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Évaluation préopératoire de la fragilité du sujet âgé
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1. Qu’est-ce que la fragilité ?

2. Comment la dépister en consultation ?

3. Et après?
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Ces femmes ont toutes 85 ans



Le même âge ne veut pas dire la même prise en charge



Ces patients diffèrent dans de nombreux domaines

Capacités fonctionnelles

État nutritionnel

Cognition/thymie

Maladies chroniques

Contexte social

Risque de chutes



La fragilité dépend de nombreux facteurs biologiques

Capacités fonctionnelles

État nutritionnel

Cognition/thymie

Maladies chroniques

Contexte social

Risque de chutes

Inflammation chronique

Sénescence cellulaire

Dysfonction mitochondriale Dysbiose

Stress oxydant



Patiente A Patiente B

Âge 85 ans 85 ans

Pathologies chroniques HTA, diabète HTA, diabète

Indépendance 
fonctionnelle

ADL 6/6
IADL 7/8

ADL 6/6
IADL 7/8

Pathologie aigue Pyélonéphrite Pyélonéphrite

Évolution dans le service Favorable 
RAD à J4

Syndrome confusionnel
Deshydratation

Chute
Fracture du col du fémur

C’est quoi la fragilité ???
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Évolution dans le service Favorable 
RAD à J4

Syndrome confusionnel
Deshydratation

Chute
Fracture du col du fémur

 Réserve fonctionnelle +++
 Moins bonnes capacités 
à répondre à un stress aigu

A risque de 
- Perte d’indépendance
- Hospitalisation prolongée
- Décès…

MAIS comment reconnaitre 
ces patients??  

Cette patiente est
FRAGILE !

C’est quoi la fragilité ???

Avec l’aimable autorisation du Pr Yves Rolland (CHU Toulouse)



La fragilité

Clegg Lancet 2013

Robuste

Fragile



Fried et al., Nat Aging 2021

La fragilité



Fried et al., Nat Aging 2021

La fragilité
Comment la mesurer ? 
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and fibrinogen (32). Fasting plasma lipid analyses were
performed, and low-density lipoprotein cholesterol was cal-
culated (32). Cognitive function was assessed with the
Mini-Mental State Examination (40) and the Digit Symbol
Substitution test (41). Standardized performance-based mea-
sures of physical function included time (seconds) to walk
15 feet at usual pace and maximal grip strength (kilograms)
in the dominant hand (3 measures averaged), using a Jamar
hand-held dynamometer (32).

 

Mortality

 

Deaths were identified at semi-annual contacts and con-
firmed through intensive surveillance (37,42). Mortality as-
certainment was 100% complete through the eighth year.

 

Operationalization of the frailty phenotype in CHS.—

 

Based on the scientific rationale above, a phenotype of frailty
was proposed to include the elements summarized in Table
1, column A. It was operationalized utilizing data collected
in CHS at baseline for Cohort 1 and years 3 (baseline for
Cohort 2) and 7 for both cohorts (Figure 2 and Table 1, col-
umn B). We specified that a phenotype of frailty was identi-

fied by the presence of three or more of the following com-
ponents (see Appendix) of the hypothesized cycle of frailty
(Figure 1):

1. Shrinking: weight loss, unintentional, of 

 

$

 

10 pounds in
prior year or, at follow-up, of 

 

$

 

5% of body weight in
prior year (by direct measurement of weight).

2. Weakness: grip strength in the lowest 20% at baseline,
adjusted for gender and body mass index.

3. Poor endurance and energy: as indicated by self-report of
exhaustion. Self-reported exhaustion, identified by two
questions from the CES–D scale (36), is associated with
stage of exercise reached in graded exercise testing, as an
indicator of O

 

2

 

 max (43), and is predictive of cardio-
vascular disease (44).

4. Slowness: The slowest 20% of the population was de-
fined at baseline, based on time to walk 15 feet, adjusting
for gender and standing height.

5. Low physical activity level: A weighted score of kilocalo-
ries expended per week was calculated at baseline (34,45),
based on each participant’s report. The lowest quintile of
physical activity was identified for each gender.

For measures that identified the lowest quintile, the level
established at baseline was applied to follow-up evalua-
tions. A critical mass of characteristics, defined as three or
more, had to be present for an individual to be considered
frail. Those with no characteristics were considered robust,
whereas those with one or two characteristics were hypothe-
sized to be in an intermediate, possibly prefrail, stage clini-
cally.

 

Data Analysis

 

Using CHS data, we identified the number of frailty char-
acteristics present, as per definitions above. Those consid-
ered evaluable for frailty had three or more nonmissing
frailty components among the five criteria (Table 1). We ex-
cluded those with a history of Parkinson’s disease (

 

n

 

 

 

5

 

 47),
stroke (

 

n

 

 

 

5

 

 245), or Mini-Mental scores 

 

,

 

18 (

 

n

 

 

 

5

 

 84), and
those who were taking Sinemet, Aricept, or antidepressants
(

 

n

 

 

 

5

 

 235), as these conditions could potentially present with
frailty characteristics as a consequence of a single disease.
There were 4,735 in the original and 582 in the African
American cohort who were eligible; the total baseline sam-

V̇

 

Table 1. Operationalizing a Phenotype of Frailty

 

A.

 

Characteristics of Frailty

 

B.

 

Cardiovascular Health Study Measure

 

*

Shrinking: Weight loss 

(unintentional)

Sarcopenia (loss

of muscle mass)

Baseline: 

 

.

 

10 lbs lost unintentionally in

prior year

Weakness Grip strength: lowest 20% (by gender, body 

mass index)

Poor endurance; Exhaustion “Exhaustion” (self-report)

Slowness Walking time/15 feet: slowest 20% (by 

gender, height)

Low activity Kcals/week: lowest 20%

males: 

 

,

 

383 Kcals/week

females: 

 

,

 

270 Kcals/week

C. 

 

Presence of Frailty

 

Positive for frailty phenotype: 

 

$

 

3 criteria 

present

Intermediate or prefrail: 1 or 2 criteria 

present

*See Appendix.

Figure 2. Timing of assessments of frailty components for both cohorts in the Cardiovascular Health Study. *Note that Cohort 2 was recruited
and their baseline examination occurred 3 years after that of Cohort 1. A lthough clinic visits were done annually, frailty was evaluated less fre-
quently.
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• ≥ 3 critères : FRAGILE
• 1 ou 2 critères : pré-FRAGILE
• 0 critère : ROBUSTE

1. Perte de poids involontaire

2. ➘ Force musculaire

3. Impression subjective de fatigue

4. Marche lente

5. ➘ Activité physique
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and fibrinogen (32). Fasting plasma lipid analyses were
performed, and low-density lipoprotein cholesterol was cal-
culated (32). Cognitive function was assessed with the
Mini-Mental State Examination (40) and the Digit Symbol
Substitution test (41). Standardized performance-based mea-
sures of physical function included time (seconds) to walk
15 feet at usual pace and maximal grip strength (kilograms)
in the dominant hand (3 measures averaged), using a Jamar
hand-held dynamometer (32).

 

Mortality

 

Deaths were identified at semi-annual contacts and con-
firmed through intensive surveillance (37,42). Mortality as-
certainment was 100% complete through the eighth year.

 

Operationalization of the frailty phenotype in CHS.—

 

Based on the scientific rationale above, a phenotype of frailty
was proposed to include the elements summarized in Table
1, column A. It was operationalized utilizing data collected
in CHS at baseline for Cohort 1 and years 3 (baseline for
Cohort 2) and 7 for both cohorts (Figure 2 and Table 1, col-
umn B). We specified that a phenotype of frailty was identi-

fied by the presence of three or more of the following com-
ponents (see Appendix) of the hypothesized cycle of frailty
(Figure 1):

1. Shrinking: weight loss, unintentional, of 

 

$

 

10 pounds in
prior year or, at follow-up, of 

 

$

 

5% of body weight in
prior year (by direct measurement of weight).

2. Weakness: grip strength in the lowest 20% at baseline,
adjusted for gender and body mass index.

3. Poor endurance and energy: as indicated by self-report of
exhaustion. Self-reported exhaustion, identified by two
questions from the CES–D scale (36), is associated with
stage of exercise reached in graded exercise testing, as an
indicator of O

 

2

 

 max (43), and is predictive of cardio-
vascular disease (44).

4. Slowness: The slowest 20% of the population was de-
fined at baseline, based on time to walk 15 feet, adjusting
for gender and standing height.

5. Low physical activity level: A weighted score of kilocalo-
ries expended per week was calculated at baseline (34,45),
based on each participant’s report. The lowest quintile of
physical activity was identified for each gender.

For measures that identified the lowest quintile, the level
established at baseline was applied to follow-up evalua-
tions. A critical mass of characteristics, defined as three or
more, had to be present for an individual to be considered
frail. Those with no characteristics were considered robust,
whereas those with one or two characteristics were hypothe-
sized to be in an intermediate, possibly prefrail, stage clini-
cally.

 

Data Analysis

 

Using CHS data, we identified the number of frailty char-
acteristics present, as per definitions above. Those consid-
ered evaluable for frailty had three or more nonmissing
frailty components among the five criteria (Table 1). We ex-
cluded those with a history of Parkinson’s disease (

 

n

 

 

 

5

 

 47),
stroke (

 

n

 

 

 

5

 

 245), or Mini-Mental scores 

 

,

 

18 (

 

n

 

 

 

5

 

 84), and
those who were taking Sinemet, Aricept, or antidepressants
(

 

n

 

 

 

5

 

 235), as these conditions could potentially present with
frailty characteristics as a consequence of a single disease.
There were 4,735 in the original and 582 in the African
American cohort who were eligible; the total baseline sam-
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Table 1. Operationalizing a Phenotype of Frailty

 

A.

 

Characteristics of Frailty

 

B.

 

Cardiovascular Health Study Measure

 

*

Shrinking: Weight loss 

(unintentional)

Sarcopenia (loss

of muscle mass)

Baseline: 

 

.

 

10 lbs lost unintentionally in

prior year

Weakness Grip strength: lowest 20% (by gender, body 

mass index)

Poor endurance; Exhaustion “Exhaustion” (self-report)

Slowness Walking time/15 feet: slowest 20% (by 

gender, height)

Low activity Kcals/week: lowest 20%

males: 

 

,

 

383 Kcals/week

females: 

 

,

 

270 Kcals/week

C. 

 

Presence of Frailty

 

Positive for frailty phenotype: 

 

$

 

3 criteria 

present

Intermediate or prefrail: 1 or 2 criteria 

present

*See Appendix.

Figure 2. Timing of assessments of frailty components for both cohorts in the Cardiovascular Health Study. *Note that Cohort 2 was recruited
and their baseline examination occurred 3 years after that of Cohort 1. A lthough clinic visits were done annually, frailty was evaluated less fre-
quently.
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• ≥ 3 critères : FRAGILE
• 1 ou 2 critères : pré-FRAGILE
• 0 critère : ROBUSTE

PHENOTYPE OF FRAIL TY M151

frailty, only 28% were in the frail group (Table 5). Figure 3
displays the overlap between these characteristics, as well
as with the presence of two or more comorbid diseases.
There was only modest concordance between frailty and
disability. Of those who were frail, 46% had comorbid dis-
ease, 6% had ADL disability, 22% had both comorbid dis-
ease and ADL disability, and 27% had neither ADL disabil-
ity nor comorbidity.

Frailty is considered to be a high-risk state predictive of a
range of adverse health outcomes (9,10,14–16). The inci-
dence of each of these outcomes is displayed (Table 6) by
frailty status and length of follow-up. In those who met the
criteria for frailty at baseline, mortality was sixfold higher
(18%) than that for the nonfrail (3%) for 3-year cumulative
survival, and was over threefold higher (43% compared to
12%), compared to the nonfrail group, for 7-year survival.
Figure 4 provides the unadjusted survival curves for each
frailty group, over the 7-year interval. After 84 months,
43% of those who were frail had died, compared to 23% of
those who were intermediate and 12% of those who were
robust at baseline.

To assess whether three criteria predicted mortality sig-
nificantly better than two, Kaplan-Meier survival curves
(similar to Figure 4) were created, where each of the 10 pos-
sible combinations of three phenotype criteria were consid-

ered as the definition of frailty. The predictive power of
each combination of three criteria being present was con-
trasted with only two of these being present. In each of 10
survival analyses, each group with three components posi-
tive for frailty had significantly worse survival than those
with two components, or the “no frailty” groups (p ,  .05;
data not shown). Based on these models, it was concluded
that criteria that were based on three, rather than two, com-
ponents, provided improved predictive power in identifying
mortality risk.

To assess the independent predictive validity of this
frailty phenotype, we evaluated its association, prospec-
tively, with five important adverse health outcomes ascer-
tained in prospective follow-up, using Cox proportional
hazards models. As seen in Table 7, the RR ratio estimate,
or hazard ratio, for the outcomes of interest over 3 and 7
years of follow-up is displayed for those who were in the in-
termediate and frail groups at baseline, each relative to

Table 3. Prevalence of Frailty Phenotype Components in 
Percentages: Cardiovascular Health Study

Total

(N 5  5317)

Men

(n 5  3077)

Women

(n 5  2240)

Frequency of Frailty Components % % %

Exhaustion 17 19 12

Weight loss 6 6 6

Low activity (kcals) 22 20 20

Slow walk (s) 20 20 20

Grip strength (kg) 20 20 20

Number of Frailty Components Present

0 46 45 48

1 32 32 33

2 15 15 14

3 6 6 6

4 1 2 1

5 0.2 0.1 0.2

Table 4. Prevalence of Frailty at Baseline: Cardiovascular 
Health Study

Original Cohort

(1989–1990)

Minority Cohort 

(1992–1993)

Age Group (n)

Overall

% Frail

Women

(n 5  2710)

% Frail

Men

(n 5  2025)

% Frail

Women

(n 5  367)

% Frail

Men

(n 5  215)

% Frail

65–70 (2308) 3.2 3.0 1.6 11.0 5.8

71–74 (1271) 5.3 6.7 2.9 9.7 3.1

75–79 (1057) 9.5 11.5 5.5 13.8 17.9

80–84 (490) 16.3 16.3 14.2 30.6 15.4

85–89 (152) 25.7 31.3 15.5 60.0 25.0

901 (39) 23.1 12.5 36.8 0.0 0.0

Total (5317) 6.9 7.3 4.9 14.4 7.4

Table 5. Distribution of Frailty Status Among Those With a 
Disability at Baseline

CHS Baseline: Both Cohorts

Not Frail Intermediate Frail

(n 5  2469)

%

(n 5  2480)

%

(n 5  368)

%

Distribution in population 46.4 46.6 6.9

Difficulty

$ 1 Mobility task 25.9 57.1 17.0

$ 1 IADL task 26.4 56.3 17.2

$ 1 ADL task 14.6 57.9 27.5

Note: CHS 5  Cardiovascular Health Study; ADL 5  activities of daily liv-

ing; IADL 5  instrumental activities of daily living.

Figure 3. Venn diagram displaying extent of overlap of frailty with
A DL disability and comorbidity ($ 2 diseases). Total represented:
2,762 subjects who had comorbidity and/or disability and/or frailty. n
of each subgroup indicated in parentheses. 1  Frail: overall n 5  368
frail subjects (both cohorts). *Comorbidity: overall n 5  2,576 with 2
or more out of the following 9 diseases: myocardial infarction, angina,
congestive heart failure, claudication, arthritis, cancer, diabetes, hy-
pertension, COPD. Of these, 249 were also frail. **Disabled: overall
n 5  363 with an A DL disability; of these, 100 were frail.
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those who were nonfrail. Bivariate (unadjusted) associa-
tions were significant (p ,  .05) for the predictive associa-
tion of frailty and intermediate frailty status with incident
falls, worsened mobility or ADL disability, incident hospi-
talization, and death over 3 or 7 years, with hazard ratios
ranging from 1.82–4.46 and 1.28–2.10 for the frail and in-
termediate groups, respectively. After adjustment for cova-
riates (42), the frailty phenotype remained an independent
predictor of all adverse outcomes at both 3 and 7 years, with
7-year hazard ratios ranging from 1.23–1.79 (p ,  .05 for
all, except falls, where p 5  .06). The intermediate group
also significantly (p ,  .05) predicted all outcomes after ad-
justment, but with lower strengths of association. Results
for both 3 and 7 years follow-up were consistent. The pro-
portional hazards assumption was found reasonable for each
model.

Finally, we evaluated whether being in the intermediate
group identified increased risk of frailty. Adjusting for co-
variates, those who were intermediate at baseline were at
more than twice the risk of becoming frail over 3 years (or
over 4 years for cohort 2), relative to those subjects with no
frailty characteristics at baseline (odds ratio [OR] 5  2.63,
95% confidence interval [CI] 5  1.94, 3.56) (Table 8). The

results were nearly identical in separate analyses of just the
first cohort (which had a 1-year shorter initial follow-up in-
terval than the second cohort). Of incident frailty cases,
88% (254/290) came from the first cohort.

D ISCUSSION

This work proposes a standardized phenotype of frailty in
older adults and demonstrates predictive validity for the ad-
verse outcomes that geriatricians identify frail older adults
as being at risk for: falls, hospitalizations, disability, and
death. Even after adjustment for measures of socioeconomic
status, health status, subclinical and clinical disease, depres-
sive symptoms, and disability status at baseline, frailty re-
mained an independent predictor of risk of these adverse
outcomes. The intermediate group with one or two frailty
characteristics was at elevated, but intermediate, risk for
these outcomes and at risk for subsequent frailty.

This study provides insight into frailty and its outcomes
in a population-based sample of older adults who were
neither institutionalized nor end-stage, characterizing both
early presentation, correlates, and long-term outcomes. A
standardized phenotype provides a basis for future compari-
son with other populations. The exact frequencies identified

Table 6. Incidence of Adverse Outcomes Associated With Frailty: Kaplan-Meier Estimates at 3 Years and 7 Years* After Study Entry for 
Both of the Cohorts† (N 5  5317)

Died First Hospitalization First Fall Worsening ADL Disability Worsening Mobility Disability

Frailty Status at Baseline (n) 3 yr % 7 yr % 3 yr % 7 yr % 3 yr % 7 yr % 3 yr % 7 yr % 3 yr % 7 yr %

Not Frail (2469) 3 12 33 79 15 27 8 23 23 41

Intermediate (2480) 7 23 43 83 19 33 20 41 40 58

Frail (368) 18 43 59 96 28 41 39 63 51 71

p‡ , .0001 , .0001 , .0001 , .0001 , .0001

*7-year estimates are only available for the first cohort.
†Only those evaluable for frailty are included.
‡p value is based on the 2 degree of freedom log rank test using all available follow-up.

Figure 4. Survival curve estimates (unadjusted) over 72 months of follow-up by frailty status at baseline: Frail (3 or more criteria present); In-
termediate (1 or 2 criteria present); Not frail (0 criteria present). (Data are from both cohorts.)
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C’est quoi la fragilité ? Une autre approche

Accumulation de déficits (maladies, incapacités fonctionnelles, dénutrition…)



Rockwood et al. CMAJ 2005

C’est quoi la fragilité ? Une autre approche

Accumulation de déficits (maladies, incapacités fonctionnelles, dénutrition…)



Rockwood et al. CMAJ 2005

Fragile

Robuste

Pré-fragile

Clinical Frailty Scale



Rockwood et al. Can Geriatr J 2020

Clinical Frailty Scale

« The scale focuses on items that can be readily
observed without specialist training, including
mobility, balance, use of walking aids, and the 
abilities to eat, dress, shop, cook, and bank. 
For this reason, scoring should match the 
description, and should not be based solely on 
the pictures that accompany each level ».



Garnier-Crussard et al., J Prev Alzheimers Dis 2022

Fragilité et capacités intrinsèques



Certaines caractéristiques gériatriques ont une valeur pronostique

• Polypathologie
• Dénutrition
• Dépendance fonctionnelle
• Polymédication
• … Fragilité

Mauvais pronostic
vital et fonctionnel

Collard JAGS 2012



Fragilité et confusion post-opératoire

Fragilité

Deiner et al. JAGS 2023



Fragilité et confusion post-opératoire

Fragilité

Deiner et al. JAGS 2023



L’intervention d’un gériatre pourrait permettre d’optimiser la prise en
charge des patients âgés

• Polypathologie
• Dénutrition
• Dépendance fonctionnelle
• Polymédication
• … Fragilité

Collard JAGS 2012
Gériatre



Outline

1. Qu’est-ce que la fragilité ?

2. Comment la dépister en consultation ?

3. Et après?



Besoin d’un outils d’évaluation

Deiner et al. Perioperative Med 2020 – Eamer et al. BMC Anesthesiol 2017



Besoin d’un outils d’évaluation

1. Identifier les patients âgés à risque de complications

2. Facilement réalisable lors d’une consultation MAR/chir

3. Identifier les patients pour qui une intervention 

permettrait de diminuer la survenue de complications

4. Identifier ce qui peut être amélioré

Deiner et al. Perioperative Med 2020 – Eamer et al. BMC Anesthesiol 2017



Besoin d’un outils d’évaluation

1. Identifier les patients âgés à risque de complications

2. Facilement réalisable lors d’une consultation MAR/chir

3. Identifier les patients pour qui une intervention 

permettrait de diminuer la survenue de complications

4. Identifier ce qui peut être amélioré

La bonne nouvelle
Ces outils existent depuis 15 ans
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Besoin d’un outils d’évaluation

1. Identifier les patients âgés à risque de complications

2. Facilement réalisable lors d’une consultation MAR/chir

3. Identifier les patients pour qui une intervention 

permettrait de diminuer la survenue de complications

4. Identifier ce qui peut être amélioré

La bonne nouvelle
Ces outils existent depuis 15 ans

La mauvaise nouvelle
Ils sont peu utilisés

Deiner et al. Perioperative Med 2020 – Eamer et al. BMC Anesthesiol 2017
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RAI

VES -13

3 min 5 min 10-30 min

https://efrailty.hsl.harvard.edu/index.html

+ Rapide 

G8



Rockwood et al. CMAJ 2005

Fried

Vitesse de marche

+ Complet (multidomaine)

FRAIL

PRISMA 7
RAI

VES -13

3 min 5 min 10-30 min

https://efrailty.hsl.harvard.edu/index.html

+ Rapide 

G8



Rockwood et al. CMAJ 2005

Groningen Frailty
Indicator

Fried

Vitesse de marche

+ Complet (multidomaine)

Edmonton Frail scale

FRAIL

PRISMA 7
RAI

VES -13

3 min 5 min 10 min

https://efrailty.hsl.harvard.edu/index.html

+ Rapide 

G8
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https://efrailty.hsl.harvard.edu/index.html


Rockwood et al. CMAJ 2005+ Complet (multidomaine)

3 min 5 min 10 min

https://efrailty.hsl.harvard.edu/index.html

+ Rapide 

G8

60-90 min



Fragilité, mortalité et déclin fonctionnel post opératoire
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• Étude prospective
• N=645 >65 ans
• Chir non 

cardiaque 
programmée

• Survie
• Institutionnalisation
• Déclin fonctionnel
• Durée de séjours 

Fried 
(5 critères)

McIsaac et al. Ann Surgery 2020



Fragilité, mortalité et déclin fonctionnel post opératoire

43

• Étude prospective
• N=645 >65 ans
• Chir non 

cardiaque 
programmée

Fried 
(5 critères)

• 73 ans, 49% femmes
• Chir ortho
• Fragiles : 42,3% (CSF) –

36,6% (Fried)
• ➚Mortalité (x2), 

institutionnalisation, déclin 
fonctionnel et DMS

McIsaac et al. Ann Surgery 2020 – Watt et al. BMC Med 2018

Fried 
(5 critères)

45s
Meilleure 

observance

312s



Fragilité, mortalité et déclin fonctionnel post opératoire

• Étude prospective
• N=645 >65 ans
• Chir non 

cardiaque 
programmée

Fried 
(5 critères)

McIsaac et al. Ann Surgery 2020 – Watt et al. BMC Med 2018

CSF se 60% spe 59%
Fried se 56% spe 65%



Manque de temps ? 

Reilly et al. Can J Anesthesia 2023

• Australie
• N= 238 patients > 65 ans (74 ans)
• IDE versus MAR 

K 0,70



Outline

1. Qu’est-ce que la fragilité ?

2. Comment la dépister en consultation ?

3. Et après?



Pourquoi dépister la fragilité

47

➚ Réserve physiologique
➚ Résistance au stress
➚ Résilience (capacités de réparation)



Pourquoi dépister la fragilité
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Prévenir ou ➘les facteurs de stress

➚ Réserve physiologique
➚ Résistance au stress
➚ Résilience (capacités de réparation)

vaccin



Pourquoi dépister la fragilité

49

Prévenir ou ➘les facteurs de stress

➚ Réserve physiologique
➚ Résistance au stress
➚ Résilience (capacités de réparation)

Ne pas exclure le « soin »
mais

Soins centrés sur le malade

vaccin

Sur mesure !



Et après ? 

Gériatre
CHIR
MAR
IDE

IDE

Cognition ThymieComorbidités et 
Ordonnance

Marche/Equilibre

Nutrition

Environnement Dépendance

Plan de soin
personnalisé

Priorités

Ellis et al. Cochrane 2017



Optimisation de la prise en charge

• Polypathologie
• Dénutrition
• Dépendance fonctionnelle
• Polymédication
• … Fragilité

Gériatre



« Elémentaire, mon cher gériatre ! »

P. Marty, C. Maurel, AJG/The Inklink

L’évaluation gériatrique en consultation



« Elémentaire, mon cher gériatre ! »

P. Marty, C. Maurel, AJG/The Inklink

L’évaluation gériatrique en consultation
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https://www.assojeunesgeriatres.fr/pages/bd-
elementaire-mon-cher-geriatre.html



Évaluation gériatrique standardisée et chirurgie : ça marche  

55

2018



Évaluation/prise en charge de la fragilité et mortalité

• Data base (USA)
• AVANT /APRES
• Fragilité ? (RAI) 2016

• Intervention 2018

• Chir programmée
• Mortalité à 1 an

Varley et al. JAMA Surg 2023

• N 50463 
• Intervention 9% 25%
• OR 2,24 (95%CI 1,24-4,0) survie



Évaluation/prise en charge de la fragilité et mortalité

• Data base (USA)
• AVANT /APRES
• Fragilité ? (RAI)
• Intervention
• Chir programmée
• Mortalité à 1 an

Varley et al. JAMA Surg 2023

• N 50463  - 4% fragiles
• Intervention 9%  25%
• OR 2,24 (95%CI 1,24-4,0) survie



The Perioperative Optimization of Senior Health (POSH) initiative

58

• > 85 ans
• > 65 ans

+ troubles cognitifs
ou polypathologies
ou perte de poids récente
ou polymédication
ou tb visuels/auditifs
ou à la demande du Chir

McDonald et al. JAMA Surgery 2018

Chirurgie abdo programmée
AVANT – APRES

n=143 n=183

Équipe multidisciplinaire
Chirurgien

Gériatre - IDE gériatrie
Assistante sociale

IDE anesthésie (IPA-IADE)

Évaluation pré-op + plan 
Suivi post-op

Traitement, prévention 
décompensation de comorbidités

complications post op
McDonald et al. JAMA Surg 2018



The Perioperative Optimization of Senior Health (POSH) initiative
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• > 85 ans
• > 65 ans

+ troubles cognitifs
ou polypathologies
ou perte de poids récente
ou polymédication
ou tb visuels/auditifs
ou à la demande du Chir

McDonald et al. JAMA Surgery 2018

Chirurgie abdo programmée
AVANT – APRES

n=143 n=183

McDonald et al. JAMA Surg 2018
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McDonald et al. JAMA Surgery 2018

Les patients “POSH” sont plus âgés et plus malades

McDonald et al. JAMA Surg 2018
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McDonald et al. JAMA Surgery 2018

POSH est associé à une DMS plus courte et des réadmissions moins
fréquentes

McDonald et al. JAMA Surg 2018
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McDonald et al. JAMA Surgery 2018

POSH est associé à moins de complications post-opératoires
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McDonald et al. JAMA Surgery 2018

POSH est associé à moins de complications post-opératoires

McDonald et al. JAMA Surg 2018



Un modèle UK “geriatrician dependent” 

64
Vilches-Moraga & Fox. Aging Clin Exp Res 2018

Durée Moy de séjour

Nombre de sorties



Un modèle UK “geriatrician dependent” 

65
Vilches-Moraga & Fox. Aging Clin Exp Res 2018

Durée Moy de séjour

Nombre de sorties

Nombre d’évaluations

Période de vacances
du gériatre
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eDIU Anesthésie-Réanimation du Patient Âgé

Merci pour votre attention



ICOPE: integrated care for older people
www.icopegrandlyon.fr

Repérage puis confirmation des baisses de capacités 
intrinsèques en population (>60 ans), aboutissant à

une prise en charge précoce et individualisée



Manque de temps? 

72



Schéma général de l’approche


