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Troubles cognltcrfs et activité physique
Liens oumlstes intéressant(e)s

\.be &0
Améliorer les fonctions cognitives ? &
bq’% &:\o
Ameékorer la qualité de vie ? &
P X
(\Q} ’ ‘\{b&q
Ameéliorer 'autonomie = prévenir la dependan ?

"o

& Ralentlr le déclin cognitif ? &

&

Prévenir les chutes ? 3
Prévenir les fractures ? &



Pourquoi se poas‘“er la question ?

Parce que les TNC x2 Ie risque de chutes
Q«\ Tinetti, 1988 ¥

Parce gu’elle @@T évidente, avec des difficultés : o
Pour compr@ndre les consignes S
Pour retenlr les consignes &
Pour abpllquer les consignes K
L|®és a des troubles psychocomportementaux
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Dementia-related disability &

in the population aged 90 years and over; o BMC Geriatrics _

differences over time and the role &oo*
of comorbidity in the vitality 90 + stqﬁy
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Survival
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Démence et prise eryé‘harge de la FESF en UPOG

-> l'expertise UPOG réduit I%@ﬁ%ids de la démence

Nouvelle i ) 5 ) a 180 jours
en fonction du statut itif,
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& Filigre UGA et UPOG Patients@ll
SR + S
Evalu.ajuon recupe’ratlon s Parcours HOSPISENIOR Patients hors-filieres
Domicile connecté & o
1 O v\Bbst-habllltatlon 4
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Voila ce qu’il faut construire ensemble
Evaluation Et au milieu de tout cela, il faut trouver Prévention
Prévention 1 6 dépendance
Dépistage le bon protocole au bon moment atrogéne
Pomicile connecte Et les moyens nécessaires
¢ . -
3
Stimulation cognitive Pré-habilitation e, 7/
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Exercise interventions in Alzheimer’s disease: A systemaﬁ?: review and

28 studies
1337 patients

60
Outcomes &

Coghnitive function (WS)
Physical functlonb(%MWT)

Functional (B%ﬁt el)
Neuropsy (@@I)
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S MD+8.36 points
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Fig. 2. Graphical abstract of main results. Abbreviations: 6MWD, 6-minute walking distance; 95%CI, 95% confidence mlengoBBS Berg balance scale; MD, mean

difference; MMSE, mini-mental state examination; NPI, Neuropsychiatric Inventory. \

meta-analysis of randomized controlled trials 6\,@*"’ Ageing Research Reviews
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Effects of physical exercise on physical function in old%sﬂ

adults in residential care: a systematic review and qetwork

www.thelancet.com/healthy-longevity Vol 4 June 2023
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meta-analysis of randomised controlled trials
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The Effect of Multidomain Lifestyle Interveg;ﬁlon on Daily

~

Functioning in Older People &
<8’
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OBJECTIVE: To investigate the effect q& 2-year multido- = 1 / R
main lifestyle intervention on dallyﬁﬁnctlonmg of older @ ﬁ?{\
1S a —Inten{,g on
people. s < gt
DESIGN: A 2-year randomized cgntro]led trial (Clinical Trials. ) —&ontrol
gov, NCT01041989). 0° 5 0 | \,13\?’\
SETTING: Finnish Gerlagafb Intervention Study to Prevent 2 0 &?y
Cognitive Impairment @1@% Disability. E Wit (\C‘f‘?} e
PARTICIPANTS: Agotal of 1260 older adults, with a mean i ‘«\%@6
age of 69 years @b"‘\%he baseline, who were at risk of cogni- \ \&Q
tive decline. .© Baseline 12mo oo 24mo
INTERVENTION: A multidomain intervention, including " " ,6 f dailv 1 oy
simultaneous physical activity intervention, nutritional Figure 2, Change in the amwg@ aily living (ADLYfcor@glur-
counseling, vascular risk monitoring and management, and 60\(\
cognitive training and social activity. ,@960
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JAGS 67:1138-1144, 2019
© 2019 The American Geriatrics Society

Kulmala, 2019



The Effects of Exercise on Falls in Older Pegzﬁle With Dementia Living
in Nursing Homes: A Randomized Conkfolled Trial

&

Intervention: Participants were randomlzgd” to the high-intensity functional exercise program or a seated
attention control activity; each condus@ed 2-3 times per week for 4 months.
Measures: Falls and fall-related mjugzi%s were followed for 12 months (after intervention completion) by

blinded review of medical recorgé‘. Injuries were classified according to severity. &
g «@
% S
Screened for eligibility (n = 864) in nursing homes (n = 16) | \b ,
T @ =
& @
Excluded (n = 678) XY 6
) ()
Inclusion criteria not met (n = 532) \\} 4.0 - ‘@6
| <65 years (n = 16) ‘\QA(D - . %&
Independent in ADLs (n=24) & S 3.5 1 o‘\\‘
Help to stand > 1 person (ni\%&] é> &
, Severely impaired heari =3) S 3.0 1 06
Mot fluent in Swedlslb@ 1) g &O
I MMSE < 10 (n = 15 Q 25 11 Q)
Mo dementia di sis (n = 71) T ‘(Qe
| 2 : _ Q N
Medical cof declined (n = 18) 2.0 Exe@&
Mot present b care facility (n = 12) 2 \ v\
Declined RMSE (n = 74) E g5 4 ol
Decli articipation {n = 55) ‘s ‘ ,bﬁ
Degdsed before allocation (n = 5) 3 1.0 &
Y > a - [
Individuals rand 'd‘ﬁiﬁ}'lt § @e(\
nawiguals ran miz n
. s rando c,\&’ clusters ‘ = 0.5 \\%
S Q
[ S . 0.0 T &
' O (&)
© Intervention Follow-up6  Follow-up 6-12 Folli\w-up 12
Exercise activity 4 manths (n = ?ﬁb Control activity 4 months (n=93) months months nths (total)
Clusters (n = 18) (19 Clusters (n = 18)
Mean, SD/cluster (n = 5.2, 172) Mean, SD/cluster (n=5.2, 1.1) Fig. 2. Fall rate per person-year throughout intervention and I'ollqss\}p according to activity group.
Deceased (n = 6) Deceased (n=4)
| T Group Follow-Up 6 Mo g}llow Up 12 Mo
l} 1
<, * T < f " T
Eallowoip interim & manths = 27) Followsup interie months {n = 89) =1 Fall n (%) Total Falls (Obs d) IR IRR (95% CI) P a_,o >1 Fall n (%) Total Falls (Obs d) IR IRR (95% CI) P
Deceased (n = 10) Deceased {n =12) Exercise,n — 87 45 (52) 111 (14 967) 27 09(05,1.7) o_,%s 57 (66) 232 (27 830) 3.0  09(05,1.6) 782
Move to Hospice {n = 1) Control, n — 89 42 (47) 113 (14 746) 28 1 (reference) 3 @ 61 (69) 241 (27 479) 32 1 (reference) 4 J \
T P
1 Obs d, observation days. & L\
Follow-up total 12 months (n = 87) Follow-up total 12 months (n = 89) *Number of participants (proportion) who fell at least once. 6
Deceased (n = 25) Deceased (n = 27) *From negative binomial regression analyses with observation days as ex@@sure term and adjusted for age, sex, antidepressants and cluster. |
Move to Hospice (n = 1) 15\'\0 y
T .QJ% :
Included in primary analyses (n = 87) ‘ Included in primary analyses (n = 89) 00_,& N /
(9)
O
-© Toots, 2019
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Tailored Exercise and Home Hazard Reduction Prqgram for

Fall Prevention in Older PeopleWith Cognitive Igsﬁpalrment .//‘TE:EI ERONTO LOG|CAL

The i-FOCIS Randomized Controlled Trial &o‘)% T BRI O AMERICY

<
\6\%
‘(\
Method: RCT involving 309 community- dw@fng older people with CI. The intervention group (7 = 153) received an individually
prescribed home hazard reduction and hmf% based exercise program during the 12-month study period. The control group (n = 156)

3

received usual care. The primary outcongb: was rate of falls. Secondary outcomes included faller/multiple faller status, physical function &

& N2
and quality of life. @ <°
X .
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> = = '@%
@ Example intervention schedule <
2 (some participants had 4 OT visits and 7 PT visits; there was flexibility in the schedule based on participant/i ilability and neads) Kd\\
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) N}
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0(\\ eFigure 1. Example of intended intervention schedule Q}<°
A . . 6-month 12-month \/i,Q
b@ Note. OT=occupational therapy, PT=physiotherapy reassessment reassessment Q)}
@ &9
Xe) N\
&
(oé Fall Outcomes, Rate and 95% Cl or n (%) Intervention {(n = 153) Control (n = 156) Coefficient {95‘}{&[} p-Value
s &
N Primary outcome: rate of falls® QJQ
©O Incidence rate (95% CI) per 365 person-days® 2.32 2.09-2.58 2.26 2.03-2.52 1.05 0\%.73»-1 .51 782
3o) Incidence rate (95% CI) per 365 person-days™ 1.68 1.48-1.90 1.94 1.73-2.18 0.88  0.65-1.21 437
Q& p P ),
(19 IRR {95% CI) per 365 person-days® (adjusting 8 0.57-1.07 129
for baseline differences) o0
Secondary outcomes! o
Faller, # (%)® 94 (61.4) 87 (55.8) 96\(\ 1.05 0.87-1.26 600
Faller, n (%)° 94 (62.3) 87 (60.8) RS 1.01 0.84-1.22 892
Faller (adjusting for baseline differences)f .\‘-Qf’-’ 0.99 0.82-1.19 910 e
Multiple faller, n (%)" 49 (32.0) 58(37.2) \)Q\ 0.82 0.61-1.11 206 /J \‘\
Multiple faller, 1 (%)? 49 (32.5) 58 (41. l}befo 0.79 0.58-1.06 118 4 & ‘\
Multiple faller (adjusting for baseline > 0.73 0.54-0.99 .045 i \
e il N ‘ | ‘
differences) © [ o : \
Fall-related fracture® 10 (6.5) %’f’s 8) 1.08 0.45-2.58 862 A e
Fall-related hospitalization® 24 (15.7) ﬁe?é 10.3) 1.46 0.81-2.64 212 \ rﬁ\N ,"
@0\)(\ < N / 4
>
o Taylor, J Gerontol 2020
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Interventions for preventing falls in older people in care facilities

Care faqmles
Exerc,,gzée vs usual care (n=17) \e@d
95 studies Falis‘rate: 0.93, 95% CI [0,64 — 1,20] Medication review ? B
138 164 patients g’r‘°° &
gef Multifactorial interventions (n=13) Vitamin D supplemengaflon
71 care facilities (40 374 pat,%ﬁs) Falls rate: 0.88, 95% CI [0,66 — 1,18] Probably N falls rate-
o° v\é@@e
24 hospitals (97 790 pagﬁénts) Hospitals &Q}Q@
Additional physiotherapy (n=3) & &
Falls rate: 0.59, 95% Cl [0,64 — 1,20] Unhcertain
S .
< Uncertain
Very low Multifactorial interventions (n=5) \&s?’“ Uncertain
Falls rate: 0.88, 95% CI [0,64 — 1,01] &
‘\0@60 / @;\
%e’;b\' N b
o(\q{e \r\

Low to very low o

Uncertain evidenc& Cameron, 2020



Multifactorial falls prevention programme compargﬁ‘@;vith usual
care in UK care homes for older people: multicgﬁfre cluster
randomised controlled trial with economic eyaluation

&
The multi-domain GtACH,b@?
programme includes one hour of training for all ché\
home staff (including gardeners, caretakers, cgoks,
cleaners, managers) in small groups, delivegea by a
falls specialist. After training, a manual sgﬁ?marising
the GtACH programme and including {gk\ources such
as a falls incident chart (to detect p%tté?ns) and a drug
falls risk chart is left in the care k8me. Once trained,
staff are expected to use the GtAG risk assessment and
checklist for all residents. Egib%xamnle. the assessment
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MAIN OUTCOME M,;‘fSURES

[#186)
Care homes assessed for eligibility

D
Care homes excluded
55 Did notmeet inclusion criteria®
25 Recruitment closed before consent
19 Other reasonst

(87}
Care homes recruited

Care homes excluded

1698
Residents recruited and baseline

Residents withdrawal
1 Consented in erar

1 Did not facililate res

Baran.

1 guage
1 Care home changed mind (staffing issues)

" 31 Died
3 Moved
2 Lost due to care home withdrawal (language)
4 No capacity to collect data from

D
Care homes randomised d
39 GIACH 45 Usual care QFQ
A <
'r 0o 90 days time period ¢ \&\QJ
(17 @a <O
GtACH Usualeﬂ"
30 No data available 37 No data avallable 2}
28 Dicd 2 Moved carc home 31 Died 6 Moved care '@
0to 50 day data expected for 745 residents 0to 90 day data for 845 residents
745 Falls data available 845 Falls data available
1 Care home lost to fc
l 91 to 180 days time period (primary outcome time g&dl ¢
(§ 745 ] » L 845)
48 No data available 52 Nodata e
43 Died 3 Moved carehome 2 Other 45 Diex Moved care home 1 Other
91 to 180 day data expected for 745 residents 1 to 180 day d: for 793

67 Falls data unavaitable
2 Unwilling 24 Care home withdrew 26 Died
4 Moved care home 11 No reason
630 Falls data avallable
1 Care home withdrew

1] 181

i 641}

40 No data available

38 Died 2 Moved care home «Q@

|ummuymwrorwlm@n
54 Falls data unavaiable Q
1 Unviling 27 Died 7 Mwedcanmmq
8 Carc home closed after CQCinspection @ No reason

81, unavailable
ﬁm‘llinz 51 Died 2 Moved care home
SJ Other 25 Noreason
@

Falis data avallable
&

@) .
uyﬁbdays time period v

737
53 No data available
44 Died 6 Movedcarehome 3 Other
18110 y for
53 Falls data unavailable
30 Died 6 Movedcarehome 1 Other 16 Noreason

631 Falls data available

Primary outcomgcﬁleasure was fall rate at 91-180 47 Fols oo bl <2 .
& 1 Care home withdrew «\% l
days after raétg%mnsatuon. o3 e
i 647)
@ 27 No data available é\' 28 No data available
fb 23 Died 4 Moved 24 Died 2 Moved care home 2 Other
(1/ 271 to 36Q;d8y data expected for 531 residents 271 to 360 day data expected for 531 residents.
(19 29 Falls data unav ] 46 Falis data unavailable
220led 4 'd care home 3 No reason 27 Died 6 Movedcarehome 2 Other 11 Noreason
502 Fallsdax.‘aa 573 Falls data available
6 2pared to allocate a falls champion (n=24), existing falls programme (n=13),
der review (n=1), no reason given (n=10). tDid not have time (n=1), stopped

Table 2 | Primary and secondary fall rate outcomes in care home residents assigned to Guide to Action for Care Homgs?GtACH) or to usual care

GtACH group

Usual care group

)
Fully adjustedt

Q

Fall rate Mean (SD) fall Mean (SD) fall Minimally ald]l;&j¢
outcome Noat  Mean (SD) falls rate per 1000 No at Mean (SD) falls rate per 1000 incidence rate@tio incidence rate ratio

risk per participant resident days risk  perparticipant resident days (95% CI) N) Pvalue (95% CI) P value
Primary outcome _— — R4
91-180days 630 0.49 (1.13) 6.04 (14.02) 712 0.89(2.60) ) 10.38(29.52) 0.57(@%5t00.71) <0.001  0.63(0.52t00.78) <0.001
Secondary outcomes <O
1-90 days 708  0.55(1.36) 6.93 (20.56) 826 0.88 (2.37) 10.24 (27.26) B% (0.49100.73)  <0.001  0.74(0.60t0 0.92) 0.006
181-270 days 547 0.60 (1.29) 7.28 (16.67) 633 0.73(1.85) 9.21 (28.77J¢° 0.85 (0.69t0 1.05)  0.13 091 (0.74101.12) 0.37
271-360 days 502 0.55 (1.14) 6.22 (12.88) 573 0.79(2.37) 9.22 (27@@‘ 0.79 (0.60, to 1.03) 0.08 093(071t01.22) 061

*Adjusted for design factors only: care home type and site as fixed effects and care home as random effect.
tAdjusted for care home type, site, and baseline falls rate as fixed effects and care home as random effect.

Q\J

o)
v
S

1 (n=3). Care homes considered lost to follow-up did not respond to multiple
are Homes programme; CQC=Care Quality Commission

Logan, BMJ 2021



Exercise for prevention of falls and faLle-related Injuries
in neurodegenerative diseases and aging-related risk conditions: a meta-analysis

Exeriite Conlred \}
Shading Evemts N Evems N RaR95% Gl S
A Neurodegenerative Diseases Q}"
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o Soute Bamato, 207 25 44 38 47 0.74 48, 1.13) Pang, 2018 2 ) 27 010(001171) — —
. Taylor-Pikse, 201 3 20 D73(035,15 ——
Siitoial. {eqularer AR, P = 0.000] G5Lmsn e Subtoi (Faaied = S08%, 9 =0155) 053 (027, 1.08) —
Stroke Survivar Pariinson's Disease
Barneca, 2004 a % 4 21 068 (034.1.09) it T a 7 AEkTasa -
hang, 2001 5 0 2 040 (27 0.7F) Subtotal (squared = 0.0%, p = D.95€) 066 (0.3, 1.31} —
Marigakd, 2005 25 2 T 28 0.39 (D32, 0.48) Total (-equared = 0.0%, p = 0.653) 0.66 (0.48, 0.90) -
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Aanbur, 2007 a o4 A M1 Hare, 3000 B ko2 N dmomim
Canring, 2016 Eliny 16 B0 116 064 (D54, C62) lito, 2014 m 798 88 458 0.76(0.58, 0.68)
Ghrars Seymour, 2018 163 #3887 236 057 (076, 1.18) Kim, 2013 8 5113 52 068(030.152)
4 g Luukinen, 2007 39 215 41 214 D95(064, 143}
Gao, 2014 a4 ¥ 1 i ] 0.4 (.28, 0.60) Pal, 2018 228 206 238 204 0.97 (0.86, 1.10}
Gacdwin, 201171 1507 41 =N [ .40 (038, 0.41) Rasandahl. 2008 64 87 81 %5 093 (0.72, 1.18)
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Opportunistic case finding ?\'1' Presenting to healthcare
Annual health visit «Q,Q’ with fall or related injury
Health records (when available) d(\} (70% risk of > 1 fall in the next year)
(30% risk of =1 fall in the next year) QQ
h 4 4 y
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{ FALL PAST 12 MONTHSR} > Yes
or, to increase senslmllé}usc
3 Key Qumtl%té\ A 4
\\) Assess fall severity (onc is enough)
PRV = Injury
GAIT & BALANCE IMPAIRED? No ;A R
railty
Gait speed < 0.8 m/ > = Lying on the floor/unable to get up
or alternatively TL{G@é@‘S 566G = Loss of consciousness/suspected syncope”
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\ 4 %Q
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= Education on ftﬁ prevention
= Advise physical activity-exercise

Text of the algorithm

= Entry point

= Tailored exercises on balance,
gait and strength’
(Physiotherapist referral)

= Education on falls prevention

= Assessment

= atrisk Reass

ess in One Year

= low risk

Multifactorial Falls
Risk Assessment
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Individualized tailored
interventions

v

Follow-up in 30 to 90 Days* |

management for older adults: a global initiative

Age and Ageing 2022;51: 1-36
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20 (In-patients) &

d
WG4 Excrcise Wc recommend cxercise programmes lor fall prevention for c_ommumlv—dw%“ﬁg older adules wh]ch 1A
Exercise Intervention include balance challenging and functional exercises (e.g. sit-to-stand, scepf@ig), with sessions dhree
Interventions for times or more weekly which are individualised, progressed in intes n\lré ar least 12 weeks and
Prevendion of Falls continued longer for greater effecr. &
and Related Exercise We m_ommcnd inclusion, when feasible, of Tai Chi and/or ad(agona] individualised progressive 1B
Injuries Intervention resistance strength eraining.
Exercise We recommend individualised supervised exercise as a l%Qrcvcmion straregy for adults living in 1B
Intervention long-term care scuings.
Exercise We recommend that adules with PLY at an early m"a -stage and with mild or no cognitive 1A
Intervention impairment are offered individualised :'xrm\:(@wg‘mmmcs including balance and resistant rraining
cxercise N
Exercise ‘We conditionally recommend thar adulip@fter a suroke participate in individualised exercisc aimed ac ~ 2C
Intervention improving balance/strength/walking @sn:w:ur falls
Exercise We recommend that adules after spdéhining a hip fracture participare in individualised and progressive 1B
Intervention exercise aimed ar improving, ity {i.c. standing up, balance, walking, climbing stairs) as a fall
prevention strategy. (¢)
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Intervention ‘We recommend ¢ wmmlmuy—dwcllmg aduls with cognitive impairment (mild cognitive 1B
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Care Homes \%UC recommend a multifaceted approach to falls reduction for care home residents including care 1B
Management an&o home staft training, systematic use of a multidomain decision support tool and implementation of lﬁ
&
IntervcnnongA prevention actions oS
Care horgéas We recommend against the use of physical restraints as a measure for falls prevention in care (tf&mes 1B
mcmag@?ncnt and &0
<
mEgs?ventlons ‘\@0
geare homes We recommend nutritional optimisation including food rich in calcium and pmtcu‘?@ as well as 1B
OQ‘Z} management and  vitamin D supplementation as part of a multidomain intervention for falls prev&g‘hon in care home
N . )
P interventions residents. o
o9
QQ& Care homes We recommend including the promotion of physical activity (when feasibland safe) as part of a 1C
S R
o° management and  multidomain falls prevention intervention in care homes. N
(19‘1?’ interventions »;\00
. .. v . - .. G - - - -
WG 6 Cognition We recommend that routine assessment of cognition should béincluded as part of multifactorial falls 1B
.. &
Cognition and L riskassessmencin older adulss, i
Falls Cognition ‘We recommend including both the older adults and ca,gs:%wcr s perspectives, when creating the 1C

Assessment

individual falls prevention care plans for adults w1tl1;b$gmtwe impairment since this strategy has
shown better adherence to interventions and outgﬁmcs
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 S'organiser avec ses propres ressources pour qahstruwe des programmes

d’intervention, et les évaluer S



