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FONCTIONNEL?
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COMMENT FAIRE LE BILAN
FONCTIONNEL?



COMMENT FAIRE LE BILAN FONCTIONNEL?

Approche pragmatique Approche scientifique
* Personnalisation/adaptation * Reproductibilité
 Faisabilité * Sensibilite
* Faisabilité

* Quels éléments sont * Objectif?

susceptibles

d’améliorer/faciliter/orienter

la suite de la prise en charge?




EQUILIBRES

 Tonus du tronc
e Déstabilisations

* Equilibre assis (bord du lit,
matelas a air?)

* Bipodal, unipodal etc...




TRANSFERTS

* Tolérance
* Respiratoire
* Cardiaque
* Hémodynamique
 Fatigabilité
e Qualitatif (aides, autonomie)

* Précautions nécessaires (FiO2)




INSTALLATION AU FAUTEUIL

e Qutils nécessaires (cf transferts)

* Type de fauteuil (obeses, confort,
escarres)

* Durée/tolérance




DEAMBULATION

* Tolérance
* Respiratoire
e Cardiaque
* Hémodynamique
 Fatigabilité

* Précautions nécessaires (FiO2)
e Aides nécessaires (technique/ humaine)
 Distance/pauses
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AVQ/préhensions

Alimentation

Toilette



APPROCHE PRAGMATIQUE

Contenu

Timing

* Transferts (DL, BDL, Fauteuil)
e Equilibres (assis, debout)

* Installation au fauteuil
 Déambulation

* Préhensions

* AVQ (toilette, repas)

* Tous les 2-3j (?)

A lasortie +++

— QOrientation

. Collegues




APPROCHE SCIENTIFIQUE

~

N

ETUDE COMPARATIVE

[ Sensibilité (changements minimes)
1 Reproductibilité

[ Faisabilité (+/-)

Q1 Floor/ceiling effect

ROUTINE CLINIQUE

O Faisabilité +++
O Valeur prédictive (orientation)




Core Outcome Set (COS) and Core Outcome Measurement Set (COMS)
for Clinical Research in Acute Respiratory Failure Survivors

No Instrument
Recommend collectmg

date and Iocatlon of
death

Question

Core Outcome
Survey/Test if No
consensus )

| None \one None
(MoCA BLIND) (6MWT) (Manual Muscle Test
~ And Handgrip)

*Crit Care Med. 2017; 45:1001-1010  * Am J Resp Crit Care Med. 2017;196:1122-1130.
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About Core Outcome Set (COS) Instruments Cohort Retention Statistical Tools COS Resources Publications Media Account Info

About Us

Dale Needham, FCPA, MD, PhD, Director of the Outcomes After Critical lliness and Surgery (OACIS) Group at Johns Hopkins
University School of Medicine, received an R24 grant from the National Heart, Lung and Blood Institute (NHLBI). This R24 project,
entitled “Improving Long-Term Outcomes Research for Acute Respiratory Failure” is aimed at creating resources for researchers
conducting long-term follow-up of patients surviving acute respiratory failure and acute respiratory distress syndrome
(ARF/ARDS).

Improving Long-Term
Outcomes Research for
Acute Respiratory Failure

This R24 project has three Aims in advancing long-term outcomes research for ARF/ARDS:

1) to recommend long-term outcome measures and associated measurement instruments for research in this patient Login
population. (Click here for: Methodology Summary, Protocol for Modified Delphi Consensus)

2) to create and disseminate practical tools for maximizing patient cohort retention for longitudinal long-term outcomes You are currently logged in as



ICU Mobility scale (IMS)

Manchester Mobility Score

| Classification Definition ! M MS !
|0 Nothing (Iying in bed) Passively rolled o passively exercised by staff, but not actively moving
1  Sitting in bed, exercises in bed Any ?chww In bed, Including rolling, b‘ndgmg. active exercises, cycle ergometry and active assisted MObl“tV iS aSSESSEd ona 7-p0i nt Ordinal Scale describing the ma)(imum aCtiVitv Completed
exercises; not moving out of bed or over the edge of the bed
2 Passively moved to chair {no Hoist, passive lift or slide transfer to the chalr, with ne standing or sitting on the edge of the bed by a patient on each day of their ICU stay:
3 Sitting over edge of bed May be assested by staff, but involves actively sitting over the side of the bed with some trunk control 1. In bed interventions - passive movements, active exercises, chair position in bed
4 Standing Weight bearing through the feet in the standing position, with or without assistance. This may include 2. S d fbed
: use of 2 standing lifter device or tilt table. . St on edge of be
S Transferring bed to chair Able to step or shuffie through standing to the chair. This involves actively transferring weight from one H e H H H
leg to another to move to the chair, If the patient has been stood with the assistance of a medical 3 HOIStEd tO Chalr (I nCI Udlng Standl ng hOISt)
device, they must step to the chair (not included If the patient is wheeled in a standing lifter device.) 4. Sta nding pra ctice
6 Marching on spat (ot bedside) Able to walk on the spot by lifting alternate feet (must be able to step at least £ times, twice on each . .
foot), with or without assistance 5. Step transfers with assistance
7 :':Ir:n;i:::: assistance of 2 or Walking away from the bed/chair by at least 5 metres (5 yards) assisted by 2 or more people 6. MObIl i7i hg Wlth or w|thout assistance
|8 Walking with assistance of 1 person  Walking away from the bed/chair by at least 5 metres (3 yards) assisted by 1 person : :
9  Walking independently with a gait Walking away from the bed/chair by at least 5 metres (5 yards) with a gait aid, but no assistance from 7 MOVIng‘lwalklng for at leaSt 30 mEters
aid another person. Ina wheelchair bound person, this activity level includes wheeling the chair
independently 5 metres (5 years) away from the bed/chair
| 10 Walking independently withouta  Walking away fram the bed/chair by at least 5 metres (5 yards) without 3 gait aid or assistance from .
gaitaid _ snctherperson. www.improvelto.com

Tipping ATS 2016
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 Rapide +++ (1min)
1 Possible rétrospectif




Table 1 Summary of measurement properties of physical functioning instruments for the ICU

Instrument name Evidence of Evidence of validity? Evidence of predictive Evidence of Evidence for MID? Evaluation of floor and ceiling effects?”

(range for scare) reliability? validity? respansiveness?

ACIF (0-1) Yes Construct validity: Yes Yes: for discharge to home No No Low floor and ceiling in ICU

CPAXx (0-50) Yes Content validity: Yes Yes: for discharge to home Yes® Yes® High floor at ICU admission; Low floor and
Construct validity: Yes ceiling at ICU and hospital discharge®

CcFROM (0-63) Yes Face/content validity: Yes No No No Low floor and ceiling in ICU

DEMMI (0-100) Yes Convergent validity: Yes No No No Low floor and ceiling in ICU
Divergent validity: Yes

FSS-ICU (0-35) Yes Construct validity: Yes Yes: for discharge to home Yes Yes Low floor and ceiling at awakening and ICU
Discriminant validity: Yes and post-ICU hospital LOS® discharge, high ceiling at hospital discharge
Known groups validity: Yes

IMS (0-10) Yes Construct validity: Yes Yes: for discharge to home Yes No High floor at ICU admission; Low floor and
Divergent validity: Yes and 90-day survival” ceiling at ICU awakening and ICU discharge

MMS (0-7) Yes Construct validity: Yes Yes: for post-ICU hospital LOS No No High floor during ICU stay

Perme (0-32) Yes Construct validity: Yes No No No High floor during ICU stay

PFIT-s (0-10) Yes Construct validity: Yes Yes: for discharge to home, Yes Yes High floor at ICU admission; Low floor and
Divergent validity: Yes post-ICU hospital LOS; Not ceiling at awakening and ICU discharge

predictive of 28-day and 12-
month mortality”

SOMS (0-4) Yes Construct validity: Yes Yes: for ICU and hospital LOS, No No Low floor and ceiling at ICU admission
Divergent validity: Yes and in-hospital mortality”

SPPB (0-12) No Construct validity: Yes Not predictive of discharge Yes Yes High floor at awakening and ICU discharge
Divergent validity: Yes to home"”

Parry, Crit Care 2017




Table 3.

PFIT-s

Classification of Component Scores Used in the Physical Function ICU Test (Scored) (PFIT-s) Ordinal Score

PFIT-s Components

Assistance

Cadence
(steps/min)

Shoulder Strength”

Knee Strength®

O=unable O=unable O=grade 0, 1, or 2 O=grade 0, 1, or 2
1 =assist = 2 1==0-49 1=grade 3 1 =grade 3
2—=assist = 1 2=50-<80 2=grade 4 Z2=grade 4
3=no assistance 3=80+ 3=grade 5 3=grade 5

Denehy Phys Ther 2013
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Table 1 Summary of measurement properties of physical functioning instruments for the ICU

Instrument name Evidence of Evidence of validity? Evidence of predictive Evidence of Evidence for MID? Evaluation of floor and ceiling effects?”

(range for score) reliability? validity? respansiveness?

ACIF (0-1) Yes Construct validity: Yes Yes: for discharge to home No No Low floor and ceiling in ICU

CPAXx (0-50) Yes Content validity: Yes Yes: for discharge to home Yes® Yes® High floor at ICU admission; Low floor and
Construct validity: Yes ceiling at ICU and hospital discharge®

CcFROM (0-63) Yes Face/content validity: Yes No No No Low floor and ceiling in ICU

DEMMI (0-100) Yes Convergent validity: Yes No No No Low floor and ceiling in ICU
Divergent validity: Yes

FSS-ICU (0-35) Yes Construct validity: Yes Yes: for discharge to home Yes Yes Low floor and ceiling at awakening and ICU
Discriminant validity: Yes and post-ICU hospital LOS® discharge, high ceiling at hospital discharge
Known groups validity: Yes

IMS (0-10) Yes Construct validity: Yes Yes: for discharge to home Yes No High floor at ICU admission; Low floor and
Divergent validity: Yes and 90-day survival” celling at ICU awakening and ICU discharge

MMS (0-7) Yes Construct validity: Yes Yes: for post-ICU hospital LOS No No High floor during ICU stay

Perme (0-32) Yes Construct validity: Yes No No No High floor during ICU stay

PFIT-s (0-10) Yes Construct validity: Yes Yes: for discharge to home, Yes Yes High floor at ICU admission; Low floor and
Divergent validity: Yes post-ICU hospital LOS; Not ceiling at awakening and ICU discharge

predictive of 28-day and 12-
month mortality”

SOMS (0-4) Yes Construct validity: Yes Yes: for ICU and hospital LOS, No No Low floor and ceiling at ICU admission
Divergent validity: Yes and in-hospital mortality”

SPPB (0-12) No Construct validity: Yes Not predictive of discharge Yes Yes High floor at awakening and ICU discharge
Divergent validity: Yes to home"”




FSS-ICU

Task

Score

1. Rolling

2. Supine to Sit Transfer

3. Sit to Stand Transfer

4. Sitting Edge of Bed

5. Walking

TOTAL SCORE (sum of scores)

Improvelto.com

 Pas Possible rétrospectif
O Long (+/-30min)
O Apprentissage

1 Sensible +++

d Adapté a tous patients EN REANIMATION

4. Sitting Edge of Bed:

Does the patient require assistance in order to sit up at the side of the bed?
[Testing Mote: There is no time requirement for this task]

No:

Yes:

- Does the patient sit at the side of the bed by themselves with

hands free and not holding onto a bed rail or object for support?
If yes, score 7.

- Does the patient require their hand(s) or a bed rail to balance

themselves while sitting up at the side of the bed by
themselves? If yes, score 6.

- Does the patient require cueing or coaxing in order to sit at the

side of the bed, but physically can perform without assistance
{may use hand to balance themselves if needed)? If yes, score
5

» Does the patient require minimal assistance fo sit at the side of

the bed (defined the patient performing 75% or more of the
amount of the work)? If yes, score 4.

- Does the patient reguire moderate assistance to sit at the side

of the bed (defined as the patient performing between 26-74%
of the amount of WOFK}? If YESs, sCore 3.

» Does the patient require maximum assistance to sit at the side

of the bed (defined as the patient helping 25% or less of the
amount of work)? If yes, score 2.

Is the patient completely dependent or unable to assist with
sitting at the side of the bed (defined as sitting at the edge of the
bed performed, but patient not being able to assist at all)? If yes,
score 1.

Is the patient unable to attempt or complete the task of sitting at
the side of the bed due to weakness? If yes, score 0.

If task(s) were not performed for any other reason other than
weakness (e g., patient declines, or patient's medical equipment
prevents performance of the task), then do not score.



Table 1 Summary of measurement properties of physical functioning instruments for the ICU

Instrument name Evidence of Evidence of validity? Evidence of predictive Evidence of Evidence for MID? Evaluation of floor and ceiling effects?”

(range for score) reliability? validity? respansiveness?

ACIF (0-1) Yes Construct validity: Yes Yes: for discharge to home No No Low floor and ceiling in ICU

CPAXx (0-50) Yes Content validity: Yes Yes: for discharge to home Yes® Yes® High floor at ICU admission; Low floor and
Construct validity: Yes ceiling at ICU and hospital discharge®

CcFROM (0-63) Yes Face/content validity: Yes No No No Low floor and ceiling in ICU

DEMMI (0-100) Yes Convergent validity: Yes No No No Low floor and ceiling in ICU
Divergent validity: Yes

FSS-ICU (0-35) Yes Construct validity: Yes Yes: for discharge to home Yes Yes Low floor and ceiling at awakening and ICU
Discriminant validity: Yes and post-ICU hospital LOS® discharge, high ceiling at hospital discharge
Known groups validity: Yes

IMS (0-10) Yes Construct validity: Yes Yes: for discharge to home Yes No High floor at ICU admission; Low floor and
Divergent validity: Yes and 90-day survival” celling at ICU awakening and ICU discharge

MMS (0-7) Yes Construct validity: Yes Yes: for post-ICU hospital LOS No No High floor during ICU stay

Perme (0-32) Yes Construct validity: Yes No No No High floor during ICU stay

PFIT-s (0-10) Yes Construct validity: Yes Yes: for discharge to home, Yes Yes High floor at ICU admission; Low floor and
Divergent validity: Yes post-ICU hospital LOS; Not ceiling at awakening and ICU discharge

predictive of 28-day and 12-
month mortality”

SOMS (0-4) Yes Construct validity: Yes Yes: for ICU and hospital LOS, No No Low floor and ceiling at ICU admission
Divergent validity: Yes and in-hospital mortality”

SPPB (0-12) No Construct validity: Yes Not predictive of discharge Yes Yes High floor at awakening and ICU discharge
Divergent validity: Yes to home"”




1. Rolling
Does the patient need assistance to roll in the bed?
[Testing Note: Place the bed as flat as safely possible for the patient]

No:
# Does the patient perform rolling by themselves without the use
of a bed rail or other object to pull on? If yes, score 7.
# Does the patient require a use of a rail or object to pull on in
order to roll themselves in bed? If yes, score 6.
Yes:

Does the patient require cueing or coaxing in order to roll, but
physically can perform rolling without assistance (the patient
may use a bed rail or object to pull self if needed)? If yes, score
5.

S

Does the patient require minimal assistance to perform rolling
(defined as the patient performing 75% or more of the amount of
the work)? If yes, score 4.

rm rolling
(defined as the patient performing between 26%-74% of the
amount of work)? If yes, score 3.

e

Does the patient require maximum assistance to perform rolling
(defined as the patient performing 25% or less of the amount of
work)? If yes, score 2.

Is the patient completely dependent or unable to assist with
rolling (defined as rolling performed, but patient not being able
to assist at all)? If yes, score 1.

'\T_!'

Is the patient unable to attempt or complete the task of rolling
due to weakness? If Yes, score 0.

v

'\T_!'

If task(s) were not performed for any other reason other than
weakness (e.g., patient declines, or patient's medical equipment
prevents performance of the task), then do not score.



2. Supine to Sit Transfers:

Does the patient require assistance to come to sitting from supine

position?

[Testing Note: Place the bed as flat as safely possible for the patient]

Mo:

Y

Y

w

Y

't_.l'

Y

Y

w

Does the patient come to sitting from a lying down position by
themselves without the use of a bed rail or other object to pull
on for support? If (=W

Does the patient come to sitting from a lying down position by
themselves, but requires the use of a bed rail or other object to
pull on for support? If yes, score 6.

Does the patient require cueing or coaxing in order to come to
sitting from a lying down position, but physically can perform
without assistance (the patient may use a bed rail or object to
assist themselves if needed)? If yes, score 5.

Does the patient require minimal assistance to come to sitting
from a lying down position (defined as the patient performing
75% or more of the amount of the work?) If yes, score 4.

Does the patient require moderate assistance to come to sitting
from a lying down position (defined as the patient performing
between 26%-74% of the amount of the work?) If yes, score 3.

Does the patient require maximum assistance to come to sitting
from a lying down position (defined as the patient performing
25% or less of the amount of the work?) If yes, score 2.

s the patient completely dependent or unable to assist with
transferring to sitting from a lying down position (defined as
supine to sit transfer performed, but patient not being able to
assist at all)? If yes, score 1.

Is the patient unable to attempt or complete the task of
transferring from supine to sit due to weakness? If yes, score 0.

If task(s) were not performed for any other reason other than
weakness (e.g., patient declines, or patient's medical equipment
prevents performance of the task), then do not score.







3. Sit to Stand Transfers:

Does the patient require assistance to stand up from a sitting position?
[Testing Note: Transfers can occur from any surface of a reasonable and
customary height, including a bed, chair, etc ]

No:
» Does the patient stand up or pull up from a seated position by
themselves without the use of bed rail/ armrests or other object
to push on or pull from? If yes, score 7.
» Does the patient require the use of bed railfarmrests or other
object to push on or pull from in order to stand up? If yes- score
Yes:

# Does the patient require cueing or coaxing in order o stand
from a seated position, but physically can perform without
assistance (the patient may use a bed raillarmrests or other
objects to assist themselves if needed)? If yes, score 5.

> Does the patient require minimal assistance to stand from a
seated position (defined as the patient performing 75% or more
of the amount of the work)? The patient may use armmrests, if
neede 4

Does the patient require moderate assistance to stand from a
seated position (defined as the patient performing between 26-
74% of the amount of work)? If yes, score 3.

> Does the patient require Istance to stand from a
seated position (defined as the patient performing 25% or less
of the amount of work)? If yes, score 2.

# |5 the patient completely dependent or unable to assist with
going from a seated to standing position (defined as sit to stand
transfer performed, but patient not being able to assist at all)? If
yes, score 1.

» s the patient unable to attempt or complete the task of
transferring from sit to stand due to weakness? If yes, score 0.

> If task(s) were not performed for any other reason other than
weakness (e.g., patient declines, or patient's medical equipment
prevents performance of the task), then do not score.



5. Walking:

Does the patient need assistance to walk 150 feet (45 m)?
[Testing Note: Following the patient with a wheelchair or assisting with managing
medical equipment while ambulating should not be considered as a second
person assisting with the task]

MNo:

Yes:

W

Y

A

Y

W

A

Y

¥

Can the patient walk 150 feet (45 m) without using an assistive
device such as a cane, walker, crutches, or use of a brace or
prosthesis? If yes, score 7.

Can the patient walk 150 feet (45 m) but requires the use of an
assistive device such as a cane, walker, cruiches, or use of a
brace or prosthesis? If yes, score 6.

Does the patient require only supervision or cueing in order to
walk 150 feet (45 m) without physical help (the patient may use
an assistive device as need)? If yes, score 5.

Can the patient walk a minimum of 150 feet (45 m) with
minimum assistance of only one persen (defined as the patient
being able to perform 75% or more of the walking effort)? If
yes, score 4.

Can the patient walk a minimum of 150 feet (45 m) with
moderate assistance of only one person (defined as the patient
being able to perform between 50 to 74% of the walking effort)?
If yes, score 3.

Can the patient walk at least 50 feet (15 m) with the assistance
of only one 2

n the patient walk less than 50 feet (15 m) with

assistance of one person or requires the assistance of two

people to physically assist with any ambulation distance? If yes,
1.

Is the patient unable
ambulation due to weakness? If yes, score 0.

If task(s) were not performed for any other reason other than
weakness (e.g., patient declines, or patient's medical equipment
prevents performance of the task), then do not score.



Task
. Rolling

Score

. Supine to Sit Transfer

. Sitting Edge of Bed

1
2
3. Sit to Stand Transfer
4
D.

Walking
TOTAL SCORE (sum of scores)

= (N W [ O

21/35




1. Balance Tests

n « 10 sec (0 pt)
Side-by-Side Stand =
: G s s, | [l (e — | Go to 4-Meter
Feet together side-by-side for 10 sec | Gait Speed Test
I 10 sec (1 pt)
10 sec (+0 pt
' Semi-Tondem Stand s (089 | Goto s-beser
Heel of one foot against side of big toe of the | Gait Speed Test
other for 10 sec |
9
l 10 sec (+1 pt)
Tandem Stand
Feet aligned heel to toe for 10 sec
l 10 sec (+2 pt)
9 3-9.99 sec (+1 pt) !
<3 sec (+0 pt) !
s Gait Speed Test | <482 sec 4pt
' 4.82-6.20 sec 3pt
Measures the time required to walk f 8t/ 2
4 meters at a3 normal pace (use best of 2 times) e " 28.7 sec 1pt
Unable 0 pt
|
m n 3m am
3. Chair Stand Test
Pre-test
Participants fold their amms across their chest | ... unable Stop (0 pt)
and try to stand up once from a chair
able Q
\ <11.10 sec 4pt
5 repeats &= 11.20-13.69 sec 3 pt
Measures the time required to perform five rises 13.70-16.60 sec 2 pt
\ from a chair to an upnght position as fast as \ >16.7 sec 1pt
i possible without the use of the arms =60 sec or unable O pt

Short Physical Performance Battery
(SPPB)

Grip Strength Respiratory ~Westminster Hosptal

Function

Stepping

Transferring Moving
= within the
bed to chair/
bed
Sitto
Stand
f Dynamic -
Balance o Sitting 50

Chelsea Physical Assesmen Tool

(CPAX)




Parry et al. Critical Care (2015) 19:127
DOI10.1186/513054-015-0829-5
C, CRITICAL CARE

RESEARCH Open Access

Functional outcomes in ICU - what should we be
using? - an observational study

Selina M Parry"”, Linda Denehy'?, Lisa J Beach?, Sue Berney**, Hannah C Williamson* and Catherine L Granger'*?

Based on the findings in this study the PFIT-s and F55-
ICU are promising functional measures and should be
considered currently when measuring physical function
in the ICU in clinical practice and research.
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