réanimation 2023
A“- PARIS 14-16 JUIN Palais des Congres de Paris

Porte Maillot

Prise en charge du cérébrolésé

Quand peut débuter la prise en charge kinésithérapique ?

Adéla Foudhaili
Kinésithérapeute

Hopital Lariboisiere, Paris

AP-HP. Nord
Université
Paris Cité




réanimation 2023

PARIS 14-16 JUIN Palais des Congrées de Paris
Porte Maillot

Adéla FOUDHAILI, Paris

1 Je n'ai pas de lien d'intérét potentiel a déclarer



Les axes de prise en charge kinésithérapique
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La kinésithérapie motrice : quand peut-on débuter ?

Les contre-indications absolues

Quand peut débuter
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motrice ?

Mobilisation
au lit

Mobilisation
hors du lit

Hodgson et al., Critical Care, 2014
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Autres éléments a prendre en compte
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AVC ischémique :



La littérature :
] Alitement a plat strict versus 30°

7

* AVCischémiques et hémorragiques

ORIGINAL ARTICLE ] * 11093 patients randomisés

Cluster-Randomized, Crossover Trial * Aplatstrict OL\*‘ assis 30 degrés
of Head Positioning in Acute Stroke pendant les 1 24 heures

* Indépendance fonctionnelle a 3 mois :
pas de différence significative

e Evénements indésirables graves : pas
de différence significative

La position a plat strict durant les 24 premiéeres heures n’apporte pas de bénéfices.

Anderson et al., NEJM, 2017



La littérature : .
ilisati i : ‘rébrale -
Mobilisation passive au lit cercbrale

* HSA, TC, AVC

e Etude obs. avant/apreés, 84 patients

gy necccrcal Newroent Care (2013) 18:33-38
beerrd
IS RS DOI 1, 1K1 2028411 2-9790-5

ORIGINAL ARTICLE

* Mobilisation passive (= >J4)

Effect of Early Physiotherapy on Intracranial Pressure
and Cerebral Perfusion Pressure

| * Evolution PPC, PA rapportées ala PIC:
('brisllan R,ot-h“;,:‘luI::r;tm \lrl:;\ ;\:r-.:"l:alhuul = Jens Kleffmann - . , . . .
Molfsans Densberger - Andreas pas de différence significative

e Evénements indésirables : aucun

La mobilisation passive précoce (J4) n’est pas délétere.

Roth et al., Neurocrit Care, 2013



La littérature : .
ilisati i : srébrale -
Mobilisation active au lit cerebrale

e (HSA, AVC) + DVE
ORIGINAL WORK e Etude obs. avant/aprés, 27 patients
Physiological Responses to In-Bed Cycle e Cyclo-ergomeétre (précoce)

Ergometry Treatment in Intensive Care Unit
Patients with External Ventricular Drainage e Evolution PIC, PA, PPC : pas de

différence significative

e Evénements indésirables : aucun

Le cyclo-ergometre actif au lit n’est pas délétere.

Zink et al., Neurocrit Care, 2021



La littérature :
['\ Mobilisation active hors-du-lit

e AVCischémiques et hémorragiques

Outcome After Mobilization Within 24 Hours of ® Essai contrdlé randomisé, 56 patients
Acute Stroke L ]
A Randomized Controlled Trial e Mobilisation hors du lit < H24

Antje Sundscth, MD: Bente Thommessen, PhD: Ole Morten Ronning, PhD

e Tendance (NS) : augmentation
mortalité et dépendance

La mobilisation hors-du-lit trés précoce n’est pas recommandée.

Zink et al., Neurocrit Care, 2021



La littérature : A;(achefr{ent )
ispositifs

Mobilisation hors-du-lit avec DVE (dérivation, PIC)

il of Nevroscence Nurir ® Revue systématique intégrative
An Integrative Review: Early Mobilization of ° 12 etudes, 412 patients avec DVE
Patients With External Ventriculostomy Drains Algorithme de mobilisation

in the Neurological Intensive Care Unit

Megan T. Mover, fanice L. Minkle, James D. Mendez

1 délogement de DVE sur le total de
sessions de mobilisation

La mobilisation hors-du-lit protocolisée avec DVE est slre.




La littérature : Vasospasme *
Mobilisation du patient avec HSA cérébral =

e Algorithme progressif de mobilisation

Effect of early mobilization and rehabilitation on . _ . . . _
complications in aneurysmal subarachnoid hemorrhage (3 premiers jours : élévation téte du lit)

Tanja Karic, MD,'Z Cecilie Ree, MD, PhD,'* Tonje Haug Nordenmark, PhD,! Y i 1
Frank Becker, MD, PhD,** Wilhelm Sorteberg, MD, PhD,? and Angelika Sorteberg, MD, PhD?* M oins d € vasos pa sme Sym pto matl q ue

e Pas d’augmentation des événements
indésirables

CEREBROVASCULAR DyNAMICS

WiTH HEAD-OF-BED ELEVATION IN PATIENTS * Elévation téte du lit
WitH MiILD OR MODERATE VASOSPASM e Patient 1& \ déré
AFTER ANEURYSMAL SUBARACHNOID HEMORRHAGE atients avec vasospasme Ieger a modere

e Pas d’aggravation du vasospasme

e Pas de détérioration neurologique

La mobilisation précoce progressive des patients HSA ne semble pas délétere.
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L’expérience d’AVERT

THE LANCET

Efficacy and safety of very early mobilisation within 24 h of
stroke onset (AVERT): a randomised controlled trial

ECR multicentrique
2104 patients avec AVC
Mobilisation hors du lit tres précoce (<H24)

Probabilité d’indépendance fonctionnelle a 3 mois réduite

Langhorne et al., The Lancet, 2015



T ——
Prespecified dose-response analysis for A

Very Early Rehabilitation Trial (AVERT)

Durée
quotidienne

Délai
d’initiation

Fréquence
quotidienne

Mobilisation tres précoce

v

Pronostic fonctionnel a 3 mois

Langhorne et al., The Lancet, 2015
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T —
Prespecified dose-response analysis for A

Very Early Rehabilitation Trial (AVERT)

Durée Délai Fréquence
quotidienne | | d’initiation | | quotidienne

Mobilisation trés précoce

.

Pronostic fonctionnel a 3 mois

1 séance longue journaliéere : délétere pour le patient.

Langhorne et al., The Lancet, 2015
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Prespecified dose-response analysis for A

Very Early Rehabilitation Trial (AVERT)

Durée
quotidienne

Délai
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quotidienne
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A 4

Pronostic fonctionnel a 3 mois

Langhorne et al., The Lancet, 2015
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Prespecified dose-response analysis for A

Very Early Rehabilitation Trial (AVERT)

Durée
quotidienne

Délai
d’initiation

Fréquence
quotidienne
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.

Pronostic fonctionnel a 3 mois
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T —
Prespecified dose-response analysis for A

Very Early Rehabilitation Trial (AVERT)

Durée
quotidienne

Délai
d’initiation

Fréquence
quotidienne

Mobilisation tres précoce

.

Pronostic fonctionnel a 3 mois

Plusieurs séances courtes : bénéfiques pour le patient.

Langhorne et al., The Lancet, 2015



! neurocritical
Y e
Early Mobilization in the Neuro-ICU: How Far Can We Go?

Brian F. Olkowski' + Syed Omar Shah? -
ReviEW Early mobilization in neurocritical care patients

Monisha A. Kumar™"", Francisco G. Romero®, and Kiruba Dharaneoswaran®

o, Recent evidence on early mobilization in
critical-lll patients

Kristina Fuest and Stefan J. Schaller Review Art ide

Effectiveness, Safety, and Barriers to Early Mobilization in the

- lntensive Car c Ullit

Rehabilitating the neurological patient in the ICU: f'.f’:“s‘:,,i‘.,’:,'."‘.? uﬁ:rpanhic.v‘.:?mam Gatty ©, Stephen Rajan Samuel 0,
what is important? RS

Sabrina MHernandes™ ™, Katharme Kivelty" and Carol L. MHodgaoe™



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis Time to initiation Intensity Level of  Consideration  Solution

evidence*

Acute 24 h after symptom @ No benefit to increased 2 HOB elevation HeadPoST/CHORUS to determine
ischemic onset intensity during 24-48 h within outcomes of head of bed elevation
stroke after symptom onset 24 h of

symptom
onset
Maintain Close BP monitoring before, during and
arterial after mobilization. Consider
hypertension mobilization if patient stable and not
actively titrating parenteral
vasopressors or antihypertensives

Aneurysmal 24-48 h after After aneurysm treatment, 3 EVD Ensure EVD securely placed and ICP

Subarachneid aneurysm HOB elevation within levels consistently below 20 mmHg

hemorrhage treatment 24-48 h and mobilization Asymptomatic  If stable neurologic exam, should not

out of bed after 48 h vasospasm preclude mobilization
Single ICP ICP spike related to an acceptable reason
spike (i.e., during bowel movement, needle

insertion) should not preclude
mobilization

Olkowski, Neurocrit Care, 2017



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis ime to initiation tensity Level of  Consideration  Solution
evidence*®
Spontaneous § 24 h after stable ICHR Unknown 3 BP fluctuations  Ensure proper control of BP with oral or
Intracerebral volume continuous medications prior to
hemorrhage mobilization
Single ICP ICP spike related to an acceptable reason
spike (i.e., during bowel movement, needle
insertion, etc.) should not preclude
mobilization
Spinal cord 24 h after spine Unknown 5 Orthostatic Close BP monitoring before, during and
injury stabilization hypotension after mobilization. Consider
mobilization if patient stable and not
actively titrating vasopressors
Traumatic 24 hof Unknown 5 Single ICP ICP spike related to an acceptable reason
brain injury stable hemorrhage spike (i.e., during bowel movement, needle
volume insertion, etc.) should not preclude

mobilization

Olkowski, Neurocrit Care, 2017
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Aneurysmal 24-48 h after After aneurysm treatment, 3 EVD Ensure EVD securely placed and ICP

Subarachnoid aneurysm HOB elevation within levels consistently below 20 mmHg

hemorrhage treatment 24-48 h and mobilization Asymptomatic  If stable neurologic exam, should not
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Single ICP ICP spike related to an acceptable reason
spike (i.e., during bowel movement, needle

insertion) should not preclude
mobilization

Olkowski, Neurocrit Care, 2017



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis Time to initiation Intensity Level of  Consideration  Solution
evidence*®
Spontaneous 24 h after stable ICH  Unknown 3 BP fluctuations  Ensure proper control of BP with oral or
Intracerebral volume continuous medications prior to
hemorrhage mobilization
Single ICP ICP spike related to an acceptable reason
spike (i.e., during bowel movement, needle
insertion, etc.) should not preclude
mobilization
Spinal cord 24 h after spine Unknown 5 Orthostatic Close BP monitoring before, during and
injury stabilization hypotension after mobilization. Consider
mobilization if patient stable and not
actively titrating vasopressors
Traumatic 24 hof Unknown 5 Single ICP ICP spike related to an acceptable reason
brain injury stable hemorrhag spike (i.e., during bowel movement, needle
volume insertion, etc.) should not preclude
mobilization

Olkowski, Neurocrit Care, 2017



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis Time to initiation Intensity Level of Qg Consideration  Solution

evidence*

Acute 24 h after symptom  No benefit to increased 2 HOB elevation HeadPoST/CHORUS to determine
ischemic onset intensity during 24-48 h within outcomes of head of bed elevation
stroke after symptom onset 24 h of

symptom
onset
Maintain Close BP monitoring before, during and
arterial after mobilization. Consider
hypertension mobilization if patient stable and not
actively titrating parenteral
vasopressors or antihypertensives

Aneurysmal 24-48 h after After aneurysm treatment, 3 EVD Ensure EVD securely placed and ICP

Subarachnoid aneurysm HOB elevation within levels consistently below 20 mmHg

hemorrhage treatment 24-48 h and mobilization Asymptomatic  If stable neurologic exam, should not

out of bed after 48 h

vasospasm
Single ICP
spike

preclude mobilization

ICP spike related to an acceptable reason
(i.e., during bowel movement, needle
insertion) should not preclude
mobilization

Olkowski, Neurocrit Care, 2017



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis Time to initiation Intensity Level of B Consideration  Solution
evidence*®

Spontaneous 24 h after stable ICH  Unknown 3 BP fluctuations  Ensure proper control of BP with oral or
Intracerebral volume continuous medications prior to
hemorrhage mobilization
Single ICP ICP spike related to an acceptable reason
spike (i.e., during bowel movement, needle
insertion, etc.) should not preclude
mobilization
Spinal cord 24 h after spine Unknown 5 Orthostatic Close BP monitoring before, during and
injury stabilization hypotension after mobilization. Consider
mobilization if patient stable and not
actively titrating vasopressors
Traumatic 24 hof Unknown 5 Single ICP ICP spike related to an acceptable reason
brain injury stable hemorrhage spike (i.e., during bowel movement, needle

volume insertion, etc.) should not preclude
mobilization

Olkowski, Neurocrit Care, 2017



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis

Time to initiation

Intensity

Level of
evidence*

Acute
ischemic
stroke

Aneurysmal
Subarachnoid
hemorrhage

24 h after symptom
onset

24-48 h after
aneurysm
treatment

No benefit to increased
intensity during 24-48 h
after symptom onset

After aneurysm treatment,
HOB elevation within
24-48 h and mobilization
out of bed after 48 h

2

Level 2

Level 3

Olkowski, Neurocrit Care, 2017



Table 2 Recommendations and considerations for early mobilization in the NICU

Diagnosis Time to initiation Intensity Level of  BConsideration  Solution
evidence*®

Spontaneous 24 h after stable ICH  Unknown

Intracerebral volume
hemorrhage Level 1
Level 2
Spinal cord 24 h after spine Unknown Level 3
injury stabilization
Level 4
Traumatic 24 hof Unknown
N Sable
rain injury stable hemorrhage Level 5
volume

Olkowski, Neurocrit Care, 2017



La kinésithérapie motrice

Quand peut débuter
la kinésithérapie Attendre 24h

[, motrice ? >

34 b, Y

Progessivité Avec quels
Protocoliser moyens ?

A quelle
fréquence ?

I

A quelle
intensité ?

Plusieurs séances
courtes chaque
jour ?

4
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