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Writing in 1955, for example, one observer noted that “the preop-
erative examination of a patient at any age should be pursued for one
purpose only—that is, to determine when an indicated operation had
best be performed, and not to establish if it should be performed at
all” (Martin, Rasmussen, and Perras 1955, 711, italics in original). In

We should not hesitate to offer surgical procedures to those beyond
the age of 80. Instead, we should continue to improve all facets of
preoperative and post-operative care, anesthetic agents, surgical skills,
and rehabilitation units so that the widening frontier may ever extend.
For who can say what the upper limit of life may be? (Wilder and
Fishbein 1961b, 551)

The Redefinition of Aging in American

Surgery

MARK D. NEUMAN and CHARLES L. BOSK

The Milbank Quarterdy, Val. 91, No. 2, 2013 (pp. 268-515)




Figure 1.6
Proportion des grands groupes d’age,
Québec, 1956-2056
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Tableau 3.6
Probabilité de survie entre certains anniversaires, selon le sexe, Quebec, 2012°

Sexe et age (x) Age (y)

65 ans 80 ans

Probabilité de survie de l'age x a I'age y (%)

Hommes

0 (naissance) Br.2 53,8
20 88,0 29,4
a0 90,8 61,2
65 67,5
80

a0

Femmes

0 (naissance)
20

a0

65

a0

a0

Source: Institut de la statistiqgue Qugbec.
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Are the frail destined to fail? Frailty index as predictor of surgical
morbidity and mortality in the elderly

Joseph S. Farhat, MD, Vic Velanovich, MD, Anthony J. Falvo, DO, H. Mathilda Horst, MD,
Andrew Swartz, BS, Joe H. Patton, Jr., MD, and llan S. Rubinfeld, MD, MBA, Detroit, Michigan

Simple Frailty Score Predicts Post-Operative Complications
Across Surgical Specialties

Thomas N Robinson, MD, FACS'2, Daniel $ Wu, MD1.2, Lauren Pointer, MS*, Christina L
Dunn, BA', Joseph C Cleveland Jr., MD'-3, and Marc Moss, MD?

The impact of pre-operative comprehensive geriatric assessment
on postoperative outcomes in older patients undergoing
scheduled surgery: a systematic review

J. S. L. Partridge,"* D. Harari,” F. C. Martin™” and J. K. Dhesi’

Patient frailty: the elephant in the operating room

R. E. Hubbard' and D. A. Story”




SAGA
Society for the Advancement of Geriatric

Anesthesia

—AGE
ANAESTHESIA
ASSOCIATION

Peri-operative care of elderly patients — an urgent
need for change: a consensus statement to
provide guidance for specialist and non-specialist
anaesthetists




Trois questions...

+ Est-ce que la fragilite influence le devenir postopératoire?

+ Comment évaluer la fragilite?

+ Existe-t-il des strategies pour modifier le risque?
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Figure 2,
Annual anesthesia-related death rates per million population by sex, United States. 1999-2005

Anesthesiology. 2009 April ; 110(4): 759-765.

Epidemiology of Anesthesia-related Mortality in the United States,
1999-2005

Guohua Li, MD, DrPH,




Fx hanches

+ 178 pts, index calculé 2-3 jours post-op

Table 3 Frailty Index from Comprehensive Geriatric
Assessment in patients with hip fracture [63]. Values

are mean (SD) or proportion.

Low

A <0.25
74 (12)
21 (17)

QOutcome
Age; years
Length of

stay; days
Discharged 80%
home within

Intermediate High
Fl 0.25-0.4 Fl = 0.4

82 (10) 86 (9)
36 (23) 68 (39)

41% 6%

+ Tiré de Hubbard, Anaesthesia 2014, 69 (suppl. 1)




Chirurgie cardiaque

+ 450 chirurgies electives

-1 Not frail

_~1 Moderately frail
Severely frail

+ Tiré de SUndermann et al,

+ Interactive CardioVascular, 2014

O 30 B0 90 120 150 180 210 240 270 300 330 360

Figure 2: Kaplan-Meier survival plot for the three frailty groups defined by the
CAF score.




Table 1. Baseline Characteristics of Patients Who Had Non-
cardiac Surgery at Veterans Affairs Hospitals (N = 594,911)

Age

<80 >80
Characteristic (n = 568,263)(n = 26,648) P-value

Age, median (25th, 75th) 62 (50,70) 82 (81,84)
Male, % 95.5 975
Race, %
White 76.2 80.2
Black 16.0 149
Other 0.7 0.8
Unknown 7.0 4.0
Baseline functional
status, %
Independent 86.5 66.8
Partially dependent 10.4 23.7
Totally dependent 31 96
Emergency surgery, %
Yes 8.9 143
No 911 857
American Society of
Anesthesiologists
Class, %*
4.9
35.1
50.7
8.9
0.4
Do-not-resuscitate orders, %" 1.3
History of congestive 2.8
heart failure %

Surgical Outcomes for Patients Aged 80 and Older: Morbidity and
Mortality from Major Noncardiac Surgery

JAGS  53:424-429, 2005

* Willi 5 1§ i E 1 i _ . .. .
Mary Beth Hamel, MD, MPH,™ William G. Henderson, PhD,"*? Shukri F. Khuri, MD," and © 2005 b}’ the American Geriatrics S{Elﬂt}’

Jennifer Daley, MD"




Table 2. Thirty-Day Mortality by Type of Operation

Operation

<80
(n = 568,263)

>80
(n = 26,648)

P-value

s 8.2 (2,186/26,648)

General col

< .001

Open cholecystectomy

Laparoscopic cholecystectomy

Vascular surgery

Nonruptured abdominal aortic aneurysm repair

Carotid endarterectomy

Lower extremity vein reconstruction
Lower extremity artery reconstruction

Thoracic surgery
Lobectomy
Pneumonectomy
Urologic surgery
Transurethral prostatectomy
Hernia repair
Radical prostatectomy
Neurosurgery
Craniotomy for brain tumor
Vertebral disc surgery
Otolaryngological surgery
Laryngectomy
Orthopedic surgery
Elective hip replacement
Emergency hip replacement
Knee replacement

2.6 (235/8,887)
0.5 (64/13,583)
4.1 (2,836/68,870)
4.2 (208/4,984)
1.2 (188/16,254)
2.3 (191/8,317)
3.5 (328/9,359)
6.3 (1,589/25,283)
4.6 (261/5,697)
11.7 (120/1,029)
0.7 (607/82,967)
0.4 (145/34,939)
0.2 (71/30,633)
0.4 (38/8,603)
2.4 (916/38,761)
7.6 (323/4,264)
0.4 (46/12,135)
2.5 (844/34,198)
2.2 (53/2,399)
1.2 (1,421/116,043)
1.3 (178/13,327)
7.6 (31/408)
0.4 (76/17,724)

9.3 (44/475)
2.2 (10/445)
9.4 (329/3,510)
8.0 (23/286)
1.9 (15/803)
5.9 (23/389)
8.4 (22/262)
13.5 (82/609)
8.3 (10/121)
60.0 (3/5)
1.9 (101/5,384)
1.3 (49/3,735)
1.0 (20/2,005)
0.0 (0/17)
8.6 (62/724)
16.3 (23/141)
1.5 (1/66)
8.8 (70/794)
1.8 (1/55)
8.3 (516/6,195)
6.8 (74/1,096)
10.6 (16/151)
1.7 (14/821)

<.001
<.001
<.001
0.002
0.07
0.001
<.001
<.001
0.06
0.0009
<.001
<.001
<.001
0.78
<.001
<.001
0.14
<.001
0.85
<.001
<.001
0.26
<.001




Observational study of nonogenarians undergoing
emergency, non-trauma surgery

A. D. Pelavski*, A. Lacasta, M. 1. Rochera, M. de Miguel and J. Roigé
British Journal of Anaesthesia 106 (2): 189-93 (2011)

+ Devenir de nonagénaires subissant chirurgie urgente

+ juillet 2006-sept 2012

+ 102 patients, age médian 92 ans, 70% femmes, ASA Il

+ Morbidité 60%: confusion, insuffisance rénale, OAP, complications
abdominales

+ Mortalité 35%: OAP, aspiration, insuffisance rénale




Table 3 Distribution of patients according to surgical specialities, diagnosis, procedures, and outcomes. *Results are expressed as total number
of patients and percentage calculated from the whole population. TResults are expressed as total number of patients and percentage calculated
from the total speciality sample. *Plastic surgery, maxillofacial surgery, ENT

Speciality*

ASA score’

Diagnosis*

Mortality® [n (%), 95% CI]

General surgery 56 (54.9%)

Vascular surgery 30 (29.4%)

Urology 11 (10.78%)

Other specialities* 5 (4.9%)

IT 20 (35.7%)
IIT 33 (58.9%)
IV 3 (5.4)

IT 7 (23.3%)
IIT 21 (70%)
IV 2 (6.7%)

I11(9.1%)
11T 7 (63.6%)
IV 3 (27.3%)

11 2(40%)
11T 3 (60%)

Incarcerated hernia 17 (16.7%)

Occlusive syndrome 14 (13.7%)

Cholecystitis 12 (11.8%)

Appendicitis 5 (4.9%)

Intestinal perforation 5 (4.9%)

Wound dehiscence, intestinal bleeding, or ischaemia 3 (2.9%)

Acute arterial thrombosis 20 (19.6%)
Infected ischaemic wound/diabetic foot 10 (9.8%)

Obstructive pyelonephritis 3 (2.9%)
Haematuria 7 (6.9%)
Orchi-epididymitis 1(0.9%)

Other diagnoses

24 (42.9%)
29.89-55.82%

6 (20%)
5.69-34.31%

5 (45.4%)
16.03-74.88%

1 (20%)
0.58-76.4%%




15 THE BENEFH
REALLY WORTH
THE RISK?




Qu'est-ce que la fragilite?

+ Fragilite (Frailty)

+ Phénomene global de diminution de reserve physiologique amenant
vulnérabilite et limitant la capacité de réponse aux stresseurs

+ Le patient fragile est plus a risque de mauvais devenir postopératoire
+ Séjour hospitalier prolongeé

Institutionnalisation

-+
+ Aggravation des handicaps
-+

Deces




Causes de la fragilite

+ Pathophysiologie exacte pas elucidee
+ Inflammation
+ Causale, compensatoire ou épiphénomene
+ Stress oxydatif
+ Compromis immunitaire
+ Altérations endocriniennes

+ Epidémiologie
+ Tabagisme
+ Seédentarite

-+ Facteurs sociaux
4+ Pauvrete
+ Isolement social




Deregulations

* Hormones
Malnutrition chronique * Inflammation
* Coagulation

e ¥

i "’[!éP""m Sarcopénie
énergétiques totales FHAGILITE

G

¥ Vitesse du métabolisme
au repos

BA 6 physique Résistance a l'insuline
Ostéopénie
AWVO, max

0 Vitesse de la marche *— 0 Force / capacité

Tiré de : J-P Michel et al.

COMPLICATIONS
Immobilisation Incapacité Equilibre altéré Chutestraumatismes
Infections s Médications # Hospitalisation
Dépendance Institutionnalisation Déceés

Figure 1. Le cycle de fragilité (adapté de Fried LP et al. J

Gerontol 2001).
Ann Gérontol, vol. 1, n® 1, octobre 2008




Sarcopénie

Fig. 1 Computed tomography assessment of core muscle size at the level (TAMA) or total psoas area (TPA) at the level of L3 or L4, As illustrated
of L4. Core muscle sizeis a precise indicator of total skeletal muscle mass here, there is great variation of core muscle size between patients,
of the patient. It can be measured as the total abdominal muscle area Sarcopenic (righf) and non-sarcopenic patient (leff)

Core muscle size assessed by perioperative abdominal CTscan
is related to mortality, postoperative complications,

and hospitalization after major abdominal surgery: a systematic
review

Rune Hasselager - Ismail Gigenur Lﬂng{'.]‘lh-ﬂﬂkﬁ Arch Sl.l'l'g {E{]l-“-] 399:287-295




Mesurer la fragilite

“Justice Potter Tradition of
Diagnosis?”’

ORNOGRAPHY, 1 JUST
KNOW IT WHEN | SEE
.




Appendix 1: List of variables used by the Canadian Study of Health and Aging to construct the 70-item CSHA Frailty Index

Changes in everyday activities
Head and neck problems
Poor muscle tone in neck
Bradykinesia, facial
Problems getting dressed
Problems with bathing
Problems carrying out personal grooming
Urinary incontinence
Toileting problems

Bulk difficulties

Rectal problems
Gastrointestinal problems
Problems cooking
Sucking problems
Problems going out alone
Impaired mobility
Musculoskeletal problems
Bradykinesia of the limbs
Poor muscle tone in limbs
Poor limb coordination
Poor coordination, trunk
Poor standing posture
Irregular gait pattern

Falls

Mood problems

Feeling sad, blue, depressed
History of depressed mood
Tiredness all the time
Depression (clinical impression)
Sleep changes

Restlessness

Memory changes

Short-term memory impairment
Long-term memory impairment
Changes in general mental functioning
Onset of cognitive symptoms
Clouding or delirium

Paranoid features

History relevant to cognitive impairment
or loss

Family history relevant to cognitive
impairment or loss

Impaired vibration

Tremor at rest

Postural tremor

Intention tremor

History of Parkinson’s disease

Family history of degenerative disease

Seizures, partial complex
Seizures, generalized
Syncope or blackouts
Headache
Cerebrovascular problems
History of stroke

History of diabetes mellitus
Arterial hypertension
Peripheral pulses

Cardiac problems
Myocardial infarction
Arrhythmia

Congestive heart failure
Lung problems
Respiratory problems
History of thyroid disease
Thyroid problems

Skin problems

Malignant disease

Breast problems
Abdominal problems
Presence of snout reflex
Presence of the palmomental reflex
Other medical history




*
L]

Clinical Frailty Scale’

| Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well - People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Wulnerable —/While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail - These people often have more
evident slowing, and need help in high order |IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

& Moderately Frail — People need help with all
outside activities and with keeping house. [nside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and not at
high risk of dying (within ~ & months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9. Terminally Il - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frai

Scoring frailty in people with dementa

The degree of fraitty comresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memaory is wery impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* | . Canadian Study on Health & Aging, Revised 2008,

2. K. Rockwood et al A global clinical measure of fitness and

frailty in elderly pecple. CMA| 2005; | 73489-495.

2 2007-3007 Wersion 1.2, Al rights reserved Geriatric Medicine MLHGUSIE

Ressearch, Cathousie Unssrsity Halifo: Carada Perrrission granted UNIVERSITY
to copy for reseancth and educational purpases onkye [mspr rivg Miwds
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A global clinical measure of fitness and frailty
in elderly people

Probability of avoidance
of institutional care

Kenneth Rockwood, Xiaowei Song, Chris MacKnight, Howard Bergman, David B. Hogan,
lan McDowell, Arnold Mitnitski i i

CMAJ 2005;173(5):489-95 30 40

Time, mo




Table I.

Method of measuring frailty

Grip strength

Gait speed

Edmonton Frail Scale

Frailty score based on frailty
phenotype

Comprehensive Assessment of Frailty
Scome

8 ‘markers’ of frailty (age, cognition,
recent weight loss, BMI, serum
albumin, falls, depression,
haematocrit)

14 frailty “characteristics’ in 6 domains
(comorbidity, function, cognition,
geriatric syndromes, extrinsic frailty)

NB: most closely associated were
TUAG = 15 seconds and
functonal dependence

Frailty defined as any impairment in
activities of daily living (Katz index)
ot impairment of ambulation or
diagnosis of dementia

Groningen frailty indicator

Impact of frailty on surgical outcome

Increased postoperative complications

Increased LOS

Composite endpoint of in-hospital postoperative
mortality or major morbidity (as defined by
Society of Thorade Surgeons criteria)

Cardiac surgery

Postoperative complications

Prolonged TLOS

Increased institutionalisation rate

Postoperative complications
Prolonged T.OS

New institutionalisation at discharge
Increase in 30-day mormlity

Increase in G-month mortality (although

underpowered for this)
Post-discharge institutionalisation

Institutionalisation at hospital discharge

In-hospital mortality
Institutional discharge
Mid-term survival

Post-operative delifum

Surgical population studied

Elective major abdominal surgery
=70 years old

=70 years old

Lower limb orthopaedic surgery
Spinal surgery

Abdominal surgery

Vascular surgery

=65 years old

Elective surgery (major and minor)

Cardiac surgery

265 years old

General, thoracie, urology and vascular

surgery
(patients undergoing major elective

surgery necessitating postoperative

surgical ICU admission)
= 65 years old

Elective general, cardiac, thoracie,
urology and vascular surgery

(patients undergoing major elective
surgery necessitating postoperative

surgical ICU admission)
All ages
Cardiac surgery

All ages
Elective vascular surgery

Authors and reference

Klidjian e al[44]

Afilalo ef al[16]

Dasgupta ef al[13]

Makary ef al[14]

Sundermann ef a/[15]

Robinson ef al [46]

Robinson ef al [47]

Lee e al[17]

Pol ef al[86]

Tiré de Partridge et al. Age and Ageing, 2012;41:142-147







Table 1. Validated Frailty Assessment Scale

Criterion Description

Shrinking Determined by asking patients their current weight and their weight 1 year ago. Patients who reported unintentionally
losing =10 |b (=4.5 kg) in the last year were considered frail by the shrinking criterion.

Exhaustion Determined by asking 2 questions from the CES-D scale': How often in the last week did you feel this way? | felt that
everything | did was an effort, or | could not get going. Patients who felt either way for =3 days in the past week were
considered frail by the exhaustion criterion.

Physical activity The short version of the Minnesota Leisure Time Activity'® questionnaire was used to assess frequency of physical
activities. Physical activity was converted to kilocalories per week expended using a standardized algorithm (number of
days physical activity took place in the past 2 wk X duration of activity in minutes X number of kilocalories expended
per minute). Men who expended <383 kcal/wk and women who expended <270 kcal/wk were considered frail.

Walking speed Patients were timed while walking 15 ft (4.5 m). Stratified by sex and height, men who were <173 cm and required =7 s,
orwere >173 cm and required 6 s, were considered frail. Women who were =159 ¢cm and required =7 s, or who were
>159 cm and required =6 s, were considered frail.

Grip strength? Cutoff for Grip Strength Criterion for Frailty, kg

Men
BMI = 24.0 =29
BMI = 24.1-28.0 =30
BMI > 28.0 =32
Women
BMI = 23 =17
BMI =23.1-26.0 =17.3
BMI = 26.1-29.0 =18
BMI > 29.0 =21

Abbreviations: BMI, body mass index (calculated as weight in kilograms divided by height in meters squared); CES-D, Center for Epidemiologic
Studies—Depression.
aStratified by sex and BMI and measured using a Jamar handheld dynamometer.
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Figure 1. Patients stratified by decade of life and frailty status.
Black bar, intermediately frail or frail; grey bar, not frail.

=

Too Frail for Surgery? Initial Results of a Large
Multidisciplinary Prospective Study Examining
Preoperative Variables Predictive of Poor
Surgical Outcomes

Louis M Revenig, BS, Daniel ] Canter, MD, Maxwell D Taylor, Ba, Caroline Tai, MPH,

JAm Coll Surg Vol. 217, No. 4, October 2013




Stratégies anesthésiques

+ Pharmacologiques

+ Principe: « start low - go slow »

+ Titrer et diminuer la dose de la plupart des médicaments: hypnotiques,
narcotiques

+ MAC a ajuster

MAC
N

§

0

30

490

50

- &0

= 70

mﬂ

% "

-

1.2 -

Figure 5. Inhalational agents. From Rivera and Antognini.?




Stratégies anesthésiques

+ Pharmacologiques
+ Eviter

+ Benzodiazépines longue action (diazépam, lorazepam) et diminuer les
doses pour les autres

+ Medicaments ayant une activité anticholinergique centrale

+ Atropine, scopolamine, diphenydramine, promethazine, méperidine

+ Curares longue action/ curarisation résiduelle




Eviter complications

+ Pulmonaires
<+ Aspiration
+ Desaturation rapide
+ Peridurale pour chirurgies thoraciques ou abdominales hautes
+ Narcotiques titrés, co-analgesie

+ Cardiaques
+ Contréle TA aux valeurs de base ou pres de la normale
+ Continuer B-bloqueurs
+ Statines




Eviter complications

+ Tempeérature

+ Bilan hydro/électrolytique

+ Plaies de pression/positionnement




Eviter complications

+ Neurologiques/délirium
+ Mobilisation précoce

+ Equipe entrainée a l'identification précoce de la confusion

+ Utilisation du bis per-op méme pour sédation

Sedation Depth During Spinal Anesthesia and the
Development of Postoperative Delirium in Elderly Patients
Undergoing Hip Fracture Repair

Mayo Clin Proc. 2010;85(1):18-26




L'approche multidisciplinaire

Proactive care of older people undergoing
surgery (‘POPS’): Designing, embedding,
evaluating and funding a comprehensive
geriatric assessment service for older elective

surgical patients

DaNieLLE HARARI, ADRIAN HorpeR, JucDEEP DHESI, GORDANA Basic-ILiman, Linba LockwooD,
FinBARR MARTIN

Age and Ageing 2007; 36: 190196
doi:10.1093/ageing/afl| 63




Table 2. Referral guidance (pre-operative risk
assessment) for POPS

POPS accepts referrals of patients aged 65 years and over who are
awaiting surgery with any of the following risk factors:

Uncontrolled hypertension (BP above 160,/90)

Recent history of myocardial infarction (in the past 2 years)
Unstable angina

Undergoing treatment for heart failure

Poorly controlled diabetes

Previous stroke

Currently taking Warfarin

Chronic lung disease, which you consider may put your
patient at risk

Poor nutritional status (BMI<20, or weight loss of 5 kg
or more over past 6 months)

Two or more falls from standing height in the past year
Significant memory problems, or history of confusion,
or known dementia

Needs personal help with:

Getting to the toilet

Moving from bed to chair

Standing up

Dressing

Walking

Likely to need a complex discharge package




+ Equipe:
+ Gériatre consultant
+ Infirmiere spécialisée
+ Ergothérapeute, physiothérapeute
+ Travailleur social

-+ Intervention

+ Mini-mental, echelle de dépression, time up-and-go, TFR de base etc

+ Plan: optimisation meédication, nutrition, planification post op, visites a
domicile

+ Exercices préopératoires: relaxation, respiration, renforcement
musculaire, stratégies de contrdle de la douleur




+ Diminution des complications medicales et de la duree
d’hospitalisation

Post-operative outcomes
Medical complications
Delirium [acute change in mental status post-op. with 18.5 (10)
improvement pre-discharge]
Pneumonia [radiological report] 20.4 (11)
Cardiac problems
- Unstable angina/acute coronary syndrome T4 (4)
- Arrhythmia 13.0 (7)
- Heart failure 3.7 (2)
Thrombosis
- Deep vein thrombosis T4 (4)
- Pulmonary embolism 3.7 (2)
Fluid balance
- Dehydration 11.1 (6)
- Overhydration 5.6 (3)
Urinary tract infection 16.7 (9
Wound infection 222 (12)




A retenir...

+ L'age seul ne doit pas empécher une intervention a visee curative

+ Des echelles de fragilite peuvent étre utilisees dans un but de
stratification mais leur utilisation clinique reste a definir

+ Des stratégies anesthésiques peuvent ameéliorer le devenir des
patients.

+ Une approche multidisciplinaire et des interventions preopératoires
ameliorent le devenir des patients fragiles.




SN HOW DO SURGEONS AND
AAHHDY ANAESTHETISTS MAKE DECISIONS ABOUT

— SURGERY FOR PATIENTS WHO ARE FRAIL,
AND WHAT FACTORS INFLUENCE THESE
DECISIONS?

Richard Kitchen, Rakesh Patel, Gordon French, et al.

BMJ Support Palliat Care 2014 4: A37-A38
doi: 10.1136/bmjspcare-2014-000654.104

4

LIGNES DIRECTICES: SELECTIONNER, PREPARER ET DONNER DES
SOINS
PERIOPERATOIRES OPTIMAUX A NOS PATIENTS FRAGILES




Population par grand groupe d’age, réegions administratives et ensemble du Québec, 20127
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