Technigues de mobillisation
du patient en US|

« Il ne suffit pas de sortir vivant le patient de réanimation »

S. Jaber

Cheryl Hickman - Frédéric Duprez
Kinésithérapeutes

Service des soins intensifs - UCL Saint Luc - Epicura Hornu




Qu'est ce que la mobilisation précoce aux S| ?

» “the term Early Mobilisation remains undefined and

Include a range of heterogeneous interventions that

have been used alone or in combination”
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Carol L Hodgson. Clinical review: Early patient mobilization in the ICU. Crit Care. 2013; 17(1): 207.




Patients a risques ?

» Clinically important muscle weakness has been reported in 25-65%

of subjects mechanically ventilated for at least 5 days, resulting in

longer duration of mechanical ventilation

de Jonghe B, Bastuji-Garin S, Sharshar T, Outin H, Brochard L. Does ICU-acquired paresis lengthen weaning
fromm mechanical ventilation. Intensive Care Med 2004;30(6):1117-1121




Quels sont les muscles atteints ?

“The weakness of [imb muscles limits significantly activities and
assistance for basic activities such as sit to stand or sitting and standing is

oftentimes required”.

m. de la locomotion

Jan Mehrholz.The General Weakness Syndrome Therapy .BMJ Open 2014;4

Quadriceps, fessiers, friceps S.

Quadriceps

- Extenseur
de la téte
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du pied
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Quels sont les types de fibres
musculaires atteintes ?

Physical inactivity and muscle weakness in the critically ill

Melissa A. Chambers, PhD; Jennifer S. Moylan, PhD; Michael B. Reid, PhD
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. Atrophie de 1-3 % par jour d’immobilisation compleéte
-Atrophie sélective des fibres de type 2 > type | selon certaines études

Chambers MA. Physical inactivity and muscle weakness in the critically ill. Crit Care Med. 2009 Oct;37




Elémen’rs permettant diagnostic PNM ?

Biopsie musculaire
Examen clinique

Fatigue et faiblesse musculaires

(Nbre de jours de ventilation mécanique)
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Quand commencer la mobilisation ?

Studies have demonstrated that the rate of muscle synthesis declines
quickly (ie, within 6 h) after the onset of muscle inactivity, and reaches @
new “lower” steady state of muscle protein synthesis within 18-48 hours

Studies have shown that skeletal muscle fiber area decreases by 2-4%
per day in the ICU, with atrophy occurring within days of onset of critical
iliness.

There is growing evidence that physical rehabilitation in the ICU, when
started as early as 1 or 2 days after initiating MV, is feasible, safe, and
beneficial

Powers SK, Smuder AJ, Criswell DS. Mechanistic links between oxidative stress and disuse muscle atrophy. Anfioxid Redox Signal.
2011;15(9):2519-2528.

Griffiths RD. Muscle mass, survival, and the elderly ICU patient. Nutrition 1996;12(6):456-458.



En pratique: les bilans

(idéalement en I'absence de sédation)

- Au lit

- Avu fauteuil

- Globdl




Bilans au it ?

= Membres supérieurs (av.bras+ main):

- Aftraper la poignée de la potence et
évaluer le temps de maintfien (g, dr)

Ou de I'épaule...




Bilans au it ?

» Membres inférieurs

- Décoller talon du lit (genou en extension)




Bilans au it ?

Stimulation cutanée-plantaire pour évaluer I'importance
de la friple flexion du memiore inférieur




Bilans au it ?

» Membres inférieurs

Leg press avec mesure

de la poussée a l'aide

d’'une balance




Bilans au lit 2 ﬁﬁ:

» Globdal

- Relever tronc (Mains accrochant la poignée de la potence)
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Ou genoux fléchis décoller le Pelvis du plan du lit
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Bilans au fauteull ?

®» Flexion extension du genou
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Bilans au fauteull ?

» Test du lever de chaise autonome




Signes clinigues ?




Les plus fréquents

Signes cliniques

» Afrophie du Vaste interne




Les plus fréquents

Signes cliniques

» Crete tibiale




Les plus fréquents

Signes cliniques

®»FMminence Thénar
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Pour mobiliser les patients critiques

Organisation
du service

Facteurs liés
aux patients

riorités des soins et « Trop malade »  Instabilité:

criteres de prescription PR Hémodynamique
Respiratoire

Procédures des soins Neurologique
« Equipe » de mobilisation Ventilation mécanique
Quantité du personnel  « Trop sédaté » invasive Dispositifs Invasifs
Formation du staff Niveau de Sédation
Matériel > Delirium
Protocole de mobilisation Faiblesse

Refus du patient




Barrieres

Par discipline

Themes related to barriers to mobilisation identified by each focus group.

Major themes Medical Physiotherapy Nursing
Culture
Endotracheal tube Yes Yes Yes
Sedation No Yes Yes
Lines No Yes Yes
Low priority No Yes Yes
Communication
Identifying and contacting the No Yes Yes
appropriate people
Lack of accountability Yes No No
Not enough resources
Staffing Yes Yes Yes
Equipment No Yes Yes
Training No Yes Yes
Increased effort and burden Yes Yes Yes

E.A. Barber et al. / Australian Critical Care 2014

Themes related to facilitators to mobilisation identified by each focus group.

Major themes Medical Physiotherapy Nursing
Organisational change
Standard care Yes No Yes
Mobility team Yes Yes Yes
Liaising with medical teams No Yes No
Multi-disciplinary team planning Yes Yes Yes
Follow-up failures Yes No No
Involving patient family No Yes No
Leadership
Mobility champion Yes No No
Senior level support Yes Yes Yes
Adequate resources
Higher staffing levels Yes Yes Yes
More equipment No Yes Yes
More training Yes Yes Yes



par pays
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Explicit Daily Goals
for Each Patient Across Disciplines
(Nursing, Respiratory, Therapy, Pharmacy,
Physicians)

Team Approach:
Multidisciplinary Rounds to Enhance Communication

Team GpprOGCh and Coordination of Care

Bakhru RN, et al. Crit car med 2015
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Teamwork enables high level of early
mobilization in critically ill patients

Cheryl Elizabeth Hickmann, Diego Castanares-Zapatero, Emilie Bialais, Jonathan Dugernier, Antoine Tordeur,
Lise Colmant, Xavier Wittebole, Giuseppe Tirone, Jean Roeseler and Pierre-Frangois Laterre’
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Table 2 Characteristics of mobilized and non-mobilized patients
ICU patient-days  EM performed No EM performed

Sitting in chair In bed PTS+

All sitting in chair  PTS+ PTS-
Total 709 527 337 190 a3 99
Invasive mechanical ventilation (MV) 327 223 (68 %) 142 (43%) 81 (25 %) 40 {12 %) 64 (20 9%6)
Severe sepsis/sepsis shock 241 166 (69 %) 102 (42%) 64(27 %) 28 (12%) 47 (20 %)
Vasoactive drugs (VAD) 211 149 (71 %) 99 (47 %) 50 (24 %) 25 (129%) 37 (18 %)
Renal replacement therapy (RRT) 115 76 (66 %) 59 (51 9%) 17 (15 96) 11 (10%0) 28 (24 %)
Sedatives (SD) 260 193 (74 %) 122 (47 %) 71 (27 %) 22 (8 %) 45 (17 %)
MV +VAD 15 104 (66 %) 72 (46 %) 32 (20 %) 21 (13%0) 33 (21 %)
MV + VAD + RRT 77 46 (60 %) 38 (49 %) 8 (10 %) 8 (10 %) 23 (30 %)
MV 4+ without SD 122 77 (63 %) 49 (40 %) 28 (23 %) 22 (189%) 23 (199%)
RASS —1 10 +1 576 454 (79 %) 284 (49 %) 170(30%) 58 (i0%) 64 (11 %)
RASS >+1 25 21 (84 %) 18 (72 %) 3(12%) 1 (0.4 %) 3(12%)
RASS <—1 108 50 (46 %6) 33{31%) 17 (16 %) 22 (20%6) 36 (33 %)

Values expressed as number (percentage)

MV mechanical ventilation, VAD vasoactive drugs, RRT renal replacement therapy, SD sedatives drug, RASS Richmond agitation-sedation scale, PT5+ physical therap¥ ]
session carried out, PTS— no physical therapy session carried out, EM early mobilization Hickmann CE, Ann. Infensive Care, 2016
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Supplemental Digital Content3: Multivariate analyses for risk factors associated with mortality.

ICU mortality
AOR (95%CI) AOR (95%CI)
Adjustedon 15 p-value Adjustedon 4 p-value
covariables covariables
Early Mobilization 0.06 (0.01-0.42) 0.004* 0.06 (0.01-0.29) 0.001*
ICU length of stay 1.10(1.04-1.17) 0.001* 1.08(1.03-1.12) 0.001*
Male 1.78(0.27-11.63) 0.55
Age (years) 1.09(1.01-1.17) 0.04%* 1.07(1.02-1.13) 0.01%
Tracheotomy 0.67(0.05-8.47) 0.76
Berlin classification 1.95(0.78-4.90) 0.15 2.26(1.01-5.03) 0.04*
Surgery® 1.54(0.50-4.69) 0.45
Cirrhosis 2.81(0.35-22.77) 0.33
BPCO 0.24(0.01-5.07) 0.36
Cancer 1.32(0.21-8.18) 0.77
Neurologic 1.24(0.06-26.49) 0.89
APACHEII score 1.06(0.91-1.23) 0.49
SOFA score 1.24(0.92-1.69) 0.16 1.38(1.14-1.67) 0.001%*
Sedatives drug use 1.04(0.07-15.33) 0.98
Vasoactive drug use 1.99(0.15-26.70) 0.60
Renal replacement therapy 0.24(0.04-1.40) 0.11

AOR: Adjusted Odd-Ratio; "surgery: elective or urgent surgery; *denotes p-value<0.05

Hickmann CE, Ann. Intensive Care, 2016




Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —»  Adjust sedation

-----------q

Level0 | Level1! Level2  Level3  Level4

Unconscious ‘Awake
RASS -5/-2 RASS -1/+1
Glasgow < 8 ' Glasgow >8

I Muscular <M2

strength (MRC):

Passive / active-assisted / active / active-resisted manual mobilization

Passive ﬁ Active

Passive tr'nsfer in chair Active transfer in chair

' Cycle-ergometer in bed / chair (legs / arms)

¢ se d a II_in on * Verticalization Standing Lewm |

L - (] - [ ] [ ] (] [ ] [ ] - (] (]
Contraindications of early mobilization (level 1 to 4)

Acute myocardial infarction (confirmed by ECG)
Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal







Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —»  Adjust sedation

Level 0 Level1 Level2  Level3 Level 4

Unconscious Awake ‘
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8
Muscular
I strength (MRC): i

Passive / active-assisted / active / active-resisted manual mobilization

— Active

Passive

1 x day - ICU team

Cycle-ergometer in bed / chair (legs / arms)

Verticalization Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal
















Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —» Adjust sedation

Level 0 Level 1 evel 2 Level 3 Level 4
Unconscious Awake .V 7’
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8

Muscular <
I strength (MRC):  ~ L

Passive / active-assisted / active / active-resisted manual mobilization

— Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Passive

1 x day - ICU team

Verticalization Standing Leg press _ 2X day - PT team

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal




Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —» Adjust sedation

Level 0 Level 1 evel 2 Level 3 Level 4
Unconscious Awake .V 7’
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8

Muscular
strength (MRC):

Passive / active-assisted / active / active-resisted manual mobilization

Passive — Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Verticalization Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal
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Passive / active-assisted / active / active-resisted manual mobilization

Passive Active




Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —» Adjust sedation

Level 0 Level 1 evel 2 Level 3 Level 4
Unconscious Awake .V 7’
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8

Muscular <
I strength (MRC):  ~ L

Passive

Passive / active-assisted / active / active-resisted manual mobilization

— Active

Active transfer in chair

Passive transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Verticalization Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture
Therapy withdrawal



Cycle-ergometer in bed / chair (legs / arms)







Cycle-ergometer in bed / chair (legs / arms)
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Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —»  Adjust sedation

Level 0 Level1 Level2  Level3 Level 4

Unconscious Awake ‘
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8
Muscular
I strength (MRC): i

Passive / active-assisted / active / active-resisted manual mobilization

Passive — Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

j Verticalization F Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal




Verticalization




Verticalization




Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —»  Adjust sedation

Level 0 Level1 Level2  Level3 Level 4

Unconscious Awake ‘
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8
Muscular
I strength (MRC): i

Passive / active-assisted / active / active-resisted manual mobilization

Passive — Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Verticalization 1 Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal




Stand




Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —»  Adjust sedation

Level 0 Level1 Level2  Level3 Level 4

Unconscious Awake ‘
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8
Muscular
I strength (MRC): i

Passive / active-assisted / active / active-resisted manual mobilization

Passive — Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Verticalization Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal







Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —»  Adjust sedation

Level 0 Level1 Level2  Level3 Level 4

Unconscious Awake

RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8

I Muscular <M2

strength (MRC):

Passive / active-assisted / active / active-resisted manual mobilization

Passive — Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Verticalization Standing

Contraindications of early mobilization (level 1 to 4)
Acute myocardial infarction (confirmed by ECG)

Active bleeding

Increased intracranial pressure with major instability
Spine or pelvis instable fracture

Therapy withdrawal




Assisted walk







Assisted walk







Early mobilization protocol

M. Patri, CE. Hickmann, E. Bialais, J. Dugernier, P-F Laterre , J. Roeseler
Intensive care unit, Saint Luc university hospital, Brussels.

RASS >+1 —» Adjust sedation

Level 0 Level 1 evel 2 Level 3 Level 4
Unconscious Awake .V 7’
RASS -5/-2 RASS -1/+1
Glasgow < 8 Glasgow >8

Muscular <
I strength (MRC):  ~ L

Passive / active-assisted / active / active-resisted manual mobilization

Passive — Active

Passive transfer in chair Active transfer in chair

Cycle-ergometer in bed / chair (legs / arms)

Verticalization Standing

Contraindications of early mobilization (level 1 to 4) '

Acute myocardial infarction (confirmed by ECG)

Active bleeding '

Increased intracranial pressure with major instability '
J

Spine or pelvis instable fracture
Therapy withdrawal




Hodgson et al. Critical Care (2014) 18:658
DOI 10.1186/s13054-014-0658-y

C, criTicAL cARE

RESEARCH Open Access

Expert consensus and recommendations on
safety criteria for active mobilization of
mechanically ventilated critically ill adults

Carol L Hodgson"?, Kathy Stiller’, Dale M Needham?®, Claire J Tipping®, Megan Harrold®, Claire E Baldwin®’,
Scott Bradley”, Sue Berney®, Lawrence R Caruana®, Doug Elliott'®, Margot Green'', Kimberley Haines®'?,
Alisa M Higgins', Kirsi-Maija Kaukonen™'®, lsabel Anne Leditschke'*'®, Marc R Nickels'®, Jennifer Paratz'""'®,
Shane Patman'®, Elizabeth H Skinner’®?', Paul J Young®?, Jennifer M Zanni**, Linda Denehy”® and

Steven A Webb'*®

Low risk of an adverse event.
Proceed as usual according to each ICU’s protocols and procedures.

Potential risk and consequences of an adverse event are higher than green, but may
be outweighed by the potential benefits of mobilization.
A The precautions or contraindications should be clanfied priorto any mobilization
episode. If mobilized, consideration should be given to doing so gradually and
cautiously.
Signmificant potential risk or consequences of an adverse event.
. Active mobilization should not occur unless specifically authorized by the treating
intensive care specialistin consultation with the senior physical therapist and senior
nursing staft.




RESPIRATORY IN-BED OUT-OF-BED
CONSIDERATIONS EXERCISES EXERCISES

Intubation
Endotrachealtube *

Tracheostomy tube ‘ ‘

Respiratory parameters
Fraction of mspired oxygen
<06

>06

Percutaneous oxygen satwation
290%

< 90%®

Respiratory rate
<30bpm

>30bpm

Ventilation
Mode HFOV

PEEP
<10emH:0

> 10ecmH20
Ventilator dysynchrony ¢

Rescue therapies
Nitric oxide

Prostacychn

Prone positioning ¢
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CARDIOVASCULAR CONSIDERATIONS

IN-BED

OUT-OF-BED
EXERCISES

b

Any stable tachyarrhythmia

Blood pressure

Intravenous antihypertensive therapy for hypertensive

°

Below target range and causing symptoms

Below target range despite support (vasoactive
and ormecharnical)

Greaterthanlower limit of target range while
receiving no support orlow level suppont
Greaterthan lower mit of target range while
receiving moderate level suppon

Greaterthan lower mit oftarget range onhigh

Known or suspected severe pulmonary hypertension

>

Cardiac arrhythmias

Bradycardia:

Requinng phammacological treatment (e.g.,
isoprenaline) or awaiting emergency pacemaker
msertion

Not requiring pharmacological treatment and not
awaiting emergency pacamaka msertion

Transvenous or epicardial pacemaker:
' Dependent thythm

Stable underlyingrhythm

o> D @

Ventricular rate >150 bpm

Ventricular rate 120 to 150 bpm

Any tachyarrhythmia with ventricular rate < 120 bpm

o>
o e

Devices

Femoral IABP ¢©

ECMO:
Femoral © or subclavian (not single bicaval dual
lumen cannulas)

Single bicaval dual lumen cannulae inserted intoa
central vem

Ventricular assist device

Pulmonary artery catheter or other continuous cardiac
output monitoring device

Other cardiovascular considerations

Shock of any cause with lactate >4mmolL

Known or suspected acute DVT'PE

Known or suspacted severe sortic stenosis

Cardiac tschemia (defined as ongoing chest pain and'or
dynamic EKG changes)

D‘DD 00 00 O
.DDD o> e @

m-mmbﬂmﬂ , ECMO = membrans oxy beats par mumute,
MAP = mean arterial pressuse 'T deep vemn thrombosis; PE = MM"F‘
'Mn:ybtaydaw(panﬂfwn-bdmmdhwmnmmmgeadomh
the medical team.
» ICU practitioners were considered to have good judgment about the mapact of cardiovascular
v and low, medium or bigh levels of bemodyuamic support, on the abily to exercise. However, m the
mdmwudm 1t 15 recommendad that the decision 10 mobilize 3 pabent 15 discussed
MWWXCUMMW“MpmuWM‘MmlCC

'C)dngndhq)ﬁauonlm be contramdscated tn the leg where the JABP/ECMO is msened If so, in-bed
exercises may nead 10 be modifiad w lumit hip flexion.
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Entrée du personnel
des Cliniques




Traitement kiné







Mise au fauteuil précoce

(Peu d’effet sur VO, ). Impact S/ moral du Patient, Famille, Personnel soignant




Table de verticalisation

Peu « d'effet musculaire » (VO,)

Intérét pour « resociabilisation »

Stimulant +++ systeme digestif

Lutte contre équinisme +++ (N heures)




Exercices Membres supérieurs




Exercices Membres supérieurs




Exercices Membres supérieurs




Exercices Membres inféerieurs




Exercices Membres inféerieurs

Perfusions




Exercices Membres inféerieurs

-  Exercice de poussée des M.l. a I'aide d'un Ballon + tensiomeftre




Exercices originaux (Ballon de baudruche)













Exercice d'adresse




Mobillisation MS
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Exercices originaux (Tensiometre mécanique)




Exercices originaux
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Exercices originaux (

plan incliné + ballon)










Exercices originaux (Elastoband)
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Exercices avec ballon anti éclatement

Mur de la chambre




Mur de la chambre




Rééducation a la marche







Rééducation a la marche




Marche

Porte perfusions

Oxygéne

Poignée + porte redons

Roulette anti-
basculement




Rééducation a la marche
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Rééducation a la marche







Feed back des mouvements realises/24 heures

+/-20 €

+/- 100 €

+/- 2500 €




Nécessite d’exercices:
- LUDIQUES

- Diversifies

Réanimation (2009) 18, 477-485

Dépense énergétique en réanimation

Energy expenditure in intensive care

C. Faisy**, S.J. Taylor®

Kinésitherapie

Radio au Mt

Change

Tollette

Visiteurs

Examen chnique

Mouvements

ECG

Repos

o & 10 15 20 25 30 3 40
% de variation de VO; par rapport a la VO, la plus basse mesurée

- Répétés (réle de I'équipe infirmiéres ?)

- Nécessité ambiance dynamique (musique ?)




Avenir ?:

Changer le métier de masseur-KINESITHERAPEUTE

en meétier de Ré—Animaieur

a ["USl




Merci pour votre aftention




