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Introduction

*En France: 718 000 patients hospitalisés en réanimation (ou USI/USC) en 2013. [1]
* En 2000 une enquéte internationale révele que 39% des patients sont ventilés plus de 48h. [2]

* En 2011 la SRLF estime que 40 a 70% des patients hospitalisés en réanimation sont intubés. [3]

[1] Programme de médicalisation des systemes d’information
[2] Esteban, Am J Respir Crit Care Med, 2000
[3] www.srlf.org



| Jane H., (®t. 25,) a stout young woman, Iwas
brought nto the St. Marylebone Infirmary, July 20,

SOME PARTICULARS - 1828, under the following circumstances.
oF _ At six in the morning, she was observed by one
. who slept in the same room, to swallow something
A CASE from a cup, the_remains of which was opium. She
IN WHICH THE PATIENT WAS SAVED FROM THE shortly after Ibe:came inﬂenaible.l At 10 A.m. she
DESTRUCTIVE INFLUENCE OF OPIUM, was hruught in. At this time, her extremities were
BY cold and livid; the lips and face of a dark lead
eolour, the pulse fluttering, and scarcely perceptible
ARTIFICIAL RESPIRATION. at the wrist. Respiring three or four times in a
. minute, with sighing. |
By CHARLES IRVING SMITH, Esq., 11} A.m., it was determined, as the only remain-
ASSISTANT SURGEON IN THE MADRAS ARMY. ing cham:e,lto try the effects of artificial respiration ; |

there being at this time no pulse whatever at the

I A wrist, and only a slight irregular action at the heart,

By JOHN HOWSHIP, Esg., indicative that life was not quite extinct.
YICE PRESIDENT OF THE SOCIETY, SURGEON TO THE CHARING The mouth and one nostril being closed, a pair of
CROSS HOSPITAL, AND LECTURER ON SURGERY. common he]_lﬁWS was applied to the other nugtri],
and the chest was in that way inflated, and alter-
READ FEB. 9TH, 1836. nately emptied by pressure on the chest and sides.




100 ans plus tard: Premiere description d’un cas
de neuro-myopathie de réanimation

SEVERE MYOPATHY AFTER STATUS
ASTHMATICUS

was treated with intravenous hydrocortisone and
aminophylline, but deteriorated apd was ventilated. She
remained on the and received large doses
of hvdrocortisone sodium succinate|(up to 3 g in 24 hours by
constant infusion), salbutamol infusion (5 ug/min}, and ampi-
cillin. She was also given[intermittent doses of pancuronium]
bromide, phenoperidine, metoclopramide, and promethazine.

Her serum-potassium was consistently normal during her ill-
ness.

Mc Farlane, The Lancet, 1977



Facteurs de risques de la neuro-myopathie
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Une atteinte précoce et rapide...
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Summanry data (dark circles) are expressed as medians and 95% confidence intervals.
* P= 002 for change from day 1 to day 7 by repeated measures 2-way analysis of variance.
b P 001 for chamge from day 1to day 10.



...majoree par la défaillance multi-organique.

|E| Single vs multiorgan fallure

Single vs multiorgan fallure

Multiorgan failure
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Des repercussions musculaires en 7 jours....

Des J1:

-Augmentation de la destruction protéinique vs.
synthése protéinique

-Modification de la signalisation cellulaire

Entre J1 etJ7:
-Diminution de 10% de la CSA du Droit Fémoral
-Diminution de 20% de la CSA des Fibres Musc
-Diminution de 30% du Ratio Protéine/ADN

A J10:
- Diminution de 18% de la CSA du Droit Fémoral




...qul entrainent des consequences
terme.

I 1ast MRC in ICU >=48
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Hermans, Am J Respir Crit Care Med, 2014 Sharshar, Crit Care Med, 2009



/ jours pour prevenir |'atteinte musculaire

6 jours

23:59:58




Merci de votre attention




Sauf que...

The NEW ENGLAND
JOURNAL o MEDICINE

ESTAELISHED IN 1812 MARCH 27, 2008 VOL. 358 NO.13

Rapid Disuse Atrophy of Diaphragm Fibers in Mechanically
Ventilated Humans
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Une atteinte TRES rapide...

B Case (N=14) [] Control (N=8)
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...avec des consequences a long terme

ATTEINTE DE 'ENSEMBLE DES MUSCLES
INSPIRATOIRES

ATTEINTE DIAPHRAGMATIQUE PURE
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Si I'atteinte est mixte

mim Mo weakness
--L- Respiratory weakness

w©
E —— Limb muscles 1
L weakness
; --= Overlap weakness «

T70-
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= p=0.048
o G0

5“ || || 1
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Fig. 1 Death after mechanical ventilation during hospitalization.
p < 0.05 compared with no weakness, *p < 0.01 compared with no
weakness

Medrinal, Intensive Care Med, 2016



Au final

Bellamy, Muse, 2003




La Réhabilitation Précoce: solution ou
illusion ?

MUSCLES PERIPHERIQUES MUSCLES RESPIRATOIRES

Sonde d’intubation
Raccord annelé
Valve threshold




Une solution?
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Elkins, J Physiother, 2015




Une illusion?
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Elkins, J Physiother, 2015



Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT

Standardized Rehabilitation and Hospital Length of Stay

Among Patients With Acute Respiratory Failure

A Randomized Clinical Trial

Table 3. Secondary Outcomes: Physical Function Measures and Health-Related Quality of Life for Patie

ICU Discharge Hospital Discharge
Least Square No. of Patients  Least Square No. of Patients
Measurement Group Maans (95% CI) Providing Data Means (95% Cl) Providing Data
Physical Function
Short Physical  SAT 16(1.0t022) 86 47 (40tw54) 106
EEEETME Usualcare 19(13t024) 98 47 (4.0t05.4) 08
score® Difference -0.3(-1.1%0 0.5) -0.01 (-1.0 to 0.9)
P Value® 46 a7
Dynamometer  SRT 203 (17.9t0 22.8) &7 23.7 (21.6t025.8) 100
strength, b Usualcare 22.8 (20.4t025.1) 77 239(21.7t0262) 86
Difference -2.4 {-5.Bt0 1.0 0.2 (-3.3t02.9)
P Value® 16 a0
Handgrip SRT 200(17.8t022.3) 78 226 (206 to 24.6) 104
strength, kg Usualcare 209 (18.7t023.1) &8 2431(222t0264) o4
Difference -0.8 {-4.0t0 2.3) -1.7 (-4.6t0 1.2)
P Value® 60 25

Figure 2. Length of Stay for Patients With Acute Respiratory Failure
Receiving SRT vs Usual Care
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SRT indicates standardized rehabilitation tharapy. Time zaro indicates time of
randomization.

Morris, JAMA, 2016
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Une réhabilitation précoce a haute
intensité?

Early Goal Directed Mobilization
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Figure 3. A, ICL mobility scale (mean + =) for confrol group pefients vs intervention group petients on deys 1-T for mechanically venfilsied pefients.

Figure 1. Early goel-directed mobiization aigorithm. Once randomized and physiological stability is achieved, B, Time {min, mean + =} for contral group pafients vs intenention group pafients on days 1-T EGOM = early goak-directed mobilization.
the mobility team sssessed the ICU mobiy scale {IMS) and iergeted exercise at the highest possible level of
the IMS for as long &= possible.




Une réhabilitation précoce a haute
intensité?

Intensive PT  Standard of Care  P-Value

Patients PT Patients .
(n=59) (n=61) -
Total Time in Physical Therapy 408 £ 261 86 £ 63 < 0.001 @
(in minutes) E ; ~+ Intensive PT
‘g - Patients
Total Number of Sessions 12.4+6.5 6.1+3.8 < 0.001 =
ICU sessions 64153 38124 0002 | & =~ Standard of Care
Hospital ward sessions 6.2+47 3.8+3.0 0.003 ®
Outpatient sessions 37+28 0 LR
Average Duration of Individual Sessions 39.4+11.0 21.8+3.5 < 0.001 5_
(in minutes)
ICU sessions 31.317.0 210432 < 0.001 s : : : : : :
Non-ICU sessions 45.3+134 220148 < 0.001 Months

Moos, Am J Respir Crit Care Med, 2016




Poursuivre la réehabilitation a la sortie de
reanimation?

Original Investigation

[ Increased Hospital-Based Physical Rehabilitation and
“ B Information Provision After Intensive Care Unit Discharge
I ... The RECOVER Randomized Clinical Trial
qu [ _ 1 Table 3. Primary and Secondary Outcome Measures
F ]: ' Outcome (No. of Patients With Evaluable Data in Usual e -
3 oo Care/Intervention Groups) Usual Care Intervention PValue
- 1 | e RMI at 3 mo (110/118)? 13 (10 to 14) 13 (10 to 14) 71
I e B [ Hospital Discharge Outcome
} : Post-1CU hospital length of stay, d (119/119)° 10 (6 to 23) 11 (6 to 22) 90
N e i RMI (84/83) 8 (5 to 10) 8 (6to 11) 20
L I Handgrip strength, kg (82/82)* 15.0(9.7 to 22.6) 14.7 (10.0t0 22.00 .36
Cusshme  Decheetems gl OpEMES U

Study Visit

Denehy, Crit Care, 2013 Walsh, JAMA Intern Med, 2015




Au final...
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Mals...
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La réhabilitation précoce est vraiment
mise en place en Urgence?

Etude Jour post VM Intensité
Maob Passive : J1 Mob Passive : 87% (8])
Merris (JAMA 2016) Mob Active + lever : 13 Mob Active + lever : 54% (5])
Résistance : J4 Resistance : 35% (3J)
Hodgson 13 90% levés actifs
(Crit Care Med 2016) Durée moyenne 20min
Moos 18 73% leves actifs
(Am ] Respir Crit Care Med 2016) Durée moyenne 40min
Denehy (Crit Care 2016) J5 minimum Standard
Durée moyenne 15min




Conclusion

*'atteinte musculaire débute précocement en réanimation et est majorée par certains facteurs de risques.

*52% des patients sortent de réanimation avec une neuro-myopathie.

*'atteinte des muscles respiratoires est 5 fois plus rapide (96H vs. 18H).

*La littérature actuelle sur la réhabilitation précoce n’est pas concluante.

*Les protocoles avec une mise en place urgente semblent positifs.

*lintensité et I'efficacité des techniques de réhabilitation doivent étre étudiées urgemment.

Time is running out
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Merci de votre attention
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