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Conflits d’intéréet

Aucun



Obijectifs

* Décrire le pronostic du patient agé en réanimation

e Décrire les principaux facteurs associés a la mortalité
* Focus sepsis et choc septique

* Discuter des criteres d’admission



Epidémiologie

Table 1 Proportion of VOPs in recent large epidemiological studies

Docherty [36]  Scotland 2016 3865 2005-2009 [lecrease from 109 to 5.4%
Haas [57] Metherlands 2015 39558 2005-2014 Increase from 13.4% to 13.5%
Mielsson [58] Denmark 2014 G266 2005-2011 Increase from 11.7% to 13.8%
lhra [59] Austria 2012 17,126 1998-2008 Increase from 11.5% to 15.3%
Bagshaw [8] Ausralia and Mew Jealand 2009 15,640 2000-2005 Annual increase 5.6%
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Mortalité des patients de >75ans
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Mortalité des patients de >75ans

Mortalité intra-réa: 1 - 50%
Mortalité intra-hospitaliere: 10 - 70%
Mortalité 6 mois: 20 - 60%

Mortalité 1 an: 30 - 70%

Grande hétérogénéité+++
Liee a?
- politique d’admission
- limitation de traitement

- organisation de |a trajectoire patient

Vallet et al; Crit care Med 2021
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Période a risque

Demiselle et al. Ann. intensive Care (2021) 11:35

https:/doi org/10.1186/513613-021-00804-w ® Annals of Intensive Care

RESEARCH Open Access

Determinants of hospital and one-year 2
mortality among older patients

admitted to intensive care units: results

from the multicentric SENIOREA cohort

Julien Demiselle’, Guillaume Duval??, Jean-Francois Hamel’, Anne Renault®, Laetitia Bodet-Contentin®,
Laurent Martin-Lefévre’, Dx

Philippe Markowicz'?, Sylv: g
Cédric Annweiler™>'” and |
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Fig. 2 Kaplan-Meier survival curve of the patients included in the
SEMIOREA study

Acta Anaesthesiol Scand 2014; 58: 19-26 © 2013 The Acia Anaesshasiologica Seandinavica Foundation.
Printed in Singapore. - Published by John Wiley & Sons Lid.
ACTA ANAESTHESIOLOGICA SCANDINAVICA
doi: 101111 /22512211

Mortality in elderly ICU patients: a cohort study

M. S. NieLsson'”, C. F. CHRISTIANSEN', M. B. Jonansen', B. S. Rasmussen’, E. Tonnesen” and M. Nercaarp'
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Facteurs associés a la mortalité en/apres un séjour en
réanimation




L'age

Intensive Care Med (2012) 38:1654-1661
DOI 10.1007/s00134-012-2629-6 ORIGINAL

Lor Fuchs = ICU admission characteristics and mortality
Shinhyuk Park rates among elderly and very elderly patients

Victor Novack
Yael Baumfeld
Daniel Scott
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Le type d’hospitalisation

Intensive Care Med (2006) 32:1039-1044
DOI 10.1007/500134-006-0171-0 ORIGINAL

S-E. de Rool) Short-term and long-term mortality
J. C. Korevaar in very elderly patients admitted

A. Abu-Hanna N . .

M. Levi to an intensive care unit

E. de Jonge
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La gravité du patient a I'admission en réanimation (IGSIl, APACHE...),
les comorbidités, 'autonomie fonctionnelle

Intensive Care Med (2012) 38:1654-1661
DO 10.1007/s00134-012-2629-6 ORIGINAL

Zampieri and Colombari BMC Anesthesiology 2014, 14:59
httpy/fwww biomedcentral.com/1471-2253/14/59

BMC
Anesthesiology

Lior Fuche . . . .- .
Catherine E. Chronald ICU admission characteristics and mortality
Shinhyuk Park rates among elderly and very elderly patients _

Victor Novack The impact of performance status and

Daniel Scott comorbidities on the short-term prognosis of
Stuart McLennan . .

Daniel Talmor very elderly patlents admitted to the ICU

Leo Celi .
Fernando G Zampieri"”" and Fernando Colombari'

Critically ill elderly patients in a developing world—mortality and N
functional outcome at 1 year: A prospective single-center study =~

Swagata Tripathy, MD, DNB, IDCC, EDIC **, ].C. Mishra, MD ?, S.C. Dash, MD, DM, FRCP €

2 Department of Trauma and Emergency Medicine, All India Institute of Medical Sciences, Bhubaneswar, India
b Department of Anaesthesia and Intensive Care, Kalinga Institute of Medical Sciences, Bhubaneswar, India

i ’ : s ; ournal of Critical Care Intensive Care Med (2006) 32:1039-1044 ] .
¢ Department of Nephrology, Kalinga Institute of Medical Sciences, Bhubaneswar, India '] D(‘il l()‘Ll()()TILul \ “I 34-006-0171-0 ORIGINAL

1 E('; ff-efi"'ij Short-term and long-term mortality
J.C. Korevaar in very elderly patients admitted

A. Abu-Hanna - . .

M. Levi to an intensive care unit

E. de Jonge



Aparté sur les scores de gravité APACHE et IGS

e Parametres clinico-biologiques colligés a I'admission ou dans les 24h
suivant I'admission

 Scores prédictifs de la mortalité hospitaliere



Aparté sur les scores de gravité APACHE et IGS(SAPS)

Température Température

PA PA

Fc Fc

FR Diurese

Pa02 Pa02/Fi02

pH ou HCO3- pH ou HCO3-
Natrémie Natrémie
Kaliémie Kaliémie
Créatinine Urée

Hématocrite Mode d’admission
Leucocytes Leucocytes
Glasgow Glasgow
Insuffisance chronique d’organe Insuffisance chronique d’organe

Age Age



Aparté sur les scores de gravité APACHE et IGS(SAPS)

* Exemple: patient de 80 ans admis pour sepsis, mono-défaillant
hémodynamique, non acide, fébrile
e APACHE: 11 =» 13% de mortalité
* IGSIl: 42 =>» 28.5% de mortalité

* Dans les 2 cas, quasiment la moitié des points est du a |'age

* Les 2 scores ne prennent en compte que l'age civil



Aparté sur les scores de gravité APACHE et IGS(SAPS)

Table 2 Mean age of included patients in published sever-

ity scores

Apache |l Patients >65 years: 24-54%
SAPS I 57.2

APACHE Il'in UK 563

MPM I Survivors 55.4; non survivors

62.9

APACHE I 596

SAPS [l revisited 573

SAPS I 60.7

APACHE IV 61.5

CUB-REA network* 524
CUB-REA network 574
CUB-REA network 626

1985
1993
1993
1993

1991
2005
2005
2006
1993
2005
2014

1.0

Area undegr the ROC curve

18-24 25-34 3544 4554 5564 65-74 75-84 =>85
Age (years)
Fig. 3 Decreasing discrimination of severity of illness score (SAPS 1)

with increasing age groups. Unpublished data from the EURICUS-1
study regarding SAPS Il [48]
L

Flaatten, Intensive care med 2017



les comorbidités, 'autonomie fonctionnelle, la cognition

GERIATRIC SYNDROMES
(from VIP2) n=2787
1135
1590
Comorbidity Cognition
940 150 1, b 8-
173
69 g 2
62 ADL 1058 = &= _—
. z I‘—~—_|__‘ Z
1002 | Frailty g . T i &
] 90 86 77 %: — :’hﬁerrasm‘éﬂzrs 4 i — g
g — frail (CFS 5.8) T — 8
60 g p<0.001 g p<0.001
s 3 *
o 377 & & A D L
137 101
154 0 5 10 15 20 2% a0 0 : 10 15 20 % 30
Days after ICU admission Days after ICU admission
64
:::.’-:?:b?;csy:z?:n 210 S C d =3
Cognitive decline: IQCODE 23,3
Activity: Katz ADL <6 3
H:‘:E\: . 2
¥ = .
£ — — 2 g
g . = £ — CPS09
g B 19C0DE <3 5 - :?;5
g — =3q.535 % | p=o0sa
3 g4 ;u 001 T N
3 2
& o
: * CPS
o IQCODE o P
T T T T T 1 o T T T T 1
5 10 15 20 25 30

Days after ICU admission

5 10 15 20 25 30
Days after ICU admission

Vallet et al, Ann Int Care 2023
Guidet et al Int Care Med 2020



Le niveau de fragilité du patient agé

Intensive Care Med (2014) 40:674-682
DOI 10.1007/s00134-014-3253-4 ORIGINAL

Pascale Le Maguet Prevalence and impact of frailty on mortality

Antoine Roquilly . . .
Sigismond Lasocki in elderly ICU patients: a prospective, 1009 Y
Karim Asehnoune - - =
Elsa Carise multicenter, observational study ol
Marjorie Saint Martin L1
(?l-l’\lt‘]' ._\llmmz \

Grégoire Le Gac I—
Dominique Somme N
Catherine Cattenoz 0. 75 4 '|_| A  — b .
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Philippe Seguin .
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Le niveau de fragilité du patient ageé

ORIGINAL

The impact of frailty on ICU and 30-day @
mortality and the level of care in very elderly
patients (> 80 years)

Hans Flaatten?'®, Dylan W. De Lange®, Alessandro Morandi*®, Finn H. Andersen®’, Antonio Artigas®,

Guido Bertolini'®, Ariane Bourendil'', Maurizio Cecconi'?, Steffen Christensen®, Loredana Faraldi'®,

Jesper Fjglner®, Christian Jung'®, Brian Marsh'®, Rui Moreno'®, Sandra Oeyen'”, Christina Agwald Ohman'é,

Bernardo Bollen Pinto'?, Ivo W. Soliman®®, Wojciech Szczeklik®!, Andreas Valentin®, Xit j,tensive Care Med (2017) 43:1820-1828
Tilemachos Zaferidis?, Bertrand Guidet**??® on behalf of the VIP1 study group

Frailty
Vulnerable (4) vs fit (1-3) 1.19(1.03-1.38)
Frail (5-9) vs fit (1-3) 154(138-1.73)

n=5021
Clinical Frailty Scale

0.021
<0.001



La confusion en réanimation

Days of Delirium Are Associated with 1-Year Mortality in
an Older Intensive Care Unit Population

Margaret A. Pisani', So Yeon Joyce Kong? Stanislav V. Kasl?2, Terrence E. Murphy?, Katy L. B. Araujo3, and
Peter H. Van Ness23
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Pisani et al; Am J Resp Crit Care Med 2009



La décision de limitations (sur 1 ou plusieurs défaillances)

Mortalité J28 Mortalité M12
Odds ratio 95 % CI p-value Hazard raio 95 % CI  p-value
Age groups (vs. 65-74) Age groups (vs. 65-74)
75-84 1.52 1.32-1.74  <0.001 75-84 1.21 1.06-1.38 0.01
85 and up 1.85 157217 <0.001 85 and over 1.59 1.37-185 <0.001
Gender, male 1.06 0.95-1.20 0.31 Gender, male 1.06 0.95-1.18 0.30
SOFA_per point 123 121124 0001 SOFA, per point 10 LO2-1.05 =000]
DNR at admission 3.64 3.14—4.21  <0.001 | DNR at admission 1.87 1.61-2.17 =0.001
Elixhauser score, per point .04 FO3-1.105 =<()L.IN] Ehxhauser score, per point  1.07 LO1.07  <0.001

Fuchs et al, Intensive Care Med, 2012
Table 2 Results of final model and 10,000 replications bootstrap

Variable Odds ratio 95% Cl Bootstrap bias Bootstrap 95% Cl P
SAPS 3, per point increase 1.08 1.06-1.10 <000 1.061-1.095 =000
Charlson commorbidity index, 1.16 107137 0om 10701271 000

per point increase

Performance status

0 Ref Ref Ref Ref -

1 1.4 105264 0003 1.072-2 657 0033
2 239 1358411 Q008 1355-4 264 =000
Non-full code status 11.74 6222214 004 578324057 =000

Zampieri et al, BMC Anesthesiol, 2014



Intensité thérapeutique moindre chez les patients agés: une des raisons de

cette surmortalité?

Intensive Care Med (2012) 38:1654-1661
DOI 10.1007/s00134-012-2629-6 ORIGINAL

Age group p-value

Lior Fuchs 1egl sk T = -

o e ki ICU admission characteristics and morta_llty 6574 75-84 Over 84

Shinhyuk Park rates among elderly and very elderly patients n=12585 n=13003 n=1677

ictor Novac e A !

Yael Baumfeld (354 %) (41.1 %) (235 %)

Daniel Scott

Stua'rt }}c[.etman ]

Panie] atmor Intensity of care
RRT during hospitalization 228 (111 %) 229 (76 %) B8 %) <0001
Ll L e | e A . e O T 2 e I W WP o A0S N4 N id P e
L ) I T e AL S i 106 VAU A7) LT 1i%. 6 AT LU LN
Mechanical ventilation 1346 (52.1 %) 1452 (48.4 %) 666 (30.7 %) <0.001
Bl iendeer I HeH2 b s HHR

ED emergency department, G gastrointestinal, GU genitourinary, SOFA sequential organ failure assessment, SAPS simplified acute
physiology score, RRT renal replacement therapy, DNR do not resuscitate

JAGS JANUARY 2005-VOL. §3, NO. 1

Treatment Intensity and Qutcome of Patients Aged 80 and Older
in Intensive Care Units: A Multicenter Matched-Cohort Study

Ariane Boumendil, MSc,® Philippe Aegerter, PhD, MD,*" Bertrand Guidet, MD,*?
and the CUB-Rea Network

Table 2. Comparisons of Admission and Intensive Care Unit (ICU) Stay Characteristics and Qutcome of Oldest-Old (80)
and Matched Young-Old Patients (65-79)

Characteristic Young Old (n = 3,175) Oldest OId (n = 3,175) P-value®
Support and ICU stay characteristics, n (%)
Circulatory support 1,188 (37.4) 1,233 (38.8) 19
Mechanical ventilation 1,249 (39.3) 1,064 (33.5) =.001
Renal support 214 (6.7) 123 (3.9) <.001
Tracheostomv 172 (5.4} 70 (2.2) =.001




Intensité thérapeutique moindre chez les patients agés: une des raisons de

cette surmortalité?

Withholding or withdrawing @
of life-sustaining therapy in older adults
(>80 years) admitted to the intensive care unit

Bertrand Guidet'#'®, Hans Flaatten®*, Ariane Boumendil'", Alessandro Morandi®®, Finn H. Andersen’#,
Antonio Artigas®, Guido Bertolini'’, Maurizio Cecconi'', Steffen Christensen'”, Loredana Faraldi',

Jesper Fjelner'?, Christian Jung', Brian Marsh'®, Rui Moreno'®, Sandra Oeyen'”, Christina Agwald Ohman'®,
Bernardo Bollen Pinto'?, Iva W. Soliman®®, Wojciech Szczeklik?', Andreas Valentin®?, Ximena Watson'”,
Tilemachos Zafeiridis** and Dylan W. De Lange?” on behalf of The VIP1 study group.
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Synthese des facteurs associés a la mortalité

Intra réa
facteurs liés a la gravité initiale >
caractéristiques patients

Long terme
poids plus important des
caractéristiques patients

Type of Factor Significantly Significantly associated
Evaluated Factor Evaluated n Associated (Yes/No) Fmelof Factor Evaluated Eacios Evaluated (Yes/No)
et mo.rtallty =il . Baseline status Age 8 Yes in 6/8
Baseline status Age 4 Yes in 2/4 ;
o 2 Yes in 1/2 Male sex 2 No in all
Comorbidities 6 Yes in 1/6 Comorbidities 0 Yes in 9/10
Frelly zEane 1 e Functional status 4 Yes in all
Factors at admission Severity score® 13¢ Yes in 8/13 )
Type of admission < No in all Frailty score ! Yes
Diagnosis at admission 10 Yes in 8/10 Factors at admission Type of admission 5 Yes in all
Glasgow Coma Scale 1 Yes Severity score? 7 Yes in 6/7
Biological factors® 5 Yes in 1/5
. . . . _— . Glasgow 1 Yes
Factors during ICU stay Invasive or noninvasive ventilation 6 Yes in 4/6
Vasopressor use 2 No in all Acute renal failure 2 Yes in all
Renal replacement therapy 2 Yes in 1/2 Factors during ICU stay Mechanical ventilation 2 Yes in all
Weaning failure or reintubation 2 Yes in 1/2 Septic complications 1 Yoo
Length of stay 1 Yes )
DNR 1 e Do not resuscitate 1 Yes
Acute respiratory distress syndrome 1 No
Transfusion 1 No
Positive blood culture 1 No

Vallet et al; Crit care Med 2021



Focus sepsis / choc septique




Plus fréquent et plus grave chez le sujet agé
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40 a 50% des bactériémie surviennent chez des patients agés
- Taux de mortalité du choc septique 50-60% (contre 30-40% chez le jeune)

Martin et al; Crit Care Med 2006



Associé a la mortalité court terme comparativement aux

plus jeunes

TABLE 3 | Associations of old vs. very old septic patients with moriality and management strategies in three multi-level logistic regression modals.

Total cohort
o Co
oV
Q Crude events
Se Old Very old Model 1 Model 2 Model 3
(%) n (%) aOR [95% Cl, p-value) a0R [95% Cl, p-valua) aOR (95% Cl, p-valusa)
ICU mortality 692 {11) 41213 1.21 (1.06-1.38; 0.005) 1.28 (1.06-1.54; 0.01) 1.32 (1.08-1.59; 0.004)
Managoment — — _ — —
Mechanical ventilation 1,418 (23 562 (18) 0.72 (0.64-0.81; <0.001) 0.72 (0.61-0.85; =0.004) -
Vasoprassor use 2,075 (34) 1,045 {33) 0.99 {D.90-1.10; 0.91) 0.99 {0.86-1.14, 0.86) -

Model 1, ICU clustar as random affect; Moae! 2, Modal! 7 plus pationt lovel (SORA, B, sax, elfinics, infaction focus, leclate concentration);, Mode! 3, Modal 2 plus managament
stratagies (machanical ventiation, vasopressar use); SOFA, Sapsis-related ongan faiure assassmant; BMI, body mass index.

E 4 | Association of old vs. very old sapfic shock patients with mortality and management strategies in three multi-level logistic regression modals.
Septic shock patients
Y, o
Q‘, Crude events
se Oid Very old Model 1 Modal 2 Modeal 3

%) LA
|CL mortality 260 (36) 122 (38) 110 (0.84-1.45; 0.48) 1.46 [1.07-1.99; 0.02) 1.50 (1.10-2.06; 0.01)
s
Mechanical ventilation 404 (55) 136 (42) 0,60 {0.46-0.79; <0.001) 0.68 (0.48-0.93; 0.02) -
Vasopressor use 730 (1000 324 (100) - - -

Model 1, ICU clustar as random affect: Mode! 2, Modal T plus patant leval (SOF4, BM, sax, etfnics, infection focus, kectate concantration); Mode! 3, Model 2 plus managament
sirategies (mechanical venfiation, vasopressor use); SOFA, Sapsis-rolated organ faiure assassmeant; BMI, body mass indiax.
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Pas de différence de mortalité comparativement aux
autres mode d’entrée apres 80 ans

Days after | U admission
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Fig. 2 Kaplan-Meyer survival curves in septic and acute non-septic patients. a Mon-adjusted. b Inverse-probability weight (IPW)-adjusted overall
survival (the weights were estimated using frailty, age, gender, type of admission, and 50FA score). € Matched cohort survival analysis

Bruno et al, Front in Med 2021



>80 ans: le sepsis n‘est pas associé a la mortalité, la
défaillance HDM et respiratoire oui

Predictors I mortakity 30-day mortakity
Hull Patient- el Hull Fatient-lew]
mode  variables model  varables
— OR 95% CI Pomlus - OR o5 CI F-value
Bene: fermale vs male 0598 GE-111 GEd GH4 G058 0002
Reason for admission (reference
@tegary: resmratary failureg
Groulatory failure 138 113168 (D2 118 OQoE—141 0074
Combined respiratary & 154 15190 00 140 115—-1A 000l
amulatory faithire . _ -
Seps s 093 0114 0506 0E7 0O7FE-10E 0141
Emergent surgery 058 G404 St | a1 GS0—0TS i 0
Hective admis=sion 014 009021 0.0 018  19—0d  .cifuldd
ME dizease 168 130—217 -0uld 178 141-2% <000
Mhultiple trauma 176 118276 13 180 11927 0005
fhend invohrement)
Multiple rauma 158 101251 GO46 110 Q73-166 0661
Head traurma 175 117261 0006 180 125260 000
Other 055 043072 000 056 0O4&—068 <000 |
S0FA score [per 1 point) 173 1A-135 <000 119 11713 <00
A (per 1 y1) 101 100103 OuOS 103 1E@-108 <0
iCFS soome (per 1 point) 110 106—114  -20uldd 118 1151 <000

Fronczek et al, Crit Care 2022



Complications post-réanimation
Décompensation de comorbidité
Post-intensive care syndrome (PICS)

Perte d’autonomie




Complications post-réanimation

 Décompensation cardiaque '

* Infections 2R (immunosenescence, immunoparalysie...)

e Confusion

e 20 a 80% des patients en réanimation
* Mauvais prognostic = Surmortalité, troubles cognitifs a distance

* Troubles de la déglutition

Oropharyngeal and
laryngeal trauma

Neuromuscular
weakness

Gastroesophageal
reflux

Altered
SEensorium

Reduced laryngeal
sensation

Dyssynchronous breathing
and swallowing

Shi Q et al., Neuropsychiatric Dis and Treat, 2013
Salluh et al., BMJ 2015

Macht et al. Crit Care Med 2013

Hamers H et al. Minerva Anestesiol 2015



Le syndrome post-réanimation ou « Post-Intensive Care

Syndrome » (PICS)

Définition

Survenue ou aggravation de symptomes
physiques, psychologiques et/ou cognitifs
dans les suites d’un séjour en réanimation et
qui peuvent entrainer une limitation
d’activité, une altération de la qualité de vie
et de I'autonomie

Physical
symptoms

Psychological
symptoms

Cognitive
symptoms

Hiser SL et al., J Intensive Care 2023



Faiblesse acquise en réanimation

ICU acquired weakness

50 a 80% des patients admis en réanimation
Facteurs de risque: age, comorbidités, sarcopénie

Symptémes
physiques

Troubles neurognitifs

MMSE categories

e 16%

‘

o

@

Y]

S 3

g 2
. #

Dépression / anxiété
Syndrome de stress
post-traumatique

Symptomes
psychologiques

Symptomes
cognitifs

Bat J, Am J Respir Crit Care Med 2013
Jolley et al., Chest 2016

Bulic D, Ann Intensive Care 2020
Hiser SL et al., J Intensive Care 2023



Perte d’autonomie fonctionnelle

Proportion of patients

Fild]

30

10

Deceased
Aldive with PF score<10

OoOnm

Alivve with PF==10 but 10 or more points below baseline
Alive with PF>=10 and not 10 ormore points below baseline

n=519

n=508

n=480

n=505

3 months

& months

9 months

12 months

=» 50% des survivants
récuperent totalement leur
autonomie fonctionnelle a
12 mois

Helyland et al. Int Care Med 2015
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Période a risque (IDANGER

"B | Year after critical illness
1P A
'I_'__ o 100 - "p<.01 vs. baseline.
1 HI~ _ Severe disability (n=113 [51.1%]) 8p<.05 vs. hospital discharge.
1b- IR S . T | 6- vs. 3-month follow-up, p=.30.
- - I i T" 1 1 80— 12- vs. 3-month follow-up, p=.12.
12- vs, 6-month follow-up, p=.32.
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Ferrante et al. JAMA Intern Med 2015
Villa et al. JAGS 2016



Criteres d’admission

Ou quel est |le patient capable de survivre sans perte
fonctionnelle a un séjour en réanimation?




|ICE-CUB1

-
SCCM list
|

’ ICE-CUB study steering committee ‘

| . . el N . .
[ ioiemsiorme Dopnipecess | e 1426 patients avaient des criteres d’admission,

|
| | * 441 (31%) ont été proposé pour une admission

Each item scored on a scale where % Level of agreement

propanes u " i o s * 231/441 (52%) ont été finalement admis

5: appropriateness unclear
9: extremely appropriate poor: within three intervals

ROUND 1
76 items

L * 1041 patients avaient des criteres équivoques
and nacanil besdng it ematoma | * 181 (17%) ont été proposé pour une admission
e 79/181 (44%) ont été finalement admis .

74 items

Selection of 39 definitive criteria for ICU admission | |

ROUND 3
35 items
Selection of 5 definitive criteria Selection of 30 equivocal criteria
for ICU admission — for ICU admission

Garrouste-Orgeas et al; Crit Care Med 2009

List of inclusion criteria for the study patients
44 definitive criteria
30 equivocal criteria




|ICE-CUB1

OPEN () ACCESS Freely available online

“ prosone

Variability of Intensive Care Admission Decisions for the
Very Elderly

Ariane Boumendil'***, Derek C. Angus®, Anne-Laure Guitonneau®, Anne-Marie Menn®,

Christine Ginsburg’, Khalil Takun’, Alain Davido®, Rafik Masmoudi®, Benoit Doumenc?,

13,14

Dominique Pateron'®, Maité Garrouste-Orgeas'’, Dominique Somme'?, Tabassome Simon'*"?,

Philippe Aegerter

315

Table 4. Multivariate models of outcome following the ED visit.

In-hospital

Dutcome ICU eligibility death
MNumber of observations used 1834 20935

OR [95%Crl) OR (95%Crl)
Eixed sffat
Age (grand mean centered) per year 091 (0ET-0.94)
ADL per one point inease 132 (1.19-1.46) |0.79 (0.75-0.84)
Demented (yes wi no) 061 (D.44-0.85)
Cancer [ves vs no) 060 (0.33-1.05)
Wormal appearance (vs appears emaciated) 042 (0.20-082)
Appears somewhat malnourished (vs appears emadated) 1.06 (0.68-1.60)
Decubitus ulcar (yes vs no) 1.53 (0.97-2.26)

Peychotropic drugs (ves vs no)

Diuratics (yes vs no)

0.66 (0.45-095)

, Bertrand Guidet”*'® on behalf of the ICE-CUB study group”

Boumendil et al; Plosone 2012



JAMA | Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT
Effect of Systematic Intensive Care Unit Triage on Long-term

| C E - C U B 2 Mortality Among Critically Ill Elderly Patients in France
A Randomized Clinical Trial

Inverse probability-welghted adjusted survival probability

100
. 80-
e,
E
E Standard practice
&l ——
E Systematic strategy
=z
5 40
& -
Inwarsa probability-weighted Cox P =11
l] 1 1 T T T 1
aQ 1 2 3 4 5 ]
Post-Emergency Department Visi Follow-up, mo
No. at risk
Standard practice 1518 1126 1042 092 961 441 o12
Systematic strateqy 1518 1029 966 a19 aa7 BeD 826

Guidet et al; JAMA 2017



Criteres d’admission

Ou quel est |le patient capable de survivre sans perte
fonctionnelle a un séjour en réanimation?




\
Critéres d’acd-cxeRN
wous ™ Eso O

“g?&—cfrjdole de survivre sans perte
.< a un sejour en réanimation?



Fragilité Comorbidités

Autonomie
fonctionnelle

Gravité initiale

Diagnostic a
I'entrée?

Souhait du
patient

Nb de lits
dispo?



Take home messages

e Patient agé en réanimation = patient a risque
* Mortalité élevée
* Perte d’autonomie au décours

* Facteurs associés a la mortalité: fragilité, autonomie, gravité a
I'admission

e Aucun consensus pour définir quel patient admettre =» travail en
COurs au niveau européen
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