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Etude DOLO-AGE : évaluation d’une formation à la douleur aux professionnels de 

santé, projet pilote au Court Séjour Gériatrique du CHRU de Tours 

 

 

Résumé 

 
Contexte : La douleur est une composante majeure de la prise en charge gériatrique, et peut être 

responsable d’une altération de la qualité de vie. Il existe toutefois des difficultés dans sa prise 

en charge liées à son évaluation, à ses thérapeutiques et à l’organisation des soins. Une revue 

systématique montre que les formations à la douleur permettent une amélioration des pratiques 

professionnelles.  

 

Objectifs :  évaluer l’effet d’une formation à la douleur auprès du personnel soignant du Court 

Séjour Gériatrique au CHRU de Tours sur les pratiques cliniques, ainsi que son influence sur 

l’évolution intra-hospitalière des patients âgés hospitalisés. 

 

Méthode : Il s’agit d’une étude pilote de type avant/après, monocentrique, réalisée dans le 

service de Court Séjour Gériatrique du CHRU de Tours. La formation à la douleur des 

professionnels du service s’est déroulée du 15 juin au 10 août 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 après l’intervention. 

 

Résultats : Nous avons évalué les pratiques cliniques par les bonnes caractérisation et 

réévaluation de la douleur, l’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 l’évolution intra-hospitalière des patients après la formation à la douleur. Il a été toutefois 

retrouvé une amélioration significative de la prévalence des effets indésirables liés aux 

médicaments (p=0,002) après cette formation. 

 

Conclusion : La douleur étant au cœur de la prise en charge globale en Gériatrie, il convient 

d’identifier les limites et les forces de l’évaluation de la douleur pour mieux comprendre son 

impact sur l’hospitalisation des patients. 

 

Mots clés : 
Douleur, gériatrie, personnes âgées, pratiques professionnelles, formation 
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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 15th of June to the 10th 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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I. 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”1. 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 old2. 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 study3 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])4. 

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])5. 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, CI=95%, [1.38-2.73])6. 

 

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 pain7. 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 

reliable8. There are then therapeutic particularities in the analgesic management of the older 

adults as a priority use of non-opioids or strong opioids9. 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 patients10 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 complications11. 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%12. 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 assessment13,14, the percentage of pain reassessment15,16, 

or the percentage of documentation pain intensity and treatment effect17. The period of 

evaluation also differed from the admission18, to the 24 first hours19 or the 3 first days20 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. 

 

 

 

 

 

 

 

 

 

 

 

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. 

 

Number of pain scales 

 

Pain characterization 

 

Analgesic administration 

Pain reassessment 

 

Change of pain scale 

Evaluation Treatment Reassesement 
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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 2/521 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 15th 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 : 20th and 23rd of July 2021, and 10th 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 15th 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-

score22 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 unique 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. 



17 

 

III. 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). 

 

 
 

 

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 

 

n = 182 (52,6%)  

2021 group 

 

n = 164 (47,4%) 

Total 

 

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%) 
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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%) 

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 

 

n = 182 (52,6%) 

2021 group 

 

n = 164 

(47,4%) 

Total 

 

n = 346 

 

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%)  

Iatrogenic 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 

admission 

 
ADL at 

discharge 
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2019 

n = 158 (86,8%) 

 

2021 

n = 155 (94,5%) 

 

2019 

n = 138 (75,8%) 

 

2021 

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 

 

n = 5728 

2021 group 

 

n = 5672 

Total 

 

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%) 

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 

n = 182 

 

2021 group 

n=164 

p-value 

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 

IV. 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 litterature12. 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 VPIS 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 specificities9 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 literrature2. 

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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Appendix 2. Training to the medical staff 
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Appendix 3. Training to healthcare providers 
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Profession : …………………………………………………. 

Nom du service : ……………………………………………. 

Durée d’exercice dans le service (rayer la mention inutile) : ……… mois/années 

Date du questionnaire : __ /__ /____ 

 
 

 

 

Appendix 4. Questionnaires for healthcare team 

Questionnaire n°1 : 

Vous comprendre avant la formation 
 

1/ Remplir individuellement : 

 

 

 

 

 

 

 

 

2/ Vous concernant : 
 

2.1/ Une mise à jour de vos connaissances sur la douleur vous parait : 

□ Indispensable □ Utile □ Neutre □ Inutile □ Parfaitement inutile 

 

2.2/ Pensez-vous que la douleur chez la personne âgée est inévitable ? 

□ OUI   □ Plutôt OUI   □ Plutôt NON  □ NON 
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2.3/ Quels sont, selon vous, les caractéristiques de la douleur indispensables à 

recueillir lors de l’évaluation de la douleur (texte libre) ? 

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

………………………………………………………………………………………… 

………………………………………………………………………………………… 

 

3/ Dans votre service : 

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

□ OUI  □ NON 

 

Si OUI, l’avez-vous déjà sollicité ?  

□ OUI  □ NON 

 

3.2/ A votre connaissance, existe-t-il un protocole de prise en charge des douleurs 

(aigue et chronique) dans votre service ?  

□ OUI  □ NON 

 

3.3/ Comment estimez-vous la qualité de la prise en charge de la douleur dans votre 

service ? 

□ Excellente  □ Bonne □ Moyenne  □ Insuffisante □ Inexistante 

 

3.4/ Une attention est‐elle portée à la douleur induite ? : 

□ OUI   □ Plutôt OUI   □ Plutôt NON  □ NON 

 

3.5/ La réévaluation de la douleur est‐elle systématique après traitement antalgique ?  

□ OUI   □ Plutôt OUI   □ Plutôt NON  □ NON 

 

3.6/ Quels sont, selon vous, les freins propres à votre service empêchant une bonne 

prise en charge de la douleur ? 

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

 

 

4/ Généralités : 
4.1/ Avez-vous déjà eu une ou des formation(s) à la douleur au sein de votre service ou 

dans votre cursus ? 

□ OUI  □ NON 

 

Si OUI, vous la (les) considérez comme : 

□ Excellente  □ Bonne □ Moyenne  □ Pauvre □ Inexistante 
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Profession : …………………………………………………. 

Nom du service : ………………………………………. 

Durée d’exercice dans le service (rayer la mention inutile) : ……… mois/années 

Date du questionnaire : __ /__ /____ 

4.2/ Si une formation sur la prise en charge de la douleur était décidée, quelle devrait 

en être la fréquence ? Tous les : 

□ 6 mois □ 1 an  □ 2 ans □ 3 ans □ 5ans 

 

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) ? 

□ Aide-soignant □ IDE  □ Médecin  □ Pharmacien 

 
 

5/ Commentaire libre : 
…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

 

Questionnaire n°2 : 

Qu’avez-vous penser de la formation ? 
 

1/ Remplir individuellement : 

 

 

 

 

 

 

 

 

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

- □ Trop important  □ Suffisant  □ Insuffisant 

- □ Applicable à mon travail □ Peu applicable □ Pas du tout applicable 

 

2.2/ Les thèmes abordés étaient-t-ils suffisamment développés ? 

□ OUI  □ Plutôt OUI  □ Plutôt NON  □ NON 

 

2.3/ Certains thèmes ont-ils été manquants à la formation selon vous ? 

□ OUI  □ NON 

Si OUI, lesquels ? 

…………………………………………………………………………………………

………………………………………………………………………………………… 

 

2.4/ Concernant la durée de la formation, elle vous parait : 

□ Trop longue  □ Suffisante   □ Trop courte 
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2.5/ Concernant la forme et le support de la formation (présentation orale + 

PowerPoint), ils vous paraissent : 

□ Très adaptés □ Adaptés  □ Peu adaptés □ Pas du tout adaptés 

 

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

…………………………………………………………………………………………

………………………………………………………………………………………… 

 

2.6/ Au décours de la formation, vous êtes-vous senti libre de poser vos questions ? 

□ OUI  □ NON 

Si NON, pourquoi ? 

…………………………………………………………………………………………

………………………………………………………………………………………… 

Si OUI, les réponses vous ont-elles satisfaites ? 

□ OUI  □ NON  

 

3/ Vous concernant, après la formation : 
 

3.1/ Une mise à jour de vos connaissances sur la douleur vous parait : 

□ Indispensable □ Utile □ Neutre □ Inutile □ Parfaitement inutile 

 

3.2/ Pensez-vous que la douleur chez la personne âgée est inévitable ? 

□ OUI   □ Plutôt OUI   □ Plutôt NON  □ NON 

 

3.3/ Quels sont, selon vous, les caractéristiques de la douleur indispensables à 

recueillir lors de l’évaluation de la douleur (texte libre) ? 

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

………………………………………………………………………………………… 

………………………………………………………………………………………… 

 

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

□ OUI  □ Plutôt OUI  □ Plutôt NON  □ NON 

4.2/ Pensez-vous que cette formation va modifier vos pratiques quant à la prise en 

charge antalgique des personnes âgées ? 

□ OUI  □ Plutôt OUI  □ Plutôt NON  □ NON  

 

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

…………………………………………………………………………………………

…………………………………………………………………………………………

………………………………………………………………………………………… 

 

4.3/ Je recommande cette formation à mes collègues : 

□ OUI  □ Plutôt OUI  □ Plutôt NON  □ NON 
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Appendix 5. Number of analgesics on the prescription 

 
 2019 group  2021 group  

 Admission 

n = 182 (100%) 

Discharge 

n = 160 (87,9%) 

Admission 

n = 164 (100%) 

Discharge 

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 être 

responsable d’une altération de la qualité de vie. Il existe toutefois des difficultés dans sa prise en charge 

liées à son évaluation, à ses thérapeutiques et à l’organisation des soins. Une revue systématique montre 

que les formations à la douleur permettent une amélioration des pratiques professionnelles.  

Objectifs :  évaluer l’effet d’une formation à la douleur auprès du personnel soignant du Court Séjour 

Gériatrique au CHRU de Tours sur les pratiques cliniques, ainsi que son influence sur l’évolution intra-

hospitalière des patients âgés hospitalisés. 

Méthode : Il s’agit d’une étude pilote de type avant/après, monocentrique, réalisée dans le service de 

Court Séjour Gériatrique du CHRU de Tours. La formation à la douleur des professionnels du service 

s’est déroulée du 15 juin au 10 août 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 après l’intervention. 

Résultats : Nous avons évalué les pratiques cliniques par les bonnes caractérisation et réévaluation de la 

douleur, l’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 l’évolution intra-hospitalière 

des patients après la formation à la douleur. Il a été toutefois retrouvé une amélioration significative de 

la prévalence des effets indésirables liés aux médicaments (p=0,002) après cette formation. 

Conclusion : La douleur étant au cœur de la prise en charge globale en Gériatrie, il convient d’identifier 

les limites et les forces de l’évaluation de la douleur pour mieux comprendre son impact sur 

l’hospitalisation des patients. 
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