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Etude DOLO-AGE : évaluation d’une formation a la douleur aux professionnels de
santé, projet pilote au Court Séjour Geriatrique du CHRU de Tours

Résumé

Contexte : La douleur est une composante majeure de la prise en charge gériatrique, et peut étre
responsable d’une altération de la qualité de vie. 1l existe toutefois des difficultés dans sa prise
en charge liées a son évaluation, a ses thérapeutiques et a 1’organisation des soins. Une revue
systématique montre que les formations a la douleur permettent une amélioration des pratiques
professionnelles.

Objectifs : évaluer I’effet d’une formation a la douleur auprés du personnel soignant du Court
Séjour Gériatrique au CHRU de Tours sur les pratiques cliniques, ainsi que son influence sur
I’évolution intra-hospitaliere des patients &gés hospitalisés.

Meéthode : 11 s’agit d’une étude pilote de type avant/aprés, monocentrique, réalisee dans le
service de Court Séjour Gériatrique du CHRU de Tours. La formation a la douleur des
professionnels du service s’est déroulée du 15 juin au 10 ao(t 2021 sur un total de 4 sessions.

Participants : 346 patients de 75 ans et plus hospitalisés dans le service ont été répartis en 2
groupes : 182 en 2019 et 164 en 2021 aprés ’intervention.

Reésultats : Nous avons évalué les pratiques cliniques par les bonnes caractérisation et
réévaluation de la douleur, I’administration appropriée d’antalgiques et le changement adéquat
d’échelle de la douleur. Il n’a pas été retrouvé de différence entre les 2 groupes sur les pratiques
et sur I’évolution intra-hospitaliere des patients aprés la formation a la douleur. 1l a été toutefois
retrouvé une amélioration significative de la prévalence des effets indésirables liés aux
médicaments (p=0,002) apres cette formation.

Conclusion : La douleur étant au cceur de la prise en charge globale en Gériatrie, il convient
d’identifier les limites et les forces de 1’évaluation de la douleur pour mieux comprendre son
impact sur I’hospitalisation des patients.

Mots cleés :
Douleur, gériatrie, personnes agées, pratiques professionnelles, formation



DOLO-AGE study : evaluation of an implementation strategy in pain management for
healthcare providers, pilot study in the geriatric short-stay unit at the Tours University
Hospital

Abstract

Background : Pain is a major component of geriatric care and can lead to an alteration in quality
of life. However, its management remains difficult because of its assessment, treatment and
healthcare organization. A systematic review shows that implementation strategy in pain
management can improve professional practices.

Objectives : to evaluate the effect of an implementation strategy for healthcare providers about
pain management in the geriatric unit at the University Hospital of Tours on clinical practices,
as well as its influence on the evolution of hospitalized elderly patients.

Methods : This is a pilot study, before/after type, monocentric, conducted in the geriatric short
stay unit at the Tours University Hospital. The implementation strategy of the healthcare
providers took place from the 15 of June to the 10" of August 2021 over a total of 4 sessions.

Participants : 346 patients aged of 75 years and older hospitalized in the unit were included into
2 groups: 182 in 2019 and 164 in 2021 after the intervention.

Results : We evaluated pain practices by the correct characterization and reassessment of pain,
the appropriate administration of analgesics, and the appropriate change of pain scale. No
difference was found between the 2 groups on pain practices nor on the evolution of
hospitalized patients after the implementation strategy. However, there was a significant
improvement in the prevalence of adverse drug reactions (p=0.002) after the intervention.

Conclusion : Since pain is in the centre of global management in geriatric care, it is important

to identify limitations and strengths of pain assessment to better understand its impact on patient
hospitalization.

Keywords :
Pain, geriatric care, older people, professional practices, implementation strategy
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l. Introduction

Pain has a new definition since 2020. International Association for the Study of Pain (IASP)
proposed to consider the pain as “an unpleasant sensory and emotional experience associated
with, or resembling that associated with, actual or potential tissue damage”!. However, the
concept of pain is more complex. Pain is primarily a personal experience influenced to varying
degrees by biological, psychological, and social factors. Pain and nociception are also different
phenomena, as pain cannot be inferred solely from the activity of sensory neurons. Then,
through life experiences, individuals learn the concept of pain. The report of a person's
experience of pain must also be respected. Although pain generally plays an adaptive role, it
can have a negative effect on social and psychological functioning and well-being. Finally,
verbal description is only one of many behaviours for expressing pain; the inability to
communicate does not preclude the possibility that a human being or non-human animal is
experiencing pain.

Pain is a major issue in geriatric medicine. Prevalence varies widely among studies from 29%
to 86% in the population over 75 years old?. It is often difficult to differentiate the multiple
types of pain according to their etiology. The differentiation between chronic pain, acute pain
and pain related to care is also unclear among studies. The PUGG study® conducted in France
focused on these different types of pain in hospitalized or institutionalized older people. It
showed a prevalence of approximately 50% of chronic pain. They described the prevalence of
different types of pain : 73% of nociceptive pain, 24% of mixed pain and 3% of pure
neuropathic pain.

Pain has many consequences in older people. Functional limitation is largely described. There
is an association between pain and a decrease of ADL (OR=4.33, CI=95%, [3.71-5.06])*
Several studies have examined the relationship between pain and mortality. An all-cause
mortality has been described in the presence of severe pain compared with moderate pain
(HR=1.49, CI=99%, [1.21-1.84])°. There is also an association between the elevation of
healthcare costs and the permanent nature of the pain (OR=1.48, CI=95%, [1.18-1.86]), the
presence of chronic low back pain (OR=1.35, CI=95%, [1.07-1.71]) or the presence of
neuropathic pain (OR=1.94, CI1=95%, [1.38-2.73])".

One of main difficulties in pain management in geriatric medicine is related to its detection and
assessment, particularly because of the high prevalence of cognitive disorders.

However, it remains essential since at least 50% of patients with cognitive impairment
experience pain’. There are specific guidelines about pain evaluation in geriatric care which
advice to use adapted self-assessment then hetero-assessment only if it is not considered
reliable®. There are then therapeutic particularities in the analgesic management of the older
adults as a priority use of non-opioids or strong opioids®. Initiation and increase of doses must
remain prudent. Finally, there are complex issues related to the organization of care. Only one
third of analgesic administration is followed by a reassessment of the pain concerning older
hospitalized patients!® while reassessment is part of the pain management to evaluate the
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efficacity of therapeutics and adjust them. Effective application of pain guidelines in specific
institution or hospital units is essential to improve and maintain the well-being of older patients.

Older people hospitalized in acute geriatric care are characterized by the coexistence of multiple
acute problems and are exposed to many hospitalization-related complicationst. Thus, pain
may be drowned out by the complexity of the clinical presentation although it promotes a
negative course of hospitalization. We propose that better management of pain during
hospitalization through a caregiver education program could ultimately impact the course of
the hospitalization by minimizing the occurrence of adverse events.

Given the gap between pain management recommendations and their application in clinical
practice, more emphasis needs to be placed on appropriate implementation of these strategies.
In that matter Ista et al. conducted a systematic review examining the adherence to analgesic
practices after the implementation of hospital-based strategies. They showed that more than
half of the 23 studies had a post-intervention adherence rate of more than 80%*2. Only one
showed no improvement while the other 22 showed improved adherence to proposed protocols.
Studies included personal or organizational approaches, and 16 included mixed use of
educational, reminder, audit, and feedback strategies. The heterogeneity of the methodologies
used to evaluate the effectiveness of interventions can explain conflicting conclusions. It could
be for instance the percentage of pain assessment'®14, the percentage of pain reassessment>1°,
or the percentage of documentation pain intensity and treatment effect!’. The period of
evaluation also differed from the admission’®, to the 24 first hours'® or the 3 first days?® of
hospitalization.

Despite these efforts, weaknesses in the quality of pain assessment methodology in clinical care
remain. This concern has not been explicitly addressed in the existing literature.

Given the complex nature of pain practices (from assessment to treatment and reassessment),
there is a need to standardize the assessment of pain management. A clear and operational
methodology is important to explore the effectiveness of the strategies implemented and the
entire cascade of outcomes that follows.

The aim of DOLO-AGE pilot study is to identify the factors required for a global evaluation of
pain practices that can be implemented in clinical practice, and to evaluate its operability after
intervention with health professionals.

The specific objectives of this study are :
- to identify outcomes relevant to pain assessment in hospitals.
- to evaluate their operability through the conduct of an implementation strategy in a
geriatric unit.
- to estimate the effect of this implementation strategy on older hospitalized people.
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II. Methods

The first phase of this study is to research standardized tools to evaluate pain assessment. The
next phase is the realization of an implementation strategy in pain management for healthcare
staff in a geriatric unit to evaluate the operability of these designed tools. Then we investigate
whether such a strategy influenced the evolution of the hospitalization of older adults.

1. Evaluation of pain practices

It is important to identify the main steps in pain management to assess all variables necessary
for a cross-modal evaluation of analgesic practices. Pain management is a constant process in
usual medical care. It includes several phases that are all equally important.

The evaluation requires the use of a pain scale. Self-assessment scales are encouraged to best
describe the subjective sensation of pain. Hetero-assessment scales are used only with patients
with an expression disorder or if the self-assessment is considered unreliable. Each pain
evaluation must be specified with a precision concerning : localisation, lateralisation,
irradiation, the type of pain, and the relieving and aggravating factors. These elements define a
good pain characterization and are essential to choose the right treatment. Analgesics are
classified according to their intensity or their efficacity on a specific type of pain. The choice
of the right analgesic is therefore linked to a good pain evaluation. Reassessment is crucial in
pain practices since it allows to assess the efficacy of the treatment and to identify their adverse
events. These three phases are needed to repeatedly adjust pain management in hospitals.

We chose to evaluate each phase with one or couple of outcomes, as shown and described
below.

Reassesement
Number of pain scales Pain reassessment
Analgesic administration
Pain characterization Change of pain scale

Number of pain scales

The number of pain assessments per hospitalization and per patient was calculated. We
differentiated 3 categories in for each scale : total assessments, positives assessments, and
assessments requiring the administration of an analgesic.

Numeric Rating Scale (NRS) and Visual Analog Scale (VAS) were counted together. Verbal
Pain Intensity Scale (VPIS) and Algoplus were also collected.
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Pain characterization

The correct characterization of pain was explored. Three types of information were required to
define a good characterization among : type of pain (acute, chronic, neuropathic, nociceptive,
mixed), body localisation, lateralisation, and irradiation. This characterization was defined for
all positive pain scales among self-assessment scale (NRS/VAS and VPIS). Algoplus, which is
a hetero-assessment scale, wasn’t concerned.

Analgesic administration

Analgesic administration was observed according to assessments requiring a medication as
defined in the literature. NRS and VAS scales required a rate of 3/108 or more to involve the
administration of an analgesic. VPIS and Algoplus respectively needed a rate of 2/48 or more
and 2/5% or more to involve the administration of an analgesic.

Pain reassessment
Pain reassessment was related to positive assessments. It was defined as accurate if reassessed
4 hours after an initial positive evaluation.

Change of pain scale

Changing the scale within the first 48 hours was considered possible in view of getting to know
the patient. After the first 48 hours, the change of pain was classified as : inadequate, adequate,
no change. Last two events were considered as good care practices. The evolution of the health
status of hospitalized patients could indeed require a change of scale for Algoplus for instance.

2. Conduct of an implementation strategy and its effect on
hospitalization

a. Study design

A before-and-after study design was chosen to explore the effectiveness of the implementation
strategy and its impact.

This study was mono-centric. It was conducted in the geriatric short-stay unit at the Tours
University Hospital in France. This unit can welcome to a maximum of 25 patients. Pain
management was already integrated into daily care with at least one pain assessment per shift
and a pain expert within the healthcare team. An institutional protocol already existed within
the establishment concerning the pain management specific to older people (Appendix 1).

b. Implementation strategy

The medical staff received a 30-minute comprehensive training on the impact of pain in older
adults (Appendix 2). It was given on the 15" of June 2021. All the medical team of the unit
participated.

Several dates and time schedules were proposed to the healthcare team which includes nurses
and care assistants : 20" and 23" of July 2021, and 10" of August 2021. They received a 15-
minute practical training on pain assessment, pain medication and care organisation related to
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it (Appendix 3). Only half of the healthcare team participated (6 nurses and 14 care assistants).
Questionnaires were distributed before and after the training (Appendix 4).

All trainings were conducted blind to the team members. They were presented as ongoing
training within the unit. They were all conducted by a medical expert.

c. Sample

All data were collected from patients’ medical files. It was collected between the 15" of August
2021 and the 31st of October 2021. This last date was chosen because it corresponded to the
change of part of the medical staff when internship in the unit ended. It was compared to the
same period in 2019. The year 2020 was set aside because of the modification of hospital
activity related to the Covid-19 pandemic.

Patients were included if they were admitted to the unit at the above-mentioned dates and if
they were 75 years or older. The exclusion criteria were extreme length stays : less than 2 days
or more than 40 days. Clinical variables included : sociodemographic variables (age, sex, usual
living accommodation and accommodation at the discharge of the unit), main diagnosis, ADL-
score’? at admission and at discharge, number and type of analgesics at admission and at
discharge, change in prescription of analgesics during the stay. We collected the tools described
before to evaluate pain practices : number of pain scales, analgesic administration, pain
characterization, pain reassessment, and change of pain scale.

d. Secondary outcomes

To estimate the effect of the implementation strategy, secondary outcomes were considered as
. length of stay, 30-day hospital readmission, and in-hospital geriatrics complications
(malnutrition, confusion, falls, drug-related adverse events, and bedsores).

e. Statistical analysis

We described quantitative variables with mean, median and interquartile range. We
characterized qualitative data with number and percentages.

We calculated the effectiveness of the implementation strategy and the association between the
implementation strategy and outcomes with a Chi2 test with a p < 0,05 considered as significant.
Population was considered comparable and independent for these tests. We also used a Student
test for length of stay.

f. Ethics

Data were collected on a password secured Excel files which were stored on a password
protected USB key. A unigue inclusion number was assigned to each patient. This only number
was reported on Excel files. No personal or nominative data were collected. This study is part
of the reference methodology MR-004 subscribed by the Tours University Hospital. This study
received a registration number given by the National Data Protection Committee : n°2022_030.
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1. Results

1. Participants

A total of 372 patients were admitted through the selected periods : 198 in 2019 and 174 in
2021. We excluded 26 patients (6,99%) : 16 in 2019 and 10 in 2021. The interventional group
included 164 patients while the control group included 182 patients. A total of 346 patients
were included (Figure 1).

Figure 1. Flow chart

Screening : n =372 patients

F

2019 : n = 198 patients

2021 : n= 174 patients

Exclusion : n = 16 patients Exclusion : n = 10 patients
<48hstay :n=11 <48hstay:n=28
> 40 days stay : n =2 > 40 days stay :n=1
<75years:n=3 <75years:n=1
v A 4
2019 : n = 182 patients 2021 : n= 164 patients

2. Descriptive data

Participants were mainly men (63%). They had a median age of 87 [82,6-93,4] years. They
were mostly living at home (78,6%). 48% returned home from the the hospital. One quarter of
hospitalized older people were referred to a rehabilitation centre upon discharge as described
in Table 1.

Table 1. Patient characteristics

2019 group 2021 group Total
n =182 (52,6%) n =164 (47,4%) n =346
Age (years) 87 [82,8-93,8] 88 [82,3-93] 87 [82,6-93,4]
Sex
Male 113 (62,1%) 105 (64%) 218 (63%)
Female 69 (37,9%) 59 (36%) 128 (37%)
Living accommodation
Home 145 (80%) 127 (77,4%) 272 (78,6%0)
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Nursing homes 23 (13%) 15 (9,2%) 38 (11%)

Senior residence 14 (8%) 19 (11,6%) 33 (9,5%)
Other 0 (0%) 3(1,8%) 3(0,9%)
Accommodation at discharge

Home 91 (50%) 75 (45,7%) 166 (48%)
Institutionalization 18 (9,9%) 16 (9,8%) 34 (9,8%)
Entry in senior residence 1 (0,5%) 1 (0,6%) 2 (0,6%0)
Rehabilitation accommodation 44 (24,2%) 47 (28,7%) 91 (26,3%)
Death 21 (11,5%) 15 (9,1%) 36 (10,4%)
Transfer to another unit 7 (3,9%) 10 (6,1%) 17 (4,9%)

Main diagnoses were described in Table 2. Most of the participants were hospitalized for a
cardiology (17,6%) or Endocrinology/Nutrition/Metabolism (12,4%) diagnosis. The 2021
group included more patients with dementia or confusion than the 2019 group (15,24% vs.
9,34%), as more of an oncological diagnosis (5,49% vs. 2,75%).

Table 2. Main diagnoses

2019 group 2021 group Total
n =182 (52,6%) n =164 n =346
(47,4%)

Family and social problems 3 (1,65%) 1 (0,61%) 4 (1,2%)
General and systemic disorders 6 (3,3%) 3 (1,83%) 9 (2,6%)
Cardiology 33(18,13%) 28 (17,07%) 61 (17,6%)
Dermatology 2 (1,1%) 4 (2,44%) 6 (1,7%)
Endocrinology/Nutrition/Metabolism 20 (10,99%) 23 (14,02%) 43 (12,4%)
Hematology 8 (4,4%) 10 (6,1%) 18 (5,2%)
Hepato-gastroenterology 5 (2,75%) 4 (2,44%) 9 (2,6%)
Infectiology 5 (2,75%) 0 (0%) 5 (1,4%)
Neurology (central and peripheral) 18 (9,89%) 11 (6,71%) 29 (8,4%)
Neurology (dementia and confusion) 17 (9,34%) 25 (15,24%) 42 (12,1%)
Oncology 5 (2,75%) 9 (5,49%) 14 (4,0%)
Ophthalmology/ORL/Stomatology 4 (2,2%) 2 (1,22%) 6 (1,7%)
Pulmonology 13 (7,14%) 7 (4,27%) 20 (5,8%)
Psychiatry 11 (6,04%) 9 (5,49%) 20 (5,8%)
Rheumatology/Orthopaedics 0 (0%) 6 (3,66%) 6 (1,7%)
Traumatology 13 (7,14%) 12 (7,32%) 25 (7,3%)
Urology/Nephrology 12 (6,59%) 9 (5,49%) 21 (6,1%)
Symptoms 1 (0,55%) 0 (0%) 1 (0,3%)
latrogenic and toxic pathologies 6 (3,3%) 1 (0,61%) 7 (2,1%)

The ADL score was better at admission in the 2019 group with a median of 3,59 [1,5-5,7] than
in the 2021 group with a median of 2,77 [0,9-4,6]. The ADL score at discharge was closer with
a median of 3,21 [1,4-5,1] in 2019 and 3,15 [1,2-5,1] in 2021 as shown in Table 3.

Table 3. ADL scores

ADL at ADL at
admission discharge
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2019 2021 2019 2021
n=158(86,8%)  n=155(94,5%) | n=138 (75,8%) n =109 (66,5%)

Total 3,59 [1,5-5,7] 2,77 [0,9-4,6] 3,21[1,4-5,1] 3,15[1,2-5,1]
Good score [5-6] 66 (42%) 27 (17%) 33 (23%) 28 (26%)
Moderate score [3-5] 34 (21%) 55 (36%) 53 (39%) 35 (32%)
Severe score [0-3[ 58 (37%) 73 (47%) 52 (38%) 46 (42%)

Difference - - -0,38 +0,38

The number of analgesics on the prescription was mostly 0 or 1 at admission in 2019
(respectively 36% and 43%) as in 2021 (43% and 31%). The number of analgesics on the
prescription was mainly 1 or 2 at discharge (respectively 59% and 19%) as in 2021 (48% and
21%) as seen in Appendix 5.

3. Evaluation of pain practices

We noted several indicators to estimate the effectiveness of the implementation strategy as
defined in Methods. We didn’t find any significative association of it on the pain management

(Table 5).

Number of pain scales

We identified every pain evaluation during the entire stay of each patient. We found a total of
11 400 evaluation.

VPIS was the mostly used pain scale in 2019 and 2021 at respectively 84,3% and 87,5%.
Algoplus was more used in 2019 (8,2%) than in 2021 (5%). Patients had always more positive
scales in 2021 than in 2019. They also required always more analgesic administration (Table
4).

We calculated the number of pain evaluation per day and per patient in the unit. We found a
median of 3,14 [2,58-3,85] evaluation per day and per patient in 2019 and a median of 3,10
[2,56-3,91] evaluation per day and per patient in 2021.

Table 4. Number of pain scales

2019 group 2021 group Total
n=5728 n=5672 n = 11400
NRS/VAS
Total 429 (7,5%) 427 (7,5%) 856 (7,5%)
Positive 61 (14,2%) 80 (18,7%)
Requiring analgesic 47 (11%) 53 (12,4%)
VPIS
Total 4829 (84,3%) 4963 (87,5%) 9792 (85,9%)
Positive 791 (16,4%) 942 (18,9%)
Requiring analgesic 494 (10,2%) 561 (11,3%)
Algoplus
Total 470 (8,2%) 282 (5%) 752 (6,6%0)
Positive 118 (25,1%) 86 (30,5%)
Requiring analgesic 81 (17,23%) 69 (24,5%)
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Analgesic administration

We differentiated the type of analgesics between those prescribed if needed and those
prescribed at least once a day. These last were classified by class. The type of analgesics
prescribed was predominantly if needed treatments as shown in Appendix 6. We identified the
decrease of the weak opioids (only 1 was prescribed at discharge), of the anti-inflammatory and
of the anti-neuropathic in the profit of strong opioids when prescribed at least one a day. We
calculated the same number of analgesics per patient at admission and at discharge between
2019 and 2021 (respectively 0,85 and 1,25). We observed the change in type and frequency of
analgesics during the stay in 148 patients (81,3%) in 2019 and 127 patients (77,4%) in 2021.
Treatment was administrated at 55,95% in 2019 and at 57,98% in 2021, if pain scale required
analgesic’s administration.

Pain characterization

We observed more pain characterization in 2021 (10,67%) than in 2019 (9,74%) among
NRS/VAS and VPIS. We gathered information on the dedicated tool of the medical software,
but we didn’t search such precisions on patient’s medical file.

Pain reassessment

We noted less pain reassessment in 2021 (15,52%) than in 2019 (18,04%). We considered that
every positive pain scale needed a closer reassessment, even if no analgesic were administered.
We didn’t evaluate the evolution of the pain scale after an analgesic’s administration.

Change of pain scale

We observed more inadequate change of pain scale in 2019 (57,14%) and in 2021 (53,66%)
than adequate or no change of pain scale. We identified no change of scale for 60 patients
(32,97%) in 2019 and 61 patients in 2021 (37,20%). Adequate change of scale (9,89% in 2019
and 9,15% in 2021) were mostly observed in variable neurological disorders and in palliative
terminal phase.

Table 5. Association between the implementation strategy and pain practices indicators

2019 group 2021 group p-value

Analgesic administration 348 (55,95%) 396 (57,98%) 0,46
If pain scale requiring analgesic

Pain characterization 83 (9,74%) 109 (10,67%) 0,51
If NRS/VAS and VPIS positive

Pain reassessment 175 (18,04%) 112 (15,52%) 0,12
If positive pain scale

Adequate change of pain scale 78 (42,86%) 76 (46,34%) 0,51
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4. Secondary outcomes

We estimated the association between the implementation strategy and secondary outcomes
(Table 6) even if we didn’t find a statistical improvement on the pain management.

We didn’t find any significative difference for length of stay, hospital readmission, confusion,
malnutrition, bedsores, and falls. We find a significative difference in drug-related adverse
events with a p=0,002.

Table 6. Association between the implementation strategy and secondary outcomes

2019 group 2021 group p-value

n=182 n=164
Length of stay 9,79 10,91 0,09
30-day hospital readmission | 20 (11,98%) 17 (11,41%) 0,88
Confusion 44 (24,18%)  53(32,32%) 0,49
Malnutrition 59 (32,42%)  70(42,68%) 0,49
Bedsores 17 (9,34%) 11 (6,71%) 0,37
Drug-related adverse events | 66 (36,26%)  35(21,34%)  0,002*
Falls 34 (18,68%)  41(25%) 0,15

*p < 0,05 considered as significant

V. Discussion

We succeeded to assess pain practices in a comprehensive manner. The four indicators we chose
(analgesic administration, pain characterization, pain reassessment and change of scale) proved
to be a good way to evaluate pain practices. They seem to be easy to reuse. We didn’t find any
improvement in pain management after the implementation strategy in the unit. This could be
explained by several biases.

The design of the study has shown some limitations. The two groups were not exactly
comparable due to the design. The difference in ADL at the admission proved to be a major
difference between our two groups of patients. The amelioration of the ADL after the
implementation strategy could be an interesting outcome for future studies. We didn’t choose
to analyse it at baseline, but it must be considered as a possible result of the pain management
training. We could use matching methods to maintain a comparability between the two groups.
We chose wide exclusion criteria considering the length of stay because we wanted to precisely
describe the whole pain assessment during a single stay. This may have created a bias regarding
the importance of each patient on outcomes based on their length of stay. We could propose to
choose a determined duration to analyse pain assessment. We could select 5 or 7 consecutive
days after the 48 first hours of hospitalization to prevent the weight of each patient in the
analysis. The choice of a before and after study is also questionable. A prospective and
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multicentric study could be a better choice even if it demands more time and a good evaluation
of each centre in pain practices. The two-year latency between the two groups could also be a
reason for the absence of significant results. This implies the possibility of additional trainings
on pain management through the staff as well as a high turnover in the team.

Some biases are due to our choice in implementation strategies. We couldn’t educate the whole
non-medical staff due to organizational limitations. We have trained barely 50 percent of the
day-team and didn’t train the night-team. The night-team must be considered for later work to
evaluate the whole pain management through the unit. We observed a lot of inadequate change
of pain scale within the night team while it was adequate in the day-team. This could have
modified our results concerning the change of pain scale.

It was difficult to find the right schedules to do our educational program. Some staff members
didn’t stay to the end of the sessions even if we chose to do a short practical training. That can
be explained by the absence of dedicated time for ongoing training in the unit. So caregivers
would decide to leave at the end of their work time if it was over even if in the middle of the
training. It must be considered and to be modified if we want to organize any implementation
strategy. We could for instance propose to consider these times as being eligible for overtime
salary. Time dedicated to training can also be offered on a regular and organized basis. This
last proposition is restrained by the lack of staff which is recurring in our establishment. The
implementation strategy could also be more complete. We could have insisted that the medical
staff must be actively involved in pain tracking. Each characterization of pain must be reported
in the medical file even if it is evaluated by a physician. This could encourage more teamwork
between the different actors.

The questionnaires were distributed but few were completed. We have collected 8
questionnaires before the training and only 3 after. The main obstacle in pain practices is the
lack of communication with medical staff according to the few responses. They also pointed
the difficulty of the pain evaluation in geriatric medicine when people couldn’t communicate.
These observations were described as a consequence of the important volume of work in the
unit. Attention must also be paid to the choice of the speaker of the training even if the training
was well received. Healthcare team would have preferred an expert nurse than a medical expert
to conduct the training, as described in the litterature!2. According to few answers, the existence
of a pain expert within the healthcare team and of an institutional protocol is unknown by
healthcare team members.

We also pointed out that pain management could still be improved. We noticed the lack of
information about the non-pharmacological intervention usually offered by the staff. The care
software used as medical file doesn’t allow an easily way to notice these interventions. A
comment could be annotated to the pain evaluation, but it was never used for the non-
pharmacological intervention as icing, massage, or repositioning. It is also important to notify
if the patient refuses the administration of an analgesic. It could happen without being reported
in the medical file. This could be a way to improve the pain management and to consider the
multidimensional aspect of the pain including patient’s wishes.

Psychological support was also absent from our evaluation because of its difficult evaluation.
Collecting patient’s feelings must be considered as an equally important element that the other
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indicators we chose to evaluate pain practices. It could variate in personal and cultural ways.
This could be more difficult in the geriatric population due to cognitive impairment, but it must
be noted when possible.

But this is also the first study to precisely describe the pain management in the geriatric short-
stay unit at the Tours University Hospital. Even if we observed several limitations, we described
an already well-developed pain assessment. Description of a good number of evaluations per
patient and per day in 2019 highlighted a good pain management before our implementation
strategy. This can be explained by the fact of an already good knowledge of geriatric’s
specificities in the healthcare team. The use of VVPIS in most of the case could be considered as
a proof of an adequate pain assessment in older adults because it is often the most reliable and
most reusable scale. Caregivers were certainly already aware of the importance of an adapted
pain assessment to patients with several comorbidities as cognitive impairment. The presence
of institutional pain protocol and of a pain expert within the healthcare team are also signs of
a good pain assessment into routine care even if some members of the team said in the
questionnaires that they didn’t know their existence.

We noted similar medical prescription practices before and after the intervention with the stop
of the weak opioids and anti-inflammatory in the profit of non-opioid and strong opioid
treatments. It showed a good knowledge of geriatric’s specificities® among the medical staff.

Results concerning the secondary outcomes must be considered with extreme prudence. The
significative results about drug-related adverse events could or could not be a consequence of
our implementation strategy. Improvement of the trainings and a better adherence to pain
practices have first to be shown. It remains interesting to continue the understanding of the
impact of pain especially on older hospitalized people who are exposed to many complications.
This type of study is also a good way to describe the prevalence of the pain in this population
because we have a lot of different data about it in the literrature?.

V. Conclusion

Pain is a common issue in geriatric care due to the to the multiple comorbidities in older adults.
Pain management must be multidimensional and global as every management in geriatric
medicine. Caregivers training is a simple action that could be effective in improving practices
in both healthcare and medical teams. It is important to identify limitations and strengths of
pain assessment to better understand its impact on patient’s hospitalization and better anticipate
possible complications during hospitalization.

VI.  Appendix

Appendix 1 . Institutional protocol at the Tours University Hospital : good use of analgesics in
older adults >75 years.
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Le paracétamol est I'antalgique le moins toxique. Dans les
douleurs faibles @ modérées par excés de nociception, il doit
&tre prescrit en premiére intention a une posologie de 500 a 1
000 mg toutes les 6 a 8 h (posologie maximale recommandée
3g/24h).

Les Anti. Non (AINS), lorsqu'ils
sont utilisés comme co-analgésiques, doivent I'étre avec
grande prudence compte tenu de leur toxicité rénale,
cardiaque (inhibiteur sélectif de la COX -2) et digestive,
accrues chez les sujets dgés. La prévention des accidents
gastriques des AINS fait partie des indications retenues pour
I'Autorisation de Mise sur le Marché (AMM) du misoprostol et
de l'oméprazole 20 mg

La colchicine a une action anti-inflammatoire excellente dans
I'arthrite microcristalline a adapter a la fonction rénale.

La morphine peut étre prescrite en premiére intention en cas
de douleurs nociceptives intenses (EVA ou EN > 7 — 8) ou en
cas de douleur non calmée par les antalgiques de niveau plus
faible. Elle est utilisée a la posoclogie initiale orale de 0,25 a
0,50 mg/kg/jour en 4 a 6 prises/jour de morphine buvable, avec
un ajustement progressif toutes les 12 heures en fonction du
poids et de la fonction rénale. Le relais par une forme a
Libération Prolongée pourra étre pris une fois la dose
quotidienne efficace déterminée.

Un supplément d'antalgie peut étre nécessaire pour prévenir
les douleurs induites, en particulier par la mobilisation et les
soins. Un opioide a Libération Immédiate peut étre alors
associé aux opioides a Libération Prolongée, et ce au moins 45
minutes avant la mobilisation aux soins douloureux.

Pour les opioides et la morphine en particulier, la surveillance
des effets secondaires chez la personne agée ayant des
troubles de la communication verbale doit se focaliser sur les
effets respiratoires et neuropsychiques. Parmi les autres effets
secondaires, la constipation doit étre précocement et
systématiquement prévenue et la rétention d'urine recherchée

En cas de douleur
I'oxycodone.

mixte, privilégier le tramadol et
Le néfopam et la poudre d’opium associée au paracétamol
peuvent étre utilisés avec prudence en cas d'adénome
prostatique.

Le fentanyl transdermique ne doit pas étre utilisé en 1°°
intention, en raison de son élimination lente, mais en cas
d'effets indésirables des morphiniques et/ou de troubles de la
déglutition et aprés titration par morphine immédiate,.

Le mélange équimolaire oxygénelprotaxyde d'azote (MEOPA)
peut aussi étre utilisé chez la personne agée par exemple dans
le traitement de la douleur aigué lors des soins.

COMED - Commission Douleur

Fiche 17 103 TTT médicamenteux de la douleur chez la personne Agée Disponible sur le site intranet du CHU

crnu“/ Comité du Médicament
Usage Vaidation au
DOULEUR | TRATEMENTS MEDICAMENTEUX DE Comis plénier u
LA DOULEUR PAR EXCES DE ST
N° 17 103 NOCICEPTION CHEZ LA PERSONNE
AGEE DE PLUS DE 75 aNS Juin 2017

Une douleur par excés de nociception est due a
I'activation des récepteurs de la douleur (nocicepteur).

Du fait de la rareté des essais thérapeutiques chez les
personnes agées de plus de 75 ans, les régles de

prescription sont

extrapolées a partir

des études

disponibles chez I'adulte plus jeune et sont corrigées par
les données de la pharmacovigilance.

Le

traitement  antalgique

impose

une démarche

diagnostique incluant I'évaluation comportementale de la
douleur chez les patients non communicants et ne se
substitue jamais au traitement étiologique.

Les

modifications

pharmacologiques

liées au

vieillissement, la polypathologie habituelle chez le sujet
agé et les interactions médicamenteuses conduisent a
prendre en compte le risque accru d'effets secondaires et
de surdosage, et leurs répercussions sur les fonctions
cognitives, 'autonomie et l'équilibre socio familial.

Pour chaque médicament, il est conseillé :
» dutiliser la posologie minimale efficace pour calmer

A

v

Références: ANAES
douleur chez les personnes Agées —

la douleur

d'adapter les intervalles de prise et la dose unitaire
selon les résultats de la réévaluation de la douleur,
en tenant compte de la durée defficacité du
médicament et de I'évolution nycthémérale de la

douleur

d'augmenter progressivement la posologie
d'utiliser des médicaments a élimination rapide
d'utiliser avec prudence les formes a Libération

Prolongée

Evalustion et prise en charge
Octobre

thérapeutique de la
2000 Fiche de Bon Usage

COMED *n* 05 77 Initiation d'un traitement par morphine chez I'aduite

Formule de MDRD simplifiée :

DFG estimé=186 x (créatininémie x 0,0113)

1,154 x(ége)'a'm

& muitiplier par 0,742 chez la femme et par 1,212 chez le
sujet & peau noire (il existe abaques, régleties el calculateur sur
intermet)

Principaux antalgiques recommandés pour le traitement de la douleur chez la personne agée
Attention : pour certain de ces médicaments il est impératif d’adapter la posologie a la fonction rénale
(évaluée par MDRD (cf infra) plutét que par la formule de Cockcroft)

N Posologie Adaptation de la posologie a la N
Médicament Posologie initiale par24 h | "MENVANledeprise | 1 yimaig par 24 fonction rénale E"“ssﬁcﬁ‘;‘:’:"" a Précautions d’emploi
= Si IR sévére (Clairance de la ) .
2 Paracétamol 4x500 mg a 4a8h 3000 mg créatinine entre 10 et ; aux Ne pas QEpessng&s
s m 3% 1000 mg 4 30mUmin) - intervalle de 8 posologies élevées
heures entre 2 prises B
A éviter si IR modérée
Tt et e
Libération Prolongée 2 x50 mg 12h 400 mg* sévere car isque - Anticiper et prévenir les
= (LP) o - Diminution du seuil effets secondaires
2 (forme LP) P ;. . nausees,
= - Risque important vomissements, vertiges)
o 25 mg de de confusion - IMavec les AVK ou autres
ticoagulants
Tramadol 4 (37,5 mg tramadol 6a8h tramadol® et SiIR sévére : intervalle de 12 snicosguian
Paracétamol + 325 mg paracétamol) 2600 mg de heures entre 2 prises
paracétamol
Morphine orale Titration 025 a 05 4a6h ) )
A Libérati I en 6 prises toutes comélé ala Pas de plafond Augmentation dela Progress ‘f:": fi‘;““’e."‘”
(L les 4 h en début de traitement réévaluation A éviter si IR modérée ou ! posologies apres titratior
‘Séuirs car nisque plasmatique par avec une forme immeédiate
d'accumulation rapide rapport au sujet ou lors dune rotation entre 2
(élimination rénale sous forme R )':iunz les
Morphine orale 12 h pour de métabolite actif) d':n?\:umulation
- il i & 20mg= ie minimale Moscontin® Pas de plafond . R P . " P
= ®
= L o g p! Risque important Prévention systématique de
™ (LP) et Skenan de confusion la constipation
£
Oxycodone
a Libération Immédiate 4 fois 5mg toutes les 6 h Pas de plafond
Ly - Rétention urinaire
Pas d'adaptation - Confusion, - Prévention précoce de la
Oxycodone ) nason
& Libération Prolongée 2 fois 5 mg toutes les 12 h Pas de plafond Constipation
(LP)

* Tenir compte de la dose totale apportée par les formes LI et LP du tramadol

'COMED - Commission Douleur

1. Vannier — | Grenn-Roncier

Appendix 2. Training to the medical staff
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A CHRU

¢ TOURS

LA DOULEUR EN GERIATRIE :

QUEL IMPACT ?

PAUL CAMUS
DES DE GERIATRIE

153/06/21

. La douleur est 1mes expérience personnelle mflusncés 3 des
degrés divers par des facteurs biologiques, psychologiques et
SO0CIATE.

2. Ladouleur et la nociception sont des phénomenas différents. La
douleur ne peut &tre déduite mmquement da lactivité des
neurones sanaorels.

3. A travers lewrs experiences de vie, les indmidus apprennent la
5 concept de la douleur,
DEFINITION

MOVELERE 1030 4. Lerapport dune personmne sur une expérience de doulsur dodt
étre rezpecte.

Eien que la douleur jous géneralement un role dadaptation, elle
paut avoir des effetz négatifs zur le fonctionnement et le bien-
étre zocial et pzychologigue.

(=]

et ationsl Atsoclatien for the Study of Paln 6. La description verbale n'est qu'un des nombrews comportaments
parmettant daxprimer 1a dovleur ; 'incapacite 3 commmmiguer
n'exchot pas la possibalité qu'on &re humam ou un animal non

humam éprowve de la doulenr:
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1/ Evaluation :

- Localisation / cdté

- Irradiation

- Tirpe - neurcpathique/nociceptive, aigu / chronique
- Facteur avant/soulageant

- Intensité

Communicant = EN ou EVS

Non-Communicant = Algoplus

LES ETAPES DE LA PRISE

EN CHARGE ANTALGIQUE 2/ Traitement :
- Effets indésirables
- Adaptation doses

—_—

3/ Reevaluation et adaptation

QUELLE FREQUENCE ?

- Peu d’études épidémiologiques pures.
Peu de différence Aign Vs, Chronigue.

Enguéte PUGE (2018) dans les C3GESSEUSLDVEHPAD frangais :
1/ =50% des douleurs chroniques
2/ T3% nociceptives == 24% mixtes >> 3% neuropathiques

- Grande variabilite.
Prévalence de la douleur si >75ans : 20% a 56%.
Helms RD, Gibzon 5J. The epidemiology of pain in sldevly peopls. Clin Geriatr Med. 2001
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QUELLES SPECIFICITES ?

- Evaluation et altération cognitive ?

28 outilz décrits |

Fiabilité inter-juge modérée & bonne.

Peu de données sur la faizabilite OU 'utilité clinique.

Lichtner, ¥, Dowding. D), Esterhuizen, P et al Pain assesswant for people with dementio- a sstemmic raview qf
Spstenudtic reviews qf pain assezsment tools. BT Gerigtr (2014)

= Organisation dans les soins quotidiens
Manque de réévaluation.
Pertinence des antalziques administrés.

Tran TH, Reda A, Monagement of Breaktirough Pain in Hospitalized Older Adults. Consult Pharm J Am Sec Consult
Pharm. 1018

Flgure 1. Pain Reassessment Following Analgesic Administration

Pan rewm ey ment Patient sleeping or oft
fruising 2]

/ £5% (280430

\ Pan reassessed

IN(I%0M0
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Flgure . Evaluation of Analgesic Administrators

=Neécessité de collaboration dans 1a prise en charge antalgique

DOULEUR ET QUALITE DE VIE

- Douleur et imitation fonctionnelle

&1 doulenr rapportée, baizse dela:

1/ Wobiliee (OR=2_85, CI=03%, [2.20-3,69])

2/ Capacité 4 franchir un escalier (OR=2.84, CI=03%, [2.48-3.26])

3/ Echelle ADL(OR=4.33, CI=95%, [3.71-5.06])

Covincky EE, Lindguist E, Dunfop DD, Yelin E. Paim, Functional Limitattons, and Aging. Jdm Gerior Soc. 2008

- Douleur et qualité de vie
Douleur chronique associés 3 ressenti moindre d'une bonne santé pliysique et mentale.
Influenceé par les comorbidités (présence d'un cancer, obésité, tabac...).

Dong HI Larsson B, Dragioti E, Bernfor:t L, Levin L4, Gerdle B. Factors Associmed with Life Satigfaction in Older
Adults with Chromic Pain (PainS63+). J Pain Res. 2020
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89 6%

a0 5.9%
II i
Figure | Proportion responding with “satiufied Me™ (Le., scores 5-6) measured by LiSat-1 |

Notes: Respondents without chromic pain: USacdife valld N=13174, LSac-somhealth N=3380, LiSat-paychhealth N=1349. Respondents with chronic pain: LiSatdde valid
N#=2747, LiSat-somheakth N*2748, LiSac-psychhealth N#2734

) Satisfied life

\‘ %

DOULEUR ET MORTALITE,

Al chuse rortality

1.00
- Douleur chronique et mortalité

Aprés ajustement = —
Douleur chronique sévére associée & mortalité toute cause
de maniére significative : HR=1 49 [09% CT 1.21-1_84] B
Pas le cas pour douleur chronique 1égére'modérée. i
Gradation selon intensité + invalidité. 5
Torrance N, Elliott AM Fee AT Swith BE Savere chronic pain is i
associated with increased 10 year mortality. A cohort record linkage studgy.
Eur J Pain Lond Exgl. 2010

0804
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DOULEUR ET MORTALITE

- Phénotvpes de la douleur et mortalite

Degre de douleur - nombre de site, séveérite, etendue, douleur aigie. ..
+ itnpact / interference sur les activités quotidiennes.
Présence ou étendue de la douleur : non associée a mortalite.
Mais association significative =1
1/ “souvent génés » par la douleur (FR=1.29, CI=95%, [1.12-1.49])
A/ interférence avec le quotidien © « quite a bit » (RE=138, CI=03%, [1,20-1,59]) / « extremely »
{OR=1.88, CI=095%, [1.34-2.29]).

Smuth D Wilkie R, Crgft P McBeth J Paim and Mortality in Qider Adults: The Tfluence qf Pain Phenotype. Arthritic
Clare Res. 2018

DOULEUR ET DEPRESSION

- Symptimes communs ?

Rewne de l1a littérature, 42 articles.

1/ Prévalence plus élevée de dépression dans groupe douleur, et inversement.

2/ La présence de douleur empéche ou retards le diagnostic de dépression.

3/ Quand présence d’une douleur importante OU avee limitation fonctionnelle OU ne répondant
pas au traitement : plus de symptdmes dépresaifs

Bair T, Robimzon RL, Eaton W, Eroenkes K Depression and pam comorbidiy: a literarure review. Arch Intern Med
2002

Diépistage de la dépreszion devant douleur inexpliquée ?

Lien avec la polypathologie 7
Quelle réponse thérapentique 7
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DOULEUR ET COUT

- Coiit en santé des patients = 65ans

Emde menée en France.
Visites médicales et paramédicales + traitements + hospitalization

Aszociation entre ausmentation des colts en samté et -

- caractére permanent de la douleur (OR=1.42, CI=95%, [1.12-1.36]).
- lombalzies chromques OR=1,35, CI=93%, [1.07-1.71]).

- douleur neuropathique (OB=1,94. CT=93%, [1.38-2,73]).

Lozkani A, Delszpierre T Bawduceau B, et al. Healthcars costs associared with elderly chrowlc pain parients in primary
Cilre.

S
CONCLUSION

- Recherche Gériatrie / Douleur = nombreuses specificités i explorer !
- Ewvaluation variée et variable.

- Prise en charge multi-domaine, complexe.

- Patients gériatriques a risque : prevalence et conseéquences.

- Ne jamais oublier les mesures non médicamenteuses |

Installation,
Hypnose, I l
Approche psvchocorporelle. .. ;
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MERCI DE VOTRE ATTENTION!

Appendix 3. Training to healthcare providers

CHRU “’1/ U-r N
HOPITALX DE TOURS universite Faculté de Medecine
de TOURS

GERIATRIE

‘ LA DOULEUR CHEZ LA PERSONNE AGEE

Oramorph j}

Wmgim &
Solution by
Sisltate de Mg

npseay

Dr AIDOUD Amal 20 mai

Service de Gériatrie, CHU de Tours, Université de Tours, France
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¢A THéE Bieh..
T'H AL
PakTour !

Introduction

- Douleur = trés présente en Gériatrie.
De 29% a 86% selon les populations étudiées (weime ao, sisson .

The epidemiolagy of poin in elderly people. Clin Gerigtr Med. 2001).

- Nociceptive >> Mixte >> Neuropathique
&==F
Douleur nociceptive : traumatisme, inflammation... 8::.::3
£33
Douleur neuropathigue : dysfonctionnement du systéme nerveux =
fourmillements, brilures, écrasement, décharges électrigues...
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Introduction

Plusieurs difficultées en Gériatrie :

1/ Evaluation
Troubles de la communication ou cognitif

2/ Thérapeutiques

Effets indésirables fréguents, adaptation des doses.

3/ Organisation des soins

Manifestations de la douleur : physiques ou psychologiques !
= tout changement de comportement.

1 - Comment |'évaluer ?

* Caractériser la douleur (a chaque évaluation) :
Au moment T...
et lors des mobilisations ?

- Localisation ul

‘{
Douleur principale

Types de douleur
Localisation de 1a douleur
- lIrradiation Coté de la douleur
Irradiation de la douleur
Facteurs aggravants

- Coté

3 TJL.e fa 3 5 Facteurs soulageants
Nociceptive / neuropathique / mixte - —
Aigu / chronique Symptomes associés
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1 - Comment |'évaluer ?

- Facteurs aggravants :
Respiration/ mobilisation / position / palpation

- Facteur soulageants :
Chaud / froid / immaobilisation / médicaments / position antalgique

- Et pas seulement... Uintensite.
La douleur n'est pas qu’un chiffre !

Deux types d'echelles pour evaluer I'intensité d'une douleur :
1/ Auto-évaluation = evaluation par le patient lui-méme. A
privilégier dans tous les cas.

2/ Hétéro-évaluation = évaluation par un soignant via des signes
indirects. Si auto-évaluation non fiable ou impossible.

1 - Comment l'évaluer ?

Auto-évaluation =

EVS (Evaluation Verbale Simple)

r -
0 1 2 3 4
Absente Faible Modérée Intense Extrémement
L intense

EN (Echelle Numérique)

DOULEUR
FAS [.IE MAXIMALE
DOULEUR IMAGINABLE
- EVA (Echelle Visuelle Analogique)
i E Fasinain . | . . - Choulver
t FA En réalité quasi- coniena R — averiieri

jamais utilisée...

Doy
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1 - Comment l'évaluer ?

» Hétéro-évaluation:
- Algoplus : 1 point par item.

Date de Fivaluotion de ko doulesr

P ——
el e ercdtalarbon,| o

1 - Comment l'évaluer ?

» Echelles les plus adaptées pour les > 65 ans :

- Patient communiguant
Bla

EN @

EVS

- Patient avec trouble de la communication :
Algoplus

Essayer d’utiliser la méme échelle pour un méme patient

36




2 - Traitement

1/ Médicaments :

- Antalgiques les plus utilisés :

* MORPHINE :
Effets indésirables possibles...
MAIS petites doses disponibles (Oramorph®).

* PARACETAMOL :
Pas + de 3g/jour si > 75 ans.
Baisse de la dose si < 50kg.

- Traitements spécifiques aux douleurs neuropathiques.
Certains antidépresseurs ou anticonvulsivants.

- Antalgiques déconseillés (effets indésirables ++-|? : |
AINS (Ibuprofene®...) / NEFOPAM (Acupan®) / TRAMADOL / CODEINE. ,

2/ Mesures associées :

Position
Immohbilisation
Chaud / froid

2 - Traitement

Administration d’'un traitement =
1/ Selon l'intensité et 'échelle utilisée :

-EN>ou=2a4
- EVS > ou = 3 2 (douleur modérée)
- Algoplus >ou=2a2

2/ ET Selon les caractéristiques de la douleur :

- Aigue / chronique = systématique ? Si besoin ? Les 2 ?
- Nociceptive ou neuropathique ?

37



2 - Traitement

Differencier les 2 indications :

- Antalgiques prescrits en systématique.
Si douleur chronique avec antalgie stable.
Si douleur aigle récidivante (mobilisations/soins).

- Antalgiques prescrits en si besoin.
Si douleur aigiie.
Si essai d'antalgie efficace.

s e - i
_!ff_'rj Prescription non claire _rf,_;

| = avis medical
A3 a3
2 = Traitement : cas clinique

Patiente hospitalisée pour chutes a répétition avec des douleurs
nociceptives du genou droit et du bas du dos sans irradiation.

Traitement antalgique :

1/ PARACETAMOL 1g : 1 comprime matin, midi et soir en
systématique.

2/ ORAMORPH : 2mg si douleurs, jusqu'a 6 fois par jour.

Casn®1:

A12h=

Douleur du genou droit, EN a4 5/10 au repos aprés les mobilisations
+ sans irradiation

+ nociceptive.

Quel traitement ?

38



2 = Traitement : cas clinique

Patiente hospitalisée pour chutes a répétition avec des douleurs
nociceptives du genou droit et du bas du dos sans irradiation.

Traitement antalgique :

1/ PARACETAMOL 1g : 1 comprime matin, midi et soir en
systématique.

2/ ORAMORPH : 2mg si douleurs, jusqu'a 6 fois par jour.

Casn®1:

A1Zh =

Douleur du genou droit, EN & 5/10 au repos aprés les mobilisations
+ sans irradiation

+ nociceptive.

PARACETAMOL 1g en systématique + interdose ORAMORPH 2Zmg

2 = Traitement : cas clinique

La méme patiente chute a nouveau dans le service.
=» compliquée d’une fracture vertébrale.

Casn®2:

A 16h =

EN a 0/10 lors du passage du soignant,
15 minutes avant I'arrivée du king.

Mais en I'interrogeant, & la mobilisation depuis sa chute :
- douleurs de quelgues secondes du bas du dos,

- irradiante au membre inférieur droit,
- & type de décharge électrique.

Quel traitement ?
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2 - Traitement : cas clinique

La méme patiente chute a nouveau dans le service.
=> compliguée d'une fracture vertébrale.

Casn®2:

A 16h =

EN & 0/10 lors du passage du soignant,
15 minutes avant I'arrivée du kiné.

Mais en I'interrogeant, a la mobilisation depuis sa chute :

- douleurs de quelques secondes du bas du dos,

- irradiante au membre inférieur droit,

- & type de décharge électrique.

1/ ORAMORPH 2mg en si besoin en anticipation des soins

2/ Et description de I'évaluation au médecin = introduction
antalgique contre les douleurs neuropathiques ?

3- Réévaluation et adaptation

EN EVS ET TOUJOURS
1) EVALUATION de la douleur ALE}UP‘LLJS UTILISER LA MEME
ECHELLE

2) REPONSE THERAPEUTIQUE

Traitement pharmacologigue
ET MESURES ASSOCIEES

.. .
3) REEVALUATION et ADAPTATION ! Efficacité des mesures *

Besoin de modifications ?

UN DES 3 POINTS MANQUANT
= ANTALGIE INEFFICACE
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Pourquoi ?

Nombreuses conséquences de la douleur :

- Limitation fonctionnelle.
- Altération de la qualité de vie.
- Augmentation de la mortalité.

- Apparition de syndrome dépressif...
Importance d’étre systématique pour :
1/ Ne pas sous-estimer la douleur.

2/ Apporter la réponse la plus adaptée.

Penser aux douleurs induites par les soins |

=> Y penser devant un refus de soin...

Conclusion

* Typage de la douleur avant tout !
Intensité par la suite.

+ Adapter 'échelle de douleur aux patients et a ses capacités
de compréhension .

* Adapter les traitements antalgiques aux patients agés.

* Nécessité de différencier I'indication des antalgiques :
systématique ou si besoin.

Prise en charge pluridisciplinaire : patient, proches, ASH, AS,
IDE, medecin
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Appendix 4. Questionnaires for healthcare team

Questionnaire n°1 :
Vous comprendre avant la formation

1/ Remplir individuellement :

PrOfeSSION & oo
NOM U SEBIVICE & .ottt e,

Durée d’exercice dans le service (rayer la mention inutile) : ......... mois/années
Date du questionnaire: __ /__/

2/ Vous concernant :

2.1/ Une mise a jour de vos connaissances sur la douleur vous parait :
0 Indispensable o Utile o Neutre o Inutile o Parfaitement inutile

2.2/ Pensez-vous que la douleur chez la personne agée est inévitable ?
o OUI o Plutét OUI o Plutét NON o NON
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2.3/ Quels sont, selon vous, les caractéristiques de la douleur indispensables a
recueillir lors de I’évaluation de la douleur (texte libre) ?

3/ Dans votre service :

3.1/ A votre connaissance, existe-t-il un référent douleur dans votre service ?
o OUI o NON

Si OUI, I'avez-vous déja sollicite ?
o OUI o NON

3.2/ A votre connaissance, existe-t-il un protocole de prise en charge des douleurs
(aigue et chronique) dans votre service ?
o OUI o NON

3.3/ Comment estimez-vous la qualité de la prise en charge de la douleur dans votre
service ?
0 Excellente o Bonne o Moyenne o Insuffisante 0 Inexistante

3.4/ Une attention est-elle portée a la douleur induite ? :
o OUI o Plutét OUI o Plutdt NON o NON

3.5/ La réévaluation de la douleur est-elle systématique apres traitement antalgique ?
o OUI o Plutét OUI o Plutot NON o NON

3.6/ Quels sont, selon vous, les freins propres a votre service empéchant une bonne
prise en charge de la douleur ?

4/ Généralités :

4.1/ Avez-vous déja eu une ou des formation(s) a la douleur au sein de votre service ou
dans votre cursus ?

o OUI o NON

Si OUI, vous la (les) considérez comme :
o Excellente o Bonne 0 Moyenne o Pauvre O Inexistante
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4.2/ Si une formation sur la prise en charge de la douleur était décidée, quelle devrait
en étre la fréquence ? Tous les :
O 6 mois olan O 2 ans o 3 ans O Sans

4.3/ Quels seraient les professionnels les plus pertinents pour réaliser cette formation
selon vous (plusieurs réponses possibles si souhait d’une formation par plusieurs
compétences) ?

0 Aide-soignant o IDE 0 Médecin 0 Pharmacien

5/ Commentaire libre :

Questionnaire n°2 :
Qu’avez-vous penser de la formation ?

1/ Remplir individuellement :

Profession @ .........ooiiii

NOM dU SEIVICE & ..vieiiiieii i

Durée d’exercice dans le service (rayer la mention inutile) : ......... mois/années
Date du questionnaire : __ /[

2/ Sur la formation :

2.1/ Concernant le contenu de la formation, il vous parait :

- 0 Trop important o Suffisant o Insuffisant

- o Applicable a mon travail o Peu applicable o Pas du tout applicable

2.2/ Les thémes abordés étaient-t-ils suffisamment développés ?
o OUI o Plutot OUI o Plutét NON 0o NON

2.3/ Certains thémes ont-ils été manquants a la formation selon vous ?
o OUI o NON
Si OUI, lesquels ?

2.4/ Concernant la durée de la formation, elle vous parait :
o Trop longue o Suffisante o Trop courte
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2.5/ Concernant la forme et le support de la formation (présentation orale +
PowerPoint), ils vous paraissent :
o Tres adaptés 0 Adaptés 0 Peu adaptés 0 Pas du tout adaptés

Si peu ou pas du tout adaptés, quels autres formats seraient a privilégier ?

2.6/ Au décours de la formation, vous étes-vous senti libre de poser vos questions ?
o OUI o NON
Si NON, pourquoi ?

Si OUI, les réponses vous ont-elles satisfaites ?
o OUI o NON

3/ VVous concernant, apres la formation :

3.1/ Une mise a jour de vos connaissances sur la douleur vous parait :
O Indispensable o Utile O Neutre O Inutile O Parfaitement inutile

3.2/ Pensez-vous que la douleur chez la personne agée est inévitable ?
o OUI o Plutét OUI o Plutot NON o NON

3.3/ Quels sont, selon vous, les caractéristigues de la douleur indispensables a
recueillir lors de 1’évaluation de la douleur (texte libre) ?

4/ En pratique :

4.1/ La formation vous-a-t-elle permis d’acquérir de nouvelles connaissances ?

o OUI o Plutét OUI o Plutét NON o NON

4.2/ Pensez-vous que cette formation va modifier vos pratiques guant a la prise en
charge antalgigue des personnes agées ?

o OUI o Plutdot OUI o Plutdt NON 0 NON

Si OUI ou Plutot OUI, sur quels aspects (texte libre) ?

4.3/ Je recommande cette formation a mes collégues :
o OUI o Plutét OUI o Plutét NON o NON
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Appendix 5. Number of analgesics on the prescription

2019 group 2021 group
Admission Discharge Admission Discharge
n=182(100%) n=160(87,9%) | n=164(100%) n =149 (90,9%)
No analgesic 65 (36%) 17 (11%) 70 (43%) 23 (15%)
1 analgesic 78 (43%) 94 (59%) 51 (31%) 70 (48%)
2 analgesics 26 (14%) 31 (19%) 31 (19%) 32 (21%)
3 analgesics 12 (7%) 9 (5,5%) 8 (5%) 20 (13%)
4 analgesics 0 (0%) 9 (5,5%) 4 (2%) 4 (3%)
5 analgesics 1 (1%) 0 (0%) 0 (0%) 0 (0%)
Appendix 6 . Type of analgesics
2019 group 2021 group
Admission Discharge Admission Discharge
Total of analgesics prescribed 155 200 139 187
Antispasmodic 5 (3,2%) 3 (1,5%) 3 (2,2%) 5 (2,6%)
Non opioid 44 (28,4%) 37 (18,5%) 17 (12,2%) 34 (18,2%)
Weak opioid 8 (5,2%) 1 (0,5%) 14 (10,1%) 0 (0%)
Strong opioid 4 (2,6%) 17 (8,5%) 7 (5%) 19 (10,2%)
Anti-inflammatory 16 (10,3%) 12 (6%) 12 (8,6%) 2 (1,1%)
Anti-neuropatic 23 (14,8%) 18 (9%) 24 (17,3%) 22 (11,8%)
If needed prescription 55 (35,5%) 112 (56%) 62 (44,6%) 105 (56,1%)
Number of analgesics per patient | 0,85 1,25 0,85 1,25
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Contexte : La douleur est une composante majeure de la prise en charge gériatrique, et peut étre
responsable d’une altération de la qualité de vie. Il existe toutefois des difficultés dans sa prise en charge
liées a son évaluation, a ses thérapeutiques et a I’organisation des soins. Une revue systématique montre
gue les formations a la douleur permettent une amélioration des pratiques professionnelles.

Objectifs : évaluer I’effet d’une formation a la douleur aupres du personnel soignant du Court Séjour
Gériatrique au CHRU de Tours sur les pratiques cliniques, ainsi que son influence sur I’évolution intra-
hospitaliére des patients agés hospitalisés.

Méthode : Tl s’agit d’une étude pilote de type avant/apres, monocentrique, réalisée dans le service de
Court Séjour Gériatrique du CHRU de Tours. La formation a la douleur des professionnels du service
s’est déroulée du 15 juin au 10 ao(t 2021 sur un total de 4 sessions.

Participants : 346 patients de 75 ans et plus hospitalisés dans le service ont été répartis en 2 groupes :
182 en 2019 et 164 en 2021 aprés I’intervention.

Résultats : Nous avons évalué les pratiques cliniques par les bonnes caractérisation et réévaluation de la
douleur, ’administration appropriée d’antalgiques et le changement adéquat d’échelle de la douleur. Il
n’a pas été retrouvé de différence entre les 2 groupes sur les pratiques et sur 1’évolution intra-hospitaliere
des patients aprés la formation a la douleur. 1l a été toutefois retrouvé une amélioration significative de
la prévalence des effets indésirables liés aux médicaments (p=0,002) apreés cette formation.

Conclusion : La douleur étant au cceur de la prise en charge globale en Gériatrie, il convient d’identifier
les limites et les forces de 1’évaluation de la douleur pour mieux comprendre son impact sur
I’hospitalisation des patients.
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