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We read with great interest the editorial by De Jong and
colleagues entitled “Key principles and recent devel-
opments for ventilatory management of the surgical
critically ill patient” [1]. The authors provide a com-
prehensive overview of contemporary perioperative
and postoperative respiratory strategies, highlighting
advances from intraoperative lung-protective ventilation
to postoperative weaning, extubation, and non-invasive
support. Their summary of evidence from pivotal trials
and discussion of transitions from the operating room to
the intensive care unit (ICU) underscore the importance
of individualized ventilatory management. We particu-
larly appreciate the emphasis placed on the integration
of enhanced recovery after surgery (ERAS) protocols and
the recommendation for early mobilization as part of
holistic postoperative care.

While we commend the authors for this timely synthe-
sis, we believe that defining mobilization within <72 h as
“early” may inadvertently reinforce an existing evidence-
to-practice gap.

We believe the effective preventive window is consid-
erably shorter. Muscle atrophy begins almost immedi-
ately after ICU admission—serial ultrasonography and
biopsy demonstrate a 10% loss in rectus femoris cross-
sectional area within the first week, accompanied by his-
tological deterioration [2]. Even short periods of muscle
inactivity may lead to disorders in metabolic homeosta-
sis reflected in insulin resistance and lipid metabolism,
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with experimental and clinical studies consistently show-
ing that activated skeletal muscle produces and secretes
more than 630 peptides called myokines [3]. Myokines
are secreted into the circulation, improving different
organ function, reducing inflammatory-related cell dam-
age, and possessing a strong beneficial effect in repair and
regeneration processes [4]. Some of them, such as mitsu-
gumin-53, can protect the lung, kidney, heart, and brain
against inflammatory and ischemia-reperfusion damage,
supporting cell membrane repair, reducing aging-related
dementia, and the risk of memory dysfunction and delir-
ium [5].

Equally important, optimal ventilatory outcomes
begin well before surgery. Prehabilitation, encompass-
ing targeted inspiratory muscle training, aerobic exer-
cise, and structured pulmonary conditioning, has been
consistently shown to enhance respiratory performance,
improve functional capacity, and attenuate the inflamma-
tory and metabolic stress of surgery. These interventions
not only reduce the incidence of postoperative pulmo-
nary complications but also shorten the duration of
mechanical ventilation, facilitate earlier extubation, and
accelerate recovery of mobility and independence. Rec-
ognizing that effective ventilatory management begins
long before the first incision, both clinicians and patients
should view prehabilitation as an integral component of
perioperative respiratory care rather than an optional
adjunct.

Therefore, we believe that <72 h should be viewed not
as the definition of “early” mobilization, but rather as its
upper boundary. According to ERAS principles, mobili-
zation should commence as soon as physiologically fea-
sible—ideally within 12-24 h and no later than 48 h. A
structured, progressive approach, namely moving from
in-bed to out-of-bed activities with clear safety criteria
(hemodynamic stability, adequate oxygenation/PEEP,
and decreasing vasopressor use), aligns clinical practice
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with current evidence and mitigates unnecessary delays.
Importantly, the foundation for optimal postoperative
mobilization is laid before surgery through prehabilita-
tion, which strengthens respiratory muscles, improves
cardiorespiratory fitness, and enhances functional
reserve.

Together, prehabilitation and early mobilization form
a continuum of care that optimizes respiratory recovery,
reduces complications, and restores independence more

rapidly.
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