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Liste de consultation en cardiologie a mon
hopital

[ == — e — - 1]
Last name, first name Consultation request date
Dossier, Gender, Age Consultation speclalization
Stretch. Diagnosis |
Reagons !
Hospit. spec/Bed/Care
H 2017-10-22 20:38
275504 (99 ans] Cardiology
MO1 Anemia{13) PFIN CP- Chest pain{22) N-STEMI SFIN
Medicirse | BNW -
| 2017-10-24 02:46
1484706 F(05a Cardiology
N13 Prawmaniald) PFIN
Internal medicina | KE-KT / -
] 2017-10-23 11:43

1086065 F[97 ans) Cardiolegy
M33 CMA - Cenabrovascular acchdentl5) PFIN

Meumlegy / K107 -

H1T-10-25 0800
HEBEAZ  F[91 ans Cardintogy
Mi2B CHF - Congestive keart falure(5) PFIN

wf=f=

. 2017-10-25 00:25
015583  M|63 ans) Cardiology

RO8 ABA - Myocardial infarct, acuieS) N-5TEMI PFIN

Cardiology / - | -




Mr. R

* H 90 ans
* Admis 17 Nov avec syncope
* ATCD:

* SA sévere
MCAS
HTA

DLP

HBP

RGO




Mr. H

* H80 ans
* Admis 16 Nov avec IC
* ATCD:

* SA sévere
* MCAS




Mr. G

* H94 ans
* Admis 16 Nov avec NSTEMI
* ATCD:

* SA sévere

* MCAS (stents 1985, 2004, 2009)
* Pacemaker 7 Nov

* IC

* HTA

* DLP

HDB 2014

Anxiété




AV Disease Etiology

Select a value -
Incidence
First cardiovascular surgery First re-op cardiovascular surgery Second re-op cardiovascular surgery Third re-op cardiovascular surgery
Fourth or more re-op cardiovascular surgery MA - Mot a cardiovascular surgery
Status
Elective Urgent Emergent Emergent Salvage

|ABP Insertion

Preop Intraop Postop

Catheter Based Assist Device Used

Preop Intraop Postop

ECMO

Preop Intraop Postop Non-operative




Ri rédi lon la STS: Risques prédits selon la STS: Risaues prédits selon la STS:

* Risk of Mortality: 6.3% * Risk of Mortality: 7.1% * Risk of Mortality: 6.0%

* Morbidity or Mortality: 25.3% * Morbidity or Mortality: 36.5% * Morbidity or Mortality: 29.7%
* Long Length of Stay: 12.1% * Long Length of Stay: 16.1% * Long Length of Stay: 16.4%

* Short Length of Stay: 18.1% * Short Length of Stay: 17.7% * Short Length of Stay: 12.9%

* Permanent Stroke:  2.6% * Permanent Stroke:  1.8% * Permanent Stroke:  2.4%

* Prolonged Ventilation:  15.5% * Prolonged Ventilation: 24.2% * Prolonged Ventilation: 17.8%
* DSW Infection: 0.3% * DSW Infection: 0.3% * DSW Infection: 0.2%

* Renal Failure: 6.4% * Renal Failure: 13.0% * Renal Failure: 9.8%

* Reoperation: 11.4% * Reoperation: 14.4% * Reoperation: 10.4%



sarcopenia
wound healing
immune function
atheroma burden
cardiac fibrosis
organ reserves
endocrine regulation
neurological plasticity
sensory impairment(s)
cognitive impairment
mood disorder
social support



Un patient avec SA qui recoit un RVA...
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... he vécut pas toujours heureux jusqu’a la fin des
emps...

- |= Short-term death
Disability
= Depression
Social isolation
Repeat procedures
= Hospital readmissions
Institutionalization
l_ Stroke
Progressive dementia
l_ Poor mobility
Weakness, fatigue
(- Ongoing diastolic and/or systolic heart failure
Severe concomitant lung disease
Cardiac fibrosis from chronic AS
= Irreversibly burned out LV from chronic AS
Prior or new myocardial infarction
l_ Procedural failure
Prosthesis-patient mi tch
- l_ Institutionalization ObStaCIeS to
Prolonged length of sta A
gedleng v Benefits of TAVR
l_ Stroke, MI, respiratory or renal failure,
bleeding, vascular
- = Procedural / early death

Figure 4. Obstacles to Benefits of TAVR

The step-wise, progressive benefits and milestones anticipated to result from TAVR may not be realized due to several potential obstacles. Fxn = function;
LV = left ventricle; Ml = myocardial infarction; abbreviations as in Figures 1 and 2.

Lindman BR, Alexander KP, O'Gara PT, Afilalo J. JACC Interventions 2014; 7: 707



“Je sais reconnaitre un patient fragile quand j’en vois

“End-of-bed-o-gram” frailty assessments not reliable

kappa=0.26 wii 7K. Heart Lung Circ 2015; 24: 551-6




Comment mesurer la
fragilite objectivement?



Evaluation de fragilité

Outils basés sur le phéenotype

N
F * Fatigue
“Do you feel tired most of the time”
) ;
-
SR N Slowness Weakness
R * Resistance [Gait Speed] [Grip Strength]
“Can you climb a flight of stairs?”
N/
N
A * Aerobic
“Can you walk a block?" :
_ J Exhaustion
/ﬁ
I * llinesses =5
N 4
N
L * Loss of weight 25% over 6 months Frailty Phenotype = 23 Points
5 Points
N/

Abellan Van Kan G. J Nutr Health Aging. 2008; 12: 29 Fried LP. J Gerontol A Biol Sci Med Sci 2001; 56: M146



Evaluation de fragilité

Outils basés sur 'accumulation des déficits
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Frailty Index = # Deficits Present
# Deficits Counted

Rockwood K. CMAJ 2005; 173: 489



Evaluation de fragilité

Comparaison des outils

Accumulation de déficits




Quelle est la valeur
prognostique de la fragilite?



Test de vitesse de marche

Preuve dans la communauté

Figure 1. Age-Adjusted Hazard Ratio for Death per 0.1-m/s Higher Gait Speed

No. of Total Sample
Deaths Size ;
Cardiovascular Health 3851 5801 =
Study,?2 1991 ;
Established Populations for the 1955 2128 ‘" i
Epidemiologies Study of the Elderly,23 1985
Health, Aging, and Body Composition 848 3048 - |
Study, 12 2009, 2005 i
Hispanic Established Populations for 972 1905 :
Epidemiological Study of the Elderly,'® 1999 i
Invecciare in Chianti,'” 2000 187 972 :
Osteoporotic Fractures in Men,29 2005 1073 5833 =
Third National Health and Nutrition 2837 3958 =
Examination Study,2! 2004 ;
Predicting Elderly Performance,?8 2003 293 491 e §
Study of Osteoporotic Fractures,26 1990 5512 10349 |
Pooled (random effects) —| '
Pooled (shared frailty model) -
i

0.7 1.0 2.0
Adjusted Hazard Ratio

Studenski S. JAMA 2011; 305; 50



Test de vitesse de marche

Preuve en chirurgie cardiaque

Gait Speed and Operative Mortality in Older Adults
Following Cardiac Surgery (Society of Thoracic Surgeons)

N=15,171

[
D Median: 5.3 sec
2
= Mid:  5-6sec
S
2
o]
5 2]
= -
%‘"
=

[

0.z d 0.6 0.8 1.0 12 14 1.6 LB i'fli- 11 2.4 £

Gait Speed, mis

Afilalo J. JAMA Cardiol 2016; 1: 314



Test de vitesse de marche
Preuve en TAVI

T0%
60% 2
20%
& N=8,039
£ a0% ¢
é -y Median: 7.9 sec
% 0% =8 Fast: <6 sec
2 Mid: 6-10 sec
Slow: >10 sec
2084
1O%E
0%
0% 10% 20% 30% A0% 50% 60%

Predicted Average Mortality (%)
Alfredsson J. Circulation 2016; 133: 1351
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Prediction of Poor Outcome After
Transcatheter Aortic Valve Replacement

CrossMark

Suzanne V. Arnold, MD, MHA,*" Jonathan Afilalo, MD, MSc,® John A. Spertus, MD, MPH,*® Yuanyuan Tang, PuD,?
Suzanne J. Baron, MD, MSc,*® Philip G. Jones, MS,* Michael J. Reardon, MD,¢ Steven J. Yakubov, MD,*
David H. Adams, MD,’ David J. Cohen, MD, MSc,»" on behalf of the U.S. CoreValve Investigators

TABLE 3 Clinical Models: Association of Frailty and Geriatric Domains With CENTRAL ILLUSTRATIOMN: Poor Outcome After Transcatheter Aortic Valve
Poor Outcomes Replacement
6-Month Clinical Model 1-Year Clinical Model 00—
OR (95% CI) p Value OR (95% CI) p Value “Poor outcome” is defined as:
Base model* (1) Death from any cause, or
KCCQ-12-0s 0.92 (0.87-0.96) 0.81 (0.78-0.85) . a0%— | (2) KCCQ <45 at 6 m or <60 at 12 m, or
Mean aortic valve 0.81 (0.76-0.87) 0.86 (0.80-0.92) £ (3) AKCCQ -10 or more from baseline to f/u
gradient, per E
10 mm Hg o
E Bit—
| Home oxygen I 1.62 (1.22-2.17) 1.54 (1.13-2.10) Hﬂ
Serum creatinine, per 1.24 (1.02-1.51) 1.37 (1.12-1.68) S
1 mg/dl L]
Mild dementia/mild 1.31 (1.08-1.59) 1.30 (1.07-1.59) 5 o
cognitive impairmentt E"
Moderate/severe 1.72 (0.82-3.62) 1.75 (0.78-3.97) =
dementiat %
Atrial fibrillation/flutter| 1.40 (1.16-1.70) 1.28 (1.05-1.55) o 20
Diabetes mellitus 0.77 (0.63-0.94) 0.93 (0.76-1.14)
c-index = 0.637% c-index = 0.665%
[ Frailty syndrome | 1.29 (1.08-1.55) 0.004  1.13(0.93-1.36) 0.209 O — |
c-index = 0.641 IDI p=0.005 c-index = 0.665 IDI p = 0.218 R HRErmeiR Hegh Very High
Geriatric components Pragicted Risk of Poor Outcomes at 1 Year
Disabilities, per 1 ADL 1.29 (1.19-1.39) <0.001 1.22 (1.12-1.33) <0.001 I P ity o Lifs g et
Unintentional weight 1.51 (1.17-1.95) 0.001 1.53 (1.15-2.04) 0.003
loss c-index = 0.656 IDI p =0.007 c-index = 0.676 IDI p = 0.008 Arnold, 5.V. et al. J Am Coll Cardiol. 2016;68(17):1868-77.




Evaluation de fragilité

Les outils ne sont pas interchangeables

SHARE-Groningen Frailty Indicator
SHARE-Tilburg Frailty Indicator
SHARE-Frailty Index
SHARE-FI-CGA

SHARE-Clinical Frailty Scale
SHARE-Frailty phenotype
SHARE-Edmonton Frail Scale

SHARE-FRAIL Scale

0%

5% 10% 15% 20% 25%

Prevalence of frailty

30%

35%

40%

45% 50%

Theou O. J Am Geriatr Soc 2013; 61: 1537
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Etude FRAILTY-AVR

QUESTION

Chez les adultes ages subissant un RVA
chirurgical ou percutané, quel outil
d’evaluation de fragilite est predictif de mort
et d’incapacite evolutive a 1 an?

Afilalo J. JACC 2017; 70: 689
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N=1,020 @ 14 sites
49% Trans-femoral TAVR
14% Non-femoral TAVR
X, 18% lsolated SAVR
19% Combined CABG+SAVR




FRIED+SCALE

FRIED SCALE
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To1] 2345 67] 89 1012
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Afilalo J. JACC 2017; 70: 689
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EFT Essential Frailty Toolset

Chair rise time Elvm thalr fies S 1E sacrrils 0 points G EFT

Gait speed 350 - ;

Standing balance Five chair rises >15 seconds 1 point |

Handgrip strength = - - 300 - :

Body mass index Unable to complete 2 points :

Weight loss 550 - I

Exhaustion No cognitive impairment 0 points :

Inactivity n |

Falls : : _ : _ % 200 4 :

Visual impairment Cogpnitive impairment 1 point E I

Hearing impairment — L % 150 ~ :

Cognitive impairment | Hemoaglobin >13.0 g/dL G :

Depressed mood =12.0gfdL # PNEES 100 A I

Anxious mood :

Hemoglobin Hemogiobin  <13.0g/dL & point 50 - '

Leukocyte count <120g/dL & :

Platelet count 0 - ' B
Serum albumin Serum albumin =3.5 g/dL 0 points 0 1 2 3 4 5
Malnutrition m Death 2% | 5% | 12% | 25% | 31% | 63%
Nagi items i m Disability| 20% | 15% | 20% | 19% | 18% | 16%
OA?QS items Serum aibumin: <03 g/dl. 1 point m Neither | 78% [80% | 67% | 56% | 51% | 21%

Afilalo J. JACC 2017; 70: 689



Etude FRAILTY-AVR

MODELE FINAL

TABLE 4 Multivariable Model to Predict 1-Yr Mortality

Adjusted OR (95% ClI)

Age, per yr
Female
BMI, per kg/m?
Atrial fibrillation
Home oxygen
Cancer
Prior stroke
Prior gastrointestinal bleed
GFR, per 10 ml/min/1.73 m?
Mean aortic gradient, per 10 mm Hg
LVEF, per %
PASP =60 mm Hg
Procedure type
TAVR transfemoral
TAVR nonfemoral
SAVR isolated
SAVR with bypass
Frailty*, ordinal (per EFT point)
dichotomous (EFT =3 of 5)

1.03 (0.99-1.08)
1.07 (0.70-1.62)
0.95 (0.91-0.98)
1.59 (1.06-2.41)
3.33 (1.06-10.47)
1.31 (0.79-2.19)
0.93 (0.48-1.81)
1.47 (0.72-3.00)
0.88 (0.78-0.99)
0.87 (0.75-1.01)
1.01 (0.99-1.02)
2.08 (1.19-3.63)

1 (Referent)
1.82 (1.09-3.05)
0.40 (0.16-1.01)
1.39 (0.75-2.59)
1.87 (1.57-2.24)
3.42 (2.29-5.12)

Afilalo J. JACC 2017; 70: 689



Qu’en est-il de la
masse musculaire?









Superficie du muscle psoas




Psoas Muscle Area and All-Cause Mortality After
Transcatheter Aortic Valve Replacement: The
Montreal-Munich Study

Samuel Mamane, MD,** Louis Mullie, MD,** Nicolo Piazza, MD, PhD,“’b

Giuseppe Martucci, MD,*" José Morais, MD,"”* Antonio Vigano, MD," Mark Levental, MD,*

Kristoff Nelson, MD,* Ruediger Lange, MD," and Jonathan Afilalo, MD, MSc*"#

Kaplan-Meier Survival Estimates for Females

1.00
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% 0.50 |
0.40
0.30
0.20
0.10
0.00_ |

0 500 1000 1500 2000 2500
Follow-up days

PMA high tertile

PMA mid terle ——=— PMA low tertile

Mamane S. Can J Cardiol 2016; 32: 177

Psoas Muscle Area and Length of Stay
in Older Adults Undergoing Cardiac
Operations

Jesse Zuckerman, BS, Matthew Ades, BS, Louis Mullie, MD, Amanda Trnkus, MS,
Jean-Francois Morin, MD, Yves Langlois, MD, Felix Ma, MD, Mark Levental, MD,
José A. Morais, MD, and Jonathan Afilalo, MD, MS
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Psoas Muscle Area Predicts All-Cause Mortality Psoas Muscle Area Predicts All-Cause Mortality &

After Endovascular & Open Aortic Aneurysm Repair Major Morbidity After Cardiac Transplantation
Laura Drudi, Kim Phung, Matthew Ades, Jesse Zuckerman,. Louis Mullie, Lior Bibas, Eli Saleh, Samah Al-Kharji,. Jessica Chetrit, Louis Mullie,
Oren Steinmetz, Daniel O’Brand, Jonathan Afilalo Marcelo Cantarovich, Renzo Cecere, Nadia Giannetti, Jonathan Afilalo
S
- t.,__ . = . 100 | E
o g g S—— 0.90- |l Se—
5 e ——— " 0.80- \—l |
o ST 0.70 — N
o i S s N
3 0.60 ]_‘
& & 0.50 .
= @
0.40 -
=
£5 . 0,30 -
= M | T T T T T
a0 1 2 3 -] L] 0.20 -
Years after aortic anaurysm repair
Mumber at risk 0.0
psoas = Low PMA 49 a2 24 B 3 ]
psoas = Middie PMA  BD 42 29 15 3 0 0.00 , : : : .
p=cas = High PMA 50 410 30 16 3 0 L] 1000 2000 3000 G000
Time since CT (days)
————— Low PMA Middie PMA
High PMA PMAz=median PhMA<median

Drudi LM. Eur J Vac Endovasc Surg 2016; 52: 764 Bibas L. Transplantation 2018 June 6 [Epub]



Comment traiter
la fragilite?



Therapeutic Interventions for Frail Elderly Patients: (W) oo

Part I. Published Randomized Trials

Lior Bibas®”, Michael Levi®", Melissa Bendayan®, Louis Mullie?,

Daniel E. Forman®¢, Jonathan Afilalo” “/*

666 studies identified using the
search strategy

Excluded 535 studies based on their

title or abstract

131 manuscripts retrieved for
detailed analysis

Excluded 93 studies that did not meet
our inclusion/exclusion criteria or

were duplicate publications from the
same trial

38 trials included in this review

Multi-
Dimensional
Programs /
Home-Based
Services

5

Exercise
13

Bibas L. Prog Cardiovasc Dis 2014; 57: 134



L’étude PERFORM-TAVR

Erdypeientioriteria ExaitrsddbGiCrineria

BN Short Physical Performance Battery WsualRensistent class IV symptoms of angina, dyspnea, claudication
muitgad\Rverage containing 20 g protein and 1.5 g HMB ¥ Sinderbitesiabélitsity walking exercise guided by an AHA brochure
ﬂﬂslmib,dftwlcémxs&imﬁ@ﬁb{mmmmyopathy Questionnaire 3.  Qesfdimied dedapnperx@@ekl/min/1.83 m?

v

3

4. SlgnEﬂ informed cons&ﬂFI 4.  Cirrhosis

ﬁlom ercise progr er Americans Resources and Services ADL/IQ\_DL Sﬁ?llé’rgy to ingredient in beverage
g

6

Wielehi:heagoe sxerciee (WERR RIRRAEYAHEF S8 AJaMRIEbevicd:  Inabllity to safely ingest beverage by mouth

Inability to walk without human assistance or high-risk of falls
tinpdentefintensity walkongresciseaidossbysamasgaioreopgter 8. Levodopa Rx (interaction with whey protein)
performed 5 days per week 9.  Moderate-to-severe cognitive impairment
Safety: All-cause mortality, injurious fall, AKI, or readmissiorsfgmificnsetingwangirzatniart failure, or arrhythmia

Afilalo J. Launched 2018



L’étude GET GOING

EvtdypeintiOriteria ExdltibGi@ieria

HomeRhgsk@lAedltige progrdtmort Physical Performance Battery WsualRemsistent class IV symptoms of angina, dyspnea, claudication
Rtodergtdiagreosityoivati ehasctglicteddypoheaceibmetert 20 Algh-VigkdKiogffdls o Henstlepdietot brobHizedion
RdbiinogvcdudiaesdpdiNbHTAvR dgaatsthed rdent htspitabidition 3. Non-revascularized acute myocardial infarction within the past

v

2.

g’ wmﬁ@rbs}dﬁ %}é#ee%éé)g%gggﬁr ed by wrist-worn acceler gm ot %eagm?r uncorrected severe symptomatic aortic stenosis
2

6.

7.

ge to an indepén . =NCE erral'to a structured cardiac r.e'habilitation program
s\évrl@t%o stand and wall\witheset arstsEIRGSIHOPMRRTENC ARErsPRead missiorHiarilR Feeife BARIS! IRvaFiitike, or arrhythmia
e to carry out basic activities of daily living without assistance 6. Moderate-to-severe cognitive impairment
Signed informed consent 7.  Significant language barrier

Afilalo J & Hummel S. Launched 2016



Etude de cas
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Risques prédits selon la STS: Risques prédits selon la STS: Risques prédits selon la STS:

* 30-day mortality: 6% * 30-day mortality: 7% * 30-day mortality: 6%
Risques prédits EFT: Risques prédits EFT: Risques prédits EFT:
* 30-day mortality: 1% * 30-day mortality: 25% * 30-day mortality: 9%

* 1-year mortality: 8% * 1-year mortality: 69% * 1-year mortality: 27%
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Le mot en F “Futilité”

High Risk Patients in the PARTNER Trial -1 Year Outcomes

Survival Survival & NYHA Survival & QoL
Alive and Alive and
100+ 100+ 100+
= Alive NYHA I/ll T'd QoL
80+ Il Dead 80+ Dead or 80+ Dead or
NYHA llI/IvV No T'd QoL
60= 60= 60=
=S 55 =S
40+ 40+ 40+
20+ - 20- 20-
0] T (6] T 0 T

Prohibitive Risk Patients in the PARTNER Trial -1 Year Outcomes

Survival Survival & NYHA Survival & QoL
Alive and i
100= ) 100+ 100+ Alive and
= Alive NYHA I/l >Moderately T'd QoL
80+ Hl Dead 80+ Dead or 80+ Dead or
NYHA Illi/nv < Moderately T'd QoL
- 60+ o 60+ 60-
2 R =S
40- 40+ 40
7 . 7 N
(0] T o] L) O )

Lindman BR, Alexander KP, O'Gara PT, Afilalo J. JACC Interventions 2014; 7: 707



Le mot en F “Futilité”

* Advanced dementia

* Bedbound; non-mobile

* Cachexia or severe sarcopenia
* Disability for all/most ADLs

* End-stage renal, liver, lung disease

Afilalo J. https://twitter.com/FrailtyMD/status/976170346792570881



Préeferences du patient

Table 2. Discussing Challenging Topics With Patients With Heart

Failure

Topic

What the Physician Could Say

Hope

“When you think of the future, what do you hope for?”

Prognosis

“Most people with heart failure ultimately will die from it.
That can be gradual and anticipated, or sudden and
unexpected.”

“We know that half of people with heart failure like yours
will die in the next year. We will work together to try
to help you become one of the people that lives
longer than that.”

As prognosis becomes even more limited use
estimates, eg, “weeks to months,” “days to weeks,”
or “hours to days.”

Advance
directives

“If you were to get so sick that you could not talk to me
directly, whom should | talk with to help me make
decisions about your medical care?”

“When you think about the future, what worries you the
most?”

“What is most important in your life right now?”

“l would like to talk with you about the kind of care you
would want if you became more ill. In particular, |
wanted to talk with you about [hospitalization,
intubation, CPR]”

Hospice

“It sounds like you think your spouse could use more
help caring for you at home. Hospice is one way
that we could get you more help at home. Have you
heard of hospice?”

Costs/Burden
Diract Medical Costs
Irdirect Costs
Lozt Oppatunitias

Caregiver Burden

Outcomes

Relevant to
an Individual
Patient

Quality of Life
Bymploms
Physical Functicn
Menial
Emotional
Sacial

Allen LA. Circ 2012
Pantilat SZ. JAMA 2004



Approach axee sur le patient

Proceed
B TA‘f’.R_ | = with
eneficia TAVR
Clinical Risk
Stratification
Multidisciplinary Clinical
He?rza\r,:.ve Uncertain —_ Judgment
Geriatric Risk
Stratification f
TAVR Alternative
Futil e care plan
utile without TAVR

/ \ TAVR TAVR

Beneficial Uncertain Futile

Severe AS What is most Severe AS
Clinical and influencing Clinical and
Geriatric health status Geriatric
Comorbidities (symptoms, QolL)? Comorbidities

Lindman BR, Alexander KP, O'Gara PT, Afilalo J. JACC Interventions 2014; 7: 707



Conclusions

* La fragilité est un syndrome gériatrique commun chez I'ladulte agé ayant une
maladie cardiovasculaire

* La fragilité résulte en des risques disproportionés de décompensation ou de mort

* Ne devrait PAS résulter en une absence de traitement, mais plutot privilégier
une approche-patient plus individualisée

* 'évaluation devrait se faire a partir d'outils objectifs comme le Essential Frailty
Toolset (EFT) qui peut étre facilement utilisé dans le cadre des soins cliniques

* |dentifier la fragilité , Interventions pour améliorer les résultats et la qualité de vie



Pour en savoir plus...



“White Paper”

JACC WHITE PAPER

Frailty Assessment in the W) o
Cardiovascular Care of Older Adults

Jonathan Afilalo, MD, MSc,” Karen P. Alexander, MD,t Michael J. Mack, MD,
Mathew S. Maurer, MD,§ Philip Green, MD,§ Larry A. Allen, MD, MPH, ||
Jettrey J. Popma, MDD, Luigi Ferrucci, MD, PuD,# Daniel E. Forman, MD™

Montreal, Quebec, Canada; Durbham, North Carolina; Plano, Texas; New York, New York;
Aurora, Colorado; Boston, Massachusetts; and Baltimore, Maryland

Afilalo J. JACC 2014, 63: 747



Vidéo vimeo.com/118356014
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Frailty Assessment Using
Physical Performance Tests
A Step-by-Step Guide

5-Meter Gait Speed
Hand Grip Test
Balance Test

Chair Rise Test

|& | Frailty Assessment Tutorial

o Jonathan Aflala
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Frailty Tool

Rapidly evaluate frailty and
individualize care for your patient.

Lamguage

ENGLISH FRANCALS

GET STARTED

Chair rise

Practice

Instrections

1 Position the patient seated on a siralght-back

Was the patient able to zafely complete the chair rige?

(®  Yes

< BACK

Results

Your patient’s EFT score is

The 1-year risk of mortality is

26.4%

PatieEnt infarmation

B2J TAVR with B.0% operative risk

Essential Frailty Toolset (EFT)

Lhair nge

17.1 seconds

™ o . -
Cognition

Cognitively impaired

SHAHE

¢ BACK MORE >
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