexibility, especially in the knees,
hips, and ankles. A systematic review of Greer
N.L. indicated that adhering to ERAS helped to
reduce postoperative complications by half and
reduce hospitalized time by 2.5 days in the colon
surgery group, leading to reduced treatment
costs (5). The latest ERAS guideline for colon
surgery recommended that patients should be
out of bed within 2 hours on the day of surgery
(at least sitting upright in a chair). The goal is to
spend at least 6 hours per day out of bed until
discharge(2,6). However, many studies have
indicated that early mobilization is the
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component with the lowest adherence in the
ERAS program. Grass F. et al. indicated that
58% of 1170 patients didn't target the 360-
minute goal of being out of bed within the first
day after surgery (7). It was reported that
mobilizing patients as early as the day of surgery
still became an uncommon practice (8). While
early mobilization offers clear benefits, it is not
without risks, including increased fall risk and
discomfort, and must be implemented cautiously
(9). Hanoi Medical University Hospital started to
practice the ERAS in a multidisciplinary way. We
conducted this study to describe the status of
early mobilization in postoperative patients with
gastrointestinal diseases at the General Surgery
Department, Hanoi Medical University Hospital.

Il. MATERIALS AND METHODS

Participants

Postoperative patients with gastrointestinal
diseases at the General Surgery Departments,
Hanoi Medical University Hospital.

e Inclusion criteria: Patients 18 years and
older, after scheduled gastrointestinal surgery,
agreed to participate in the study. (Surgery for
gastrointestinal diseases according to the
program, includes surgeries related to the
esophagus, stomach, duodenum, small intestine,
colon, liver, bile and biliary tract, pancreas,
rectum, hemorrhoids, anal fistula, and inguinal
hernia). Patients have a health classification
according to the American Society of
Anesthesiologists (ASA) standards before surgery
from I to III. Patients agree to participate in the
study and sign a patient consent form 24 hours
before surgery.

¢ Exclusion criteria:

- Patient with indication of emergent surgery.

- Transferred to the Intensive Care Unit or
have a temporary immobilization indication for
the first 24 hours after surgery.

-Have a motor deficit or a history of
hemiparesis or paralysis after the stroke.

- Pregnant.

- Psychiatric disorders and unconsciousness.

- Incomplete medical records according to
the study medical record sample.

Methods
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- The cross-sectional study from May 2024 to
August 2024, at the General Surgery
Department, Hanoi Medical University Hospital.

- Sampling and sample size: Convenience
sampling was employed, whereby all patients
who received inpatient treatment at the
department during the study period and met the
inclusion criteria were selected for participation.
A total of 258 patients were enrolled in the
study.

- Variables:  Participant  characteristics
included age, gender, medical history, type of
organ involved in surgery, surgical method,
incision  drainage  status... Postoperative
mobilization data included the time of first
mobilization, type of mobilization, duration (in
minutes), and reasons for reluctance or refusal
to engage in early mobilization.

- Data collection: Following the collection of
patient characteristics, we monitored and
evaluated the patients' early mobilization
activities and duration across a 6-day
postoperative period, beginning from the
moment they were moved to the General
Surgery Department. Daily interviews with the
patient and family members were paired with
nursing records when nurses were present
during mobilization activities to record exercise
time. Using a pre-printed tracking sheet, the
patient or nurse could record the patient's time
periods of mabilization throughout the day,
including how many times they got out of bed
and how long they spent doing so.

- The early mobilization protocol
surgery included the following steps:

(1) During the first 6 hours postoperatively,
the patient lay with the head of the bed elevated
at a 30-degree angle and may use a thin pillow.
The patient was positioned in the left or right
lateral Fowler position, depending on the type of
surgery performed.

(2) After 6 hours, patients started to practice
sitting up gradually by adjusting the head of the
bed from a low to a higher position. Since
dizziness could occur during postural changes,
these movements were carried out slowly and
with assistance. Bed rails were raised to prevent
the risk of falls.
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(3) While on bed rest, patients were
encouraged to perform active limb exercises
independently.

(4) After 24 hours, patients began practicing
standing and walking around the bed with the
assistance and guidance of medical staff.

(5) According to the most recent
recommendations from the third updated ERAS
guidelines published since 2013, the specific
mobilization time targets were 2 cumulative
hours out of bed on the day of surgery and 6
hours from the first postoperative day (POD).

Data analysis

The statistical analysis of data is presented
as the mean + standard error of the mean.
Percentages were used to display the qualitative
variables. The means, standard deviation (SD),
and 95% confidence intervals were used to
express the quantitative variables. The data were
analysed using SPSS version 14.0 (SPSS Inc). We
used the #test to compare the difference
between duration time of mobilization by surgery

characteristics. A p-value <0.05 was considered
statistically significant.

Ethnic issues

The study was conducted following the
approval of the Scientific Committee of Hanoi
Medical University Hospital. With graduation
recognition decision number 8251/QD-DHYHN on
December 6, 2024, the Hanoi Medical University
bachelor of nursing graduation assignment board
approved the study's results. All collected data
were used solely for research purposes. The

confidentiality of  participants’  personal
information was strictly maintained.
Ill. RESULTS

Characteristics of early postoperative

mobilization time and type of mobilization in the
first 24 hours are presented in Tables I and II.
After 3 hours transferred to the department,
almost all of the patients started to exercise
early within the first 24 hours. The total
duration of mobilization increased from POD-1 to
POD-2. (Table I).

Table 1. The time of early mobilization postoperatively (n=258)

The time of first mobilization Number (n) Frequency (%)
Median (hours) 3.0 (Q1-Q3: 2.0 - 4.0)
Within 24 hours 256 99.2
After 24 hours 2 0.8
Total duration of mobilization X+ SD
POD-1* 413 +12.4
POD-6** 77.7 £ 20.9

*POD-1: Postoperative day 1; **POD-6: Postoperative day 6; SD. standard deviation.

Within the first 24 hours postoperatively, nearly all patients performed in-bed limb exercises,
whereas only about half of were able to sit upright or ambulate away from the bed. However,
ambulation was maintained for a longer average duration (13.2 £ 5.3 minutes) than other activities.
Only 2 patients did not exercise in the first day. (Table II).

Table 2. The type of mobilization within the first 24 hours postoperatively

P Frequency Mean time
Type of mobilization Number (n) (%) (minutes) (X SD)
Sitting upright in bed 134 51.9 11.8 £ 7.3
Sitting upright at the edge of the bed
(both legs dangling off the side) 10 3.9 6.5+ 34
In-bed limb exercises 253 98.1 12.7 £ 5.4
Standing at the bedside 38 14.7 7.5+ 3.6
Ambulating away from the bed 155 60.1 13.2+£5.3
Immobilization 0.8 0

SD: standard deviation.
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Figure 1. All types of mobilization observed in the study progressively increased
during the first six postoperative days.
While in-bed limb exercises were almost demonstrated the most rapid increase, whereas
universal from day 1, other activities such as ambulation in the corridor was the slowest to

sitting upright, standing, and ambulating reach full participation.
gradually increased. Standing upright
Table 3. The average duration of mobilization by surgical characteristics
.. Number Day 1 Day 6
Characteristic (n) (n=¥58) (n=¥58) P
X+ SD (minutes) | X+ SD (minutes)
Surgical method
Open surgery 41 38.1+£11.1 73.5+16.7 <0.0001*
Laparoscopic surgery 217 45.3 + 22.5 78.6 £ 21.6 <0.0001*
0.04* 0.15
Postoperative wound drainage
Yes 88 42.4 + 16.8 73.6 £ 17.5 <0.0001*
No 170 45.6 + 23.2 799+ 223 <0.0001*
pF 0.25 0.02%*

*t-test; p?: compare Day 1 to Day 6; p’:
comparision open surgery to laparoscopic
surgery; pF: comparision drainage incision and
non-drainage  incision;,  p<0.05:  consider
statistically significant.

Table III shows that the duration of
mobilization gradually increased from
postoperative day 1 to day 6 across all surgical

methods, regardless of the presence of wound
drainage (p<0.0001). However, a significant
difference between open and laparoscopic
surgery was observed on POD-1 (p=0.04),
whereas this difference between the drainage
and non-drainage groups was showed on POD-6

(p=0.02).

Table 4. The reason for refusal of early mobilization

Reason Number (n) Frequency (%)
Fear of pain 200 77.5
Fear of wound dehiscence 186 72.1
Feeling fatigue 169 65.5
Fear of bleeding 98 38.0
Fear of drain dislodgement 57 22.1

The most common reason for refusal of early
mobilization was fear of pain (77.5%), followed

by fear of wound dehiscence (72.1%) and
feeling fatigue (65.5%) (Table 1V).
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IV. DISCUSSION

The study showed that 256 out of 258
patients (99.2%) initiated mobilization within the
first postoperative day (POD), starting 3 hours
after being transferred to the General Surgery
Department. This result was similar to the result
of Fagevik’s study with 96% of the patients be
mobilized within 24h (11).

According to the target and definition of early
mobilization, patients should mobilize as soon as
possible — ideally within 24 hours postoperatively.
Almost all of the patients in our department
practiced early mobilization postoperatively, such
as sitting upright in bed, transferring from bed to
chair, standing from chair, and in-bed limb
exercises. In our study the total mobilization time
within the first 24 hours after surgery was 41.3 %
12.4 minutes. This duration on POD-1 was
relatively short, it was much lower than that
reported by Grass et al. (4.7 £ 2.6h on POD-1
and 5.5 £ 2.5h on POD-2 in 1170 colorectal
cases) (7). In our study, 34.4% of the patients
achieved the 120-minute mobilization goal within
the first 24 hours postoperatively, compared with
42% of 1170 patients reaching the 6-hour target
in Grass's study. (7). Objective accelerometer data
from HoOpfner's pilot study revealed a median of
135 min of maobilization on day 1, with only 16.7 %
of ERAS patients meeting the 360-min target and
substantial under-reporting in patient diaries (10).
A 1492-patient Swedish multicentre survey showed
that, just 52 % reached the edge of the bed within
6 hours, highlighting that early initiation does not
guarantee adequate duration (11).

There are several investigations have
explored early postoperative mobilization
following gastrointestinal surgery. One of them is
the study of Zhang L. in 470 patients
undergoing digestive surgery, over 50%
ambulated within the inpatient room or corridor
during the first 24 postoperative hours, though
46.4% delayed mobilization until POD-2 or later
(12). Nevertheless, corridor walking was delayed,
and three patients were still unable to leave their
rooms by POD-6. In a similar vein, 60.1% of the
258 patients in our group were ambulating from
bed within 24 hours. The average standing time
(7.5 £ 3.6 min) was much less than walking
(13.2 = 5.3 min), highlighting the superior
benefits of dynamic mobility, even when
standing and bedside ambulation reached 100%
by POD 4 and 5, respectively. The retrospective

study by Nishijima et al. (n=718) found that
delayed ambulation beyond POD-2 was
associated with increased infectious
complications and prolonged hospitalization. In
contrast, a randomized controlled trial by Ni et
al. involving 120 hepatic surgery patients
demonstrated that early mobilization led to faster
gastrointestinal recovery and shorter hospital
stays. A feasibility study conducted by Rosowicz
et al. in patients after colorectal surgery shown
that commencing mobilization within 24 hours
postoperatively decreased the incidence of
severe  complications  (13-15). However,
according to the Willner et al. study, only a small
percentage of patients achieved the ERAS goal of
360 minutes each day, despite a median
improvement in mobilization time throughout the
first three postoperative days after
gastrointestinal surgery (16). These findings
support the positive impact of early mobilization
on postoperative outcomes, while also
emphasizing the ongoing challenges in achieving
mobilization goals and the need for individualized
strategies to improve patient adherence.

In our study, mobilization duration in non-
drainage group was longer than that of others on
POD-6. The appearance of medical devices (e.g.,
urinary catheters, intravenous lines, and surgical
drains) could negatively impact the patients’
physical exercise activities after sugeries.
According to the ERAS guidelines, the use of
urinary catheters and abdominal drains should
be minimized and, if necessary, removed as early
as possible to promote postoperative recovery.
Specifically, for patients undergoing elective
colonic or upper rectal resections, urinary
catheters are recommended to be removed
within 24 hours postoperatively, regardless of
thoracic epidural analgesia use. For mid to lower
rectal resections, removal within 24 to 48 hours
is advised (17). Early removal of these devices is
associated with reduced risks of catheter-
associated urinary tract infections and facilitates
early mobilization, which is a core component of
ERAS protocols. Patients can feel discomfort,
pain, or a sense of insecurity due to the risk of
accidentally dislodging or removing medical
tubes during movement. These concerns often
make them reluctant to mobilize, which affects
their physical activities. Additionally, providing
patients with appropriate mobility aids, such as
wheeled walking frames, can alleviate discomfort
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and enhance their sense of security, thereby
promoting independent  movement and
adherence to mobilization protocols.

Our study showed that fear of pain and fear
of wound dehiscence were considered as reasons
affecting early mobilization, with percentages of
over 70%. In the study of Zhang L., the factors
that delayed mobilization were feelings of
weakness, fatigue, nervousness, or fear of
dislodgement (12). Additionally, gender and age
were independent predictors of early mobilization
ability, which were associated with the
physiological differences between males and
females. Compared to women, men usually tend
to have a more developed and robust physique.
Women also face more psychological problems,
such as a sense of nervousness, depression, and
stress after surgery. Pain relievers are also
important factors affecting early mobilization. A
qualitative study showed that patients believed
pain control before mobilization was less
effective than after mobilization. Hence, effective
pain control would help patients to feel more
confident when performing activities as guided
by healthcare professionals (18).

Although early initiation of mobilization was
achieved in nearly all patients, the overall
duration of activity during the first postoperative
day remained limited. Several factors, including
pain, fatigue, and the presence of drainage
catheters, may have contributed to reduced
mobility.

To enhance postoperative mobilization,
practical strategies such as the use of portable
walkers, early removal of urinary and wound
drainage catheters, and introduction of digital
activity monitoring systems may be beneficial.
Postoperative  psychological counseling s
recommended to enhance patients’ attitude and
motivation for early mobilization, conducted by
nurses or clinical psychologists. These
approaches could help patients gain confidence,
reduce fear of movement, and support
adherence to mobilization protocols. Future
studies should evaluate the effectiveness and
feasibility of these interventions in different
surgical populations.

V. LIMITATIONS

There were several limitations to our study.
First, the sample size was relatively small, and all

80

data were collected from a single department;
therefore, the findings may not fully represent
the mobilization status in other settings. Future
studies with larger, multi-departmental samples
are needed to validate these results. Second,
the study included patients with various diseases

and surgical procedures, which may have
introduced confounding factors  affecting
mobilization outcomes. Third, potential

confounders such as age, body mass index, and
comorbidities were not adjusted for the analysis,
which could have influenced the observed
mobilization patterns on the operative day and
subsequent days. Mobilization time was recorded
subjectively (patient/family diaries and manual

nursing logs) without wearable devices,
introducing measurement bias.
VI. CONCLUSION

Although the initiation rate of early

mobilization was high, the duration remained far
below ERAS targets. Individualized, procedure-
aware protocols, stronger multimodal analgesia,
early removal of drains/catheters/lines when
safe, mobility aids, and objective digital activity
monitoring are required to close the gap and

translate initiation into clinically meaningful
exposure.
ACKOWLEDGEMENT

The authors would like to thank all the
participants who participated in the study. We
would like to express our sincere thanks to the
medical staff at the General Surgery Department,
Hanoi Medical University Hospital, for their
support  and cooperation during  the
implementation of this research.

FUNDING
No funding was received.

AVAILABILITY OF DATA AND MATERIALS

The datasets used and/or analyzed during
the current study are available from the
corresponding author on reasonable request.

AUTHOR CONTRIBUTRIONS

All authors contributed to the conception and
design of the study. The first draft of the
manuscript was written by M.A.T and D.H.N, and



Vol .562 No. 12026 RAUALLVR IS (A RSTTT1 S

all authors commented on previous versions of
the manuscript. P.A.P and T.T.N. confirm the
authenticity of all the raw data. All authors have
read and approved the final version of the
manuscript.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

The study was conducted following the
approval of the Scientific Committee of Hanoi
Medical University Hospital. With graduation
recognition decision number 8251/QD-DHYHN on
December 6, 2024, the Hanoi Medical University
bachelor of nursing graduation assignment board
approved the study's results. Written informed
was obtained from all the patients prior to
enrollment.

PATIENT CONSENT FOR PUBLICATION
Written informed was obtained from the
patients for publication of the data. A copy of the
written consent is available for review by the
Editor-in-Chief of this journal on request.

COMPETING INTERESTS

The authors declare that they have no
competing interests.

REFERENCES

1. Tazreean R, Nelson G, Twomey R. Early
mobilization in  enhanced recovery after
surgery pathways: current evidence and recent
advancements. Journal of Comparative
Effectiveness Research [Internet]. 2021 Nov
[cited 2024 Oct 24];11(2):121-9. Available from:
https://becarispublishing.com/doi/10.2217/cer-
2021-0258

2. Gustafsson UO, Scott MJ, Hubner M, Nygren
J, Demartines N, Francis N, et al. Guidelines
for Perioperative Care in Elective Colorectal
Surgery: Enhanced Recovery After Surgery
(ERAS®) Society Recommendations: 2018. World
J Surg. 2019 Mar;43(3):659-95.

3. Aprisunadi, Nursalam N, Mustikasari M,
Ifadah E, Hapsari ED. Effect of Early
Mobilization on Hip and Lower Extremity
Postoperative: A Literature Review. SAGE Open
Nurs [Internet]. 2023 Apr 11 [cited 2025 May
30];9:23779608231167825.  Available  from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10
107382/

4. Cassidy MR, Rosenkranz P, McAneny D.
Reducing postoperative venous thromboembolism
complications with a standardized risk-stratified

10.

11.

12,

prophylaxis protocol and mobilization program. J
Am Coll Surg. 2014 June;218(6):1095-104.
Greer NL, Gunnar WP, Dahm P, Lee AE,
MacDonald R, Shaukat A, et al. Enhanced
Recovery Protocols for Adults Undergoing
Colorectal Surgery: A Systematic Review and
Meta-analysis. Diseases of the Colon & Rectum
[Internet]. 2018 Sept [cited 2024 Oct
241;61(9):1108. Available from:
https://journals.lww.com/dcrjournal/abstract/201
8/09000/enhanced_recovery_protocols_for_adults
_undergoing.16.aspx

Nygren J, Thacker J, Carli F, Fearon KCH,
Norderval S, Lobo DN, et al. Guidelines for
perioperative care in elective rectal/pelvic
surgery: Enhanced Recovery After Surgery
(ERAS®) Society recommendations. Clin Nutr.
2012 Dec;31(6):801-16.

Grass F, Pache B, Martin D, Addor V,
Hahnloser D, Demartines N, et al. Feasibility
of early postoperative mobilisation after colorectal
surgery: A retrospective cohort study. Int J Surg.
2018 Aug;56:161-6.

Chua H, Brady B, Farrugia M, Pavlovic N,
Ogul S, Hackett D, et al. Implementing early
mobilisation after knee or hip arthroplasty to
reduce length of stay: a quality improvement
study with embedded qualitative component. BMC
Musculoskelet Disord. 2020 Nov 20;21(1):765.
Haslam-Larmer L, Donnelly C, Auais M, Woo
K, DePaul V. Early mobility after fragility hip
fracture: a mixed methods embedded case study.
BMC Geriatr. 2021 Mar 15;21(1):181.
Wiesenberger R, Miiller J, Kaufmann M,
WeiB8l C, Ghezel-Ahmadi D, Hardt J, et al.
Feasibility and usefulness of postoperative
mobilization goals in the enhanced recovery after
surgery (ERAS®) clinical pathway for elective
colorectal surgery. Langenbeck’s Archives of
Surgery [Internet]. 2024 Aug 31 [cited 2024 Oct
27];409(1):266. Available from:
https://pmc.ncbi.nlm.nih.gov/articles/PMC113658
38/

Fagevik Olsén M, Sehlin M, Westerdahl E,
Schandl A, Block L, Nygren-Bonnier M, et al.

First ~ mobilisation  after  abdominal and
cardiothoracic surgery: when is it actually
performed? A national, multicentre, cross-

sectional study. BMJ Open [Internet]. 2024 Feb
29 [cited 2025 May 30];14(2):e082239. Available
from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10
910679/

Zhang L, Wu Q, Wang X, Zhu X, Shi Y, Wu CJ
(Jo). Factors impacting early mobilization
according to the Enhanced Recovery After
Surgery guideline following gastrointestinal
surgery: A prospective study. Geriatrics &
Gerontology International [Internet]. 2024 [cited
2024 Oct 28];24(2):234-9. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/g
gi.14799

81



VUL LUV D TS Vol .562 No. 1 | 2026

13.

14,

15.

16.

82

Nishijima M, Baba H, Murotani K, Tokai R,
Watanabe T, Hirano K, et al. Early ambulation
after general and digestive surgery: a
retrospective single-center study. Langenbecks
Arch Surg. 2020 Aug;405(5):613-22.

Ni CY, Wang ZH, Huang ZP, Zhou H, Fu L],
Cai H, et al. Early enforced mobilization after

liver resection: A prospective randomized
controlled trial. Int J Surg. 2018 June;54(Pt
A):254-8.

Rosowicz A, Brody JS, Lazar D], Bangla VG,
Panahi A, Nobel TB, et al. Early Ambulation is
Associated with Improved Outcomes Following
Colorectal Surgery. Am Surg. 2023
Dec;89(12):5225-33.

Willner A, Teske C, Hackert T, Welsch T.
Effects of early postoperative mobilization
following gastrointestinal surgery: systematic
review and meta-analysis. BJS Open [Internet].

17.

18.

2023 Oct 17 [cited 2024 Oct 25];7(5):zrad102.
Available from:
https://pmc.ncbi.nlm.nih.gov/articles/PMC105801
47/

Irani JL, Hedrick TL, Miller TE, Lee L,
Steinhagen E, Shogan BD, et al. Clinical
practice guidelines for enhanced recovery after
colon and rectal surgery from the American
Society of Colon and Rectal Surgeons and the
Society of American Gastrointestinal and
Endoscopic  Surgeons. Surg Endosc. 2023
Jan;37(1):5-30.

Svensson-Raskh A, Schandl A, Holdar U,
Fagevik Olsén M, Nygren-Bonnier M. "I Have
Everything to Win and Nothing to Lose”: Patient
Experiences of Mobilization Out of Bed
Immediately After Abdominal Surgery. Phys
Ther. 2020 Dec 7;100(12):2079-89.



