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REHABILITATION CARDIO-VASCULAIRE: les défis actuels
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• 15 RCT (5 E , 10 A)  : 924 patients

• 3 types d’intervention

• faible amélioration sur la capacité physique

• Évaluation au décours du programme

• réhabilitation plus que promotion 

• peu significatif sur QLV

• pas de complications

Cochrane Database Syst Rev. 2020



ALERTES

Circulation. 2019;139:1889–1899. DOI: 10.1161/CIRCULATIONAHA.118.037064 April 16, 2019 1889
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BACKGROUND: Although lower-complexity cardiac malformations 

constitute the majority of adult congenital heart disease (ACHD), the 

long-term risks of adverse cardiovascular events and relationship with 

conventional risk factors in this population are poorly understood. We 

aimed to quantify the risk of adverse cardiovascular events associated with 

lower-complexity ACHD that is unmeasured by conventional risk factors.

METHODS: A multitiered classification algorithm was used to select 

individuals with lower-complexity ACHD and individuals without ACHD 

for comparison among >500 000 British adults in the UK Biobank. ACHD 

diagnoses were subclassified as isolated aortic valve and noncomplex 

defects. Time-to-event analyses were conducted for the primary end 

points of fatal or nonfatal acute cor onary syndrome, ischemic stroke, 

heart failure, and atrial fibrillation and a secondary combined end point 

for major adverse cardiovascular events. Maximum follow-up time for the 

study period was 22 years with retrospectively and prospectively collected 

data from the UK Biobank.

RESULTS: We identified 2006 individuals with lower-complexity ACHD 

and 497 983 unexposed individuals in the UK Biobank (median age 

at enrollment, 58 [interquartile range, 51–63] years). Of the ACHD-

exposed group, 59% were male, 51% were current or former smokers, 

30% were obese, and 69%, 41%, and 7% were diagnosed or treated 

for hypertension, hyperlipidemia, and diabetes mellitus, r espectively. 

After adjustment for 12 measured cardiovascular risk factors, ACHD 

remained strongly associated with the primary end points, with hazar d 

ratios ranging from 2.0 (95% CI, 1.5–2.8; P<0.001) for acute coronary 

syndrome to 13.0 (95% CI, 9.4–18.1; P<0.001) for heart failure. ACHD-

exposed individuals with ≤2 cardiovascular risk factors had a 29% age-

adjusted incidence rate of major adverse car diovascular events, in contrast 

to 13% in individuals without ACHD with ≥5 risk factors.

CONCLUSIONS: Individuals with lower-complexity ACHD had a higher 

burden of adverse cardiovascular events relative to the general population 

that was unaccounted for by conventional car diovascular risk factors. 

These findings highlight the need for closer surveillance of patients with 

mild to moderate ACHD and further investigation into management and 

mechanisms of cardiovascular risk unique to this growing population of 

high-risk adults.

© 2019 American Heart Association, Inc.

Priyanka Saha, BS

Praneetha Potiny, BS

Joseph Rigdon, PhD

Melissa Morello, MD

Catherine Tcheandjieu, 

PhD, DVM

Anitra Romfh, MD

Susan M. Fernandes, LPD, 

PA-C

Doff B. McElhinney, MD

Daniel Bernstein, MD

George K. Lui, MD

Gary M. Shaw, DrPH

Erik Ingelsson, MD, PhD

James R. Priest, MD

ORIGINAL RESEARCH ARTICLE

Substantial Cardiovascular Morbidity in 
Adults With Lower-Complexity Congenital 
Heart Disease

https://www.ahajournals.org/journal/circ

Circulation

D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

://ah
ajo

u
rn

als.o
rg

 b
y

 o
n
 S

ep
te

m
b

er 7
, 2

0
2
3

Saha & al 2021

• ACHD: 51% tabagisme, 30% obesité, 69% 

hypertension, 41%,hyperlipidemie, 7% diabetes

• Risque de syndrome coronarien aigu x 2.0 

(95% CI, 1.5–2.8; P<0.001) 

• Risque d’insuffisance cardiaque x 13.0  

        (95% CI, 9.4–18.1; P<0.001)



ALERTES

Cardiovascular Risk Reduction in High-Risk Pediatric Patients: A Scientific Statement From the American Heart Association.de Ferranti SD & 
al. .Circulation. 2019
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Schipper HS, de Ferranti S. Pediatrics. 2022
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FACTEURS ASSOCIES A L’ HYPO-ACTIVITE PHYSIQUE 

• Altération de l’aptitude physique aérobie1 

• Altération de la fonction musculaire 2

• Manque d’autonomie, faible sentiment 

d’efficacité personnelle 3 

• Surprotection parentale 4

• Principe de précaution appliqué par les 

médecins5

1 Kempny et al. 2012, Amedro & al. 2017
2 Kröönström et al. 2014
3 Chen et al. Eur. 2015
4 Reybrouck et al. 2005
5 Swan et al. 2000



FACTEURS LIMITANT ET MOTIVANT L’ACTIVITE PHYSIQUE

Bay et al. Eur J Cardiovasc Nurs. 2020, Pons C & al. 2021, Mora &al.2019, Nazare & al. 2017, Majenemer & al. 2019
, 



The QUALIREHAB trial 



QUALIREHAB : points déterminants



QUALIREHAB: conception

M0 Inclusion Randomisation Intervention
M12 Critères de 

jugement

RCT multicentrique

- 12 centres d’inclusion, 9 centres de réadaptation

- Promoteur CHU Montpellier, PHRIC,  

- Investigateur coordinateur: Sophie Guillaumont

- Responsable scientifique: Pascal Amedro

Adolescents et 
jeunes adultes 

CC

Groupe 
Intervention

Programme 
Rehabilitation

Groupe

Contrôle
Pas 

d’intervention



QUALIREHAB : inclusion et critères de jugement

Pronostic

VO2max

Qualité
de vie



QUALIREHAB : intervention

IDE ETP, Annie Auer, ISP

Lessons from the TRANSITION-CHD randomized controlled trial

Bredy et al. J Adol Health 2024



QUALIREHAB : intervention

EAPA: Gael Metzler, ISP Amedro et al. Int J Cardiol 2018



QUALIREHAB : intervention



QUALIREHAB essai randomisé contrôlé multicentrique

• NSN : 

142 patients inclus 

(âge moyen 17,4 +/- 3,4)

• CJP

- Modification positive  du score total du 

PEDSQL à 12 mois

- Différence moyenne: 3.8 

(95%CI=[0.2;7.3]; P=0.038, 

effect size=0.34)



QUALIREHAB essai randomisé contrôlé multicentrique

En ITT



QUALIREHAB essai randomisé contrôlé multicentrique

En per protocole



QUALIREHAB essai randomisé contrôlé multicentrique

• Résultats positifs sur la 

VO2max à court terme

• Efficacité d’un 

programme hybride de 

12 semaines

-



QUALIREHAB essai randomisé contrôlé multicentrique

Réalisation de plus de 80% des sessions pour 81% des patients

Taux de participation satisfaisant : 1ère semaine en centre (91%), 
séances à domicile (88%), and sessions de rappel en centre (77%). 

Pas d’effet indésirable lié au programme de réhabilitation

Acceptabilité et Innocuité de l’intervention



QUALIREHAB : perspectives et pistes d’amèlioration

 

Strictement confidentiel - Stimulab SAS - Marc-Antoine Brochard - marc-antoine@stimulab.fr 

Réponse APPEL D’OFFRES CHU Bordeaux - mémoire technique 

 
 

Prestations d’encadrement d’activités physiques adaptées par des éducateurs 

dans le cadre de projets cliniques au profit du CHU de Bordeaux : Qualineurorehab & 

Qualioncorehab 

 

 

 
 

 

 

  



QUALIREHAB : perspectives



QUALIREHAB : perspectives

Johanna Calderon PhD



QUALIREHAB : perspectives

Jenna L. Taylor & al 2021

APA:
- Intensité
- Progression
- Personnalisation



QUALIREHAB : perspectives

Mathieu Andrianoely, Victor Pommier



QUALI-NEUROREHAB



La réhabilitation à domicile: QUALIREHAB-HOME

Mathieu Andrianoely

Enseignant en APA / Doctorant



Pathologies chroniques: QUALIREHAB-ONCO



QUALIREHAB: parcours patient
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