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La fragilité
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SHARE : 27%§<2°§ patients, 3ge moyen 65.3 ans, 54.8% de femmes
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Fragilité : facteur predlctlf d’événements de
maﬂvals pronostic
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Year Country Participantsé\gl.ength of Falls (HR*/ORT Worsening Hospitalisation Care home admission  Mortality (HR*/ORT
) & follow-up [95%Cl]) disability (HR*/ORT  (HR*/ORT[95%Cl])  (HR"/ORT[95% Cl]) [95% CI]) @
‘ooe’ (years) [95% CI]) &

& <
\\,2}0 Inter- Severe Inter- Severe Inter- Severe Inter- Severe Inter- ere

W@ mediate  frailty mediate  frailty mediate frailty mediate frailty mediate NZiEL ilty

6\& frailty frailty frailty frailty frallty (\\QJ
<2
Cardiovascular 2001 €A 5317 7 s 1.23* 1.55* 1.79* 1-11* 1.27%, NA NA 1@? 1-63*
) r

Health Study (\\»@ (1-00- (1-50- (1-38- (147-  (1.03- (1-11- 13- a7
(CHS)? 0 1.26) 2:21) 175) 217) 1.19) 1-46) 00 1.55) 2-08)
Canadian Study of \62004 Canada 9008 5 NA NA NA NA NA NA 2541 2. 6@5 2-54t1 3-697
Health and Aging® (1-67- (138 (1.92- (2:26-
(CSHA)™ é'b 386) @ 96) 337) 6.02)
Womenc'g}lealth 2006 USA 1438 3 0.92* 1-18* NA NA 0-99* 0-67* 516* KO 23.98* 3.50* 6-03*
and Agfhg Study (0-63- (0-63- (0-67- 033- (08 (4-45- (1-.91- (3-00-
(WHTAS)™ 1-64) 2-19) 1.47) 1:35) %%ég) 129-2) 6-39) 12-08)

qgtudy of 2008 USA 6701 4.5 1.231 2-44% 1-891, 279+ NA NA .@\mﬁx NA 1-547 275*
Osteoporotic (1.02- (1-95- (1-66- (231- &O\ (1-40- (246~

Fractures (SOF)™ 1.48) 3-04) 2.14) 3-37) R 1.69) 3-07)

<9
HR=hazard ratio. NA=not available. OR=odds ratio. *Hazard ratio. 1Odds ratio. The comparator for hazard ratios and odds ratios is people z\y@b are not frail.

Table: Covariate-adjusted associations between frailty and adverse outcomes (falls, disability, hospitalisation, care hom@ﬁﬁmlssmn and mortality) from four large prospective cohort studies

Clegg A et al. Lancet 2013
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Fragilite : facteur pf fédictif de déclin cognitif
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Searchmg for an Operational Definition of Frallty(g\@
A Delglai Method Based Consensus Statement. The F‘rﬂllty
Opératwe Definition-Consensus Conference E’rqect
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£ 3 fragilité est un syndrome multldlmentlonrwfcaracterlse par
une décroissance des réserves et une dcﬁmnutlon de la
résistance au stres@sﬁf
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Absence de définition opérationnel : bQ{
- Outil robuste pour prédire la survenue d’ eveb@éments de mauvais pronostic.
- Indicateur des actions a mener pour agir stir la réversibilité de la fragilité.
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Age and Ageing 2014; Table |. Mﬂlﬂ characteristics of the E[ﬂ.lltj?’ PhEﬂDthPE and the ritish G-EI"I.EL’I’HESD-EIEt}’
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COMMENTA [y phenotype tailty Index &
66- m = = = = @ m = = = = = = @ ®§ W ® = W = ® ®§ = ® ® @ & W ® &= @® m = = = = = = 6\0
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& Signs, symptoms Diseases, activities of daily living, results (&

T he f"ﬁea’i of a clinical evaluatgon 6"&
[ ]
%\@\ Possible before a clinical Doable only after a mmpr:hmsw: @Q
L]
dlﬁ ren assessment clinical assessment ,&0\) 'S
O Categorical variable Continuous variahle &s@*

> Pre-defined set of criteria Unspecified set of criteriae®

MaTTEC CrsARI™

Frailty as a pre-disability syndrome Frailty as an :accmnulatlﬁn of deficits
Meaningful results potennally Meaningful results gl E‘lﬂ:l‘}f individual,
'Gérontopdle, Cent restricted to non-disabled older jrﬂcpﬂld:rn:hgbf funcoonal status or
YNSERM UMRI027  persons age S
*Centro Medicina d 2

Address comrespondence to: M. Cesari. Tel: +33 (005 61 145628; Fax: +§? (015 61 145640; Email: macesan@gmail com



Index de Fragilité
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Appendix 1: List of variables used @r the Canadian Study of Health and Aging to construct the 70-item CSHA Frailty Index
©
O
e Changes in everyday activities S Mood problems * Seizures, partial complex
* Head and neck problems ’k@e Feeling sad, blue, depressed * Seizures, generalized
* Poor muscle tone in ng\Ql? History of depressed mood * Syncope or blackouts
* Bradykinesia, facial (\ Tiredness all the time * Headache &S
X
* Problems gettin essed Depression (clinical impression) * Cerebrovascular problems \\Q
)
* Problems wil@\{gathlng Sleep changes * History of stroke \Q)Q;
N
. Problem%@arrying out personal grooming Restlessness » History of diabetes mellitus ('QQ’
e Uringgfincontinence Memory changes  Arterial hypertension @be
. T@Etlng problems Short-term memory impairment » Peripheral pulses é@é
‘;bﬁulk difficulties Long-term memory impairment + Cardiac problems \o(\
X
Q% Rectal problems Changes in general mental functioning * Myocardial infarction 600
&
&~ | * Gastrointestinal problems Onset of cognitive symptoms * Arrhythmia ©
& &
%é * Problems cooking Clouding or delirium * Congestive heart fallurﬂ\e,
(\Cﬁe * Sucking problems Paranoid features * Lung problems /\0
©O° * Problems going out alone History relevant to cognitive impairment * Respiratory prot@ms
Qr\b‘ * Impaired mobility or loss « History of thy@id disease
v * Musculoskeletal problems Family history relevant to cognitive ¢ Thyroid @%Iems
A ) impairment or loss
* Bradykinesia of the limbs ) L ¢ Skin fggolems
i Impaired vibration S
* Poor muscle tone in limbs . gnant disease
. o Tremor at rest
¢ Poor limb coordination &« Breast problems
o Postural tremor (Q\
* Poor coordination, trunk ) e} Abdominal problems
) Intention tremor \/1,
* Poor standing posture Y Presence of snout reflex
) History of Parkinson’s disease <§1
* Irregular gait pattern * Presence of the palmomental reflex
Family history of degenerative dlsea@ : ;
* Falls S e Other medical history
&
2
oy

Q
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’ . LJ . \\>U ’ ’
IF = nombre de déficiences/nbre de crit&res évalués

Rockwood et al., CMAJ 2005




Fragilité : déux approches
complémentaires
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Outil de
dépistage
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« Phénotype Fragile »
Criteres de Fried
Approche physique

‘oo"} S
(5\\
Qq{f « Index de fragilité » Synthese chiffrée de
v©0° Modeéle de Rockwood I’évaluation
o) Approche multidomaine gérontologique

(accumulation de
déficits : troubles
| cognitifs, dénutrition,
chutes,
dépendance...)
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Objectifs
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e Etudier I’Index&de Fragilité (Fl) chez les patients
atteints de, rhaladie d’Alzheimer :
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. comme facteur prédictif de la survenue d’ hospltallsatl@hs
ﬁ institutionnalisation et de décés. &
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< ™ encomparaison a la sévérité de la démence C(escore CDR)

N

P pour prédire la survenue d’événements d@«fnauvals
pronostic. &
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= comme facteur associe au déclin gognitif a court terme.
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Méthode

" Impact of Cho}merglc Treatment Use study (ICTUS) —
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étude de cqhorte multicentrique prospective

europeerme menée sur deux ans.
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. 132@ MA probables stades léger a modeéré a domwﬂe
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ayec un aidant informel identifié.

e’b

,9\“© = Le score Fl: rapport entre les potentiels deﬁuts actuels
(ex: déficits présents chez cette persorysfe/BO)

: \ R
Etude de survie: modele de Cox ¢

Q}

N



Résultats (1)
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Table 2. Baseline charactergétics of the study sample (n =1,191)
14 ¥ P
(4]
st
S Mean (SD) or %

Age (years) N 76.2+7.6
Gender (u.’omreg\j?e 638
Body mass g?g,ex (kg.-"mi) 252442 N
Educati\gﬁ%‘eara) 8.0£47 \.@“’}

. SQ’@ \\Qf@%
Dégbetea 116 {b(;\@

%&T},pertensiﬂn 39.0 ] (@Q
0(.\\@ Ischemic heart disease 132 (\6‘@
& Stroke 8.0 ol
@ Falls 17.1 &
& . . @Q«
Seizures 1.1 &Qf
Depression 24 549
=)
| &

ADAS-Cog (points) P 5+£92
MMSE (points) 5206239
CDR score (points) <

05 & 432

-1 @é\ 442

->2 QQF 12.6

Q0
&
ADL (/6) 2% 5.540.9
IADL (/8) bQ,Q“ 49422
o
&

Frailty Index (%) i 20.8+12.2

Values are presented as means =+ standard deviations (SD) or percentage



Résultats (2)
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Table 3. Results from unadjusted and adjusted pragqﬁ%nal hazard models festing the relationshups of the FI with mortality, hospitalization and

mstifutionalization. é@&
-
< Mortality P Hospitalization P Institutionalization P .
& aN=T71,191 1N=185/1191 aN=341191 &
Frailty Index (continuous) b@ &
Unadjusted S5 1023(1.0051.040) 0011  1018(1.006,1030) 0002  1.018(1.004 wgaa“ 0.009
Adjusted for age, ge’\mﬁf'@r 1.019(1.002,1.037)  0.031 1.017(1.006, 1.029) 0.004 | 1.011(0.997 4@\25 0.116
bQ' ob\)d\\o
Frailty mc@? tlaﬁﬂflmnuu @@Q‘
Lmd&w@d ‘6,’\°°
NotFrail (F1<25%) 1 1 i 1
Frail (FI>25%) 2211(1413.3457) 0001 1557 (1.164, 2.083) gg@? 1566(1112,2206) 0010
~
Adjusted for age, gender 5
Not frail (FI<25%) 1 1 & 1
Frail (FL25%) 1409(0997,1992) 0052  1525(1.133°2.046) 0005  2.121(1352,3325)  0.001
Results are presented as HR and 95%CL. FI: Frailty Index; n/N: number of evengsﬁ?tal study sample
‘oo
&



Résultats (3)
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Table 4. Results from unadjusted and adjusted 3@‘5011i0na1 hazard models sumultaneously testing the independent relationships of the FI and
CDR score with mortality, hn::spimlizmioggﬁﬁ mstitutionalization.

& @
@f Mortality, P Hospitalization, P Institutionalization, &\'Pe
6\@5@ W/N=77/1 191 /N=185/1,191 WN=134/1191  &°
Unadjusted ,@ﬁ’% (@Q
Frailty Index (ruﬂuuuus) 1009(0.990,1.028) 0369  1019(1.006,1.032) 0003  1.003(0. QS&OTGIQ) 0.652
CDR score & 2038(1349,3.081) 0001  0929(0.679,1.272) 0648  2.028 (,;&%6 2766)  <0.001
@9 ,\o‘)
Ad,;ﬁﬁ ed for age and gender | %Q,é‘z’%
?talltt Index (continuous) 1.007(0987,1.027) 0494 [T.OT9(1.006, 1.032) U.Q@f‘@ 0998 (0.983,1.014) 0838
CDRscore [0 (12562041 0003] 0913(0.664,1254) (%373 [ 1055(T427.2679)  <0.001
Results are presented as HR and 95%CL. FI: Frailty Index, CDR score: Clinical Dementia Rgﬁg score; n/N: number of events/total study
sample Qoﬁe
\bQQJ\\%Q)
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Réﬁﬁftats (4)
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Table 4. Longifudinal modifications of ADAS&@ﬁgmd MMSE scores accordmg to the frailfy stafus.
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& AMMSE | AADASCog
&° Baseline - Baseline
o \IMSE Between 1 year fullnw-ulp & ADAS.Co Between 1 vear fullg&? up &
b@%&& A haseline assessment A haseline 15bsf%ment1
& Unadijusted Adju'ated'I , [na[l]ustegl@ _!Ld]u'atedI
66% X ToL) i) L i; )
MemSEL e MemssEM SEL @B MemsEN

Nan—frgio];g‘ﬁ%ﬁ.ﬁpﬂints(n=650) 13015 14014 142015 18.7440 34

,«%‘.TJ?_U.ZQ 3.060.30

oS 0Bpois (=303) 1956001 189000 910D BN0AT T 40040 466041]

'J]:M standard efor of means &
Values are presented as means = SEM. All statistical differences were significant (all p values<0.03) (tg\gﬁ#een frail and non-frail participants.
*Adjusted for age, gender and years of education &

5




Cgﬁ‘tlusion
" LIndex de Ef”aglllte (FI) est un outil robuste
chez Ies patlents atteints de MA pour

predgsné aunan:
.&e?ég% &

» La survenue d’événements de mauvais

«  pronostic (hospitalisation,
institutionnalisation et mor’ga“f“te)

'\
.@Q’

" |'aggravation du déclirly@eogmfif .
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Conclusion (2)
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= Aladifference deg%utres instruments, le Fl :

GQ’QK\

= Appllcabfe a des populations déja dépendantes (EHPAD) et avec des ¢

malaad‘les hautement fragilisantes (Alzheimer, cancers...). {&\\e“
N N
ée’%o QQ@QQ}
" 0°Out|I reflet synthétique de I’évaluation gérontologique standardasee et
& donc des réserves physiologiques. QQ«ob
2 k
o(\cb@6 '\0&
O
o = |dentifiant les individus a haut risque d’evenements de%auvals
Vv
pronositic (en particulier un déclin cognitif a court $@erme) au sein d’une
population hétérogene et complexe. ,\o&
A
.\@Q’
\4\90



Merci.de votre attention.

Q
é?’Q
(\é‘
;\\O
\{b
>
‘@4

< Eirini Kelaiditi, PhD

~\'®96® T . &
& e.kelaiditi@gmail.com o
& &o&)
-o_,és\\o \Q’@Q
00@& ‘6:@\3
& Binot Ingrid, PhD &
Binot.i@chu-toulousedt
&
0?\/{5\
‘(QKQ
&’JQ&Q@


mailto:e.kelaiditi@gmail.com

	Impact de la fragilité sur le pronostic du patient Alzheimer
	La fragilité
	Diapositive numéro 3
	Diapositive numéro 4
	Diapositive numéro 5
	Diapositive numéro 6
	Diapositive numéro 7
	Fragilité : deux approches complémentaires 
	Objectifs 
	Méthode 
	Diapositive numéro 11
	Diapositive numéro 12
	Diapositive numéro 13
	Diapositive numéro 14
	Conclusion 
	Conclusion (2)
	Diapositive numéro 17

