Hopitaux de Toulouse
= ] |

) Toulls)use
1 GERONTOPOLE

Fragilité etsarcopénie
définition, diagnostic, prise en charge

Matteo Cesari, MD, PhD

Parisc 17 Mars 2017



A Epidémiologie du vieillissement
I Les scenarios qui changent

A La fragilité
i Définition
i Les outils pour mesurer la fragilité
i Fragilité et rapport avec la dépendance
i Traitement de la fragilite

A Lasarcopénie
i Définition
i Comment mesurer laarcopénie
i Traitementde lasarcopénie

A Le projet SPRINTT

A Conclusions



A Epidémiologie du vieillissement
I Les scenarios qui changent



INTERNATIONAL]

npr 105-Year-Old Cyclist Rides 14 Miles In An
Hour En Route To A World Record

January 4, 2017 - 2:44 PM ET

RobertMarchand(age 105y0)
22.547 kilometersn anhour



SPECIAL ARTICLES

The End of the Disease Era

Mary E. Tinetti, MD, Terri Fried, MD

The time has come to abandon disease as the focus of medical
care. 'The changed spectrum of health, the complex interplay
of biological and nonbiological factors, the aging population,
and the interindividual variability in health priorities render
medical care that is centered on the diagnosis and treatment of
individual diseases at best out of date and at worst harmful. A
primary focus on disease may inadvertently lead to undertreat-
ment, overtreatment, or mistreatment. The numerous strate-
gies that have evolved to address the limitations of the disease
model, although laudable, are offered only to a select subset of
persons and often further fragment care. Clinical decision mak-
ing for all patients should be predicated on the attainment of

individual goals and the identification and treatment of all
modifiable biological and nonbiological factors, rather than
solely on the diagnosis, treatment, or prevention of individual
diseases. Anticipated arguments against a more integrated and
individualized approach range from concerns about medical-
ization of life problems to “this is nothing new” and “resources
would be better spent determining the underlying biological
mechanisms.” The perception that the disease model is “truth”
rather than a previously useful model will be a barrier as well.
Notwithstanding these barriers, medical care must evolve to
meel the health care needs of patients in the 21st century. Am )
Med. 2004;116:179-185. ©2004 by Excerpta Medica Inc.

bX¢KS GAYS KI &digeasedShepritharyfoous girRedligalcare.When
diseasebecamethe focus of Westermedicinein the 19th andearly 20th century, the
averagdife expectancywas47 yearsand mostclinicalencounterswere for acuteillness
Today the averagdife expectancyn developedcountriesis 74 yearsandincreasing and
mostclinicalencountersare forchronicillnessesor nondiseasespecificO2 Y LI I A y {
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Un syndrome médical avgtusieurs causest contributeurset qui
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La fragilité augmenta vulnérabilité d'un individaé développer
évenements cliniques défavorables (dependance, déces)
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Severe disease of the central nervous system may follow
infection with several E.CH.O. viruses, causing ataxia,
vertigo, and nystagmus, Undifferentiated febrile illness with
or without a rash is commonly seen with types 4, 6, 9, 14,
and 16, and sometimes 2, 11, and 18, E.CH.O. viruses,
usually type 18 and occasionally 8, 11, 14, and 20, have also
been isolated from cases of infantile gastroenteritis, but the
causal relationship is by no means so clear as in the cases of
aseptic meningitis. World-wide in distribution, E.CH.O.
virus infections, whether sporadic or epidemic, are com-
moner in the spring and summer than at other seasons.
These viruses can be recovered from the nasopharyngeal
secretions and faeces, and it is probable that these are the
main source of transmitted infection.

In this week’s issue of the B.M.¥. Squadron-Leader L. J.
German and his colleagues describe at page 742 an outbreak
of E.CH.O. type 5 infection in a maternity unit in Singapore.
Sixty-four cases were observed between July and October
1965, of which 56 were among infants, All had a pyrexia
of 99-103° F. (37.2-394° C.), the onset usually being
between the fourth and eighth day of life. A faint pink
maculopapular rash was seen in 20 infants, being more pro-
nounced on the limbs and buttocks but present also on the
trunk and face. Thirteen infants had loose, offensive stools
and four others passed blood and mucus. The eight adults,
seven of whom were mothers of the infants, complained of
malaise, fever, severe headache, and vomiting. They also
developed a rash, which was more persistent than in the
infants. E.CH.O. type 5 virus was detected in 31 cases. All
patients recovered, and the outbreak lasted 16 weeks, A
similar outbreak was reported by E. W. Hart and his col-
leagues* from a London maternity unit in 1962, The
symptoms then were fever, diarrhoca, lymphadenopathy, and
an enlarged spleen, but no rashes were observed.

Virological investigations are particularly valuable in such
circumstances, for the prognosis of E.C.H.O. virus infections
generally is good, and during an outbreak in a maternity
home this is comforting news to have. On the other hand,
E.CH.O. viruses can cause serious discase, particularly in
the very young,® but they do not appear to cause such severe
disease in this age group as do Coxsackie B viruses.*

Old and Frail

One of the miracles of our time is the increase in the average
length of life. In England and Wales, for instance, the
expectation of life at birth has risen by 20 years since 1900,
from about 50 to about 70 years.' Eileen M. Brooke® puts
it another way when she says that in 1963 in England and
Wales one in every eight persons was aged 65 or more, and
if the trend is continued by 1982 the ratio will be one in six.
Not only will the ratio of retired to working people be
adversely affected, but the number of old people in absolute
terms will have reached the formidable total of 7.4 millions
in 1982. There will be proportionately fewer persons capable
of looking after their aged kin, and for a variety of socio-
economic there will probably be fewer still able to
do so even if they wished.

Two recent papers, one complementing the other, highlight
the present inadequacies for the care of the aged and under-
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line the danger in a failure to plan for the future. F. Allen
Binks® drew attention to the misuse of geriatric units, and
criticized general hospitals for their failure to share the burden
of the care of the aged. He implied that too many people
who work in these hospitals fail to accept the responsibility
they should for confused, restless, incontinent old patients,
whom they shrug off after a period in their care as a “ chronic
patient ” and “ no longer a responsibility of this hospital.”
He also made a telling comparison between the understaffed
geriatric unit working at 97% bed occupancy and the 70%
occupancy of “acute” hospitals where there is no staff
shortage. How, he argues, in the circumstances can there be
complaints that the “acute ™ beds are being blocked by
geriatric patients 2 Yet in an area of which he was writing
*“ an excess of 750 acute beds and a deficiency of 270 geriatric
beds is being changed to one with an excess of 1,025 acute
beds and a deficiency of 245 geriatric beds.”

In the second paper R. W. Parnell* reports on two years’
experience in a psychogeriatric unit which takes three-quarters
of the patients over the age of 65 admitted to a mental
hospital. He makes the most important point that, “ Even
today regional board psychiatric and geriatric advisory com-
mittees may act in isolation from each other, forgetting that
the common focus of their attention is the provision of hos-
pital care for old people, not for bodiless minds on the one
hand or mindless bodies on the other.” He goes on to turn
the knife and points out that because of the grim shortage of
beds for sick old people “ they tend to flow into any vacant
bed, irrespective of administrative edict, and are usually
labelled selectively from their multiple pathology, with the
diagnosis best calculated to gain admission by a particular
hospital” It is indeed a curious perversion of the legend of
Procrustes: instead of the patient being shaped to the bed,
the bed is shaped to the patient. The pressure en mental
hospital beds from general hospitals, geriatric units, and

Isewhere was not fi a few years ago®* As Parnell
observes, this is in itself sufficient to upset the forecast that by
the mid-1970s we might need only half as many beds for
mental illness. Many mental hospital psychiatrists would
agree with Parnell’s observation.

Binks and Parnell paint on a small canvas framed by the
limits of their own experience. Miss Eileen M. Brooke,?
however, is able to project her statistical data on to a national
screen. And some of her data are particularly pertinent. For
example, a census of patients in psychiatric hospitals at the
end of 1963 showed that there were 51,616 persons aged 65
and over. One in every 109 persons in the population as a
whole was resident in a mental hospital or unit. Of all mental
hospital patients 39% were aged 65 and over, and of these
nearly half were 75 or more. Between 1954 and 1963 the
numbers aged 65 and over in psychiatric hospitals in England
and Wales increased by 6,300, representing an increase from
30 to 39% of the total hospital population. And the shift
towards more older patients in these hospitals is most un-
likely to be reversed.

What is perhaps the most alarming statistic is that 11%
of the men and 6% of the women die within a2 month of

' The Regisrar General's Statistical Review of B;zlmd and Wales for
the Year 1965, Part 2, Tables, Population. 1967. H.M.5.0.

+ Brooke, E. M., in Prychiatric Disorders in the Aged, p. 214, mm
Id at Royal Col of Physiclans, 1965, G ;
:’nuwfmw?u, ic Associat '*&5‘“‘9 b
* Binks, F. A, Bni med. J., 1968, 1, 269.
* Parnell, R. W., Geronr. Clin,, 1968, 10, 30.
* Norton, A., Brir, med, 7., 1961, 1, 528,
* Tooth, G. C., snd Brooke, E. M., Lancer, 1961, 1, 710.
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Figure 1. Prevalence of frailty. SHARE = Survey of Health, Ageing and Retirement in Europe; FI-CGA = Frailty Index based on
a Comprehensive Geriatric Assessment.

Table 3. Agreement of Survey of Health, Ageing and Retirement in Europe Frailty Scales (Cohen Kappa Statistic)

Groningen Frailty  Tilburg Frailty Frailty Clinical Frailty Frailty Edmonton Frail
Indicator Indicator Index FICGA Scale phenotype Scale
Tilburg Frailty Indicator 0.50
Frailty Index 0.46 0.52
H-CGA 0.46 0.52 0.82
Clinical Frailty Scale 0.30 0.38 0.61 0.57
Frailty phenotype 0.25 0.37 0.51 0.51 0.45
Edmonton Frail Scale 0.18 0.27 0.45 0.46 0.52 0.55
FRAIL scale 0.13 0.27 0.28 0.29 027 0.46 0.45

FI-CGA = Frailty Index based on a Comprehensive Geriatric Assessment

TheouO et al. JAmGeriatrSoc2013:611537-1551
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