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La Maladie d’Alzheimer
Décrite par Alois Alzheimer en 1906 : premier cas Auguste
Deter
Définition :
Association d’'un tableau clinique de démence et de
lésions histologiques au niveau du cerveau :
plaques séniles
degenerescences neuro-fibrillaires



Auguste Deter




Plaque sénile Dégénérescence
Neuro-fibrillaire

Protéine Abeta Protéine tau

Neurodégénérescence : mort neuronale et perte de connexions



Rita Hayworth Yasmin Aga Khan




Criteres diagnostiques de démence de type Alzheimer selon le DSM IV
DSM : Diagnostic and Statistical Manual of Mental Disorders

A Apparition de déficits cognitifs multiples, comme en témoignent a la fois :
- Al une altération de la memoire (apprendre des informations nouvelles ou se
rappeler des informations apprises antérieurement) ;



Criteres diagnostiques de demence de type Alzheimer selon le DSM IV

A Apparition de déficits cognitifs multiples, comme en témoignent a la fois :

- Al une altération de la mémoire (apprendre des informations nouvelles ou se
rappeler des informations apprises antérieurement) ;

- A2 au moins une des perturbations cognitives suivantes :

aphasie (perturbation du langage),

apraxie (a'térnfinn Ao la ranaritd A rAalicar 11na activitA mMmntrira malarAd Hoc;

fonctions mo Pas de criteres opérationnels

agnosie (imp

fonctions ser Jugement clinique du medecin

perturbation UES 1TUTILUUTIS EXELULIVES (IdIlE UES PIUjELS, utydaliiser, vuruuriner
dans le temps, avoir une pensée abstraite)

B Les déficits cognitifs des critéres A1 et A2 sont tous les deux a l'origine d’'une
altération significative du fonctionnement social ou professionnel et
representent un déclin significatif par rapport au fonctionnement antérieur.



The notion of unselected population is crucial for ADRD
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Consultations ALD 15 MAIA Extension
Mémoire ESA SEP et Park
CMRR UCC Parcours de soin
Proportion
de recours

au spécialiste* 30% 33% 30% 31% 32% 24%

* Nouveaux cas, sujets agés de 80 ans et plus, étude 3C Bordeaux
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A comprehensive approach of the determinants of use of care
in dementia: the Recaredem (recourse to care in dementia)
cross-sectional study

Laetitia Rullier, ® Celine Meillon, Valerie Bergua, Clement Pimouguet,
Magali Gonzalez-Colaco Harmand, Catherine Helmer, Karine Peres,
Jean-Francois Dartigues, and Hélene Amieva

Bordeaux Populavion Health Research Center, INSERM, Universuty of Bordeaux, Bordeawee, France



Recourse to care in Dementia

« The determinants of non use of secundary care are :
- lack of education

- active contribution of the people with dementia to
the decisions regarding their own care.

- high number of dementia care services in the
community area.

- satisfaction of the primary caregiver with the
services used by his/her relative.



2019 : « La Maladie d’Alzheimer a disparu

des écrans radars ! »

1¢" Aout 2018 : deremboursement des médicaments anti-
Alzheimer

Opposition frontale sur le concept de MA entre les
medecins géneralistes et les spécialistes

Le Rapport Girard (2000) et sa philosophie —il faut
medicaliser le diagnostic et démeédicaliser la prise en
charge- est redevenue dominante
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Lecanemab in Early Alzheimer’s Disease

C.H.wvan Dyck, CJ. Swanson, P. Aisen, RJ. Bateman, C. Chen, M. Gee, M. Kanekiyo,
D. Li, L. Reyderman, S. Cohen, L. Froelich, S. Katayama, M. Sabbagh, B. Vellas,
D. Watson, S. Dhadda, M. Irizarry, L.D. Kramer, and T. lwatsubo

ABSTRACT

BACKGROUND

The accumulation of soluble and insoluble aggregated amyloid-beta (A3) may ini-
tiate or potentiate pathologic processes in Alzheimer’s disease. Lecanemab, a human-
ized IgG1 monoclona! antibody that binds with high affinity to A3 soluble proto-
fibrils, is being tested in persons with early Alzheimer’s disease.

METHODS

We conducted an 18-month, multicenter, double-blind, phase 3 trial involving
persons 50 to 90 years of age with early Alzheimer’s disease (mild cognitive im-
pairment or mild dementia due to Alzheimer’s disease) with evidence of amyloid
on positron-emission tomography (PET) or by cerebrospinal fluid testing. Participants
were randomly assigned in a 1:1 ratio to receive intravenous lecanemab (10 mg per
kilogram of body weight every 2 weeks) or placebo. The primary end point was the
change from baseline at 18 months in the score on the Clinical Dementia Rating—
Sum of Boxes (CDR-SE; range, 0 to 18, with higher scores indicating greater im-
pairment). Key secondary end points were the change in amyloid burden on PET,
the score on the 14-item cognitive subscale of the Alzheimer’s Disease Assessment
Scale (ADAS-cogl4; range, 0 to 90; higher scores indicate greater impairment), the
Alzheimer’s Disease Composite Score (ADCOMS; range, 0 to 1.97; higher scores
indicate greater impairment), and the score on the Alzheimer’s Disease Coopera-
tive Study—Activities of Daily Living Scale for Mild Cognitive Impairment (ADCS-
MCI-ADL; range, 0 to 53; lower scores indicate greater impairment).

RESULTS

A total of 1795 participants were enrolled, with 898 assigned to receive lecanemab
and 897 to receive placebo. The mean CDR-SB score at baseline was approximately
3.2 in both groups. The adjusted least-squares mean change from baseline at 18
months was 1.21 with lecanemab and 1.66 with placebo (difference, —0.45; 95%
confidence interval [CI], —0.67 to —0.23; P<0.001). In a substudy involving 698 par-
ticipants, there were greater reductions in brain amyloid burden with lecanemab
than with placebo (difference, —59.1 centiloids; 95% CIL, —62.6 to —55.6). Other mean
differences between the two groups in the change from baseline favoring lecanemab
were as follows: for the ADAS-cogl4 score, —1.44 (95% CI, —2.27 to —0.61; P<0.001);
for the ADCOMS, —0.050 (95% CI, —0.074 to —0.027; P<0.001); and for the ADCS-MCI-
ADL score, 2.0 (95% CI, 1.2 to 2.8; P<0.001). Lecanemab resulted in infusion-related
reactions in 26.4% of the participants and amyloid-related imaging abnormalities
with edema or effusions in 12.6%.

CONCLUSIONS

Lecanemab reduced markers of amyloid in early Alzheimer’s disease and resulted
in moderately less decline on measures of cognition and function than placebo at
18 months but was associated with adverse events. Longer trials are warranted to
determine the efficacy and safety of lecanemab in early Alzheimer’s disease. (Funded
by Eisai and Biogen; Clarity AD ClinicalTrials.gov number, NCT03887455.)
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RESULTS
Atotal of 1795 participants were enrolled, with 898 assigned to receive lecanemab
and 897 to receive placebo. The mean CDR-SB score at baseline was approximately

3.2 in both groups. The adjusted least-squares mean change from baseline at 18
months was 1.21 with lecanemab and 1.66 with placebo (difference, -0.45; 95%

confidence interval [CI], <0.67 to =0.23; P<0.001). In a substudy involving 698 par-
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Palmqvist et al. Blood Biomarkers to Detect Alzheimer Disease in
Primary Care and Secondary Care. JAMA. 2024

Cet article évalue l'utilité clinique des nouveaux biomarqueurs sanguins de
la maladie d’Alzheimer (MA), en particulier le phospho-Tau (pTau-217). Les
capacités diagnostiques du biomarqueur sont evaluees en situation reelle
de soins chez le médecin généraliste et en consultation spécialisée.. Les
deux cohortes incluent des individus a plainte, MCI ou déments.

Le biomarqueur est défini a partir de mesures plasmatiques en
spectrométrie de masse, par : (1) le % de pTau217/non-pTau2l7, et/ou (2)
le ratio AB42:AB40.

Les criteres de jugement sont (1) les mesures CSF, (2) la MA clinique
(critere secondaire).

On confirme de tres bonnes capacités diagnostiques pour détecter le
mesures CSF) (VPP et VPN 91-92% en soins primaires et 87-88% en
soins secondaires).

La VPP est élevee (97 a 99%) au stade MCI ce qui qualifie ces tests pour
le recrutement dans des essais de thérapie anti-amyloide.
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Article https://dol.org/10.1038/541591-024-02864-4

Self-help mobile messaging intervention
for depressionamongolder adultsin
resource-limited settings: arandomized
controlled trial

Received: 10 October 2023 A list of authors and their affiliations appears at the end of the paper

Accepted: 12 February 2024

Scalable solutions to treat depressionin older adultsin low-resourced
settings are urgently needed. The PRODIGITAL-D pragmatic, single-blind,

(™ |Check for updates two-arm, individually randomized controlled trial assessed the effectiveness
of amobile messaging psychosocial intervention inimproving depress-

ive symptomatology among older adults in socioeconomically deprived
areas of Guarulhos, Brazil. Older adults (aged 60+ years) registered with 24

Published online: 14 March 2024

Scazufca M, et al. Nature Med 2024.
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Design de l'etude

* Etude chez 603 personnes agées de la ville de Guarulhos au Brésil
(zone défavorisée)

* Recrutés a partir des centres de santé primaire, selon ces criteres :
e Avoir un smartphone et un numéro Whats’App
* Age de plus de 60 ans
* Avec symptomes dépressifs (PHQ-9*>10)
* Acceptant de participer

Programme Viva Vida

Pendant 6 semaines, envoi de 48 messages audios et visuels
(4 j/semaine). Contenu basé sur les interventions
psychosociales et |'activation comportementale utilisées : .
oour la depression. Groupe Intervention Groupe Controle

Et invitation a répondre a une question une fois/sem (n=298) (n=305)

*9-items Patient Health Questionnaire : score de 0 a 27
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Critere de jugement principal
Amélioration des symptomes dépressifs
définie par un score PHQ-9<10

A 3 et 5 mois

Characteristics n of total sample size (%)
Intervention Control
(n=298) (n=305)
Female 225/298 (75.5) 226/305 (741)
Age group
60-69 years 251/298 (84.2) 251/305(82.3)
70+ years A7/298 (15.8) 54/305 (17.7)
Education
None 45/297 (15.2) 51/302(16.9)
1-4 years 83/297 (27.9) 84/302(27.8)
5-8 years 94/297 (31.6) 85/302(28.1)
>8years 75/297 (25.3) 82/302(27.2)
Personal income®
Up to Tminimum wage 197/288 (66.1) 191/305 (62.6)
>1-2 minimum wage 60/298 (20.1) 56/305 (18.4)
*Z2minimum wage 41/298 (13.8) 58/305(19.0)
Hypertension (self-reported) 207/298 (69.5) 2224305 (72.8)
Diabetes (self-reported) 123/298 (41.3) 121/305 (39.7)
Receiving pharmacological treatment 38/298 (12.8) 46/305(15.1)
for depression (self-reported)
PHQ-9 severity
10-14 120/298 (40.3) 119/305 (39.0)
15-19 99/298 (33.2) 100/305 (32.8)
20+ 79/298 (26.5) 86/305 (28.2)
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Résultats

Table 2 | Primary (PHQ-9<10; improvement) and secondary (PHQ-9 scores reduced by at least 50% between baseline and
the first and second follow-up assessments; reduction) outcomes at the 3-month and 5-month follow-ups

Improvement from and reduction in depressive Intervention Control
t tol tthe 3- th and 5- th
sympfomatolagy at the S-month and 3-mon n of total n (%) nof totaln (%) Risk difference in percentage  OR (95% CI)®¢ pd
follow-ups .
points (95% CI)*

Primary outcome: improvement from deprassive 109/257 (42.4) 87/270(32.2) 10.2 (2.0-18.4) 1.57 (1.07-2.29) 0.019
symptomatology at 3 months®
Secondary outcome: improvement from depressive 127/250 (50.8) 130/260 (50.0) 0.8 (-7.9-9.5) 1.01(0.70-1.46) 0.938
symptomatology at 5 months®
Secondary outcome: reduction in depressive 95/257 (37.0) 73/270 (27.0) 9.9(2.0-17.9) 1.58(1.08-2.29) 0.016
symptomatology at 3 months®
Secondary outcome: reduction in depressive 111/250 (44.4) 112/260 (43.1) 1.3(-7.3-9.9) 1.04(073-1.48) 0.8M

symptomatology at 5 months®

Tres bonne participation
Plus de 85% ont terminé |'étude
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Conclusion

 Ces résultats montrent |'utilité d'une intervention
psychosociale par messagerie numérique pour améliorer a
court terme de la symptomatologie dépressive.

* Elle peut potentiellement étre intégrée dans les programmes
de soins primaires pour le traitement des personnes agées
souffrant de dépression.

* Ne remplace par la prise en charge classique de |la dépression.
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Glycated Hemoglobin A, Time in Range and Dementia| influence t-elle le risque de

in Older Adults With Diabetes

Patricia C. Underwood, PhD, NP; Libin Zhang, PhD; David C. Mohr, PhD; Julia C. Prentice, PhD; Richard E. Nelson,

\_

La stabilité du diabete )

survenue d’'une démence
chez les personnes agées
diabetiques ? Y,

Abstract

IMPORTANCE Individuals with diabetes commonly experience Alzheimer disease and related
dementias (ADRD). Factors such as hypoglycemia, hyperglycemia, and glycemic variability have been
associated with increased risk of ADRD. Traditional glycemic measures, such as mean glycated
hemoglobin A, (HbA, ). may not identify the dynamic and complex pathophysiologic factors in the
association between diabetes and ADRD. The HbA,_time in range (TIR) is a previously developed
measure of glycemic control that expresses HbA,_stability over time within specific ranges. This

measure may inform the current understanding of the association between glucose levels over time
and ADRD incidence.

Underwood PC, et al. JAMA Netw Open 2024.




Contexte

* Les personnes diabétiques sont souvent atteintes de la maladie
d'Alzheimer et des démences apparentées.

* Des facteurs tels que I'hypoglycémie, I'hyperglycémie et la variabilité
de la glycémie ont été associés a un risque accru de maladie
d'Alzheimer et de démences apparentées.

* Objectif : dans une vaste étude de cohorte de sujets agés diabétiques,
rechercher des liens entre la survenue d’'une démence et la stabilité
du diabete.

* Le critere de stabilité = Temps passé dans la cible d’"HbA1C
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DATABASE de la Veterans Health Administration

400366 Veterans aged 265 y with diabetes diagnosis with VHA
health care encounter in 2005-2014 followed by a 3-y
baseline period and 1-y follow-up enrolled

14079 Veterans with <4 HbA, _ tests at
baseline and missing data on
covariates excluded

Y

\ 4

386287 Veterans aged 265 y with diabetes diagnosis and
24 HbA, . tests during 3-y baseline period with no
missing data were eligible

12266 Veterans with ADRD diagnosis at
baseline excluded

Y

\

374021 Veterans met study criteria for data analysis and modeling

41 424 ont développé une démence au cours du suivi

Table 1. Baseline Characteristics of Study Participants®

Dementia Mo dementia Total group
Characteristic (n=41424) (n = 332597) (N=374021)
Age, mean (50, ¥ 73.1{(5.8) 7a3(5.8) 73.2(5.8)
Sex
Female 650 (1) 4312 (1) 4562 (1)
Male 40774 (99) 328 285 (99) 360059 {99)
Insulin use at haseling
Yes 8936 (22) 59152 (18) RR0RE (18)
Mo 31488 (78) 273445 (82) 305933 (B2)
Metformin usa at baseline
Y 19159 (46) 131975 (40} 151 134 (40)
No 22265 (54) 200622 (60) 222 BAT (60}
Thiazolidinediones use at baseline
Yes ST20(14) 36593 (11) 42313 (11)
No 35704 (8a) 296 004 (80) 331 708 (B9)
Sulfonylurea use at baseline
s 20312 (49) 132 540 (40) 152852 (41)
No 21112 (31} 200057 (60) 221169(39)
Hbi,, mean (50), % 7.0(1.0) 6.9(1.0) 6.9(0.97)
HBA, . 50, mean (50), % 0.53 (0.46) 0.51(0.45) 0.51(0.45)
No. of HbA, , tests, mean (50) 18.5(8.2) 17.3{1.1) 17.4(7.2) s
Systolic blood pressure, mean (50), mm Hg 134(11.3) 134(11.7) 134(11.6) ,s;:z
Diastolic blood pressure, mean (503, mm Hg 70.2{7.1) T0.6(7.4) 70.6(7.3) __
BMI, mean (SD) 29.6{4.9) 30.4(5.2) 30.3(5.1) s
Triglycerides, mean (S0), mg/dL 1515 (86.7) 154.6 (85.9) 154.3 (86.0) =
LOL, mean (S0}, ma/dL 93.4(31.7) 92.1(3L8) 92.2(31.8) =
—
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Cible d’'HbA1C personnalisée pour chaque participant

Définition personnalisée en fonction des comorbidités majeures, de 'espérance de
vie, et des complication microvasculaires du diabéte (clinical guidelines VA)

Supplement. Determination of Average Target HbA,. Level Over Time %3432

Major Comorbidity® or Microvascular Complications
Physiologic Age Absent or Mild ’ Moderate * Advanced °

Absent’
>10-15 years of life 6.0-7.0% 7.0-8.0% 7.5-8.5%
expectancy
Present
5-10 years of life expectancy 7.0-8.0%' 7.5-8.5% 7.5-8.5%"
Marked ™
<5 years of life expectancy 8.0-9.0%" 8.0-9.0% 8.0-9.0%

Conlin PR, et al. Ann Intern Med 2017.
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Temps passé dans la cible d’"HbA1C

 Calculé en fonction de tous les dosages d’'HbA1C disponibles (en
moyenne 14 par participant) avec interpolation entre deux dosages

* Définition de 5 catégories de temps passé dans la cible
* 80-100%
* 60 —80%
* 40 -60%
* 20—-40%
* 0—-20%

* Chaque participant est alloué a une de ces catégories
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Résultat :
Temps passé dans la cible et risque de démence incidente

Table 2. HbA,_TIR Increments and Dementia Incidence

Unadjusted model Fully adjusted model®
HbA,. TIR HR (95% CI) P value HR (95% CI) P value
80%to 100% (n = 63837) 1.00 [Reference] NA 1.00 [Reference] NA
60% to <80% (n = 55 838) 1.19(1.15-1.23) <.001 1.07 (1.03-1.11) <.001
40%to <60% (n = 48 618) 1.26(1.22-1.31) <.001 1.06 (1.02-1.10) <.001
20%to <40% (n = 63 807) 1.37(1.33-1.42) <.001 1.14(1.09-1.18) <.001
0to<20% (n =141921) 1.59(1.54-1.64) <.001 1.19(1.16-1.23) <.001

Abbreviations: HbA,, glycated hemoglobin A,_; HR, hazard ratio; NA, not applicable; TIR, time in range.
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Conclusions

* Plus le temps passé en dehors de la cible est grand, plus grand est le
risque de démence

 Cette relation est indépendante du niveau moyen de la glycémie, de
severité du diabete et des comorbidités associées.

* Conseils pour la pratique
* Fixer une cible thérapeutique personnalisée d’HbA1C

* Ajuster le tt pour rester dans la cible — Eviter la variabilité de I'équilibre
glycémique
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JOURNAL OF MEDICAL INTERNET RESEARCH Zhang et al

Original Paper

A 4-Week Mobile App—Based Telerehabilitation Program vs
Conventional In-Person Rehabilitation in Older Adults With
Sarcopenia: Randomized Controlled Trial

Lu Zhang', MD: Ying Ge', MM: Wowa Zhao', MBBSMD; Xuan Shu', MM: Lin Kang”, MD: Qiumei Wang”, MD;
Ying Liu’, MD

lDepamnent of Rehabilitation Medicine, Peking Union Medical College Hospital, Chinese Academy of Medical Sciences and Peking Union Medical
College. Beiiing. China

Sarcopénie €= mauvaise qualité de vie, chutes, dépendance et surmortalité chez les personnes agées.
Sa prévention et son traitement = un domaine de recherche essentiel.
'exercice physique contre résistance et supervisé est le traitement de référence.

Mais mise en ceuvre difficile (traitements de réadaptation traditionnels dans les hopitaux).

Zhang L, et al. ] Med Internet Res 2025.
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Création d’une application de téle-réhabilitation

Besiapin Adversemnmat Message

A I
Exercises
June 13, 2023

Mo Tu We Th Fr 58 Su

12 13 14 16 16 17 18
® Gletebuidge

& Reviubed sliaw llexion

® Resisted hip extension

# Amhted hip sbductian

& Restvred shaubder ahidsoion

| %
Borg Score

& fieeding of this training

Really. really easy

Really hard

Really, really hard
Maximum aifort

Figure 2. The 3 different parts of the telerehabilitation system (the language of the interface
is translated from Chinese). The doctor’s portal can be used to create and modify exercises,
monitor training progress, and view patient data. Patients can use the user portal to complete
the prescribed exercises and provide feedback to physical therapists. Finally, the transmitter
portal encrypts and transmits the data collected, ensuring the overall system's integrity.

@ @
(a) | (b) h
@)

Figure 1. Exercises included (a) glute bridge, (b) resisted elbow flexion, (c) resisted hip
extension, (d) resisted hip abduction, (e) resisted shoulder abduction, and (f) resisted knee
extension.
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Essai randomisé en groupes paralleles chez
58 personnes agés avec sarcopeénie

e © \ ’
Inclusion Criteria #
« Diagnosed with sarcopenia based on the 2019 Asian Working Group for Sarcopenia
(AWGS) criteria [6]
¢ Age between 60 and 80 years
* Able to operate a smartphone and follow the exercise regimen, with sufficient literacy in
the local language to navigate a Chinese language mobile app
+ No participation in any rehabilitation program within the past 30 days Téléréhabilitation Traitement classique

(n=29) (n=29)

Exclusion Criteria

+ Severe cognitive impairment (Mini-Mental State Examination [MMSE] score<24),
hearing impairment, or vision impairment Une séance de formation 3
) _ ) A . . , Centre de réhabilitation de
« Severe neurological, musculoskeletal, or organ (cardiovascular, pulmonary, hepatic, I’h6pital ; installation de I'app hépital - sé& .
renal) diseases or malignant tumors sur smartphone ; fourniture ofiEl Seanch syperwsee
¢ Uncontrolled hypertension, unstable metabolic diseases, or any other condition deemed de bandes élastiques parunxine
inappropriate for participation by the researchers

Objectif = 3 séances/semaine pendant 4 semaines

5 sorties d’étude 2 sorties d’étude
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Caractéristiques des participants

Télé- Réhabilitation
Réhabilitation classique

Characteristic TRG" (n=24) IRG® (n=27) P value
Age (years). mean (SD) 70.47 (6.05) 69.81 (5.76) 74
Gender (male/female). n (%) 6 (25)/18 (75) 7(16)/20 (84) 93
Height (cm). mean (SD) 160.73 (6.63) 161.88 (5.97) 61
Weight (kg). mean (SD) 53.49 (7.55) 53.95(8.14) 87
TSME (kgfmz)_. mean (SD) 26.82 (10.04) 25.71 (8.04) 72
BEPY (%), mean (SD) 31.31(8.34) 28.28 (6.17) 23
SMIE (kg;’mz}: mean (SD) 5.60 (0.51) 5.64 (0.77) 88
Grip strength (kg) . mean (SD) 18.59 (5.95) 18.96 (6.57) 87
Quadriceps femoris EPT! (Nm), mean (SD) 26.19 (10.26) 26.95 (11.81) 84
BBSE score. mean (SD) 49.00 (4.18) 49.11 (4.89) 95
6MWT™ score (minutes). mean (SD) 354.19 (97.56) 349.84 (97.43) 90

21.31(1.96) 21.42(1.98) 87

IADL! score, mean (SD)
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Résultats

Excellente adhérence
au programme dans les
deux groupes avec
participation >95%
des séances

Grip Quadriceps femoris EPT

2 —-TRG || *° —
26 ~o—IRG 50 ~0—IRG
24 a5

2 40 -

” P/‘ = 1

18 30 /

16 25

14 20

12 15

10 10

Baseline 4 weeks Baseline 4 weeks
BBS IADL

50 —#=TRG 24 —o—TRG
58 o= IRG ~o—IRG
56 23

54

o ’ /"'

50 21

48

46 20

“ 19

42

40 18

Baszeline A weeks

Baseline 4 weeks

Figure 4. Grip strength, quadriceps femoris EPT, BBS, and IADL data at baseline and 4 weeks.
Error bars represent 95% Cls. BBS: Berg Balance Scale; EPT: extension peak torque; IADL:
Instrumental Activities of Daily Living; IRG: in-person rehabilitation group; TRG:
telerehabilitation aroup.
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Résultats

Table 4. Baseline, 4-week. and pre- and postintervention changes in balance, cardiopulmonary endurance. and the JADL®.

TRGP (n=24) IRG® (n=27) BETWEE]‘.II-
group differ-
ence P value

Baseline. Week 4. Difference. P value Baseline. Week 4. Difference. P value

mean (SD)  mean (SD) mean (SD) mean (SD)  mean (SD) mean (SD)

BBSY 49.00 (4.18) 52.19(3.10) 3.19(2.86) <.001 49.11 (4.89) 52.15(3.79) 3.06(2.44) <.001 88
TUGT® (sec- 9.23(2.19) 857(1.71) -0.66(1.44) .09 9.68(2.76) 8.94(2.14) -0.73(1.79) .10 90
onds)

6mr1"f(min- 354.19 363.19 8.28 (41.92) .37 349.84 364.63 13.58 A1 72
utes) (97.56) (82.29) (97.43) (112.27) (40.72)

IADL 21.31(1.96) 21.81(1.76) 0.50(0.89) .04 21.42(1.98) 22.05(1.58) 0.63(1.06) .02 70
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Exercises
June 13, 2023

Mo Tu We Th Fr Sa Su
12 13 14 15 16 17 18

» Aussi efficace que la réhabilitation en centre ® © O
supervisée par un kiné, notamment pour améliorer | s | |T757
la force musculaire, I'équilibre et 'autonomie T

® Aeristed hip sbduction

® Resisted shoulder ahduction

* Moins couteux

* Plus accessible

Borg Score
The feeding of this training

* Limites : > Avoir un smartphone et savoir |'utiliser e |
> Ne pas avoir de troubles cognitifs | :

Really hard

Really, really hard
Maximum effort
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Original Investigation | Nutrition, Obesity, and Exercise

Protein Intake and Mortality in Older Adults With Chronic Kidney Disease

Adrian Carballo-Casla, PhD; Carla Maria Avesani, PhD; Giorgi Beridze, MD; Rosario Ortol3, MD, PhD; Esther Garcia-Esquinas, MD, PhD; Esther Lopez-Garcia, PhD:
Lu Dai, MD, PhD; Michelle M. Dunk, PhD; Peter Stenvinkel, MD, PhD; Bengt Lindholm, MD, PhD; Juan Jesus Carrero, PhD: Fernando Rodriguez-Artalejo, MD, PhD:
Davide Liborio Vetrano, MD, PhD; Amaia Calderdn-Larrafaga, PhD

Abstract Key Points

stion What are th ations of
IMPORTANCE Avoiding high protein intake in older adults with chronic kidney disease (CKD) may Question What are the asscaations o

) ) i . ] i o total, animal, and plant protein intake
reduce the risk of kidney function decline, but whether it can be suboptimal for survival is not _ - _ p
Ik with all-cause mortality in older adults
well known.

with mild or moderate chronic kidney

Carballo-Caesa, et al. JAMA Netw Open 2024.
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* Un apport élevé en protéines chez les personnes ayant une insuffisance rénale
chronique augmente le risque de déclin de la fonction rénale

=>» on conseille de réduire les apports en protéines
* |IRC légére (stades 1 et 2) : éviter apports élevés en protéines (>1,30 g/kg/j)
* |IRC modérée ou sévere (stades 3 a 5) : apports en protéines de 0,60 a 0,80 g/kg/j.

* Chez les personnes agées, les apports en protéine recommandeés :
* 1,00a 1,20 g/kg/j si en bonne santé
* plus élevés en cas de comorbidités, dénutrition, sarcopénie, ...

Quels apports en protéines faut-il conseiller aux personnes agées

ayant une insuffisance rénale chronique ?
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Etude observationelle longitudinale

Données issues de 3 cohortes :

- Study on Cardiovascular Health, Nutrition
and Frailty in Older Adults in Spain 1 and 2

- Swedish National Study on Aging and Care
in Kungsholmen

8543 personnes > 60 ans vivant a domicile

Etude de la mortalité (suivi jusqu’a 10 ans)

Table 1. Characteristics of the Participant Observations, Stratified by CKD

Characteristic

Participant group?

With CKD (n = 4789)

Without CKD (n = 9610)

Sociodemographic
Sex
Male
Female
Age, mean (SD), y
Living alone
Morbidity variables
Chronic kidney disease stage
1
2
3A
3B
Diabetes
Cardiovascular disease
Chronic lung disease
Musculoskeletal disease
Cancer
Depression and mood disorders
Dietary intake, mean (SD)
Energy, g/kg/d
Total protein, g/kg/d
Animal protein, g/kg/d
Plant protein, g/kg/d
Monounsaturated fat, g/kg/d
Sugar, g/kg/d
Alcohol, g/kg/d
Sodium, mg/kg/d

2063 (43.1)
2726 (56.9)
78.0 (7.20)
2919 (61.0)

49 (1.0)
726 (15.2)
3323 (69.4)
691 (14.4)
997 (20.8)
1157 (24.2)
606 (12.7)
2276 (47.5)
647 (13.5)
520 (10.9)

27.96 (8.41)
1.15(0.37)
0.78 (0.29)
0.37 (0.14)
0.47 (0.17)
1.31(0.54)
0.12 (0.16)
37.56 (14.52)

4352 (45.3)
5258 (54.7)
70.0 (5.8)

7132 (74.2)

NA
NA

NA

NA

1539 (16.0)
1020 (10.6)
1159 (12.1)
4721 (49.1)
828 (8.6)
1037 (10.8)

27.42 (7.26)
1.18(0.34)
0.79 (0.26)
0.39 (0.14)
0.48 (0.17)
1.26 (0.49)
0.13 (0.17)
36.67 (13.21)
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Risque relatif de déces en fonction des apports de protéi

>75 ans <75 ans
Participants 75 y or older @ Participants younger than 75 y
3 E
51 Chronic kidney disease

No chronic kidney disease

______________________________________________________________________________________ P
\

P=.05 for interaction

Risk of death, HR (95% CI)
Risk of death, HR (95% CI)

0.2 1 0.2 -

P=.32 for interaction

0.1

T T T f f ‘ ' T ' ' ' ' ' ! I ' 0.1 T T T T T T T T T T T T T T T
0.60 1.00 1.40 1.80 0.60 1.00 1.40 1.80
Protein intake, g/kg/d

Protein intake, g/kg/d
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Apports de protéines animales et de protéines végétales

@ Animal protein intake among participants younger than 75y Plant protein intake among participants younger than 75 y
35 3+
<75 ans <75 ans
51 51 ~—— Chronic kidney disease
] 1 No chronic kidney disease
s Z\ = \
g1 —~—— o 1
&) ] 2 ]
i o 4
£ = ]
- =
£ 05+ % 051
s ] = 1
G ] S B
& =
0.2 0.2 - |
P=.25 for interaction P=.27 for interaction
0.1 T T T T T T T T T T T 1 0.1 T T T T T T T T T T T
0.50 0.80 1.10 1.40 0.25 0.40 0.55 0.70
Animal protein intake, g/kg/d Plant protein intake, g/kg/d
Animal protein intake among participants 75 or older @ Plant protein intake among participants 75 y or older
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Conclusions

* Les avantages des protéines pourraient I'emporter sur les
inconvénients chez les personnes agées atteintes d'IRC légere ou
modérée, chez qui la progression de |la maladie pourrait jouer un role
plus limité dans la survie.

* Chez les personnes agées ayant une IRC plus sévere, besoin d’essais
randomisés pour connaitre bénéfice/risque de la restriction en
protéines.
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io Alzheimer's Research & Therapy

Hawreng-Théry et al. Alzheimer's Research & Therapy ~ (2024) 1&117 Alzheimer's Research &
hittps//doi.org10.1186/513195-024-01431-0 TthE p:f

Cholinesterase inhibitors and memantine
are associated with a reduced mortality

in nursing home residents with dementia:
a longitudinal observational study

Charlotte Havreng-Théry'*, Bruno Oguendc?, Victoria Zolnowski-Kolp?, Pierre Krolak-Salmon®,
Francois Bertin-Hugault®, Carmelo Lafuente-Lafuente® and Joél Belmin
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Une étude de cohorte retrospective longitudinale

Cohorte de résidents considérés comme ayant un trouble neurocognitif majeur selon
des criteres définis, sélectionnés parmi les résidents admis apres le 1/1/2014 dans les

229 maisons de retraite francaises d'ORPEA.

Data:

* Al'admission : age, sexe, GIR, comorbidités Indice de Charlson

e Statut vital et date du déces

Comparaisons:
Exposition a I'AChEI VS absence de médicaments contre |
Exposition a la mémantine VS aucun médicament contre

Exposition a I'AChEI plus mémantine VS aucun médicame

[ i @ ! "‘ * Données dé-identifiées obtenues a partir de dossiers médicaux électroniques sur une période de 6 ans
LA

* Exposition médicamenteuse a I'AChEI, a la mémantine, aux deux ou a aucun de ces médicaments

Outcomes:
-Survie étudiée pour lI'ensemble de la

cohorte, non ajustée et ajustée (age, sexe,
GIR, MMSE, Charlson)
-Survie ajustée dans les cohortes appariées

par scores de propension.




JCVM

1&re édition des Journges Caribéennes
WVielllissement et Maintien de TAutonommie

Caractéristiques de 25 358 résidents atteints de démence

None
(n=20,293)
87.7 (6.9)

5,957 (29.35)

Age, years (m, sd)
Males (n,%)

Level of dependency (n,%)
853 (4.42)
6,553 (33.96)
4,552 (23.59)

very severe (GIR1)
severe (GIR2)

moderately severe (GIR3)

moderate (GIR4) 5,600 (29.02)

mild (GIR5) 1,090 (5.65)

none (GIR6) 648 (3.36)
MMSE score (m, sd) 16.0 (7.3)
Charlson index (median, IQR) 5(4, 6)

r
CEl
(n=2,550)
84.3 (6.7)
858 (33.65)

148 (6.39)
938 (40.48)
510 (22.01)
565 (24.38)

93 (4.01)

63 (2.72)

17.2 (8.6)

5 (5, 6)

Memantine
(h=2,055)
85.3 (6.3)
676 (32.9)

169 (9.06)
794 (42.57)
435 (23.32)
364 (19.52)

73 (3.91)

30 (1.61)

16.0 (9.5)

5 (5, 6)

CEl+memantine

(n=460)
83.6 (6.6)
156 (33.91)

39 (9.29)
198 (47.14)
78 (18.57)
83 (19.76)

13 (3.10)

9(2.14)

15.5 (9.6)

5 (5, 6)

Exposure to anti-dementia drugs n

0.000
0.000
0.000

0.000
0.000
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Risque de mortalité en fonction de I'exposition au médicament

EXPOSURE TO ANTI-DEMENTIA DRUGS Hazard ratio 95%CI
unadjusted
None (reference)
Cholinesterase inhibitors only 0.874 (0.821 to 0.929) 0.000
Memantine only 1.002 (0.938 to 1.069) 0.955
Cholinesterase inhibitors + memantine 0.784 (0.686 to 0.897) 0.000
adjusted™
None (reference)
Cholinesterase inhibitors only 0.826 (0.769 to 0.888) 0.000
Memantine only 0.857 (0.795 to 0.923) 0.000
Cholinesterase inhibitors + memantine 0.742 (0.640 to 0.861) 0.000

*adjusted on age, sex, level of dependency, MMSE score and Charlson index
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Les trois cohortes appariées par scores de propension

Matched Cohort 1

Matched Cohort 2

Matched Cohort 3

None CEl P None Memantine P None CEl plus memantine P
(n=3226) (n=1933) (n=2801) (n=1600) (n=717) (n=310)

Age, years (m, SD) 84.8 (7.38) 84.4(6.42) 0.027 85.6(7.39) 85.2 (6.24) 0.050 83.9(7.87) 83.5 (6.56) 0.358
Males (n,%) 1,044 (31.97) 602 (31.14) 0.558 856(30.56) 494 (30.88) 0.838 242 (33.75) 117 (31.62) 0.497
Level of dependency
(n,%) 0.840 0.658 0.640

GIR 1 176 (5.39) 109 (5.64) 183 (6.53) 124 (7.75) 68 (9.48) 34 (9.19)

GIR 2 1,279 (39.16) 754 (39.01) 1,209 (43.16) 671 (41.94) 362 (50.49) 167 (45.14)

GIR 3 793 (24.28) 443 (22.92) 688 (24.56) 384 (24.00) 123 (17.15) 71(19.19)

GIR4 779 (23.85) 487 (25.19) 549 (19.60) 324 (20.25) 132 (18.41) 78 (21.08)

GIR S5 138 (4.23) 79 (4.09) 125 (4.46) 67 (4.19) 18 (2.51) 11 (2.97)

GIR 6 101 (3.09) 61 (3.16) 47 (1.68) 30(1.88) 14 (1.95) 9(2.43)
MMSE score (m, SD) 17.0 (7.29) 17.3(8.62) 0.195 16.1(7.44) 16.2 (9.50) 0.794 15.2 (7.73) 15.5(9.68) 0.572
Charlson index (md, IQR) 5(4, 6) 5(4,6) 0.779 5 (5, 6) 5(5,6) 0.710 5(4,6) 5(5, 6) 0.241
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Survival probability

Unexposed
Exposed 1o CEI

O
1.00
I

0.75

krg-rank p=0.0003

Mumber at risk
Unexposed 3265

Exposed to CEI 1833

Survival probability
0.50

2069
1387

2 3 4 5
Time (years)

Survival probability
0.50
1

Unexposed
Exposad o CEl plus memantne

log-rank p=0.0087

1327 803 412 176
998 624 321 151 -
(\.! -
o
2
Unenposed = | .
Exposed to memantine 0
MNumber at risk
Unexposed 717

Exposed to CEI + memantineg 370

T v T T T T T ’ T

1 2 3 4
Time (years)

245 277 163 88 0

289 210 145 84 47

Survie dans les trois cohortes

AChEI +
Memantine

Exposure to anti-dementia drugs 95%Cl -

= In matched cohort 1
- log-rank p=0 0080 CEl only 0.853 (0.783 t0 0.930) 0.000
ER : - In matched cohort 2
’ 1 ’ ° ‘ i Memantine only 0.887 (0.810 to 0.970) 0.009
Number at risk Time (vears) In matched cohort 3
Unesposed 2801 1700 1069 623 334 138 .
Exposed fo memantine 1600 1120 786 ag7 248 10 CEl plus memantine 0.780 (0.648 to 0.940) 0.009

Memantine
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Conclusion

* Les résultats soutiennent l'idée que les médicaments contre |a
démence réduisent la mortalité chez les résidents des maisons de
retraite atteints de démence.

* Les résultats sont cohérents avec ceux d'autres études portant sur
d'autres populations.

* Principale limite : manque d'informations précises sur les types de
démence.
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2024 ESC Guidelines for the management of
elevated blood pressure and hypertension

@ E S C Eurapean Heart Journal (2024) 00, 1-107

European Saociety https:fdoi.org'10.1093/eurheartj/'ehae178
of Cardiology

Target SBP as Iow as

SBP target range
120-129 mmHg
(Class I)

target not tolerated
or in these settings:

SBP 120 mmHg
is the optimal
point in this
range if tolerated

( Non-elevated SBP

(<120 mmHg)

Elevated SBP
(120-139 mmHg)

. or signs of hypotension

---------------------

Assess for symptoms

- e === == =

Pre-treatment
symptomatic
orthostatic
hypotension and/or
age 285 years
(Class lla)

predlcted llfespan
(<3 years)
(Class llb)

..................




2023 ESH Guidelines for the management of

arterial hypertension

Patients 280 years old

7~ ™\

However, reduction of office SBP between 130 WQ may
be considered if well tolerated, albeit cautiously if IS already

below 70 mmHg.

Office SBP should be lowered to a SBP in the 140
range.

J Hypertens. 2023 Jun 21. doi: 10.1097



2024 ESC Guidelines for the management of
elevated blood pressure and hypertension

@ E S C Eurapean Heart Journal (2024) 00, 1-107

European S0Ciety htioe fidai arg/10.1093/eurheartj ehae178
of Cardiology

nitial monotherapy preferred
* Elevated BP category (120/70-13%/89 mmHg)

* Moderate-to-severe frailcy
* Symptomatic orthostatic hypotension

+ Age =B5 years

Low-dose double
combination® therapy
ACEi or ARBs / CCBs / Diuretics
(Class 1)

U 3t bt eveny v —il—e BP controlled after 1-3 months
244 — (assessment at | month preferred if possible)
T

Low-dose triple
combination therapy .
ACEi or ARBs / CCBs / Diuretics
(Class 1)

At any step:
add beta-blockers
BP controlled after 1-3 months if l:ﬂlmpuling '"d'mmf“

(angina, post-myocardial

FU at least every year <« ¥ — . .
~— (assessment at | month preferred if possible) infarction, lic heart failure,
or heart rate control)

t
(Class I)

Maximally tolerated triple
combinaticn therapy
ACEi or ARBs /| CCBs / Diuretics

(Class 1)

BP controlled after 1-3 months

¥ o—
FU at least every year <« ¥ (assessment at | month preferred if possible)




2024 ESC Guidelines for the management of
elevated blood pressure and hypertension

When initiating BP-lowering treatment for patients

aged >85 year®™and/or with moderate-to-severe

frailty (at any 3@€), long-actirfg dihydropyridine CCB
Cor RAS inhibitors Sould be considered, followed if lla

necessary by low-dose diuretic if tolerated, but

Dreferably not a beta-blocker Junless compelling

FA A

@ E S C Eurapean Heart Journal (2024) 00, 1-107

European S0Ciety wsnefdoinrg/10.1093 eurheartjehael 78
of Cardiology P g a4




Original Investigation | Geriatrics

Use of Antihypertensives, Blood Pressure, and Estimated Risk of Dementia

in Late Life
An Individual Participant Data Meta-Analysis

JAMA

Network |0pen

17 longitudinal studies, n = 34 519 subjects, whitout dementia, 60-110 years

Figure 1. Association of Hypertension (HTN) and Antihypertensive Status With the Risk of All-Cause Dementia

Analysis HR (95% (1)
Fully adjusted
Treated HTN 1.04{0.88-1.22)
Untreated HTN 1.37(1.04-1.81)

P far interaction

=
—
| i L] I 1
I ) 3 4
HR (95% CI)

JAMA Network Open. 12 sept 2023;6(9):e2333353



Original Investigation | Geriatrics JAMA

Use of Antihypertensives, Blood Pressure, and Estimated Risk of Dementia Network |ODen
in Late Life

An Individual Participant Data Meta-Anal
nindividial Farticipant Ldta ieta-And Figure 1. Association of Hypertension (HTN) and Antihypertensive Status With the Risk of All-Cause Dementia

Analysis HR (95% () P for interaction
Age, y
60
Treated HTN 1.45 (1.07-1.96) —
Untreated HTN 1.51(0.90-2.53)
70
Treated HTN 1.24 (1.05-1.46)
Untreated HTN 1.4 (1.09-1.91) I
80
Treated HTN 1.06 (0.92-1.22)
Untreated HTN 1.38(1.09-1.75)
90
Treated HTN 0.91(0.69-1.19) e
Untreated HTN 1.32 (0.84-2.06) 5

02 03 05 1 ) 34
JAMA Network Open. 12 sept 2023;6(9):e2333353 HR (95% CI)



Original Investigation | Geriatrics
Use of Antihypertensives, Blood Pressure, and Estimated Risk of Dementia

. : JAMA
in Late Life Network ‘open

An Individual Participant Data Meta-Analysis

CONCLUSIONS AND RELEVANCE This individual patient data meta-analysis of longitudinal cohort
studies found that|antihypertensive use was associated with decreased dementia r|i5|{ compared with
individuals with untreated hypertenaiﬂnhhrﬂugh all ages in late IifEI. Individuals with treated

JAMA Network Open. 12 sept 2023;6(9):e2333353
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PREVALENCE

1 adulte sur 3

est hypertendul!-¢

FARDEAU

17 millions

de personnes de plus de 18
ans atteintes d'HTA en
France®®

PRISE EN CHARGE

22% des

hypertensions
non traitées sont
de grade 2 ou 31%

TRAITEMENT ‘
60% >

des hypertendus traités

pharmacologiquement avaient

une monothérapiel.it

OBsE

40%

consultations par des

an chez le
généraliste pour
les hypertendus®®

hypertendus
traites sont
observants®*

16 Chiffres clés
Hypertension

TRAITEMENT ()
ikt @10

1 hypertendu sur 2

est traité
pharmacologiquement?*'®

126177 g 4

Pression artérielle moyenne de la
population frangaise!

TRAITEMENT

1,6 million de

Francais initient
un traitement
anti HTA chaque
anneée’®

De la population a eu
une mesure de la
pression artérielle dans
I'année!’

TRAITEMENT

93%

des patients émettent des
réserves lors de |a
prescription d'un traitement
antihypertenseur’t

~

TRAITEMENT

57%

Des patients hypertendus
déclarent ne pas avoir recu
de conseils hygiéno-
diététiques dans 'année!?

CONTROLE g

1 hypertendu sur 4

a une pression artérielle
~ontroléet1s

SPECIALISTES

f
'

11% &

des hypertendus
sont suivis par un
cardiologue3*

Cowmmsschﬂ
1 hypertendu sur 2

ne sait pas qu'il est
hypertendu®-18

AUTOMESURE

des hypertendus
traités possedent
un appareil
d’automesure
tensionnelle?

e @ Santeé
-® @ publique
e ® France




Effectiveness of a non-physician community health-care
provider-led intensive blood pressure intervention versus
usual care on cardiovascular disease (CRHCP): an open-label,
blinded-endpoint, cluster-randomised trial

33 995 untreated (or > 130/80 treated) hypertensives, Interventiort :trained non-physician health-care providers |
initiated and titrated antihypertensive medications according to a simplestepped-care protocol,BP < mMmHg

A
180 —— Us=ual care
— Interertkmn
_ | -23-1 mm Hg, p<0-0001 |
L)
= e
E 165 —
& ‘}ﬁ\'
= i
E 150+ = T Hﬂh“* __———____I-q_‘——h__
% H;::q"'“rﬂ". H\-\-H‘-\.H ________--"E_ ———
& e . -
= =
i —
E 135 —
IE HH'I.——___'__—----_
120 : : . . . |
0 5 12 12 24 20 36
Mean systolic bloosd Months
pressure, mim Hyg
Ltsual cane 1554 1465 15.4-5 1435 149-1 1527 1476
Intenvention  157-0 142-8 1415 130-5 1322 1311 1761

Lancet 2023; 401: 928—-38



Effectiveness of a non-physician community health-care
provider-led intensive blood pressure intervention versus
usual care on cardiovascular disease (CRHCP): an open-label,
blinded-endpoint, cluster-randomised trial

33 995 untreated (or > 130/80 treated) hypertensives, Interventiort :trained non-physician health-care providers |
initiated and titrated antihypertensive medications according to a simplestepped-care protocol,BP < mMmHg

100

A I
- ll:l-El} — Usual care ol IEI:
® ¢ — Intervention =
E 10+ ==
& ‘:é 8-
E
= B- & -15% , p<0-0001
= -33% , p<0-0001 £ ' P
E ) . — ﬁ b_
£ g : —
= i 5 4 e
5 47 - = e
E o — g 2 P
B ______.:-_'.'Z':- — HR 067 (95% O 0-61-0-73): p<0-0001 = __H____l_'__rf—.—.'-'-'l'_m D-85 (95% C1 0-76—0-05); p=0-0037

] — T T L 0 ! ! ]

i 1 P 3 0 1 P 3
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Lancet 2023; 401: 928—-38



Effectiveness of a non-physician community health-care
provider-led intensive blood pressure intervention versus
usual care on cardiovascular disease (CRHCP): an open-label,
blinded-endpoint, cluster-randomised trial

Interpretation

The non-physician community health-care provider-led intensive blood pressure intervention is effective in reducing cardiovascular

disease and death.

Lancet 2023; 401: 928—-38




HyPERtension orthostatique ?



|Orthostatic h)Lpertension\and major adverse
events: a systematic review and meta-analysis

B Systolic Orthostatic Hypertension (SOHT) and|all-cause mortality —-|Adjusted Hazards Ratio
SOHT No SOHT Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV, Random, 95% CI IV, Random, 95% CI
Bursztyn 20186 -0.0523 0.1962 41 315 11.1% 0.95 [0.65, 1.39] —-—
Hartog 2016 -0.1508 0.2374 39 251 8.0% 0.86 [0.54,1.37] —
Kostis 2019 0.239 00923 203 4073 31.2% 1.27[1.06,1.52] -
Rahman (standard treatment group) 2021 0131 D2642 NS NS 6.6% 1.14 [0.68,1.91] T
Rouabhi 2021 0.3646 02176 81 3792 93% 1.44 [0.94, 2.21] +—
velilla-Zancada 2017 08372 03599 37 1809 37% 231 [1.14, 4.68] ——
Veronese 2015 0.207 0.0854 544 1981 30.1% 1.23[1.02,1.48] o
Total (95% C1) 945 12921 100.0% 1.21 [1.05, 1.40] *
Heterogeneity. Tau*= 001, Chi*=780, dr=6{P =0.25), F= 23% '0 o1 0#‘ 1¢0 100‘
Testfor overall effect Z= 2.69 (P = 0.007) Decreased mortality Increased mortality

|+21% |

EurJ Prev Cardiol. 2023 Aug 1,30(10):1028-1038



|Orthostatic hypertension and major adverse
events: a systematic review and meta-analysis

Accident vasculaire cerebral

Systolic Orthostatic Hypertension (SOHT) and inciden1 stroke/cerebrovascular disease + Unadjusted Odds Ratio

SOHT No SOHT Odds Ratio Odds Ratio
Study or Subgroup log[Odds Ratio] SE Total Total Weight IV, Random, 95% CI IV, Random, 95% CI
Eguchi 2004 00741 0.8484 9 20 2.1% 1.08 [0.20, 5.68]
Fan 2010 0.61 0.1236 770 2818 57.9% 1.84 [1.44, 2. 34] -
Kario 2002 1.5185 0.5182 26 192 5.6% 4 .57 [1.65, 12.61] ot
Rouabhi 2021 1.0207 0.4058 81 3792 8.9% 2.78 [1.25, 6.15] .
Yatsuya 2012 0.5179 0.2226 303 8981 25.5% 1.68 [1.09, 2.60] T 7
Total (95% CI) 1189 15803 100.0% 1.84 [1.52, 2.48) 3
Heterogeneity: Tau? = 0.01; Chi* =4.56, df =4 (P = 0.34); P = 12% 0=05 0#2 3 5 240
Test for overall effect: Z = 5.30 (P < 0.00001) : Favo(Jrs exposure Favours comparison

+94% |

EurJ Prev Cardiol. 2023 Aug 1,30(10):1028-1038



Statines ?



Cardiovascular effect of discontinuing statins for
primary prevention at the age of 75 years: a
nationwide population-based cohort study in

F
ranee French national health insurance claims database [ (SNIIRAM)]

120 173 subjects who turned 75 ys in 2012-14, with no history of cardiovascular disease and
with a statin medication possession ratio > 80% in each of the previous 2 years.

Principal result  pogpital admission for cardiovascular event

124

1] :
g Hazard ratio 1.33 (95% Cl, 1.18-1.50) +33%
@ 101
bt i
k7 91
= Statins discontinued
® 71
2 |
= 6
2 ol
E 5
3
O 4
o =1
% Statins continued
3 2
v |
< 1}

0!

T L o | >y T 'z

3 6 9 12 15 18 21 24 27 30 33 36 39 42 45 48
Time since 75th birthday, months

Eur Heart J. 2019 Jul 30.



Benefits and Risks Associated With Statin Therapy for Primary
Prevention in Old and Very Old Adults

Real-World Evidence From a Target Trial Emulation Study

N =42 680 75 to 84 years, n =5390 > 85 years, public electronic medical records in

Hong Kong, average follow-up, 5.3 years

QOutcome Incidence, n

Overall CVD  Initiators Noninitiators HRs

6074y 7143 8094 0.89 (0.86-0.92) -

75-84 y 4736 4940 0.94 (0.90-0.98) - o

761 839 0.85(0.77-0.94) -

Myocardial infarction

6074y 1859 2284 0.83(0.78-0.89) o

7b5-84 y 1198 1387 0.84 (0.78-0.91) -

=85y 210 277  0.71(0.55-0.85) ——
Heart failure

60-74 y 1873 2088 0.93 (0.88-1.00) re

/b-8B4y 1774 1930 0.90 (0.84-0.96) -

320 365 0.83(0.71-0.96) st | -29% |

Stroke

60-74 y 4499 5070 0.89 (0.85-0.92) -

75-84 2752 2730 1.00(0.94-1.05) L
@ 403 432  0.87 (0.76-1.00) ——] | -13% |
All-cause mortality

60-74 y 4684 5527 0.87 (0.84-0.91) -

75-84 4131 4496 0.90 (0.86-0.94) -

d 945 1024 0.85 (0.78-0.93) o | -15% |

Myopathies

60-74 y 243 288 0.84 (0.71-1.00) -

7584y 79 76 1.01 (0.74-1.39) R S

=85y 8 0 Th
Liver dysfunction

6074y 4761 5309 0.90 (0.86-0.93) -

7584y 2072 2084 0.98 (0.92-1.04) o

=85y 294 308 0.90 (0.76-1.05) ——

0.5 1 2.0

Ann Intern Med, Aug. 2024 Jun;177(6):701-710

HR (95% Cl)



Statin Use and All-Cause Mortality in Nursing Home
Residents With and Without Dementia

N = 282,693, January 2015 and December 2019 from a German health and long-term care insurance provider.

Average
observation
period was 2.25
years

Survival probability (%)

100 +

60 A

40 -

20 -

Statin nonuser w/ dementia
= = Statin user w/ dementia
Statin nonuser w/o dementia
Statin user w/o dementia

statines

Pas de statines

0 6 12 18 24 30 36 42 48

Neurology® 2024;102:€209189.

Time (months)



Conclusions

Statin benefits were consistent among individuals with and without dementia. Statin therapy

| may be continued in nursing home residents jwith dementia to mitigate the risk of all-cause

murtality.



Insuffisance cardiaque



Protocolisation de la prise en charge des patients
insuffisants cardiaques gériatriques

Protocolization of the management of geriatric heart failure patients

Olivier HANON!, Bertrand FOUGERE?, Aurélie LAFARGUE?, Sophie PUTOT?,
Anne-Sophie BOUREAU?, Frédéric ROCA®
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versus Al cardiac function assessment
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~
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Volume 10 - 2023 https://doi.org/10.338%/fcvm.2023.1056055
0 25 50 Fi=] 100

al ammessmant (3]

Nature. 2023,;616:520-524.



2023 Focused Update of the 2021 ESC
Guidelines for the diagnosis and treatment
of acute and chronic heart failure

Recommendation Table 2 — Recommendation for the
treatment of patients with symptomatic heart failure
with preserved ejection fraction

Recommendation Class® Level®

SGLT2 inhibitogXdapagliflozin or empagliflozin) is

recommended in patients r:) reduce the |

risk of HF hospitalization or CV death. &

European Heart Journal (2023) 00, 1-13



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Empagliflozin in Heart Failure
with a Preserved Ejection Fraction

S.D. Anker, J. Butler, G. Filippatos, J.P. Ferreira, E. Bocchi, M. Béhm,
H.-P. Brunner—La Rocca, D.-J. Choi, V. Chopra, E. Chuquiure-Valenzuela,

N. Giannetti, J.E. Gomez-Mesa, S. Janssens, J.L. Januzzi, J.R. Gonzalez-Juanatey,
B. Merkely, S.J. Nicholls, S.V. Perrone, I.L. Pifia, P. Ponikowski, M. Senni, D. Sim,
J. Spinar, . Squire, S. Taddei, H. Tsutsui, S. Verma, D. Vinereanu, J. Zhang,

P. Carson, C.S.P. Lam, N. Marx, C. Zeller, N. Sattar, W. Jamal, S. Schnaidt,
J.M. Schnee, M. Brueckmann, S.J. Pocock, F. Zannad, and M. Packer,
for the EMPEROR-Preserved Trial Investigators™

Cardiovascular Death or Hospitalization for Heart Failure

25
Hazard ratio, 0.79 (95% ClI, 0.69-0.90)
P<0.001 Placebo
20
15+
Empagliflozin
10+
)
0 T T | | | T T T | |

| |
0 3 6 9 12 15 18 21 24 27 30 33 36

August 27,2021, at NEJM.org.DOI: 10.1056/NEJM0a2107038

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Dapagliflozin in Heart Failure with Mildly
Reduced or Preserved Ejection Fraction

S.D. Solomon, J.J.V. McMurray, B. Claggett, R.A. de Boer, D. DeMets,
A.F. Hernandez, S.E. Inzucchi, M.N. Kosiborod, C.S.P. Lam, F. Martinez,
S.J.Shah, A.S. Desai, P.S. Jhund, J. Belohlavek, C.-E. Chiang, CJ.W. Borleffs,
J. Comin-Colet, D. Dobreanu, J. Drozdz, J.C. Fang, M.A. Alcocer-Gamba,
W. Al Habeeb, Y. Han, J.W. Cabrera Honorio, S.P. Janssens, T. Katova,
M. Kitakaze, B. Merkely, E. O’Meara, J.F.K. Saraiva, S.N. Tereshchenko, J. Thierer,
M. Vaduganathan, O. Vardeny, S. Verma, V.N. Pham, U. Wildering,
N. Zaozerska, E. Bachus, D. Lindholm, M. Petersson, and A.M. Langkilde,
for the DELIVER Trial Committees and Investigators*

Worsening HF events or cardiovascular death
Primary Outcome

309 Hazard ratio, 0.82 (95% Cl, 0.73-0.92)

25+ P<0.001 Placebo
20+

154 Dapagliflozin

104

T | | | | T T T T | 1 1
0 50 180 270 360 450 540 630 720 810 900 950 1080

Cumulative Incidence (%)

Days since Randomization

August 27, 2022, at NEJM.org.



Efficacy and Safety of Dapagliflozin in Heart Failure with Mildly Reduced or
Preserved Ejection Fraction According to Age: The DELIVER Trial

Primary composite

(worsening HF events or cardiovascular death)

Empagliflozin Improves Outcomes

in Patients With Heart Failure

and Preserved Ejection Fraction
Irrespective of Age

EMPEROR-Preserved

Heart failure hospitalization or cardiovascular death

No. of Events/No. of Patients
Age Category Dapaglifozin Placebo
< b5 24/167 31171 i 0.80(0.47, 1.37)
55 to 64 81/501 90/506 —a— 0.88 (0.65, 1.19)
65 to 74 179/1136  234/1190 —— 0.79 (0.65, 0.96)
>=75 2281327  255/1265 —a— 0.82 (0.69, 0.98)

6 a8 112 15

Hazard Ratio (95% CI)

10.1161/CIRCHEARTFAILURE.122.010080

!
>80 — — 0.73 (0.57-0.95)
------------------ e ——————————
|
75-79 i 0.72 (0.55-0.95)
1
65-74 TS 0.86 (0.69-1.07)
__________________ e e e e
1
<65 — —— 0.83 (0.61-1.14)
!
0.0 0.5 1.0 1.5 2.0
HR (85% CI)
P for trend = 0.33

J Am Coll Cardiol. 2022 Jul 5;80(1):1-18.



PRADOC: A Multicenter Randomized The PRADO-IC here in practice
Controlled Trial to Assess the Efficiency

of PRADO-IC, a Nationwide Pragmatic MNurse: 97.3%,3d
Transition Care Management Plan for

Hospitalized Patients With Heart Failure in GP:92.7%, 5 days (3-8)
France

Cardiologist: 90.7%, 39 d (28-58)
A First hospitalization for acute Heart Failure

Randomization group ~+ Standard of care =+ PRADOHC

1.00

0757 ' h—_m
&
=]
@
A
=
— 0509
]
=
2
= |
iy

025

p=0.85
0.00 1
] 100 200 300 40
Time

J Am Heart Assoc. 2024;13:e032931



PRADOC: A Multicenter Randomized
Controlled Trial to Assess the Efficiency
of PRADO-IC, a Nationwide Pragmatic
Transition Care Management Plan for
Hospitalized Patients With Heart Failure in
France

C cardiovascular death

Randomization group ~+ Standard of care == PRADO-IC

1 %

0.75

0.504

Survival probability

0.259

p=024

0.004

0 100 200 300
Time

D Death from any cause

Survival probability

1.004

0.751

0.50 1

0251

0.00 1

Randomization group ~+ Standard of care =+ PRADO-HIC

%-“——-

B

p=0.71

0 100 200 300
Time

J Am Heart Assoc. 2024:;13:e032931
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Impact of a remote monitoring program on all-cause

mortality of patients with Heart Failure (HF) :
National-scale real-world evidence over three years

from the TELESAT-HF study

Nicolas Girerd (Nancy), Vanessa Barbet (Bordeaux), Marie-France Seronde (besangon), Hélene Benchimol (Saintes), Annabelle

Jagu (Paris), Jean-Michel Tartiére (Toulon), Olivier Hanon (Paris), Frangois Picard (Bordeaux), Stéphane Lafitte (Bordeaux), Magali

Survival Probability (%)

Lemaitre (Bordeaux), Nicolas Pages (Bordeaux), Sophie Nisse-Durgeat (Bordeaux), Patrick Jourdain (Paris).

RMP group

W

0.8+

SoC group
0.6

36% lower risk of death with RMP
0.5- HR=0.64; 0.58-0.68; p<0.0001.
0.4+

| I 1 | I |

0 6 12 16 24 30
Time from index date (in months)

Primary outcome: All cause mortality

Heart é
miemsionns L Y0
Main analysis (unadjusted) =
Subgroup analysis (adjusted™)
Gender
Male ——
Female ——
In incident patients ——
In outpatients care patient | . I
In steady patients I . 1'
In unsteady patients | . ‘|
Favors RMP Favors SoC
I I I |
0.4 0.6 08 1.0 1.2
HR* and 95%Cl

90



Fibrillation atriale



2024 ESC Guidelines for the management

of atrial fibrillation developed in collaboration
with the European Association

for Cardio-Thoracic Surgery (EACTS)

Table 10 Updated definitions

plmnm'. Points

awarded”
C Chronic heart failure 1
H Hypertension 1

@ E S C European Heart Journal (2024) 00, 1-101

European Society htpefidoi org/10.1093/eurheartjehae76
of Cardiology

Recommendations Class® Level®

Oral anticoagulation is recommended in patients
with clinical AF at elevated thromboembaolic risk to
prevent ischaemic stroke and

thromboembalism. =%

HCH.AEDSE-‘;IA scoreof 2or mc:rEIis recommended

as an indicator of elevated thromboembaolic risk for

decisions on initiating oral anticoagulation.

A Age 75 years or above 2 A 275 ans I/

D Diabetes mellitus 1

5 Priar stroke, T1A, or arterial 2

thromboembaolism

W Wascular disease 1

mechanical heart valves or moderate-to-severe
mitral stenosis.

A Age 6574 years 1

Direct oral anticoagulants are recommended in
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Non-initiation of oral anticoagulants within 30 days after diagnosis among non-valvular atrial #JESEC

fibrillation patients is still high in France from 2016 to 2020 : SIFNOS study JESFC 2025
Incident nVAF population : N - 1’010’128 15-17 janvier 2025 - Palais des Congrés de Paris
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N = 83635 patients, AF and frailty (=5 Frailty Risk

Eﬁedwen ' - - - OT Anthoa LJ|E-1J[IOH Score) between January and December 31, 2016 from
Therapy injFrail Patients With Atrial Fibrillation the Korean National Health Insurance Service

database.

Moins d’événements sous anticoagulants (vs pas d’anticoagulant) chez les patients
fragiles
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Effectivenessand Safety of Anticoagulation
Therapy infFrail Patients With Atrial Fibrillation
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of Anticoagulants in Patients with Atrial Fibrillation
Risk of Falls: A Systematic Review and Multilevel

and Histors
Meta-Analysis
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Oral Anticoagulant Therapy and Risk DI Admission to Long-Term I
n patients With Atrial Fibrillation: A Nationwide Cohort Study

FinACAF cohort study in Finland from 2007 to 2018, 188 752 patients with AF

RR=0.79, 95% Cl 0.76-0.82
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Oral Anticoagulant Therapy and Risk DI Admission to Long-Term I
n patients With Atrial Fibrillation: A Nationwide Cohort Study

FinACAF cohort study in Finland from 2007 to 2018, 188 752 patients with AF

Incidence Rates of Admission to Long-Term Care According to the Initiation of Different Oral Anticoagulants

Treatment P-Years Events, n Incidence (per 1000 p-years) Adjusted IRR
(1000 years) [No DAC as Referem
All DOACs combined
No OAC 275 458 16.7 (15.2-18.3] [ Reference]
Warfarin 51.5 873 17.0(15.8-18.1] 0.74 (0.66-0.83
Any DOAC 395 368 9.3 (8.4-103) | -49 %

J Am Med Dir Assoc . 2023 Oct;24(10):1484-1489.



Quel est ce traitement ?

Age category
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Dog Iawnership and the risk of
cardiovascular disease and death -

a nationwide cohort study
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