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Irritabilité	



Modélisation	des	manifestations	psycho-comportementales	observées	dans	la	MA		



Approche	Cognitive	Processuelle	

Anxiété	et	analyse	processuelle	
des	biais	attentionnels	



Biais	attentionnel			

Dépression	&	Rumination	Winer	&	Salem,	2016		

Déficit	du	contrôle	attentionnel		

Biais	attentionnel	Evitement	de	l’information	+	

Pb	de	désengagement	attentionnel	pour	stimuli	-	

Nécessité de prendre en compte les différentes composante de l’architecture interne du 
trouble psychocomportemental afin d’en spécifier sa nature et le prendre en charge 
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Croyances	erronées	à	
l’égard	du	sommeil	

Comportements	
	contre-producGfs	
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chronique	
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COGNITIONS	

COMPORTEMENTS	

50%	des	plus	de	65	ans	se	plaignent	d’insomnie	(Nowicki	et	coll.,	2016)		



¤  PopulaGon		

n = 150 
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négaGves		

Comportements	
	contre-producGfs	

Sévérité	de	la	
plainte	d’insomnie	

ÉMOTIONS	

COGNITIONS	

COMPORTEMENTS	

Sleep	Related	Behaviour	QuesConnaire		

Croyances	associées	au	sommeil	

Échelle	d’acCvaCon	au	coucher	 Index	de	sévérité	d’insomnie	

Croyances	erronées	à	
l’égard	du	sommeil	

H2	:	ModéraCon	
H1	:	MédiaCon	

Bayard,	et	coll.	J.	Sleep	Res.	(2017)	

Harvey,	2002;	Hiller	et	al.,	2015;	Trauer,	Qian,	Doyle,	Rajaratnam,	&	Cunnington,	2015	
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Suivi	à	1	
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(Lebrun,	Gély-Nargeot,	Cochen	de	Cock,	&	Bayard,	2016	)	 

Avant	TCC	 TCC	 MainGen	



Prise	en	charge	TCC	:	3	mois	de	suivi		
	

Plus	aucun	patient	Pk	ne	répond	aux	critères	diagnostiques	du	trouble	d’insomnie	Chronique	
(ICSD3)	

Pk	avec	IC	:	présente	uniquement	un	score	sub-clinique	de	plainte	d’insomnie		
Lebrun	et	coll.	Journal	de	thérapie	comportementale	et	cognitive	(2016)	26,	56—69		

	

¤  PopulaCon	Pk	avec	IC		

n = 8 



  
 

Algorithme montérégien de gestion des troubles de comportement

Recherche des facteurs prédisposants et explicatifs
q Révision du dossier
q Rencontre d’équipe (intervenants immédiats)
q Consultation avec la famille ou les proches aidants

Grille d’observation clinique et inventaire du 
comportement (ou autre outil, à la discrétion de 
l’établissement)

Chaque quart de travail

Analyse du comportement 
q Type et description
q Conséquences
q Liens avec horaires: Rx, activités, nuit
q Fréquence
q Intensité
q Éléments déclencheurs: identification de 

facteurs prédisposants et explicatifs
q Absence du comportement 
q Fonction/signification 

Analyse des interventions
q Efficaces et aidantes
q Non efficaces ou non aidantes

Mise en place de l’intervention
q Rencontre d’équipe
q Recadrer, réorienter, rediriger et 

rassurer le client
q Implication de la famille ou proches 

aidants
q Documenter au dossier

PTI/PI/
PII

Réévaluation du comportement
Par l’équipe, élargie au besoin
2 à 6 semaines après l’intervention

Comportement perturbateur
Récurrent et non résolu 

Non récurrent ayant des conséquences graves
Dangerosité pour soi ou autrui

Fin du processus d’analyse: Poursuite de 
l’intervention efficace, diminution graduelle ou 

cessation 

Intervention de crise 
avec agressivité 

physique?

Protocole 
« Code blanc »*Oui

Non

* Le présent algorithme ne s’applique pas à une situation de crise qui 
nécessite une intervention urgente adaptée. Le protocole de type 
« Code blanc » propre à chacun des milieux est alors à privilégier, 
lorsque disponible.

Facteurs médicaux et 
pharmacologiques
q Douleur
q Délirium 
q Besoins de base 

non comblés
q Antécédents ou 

troubles 
psychiatriques

q Déficits sensoriels
q Déficits cognitifs
q Facteurs liés à la 

médication
q Abus de substances
q Autres conditions 

médicales

Facteurs psychologiques
q Anxiété
q Dépression
q Problème 

d’adaptation au 
milieu

q Isolement 
q Problèmes de 

communication
q Besoins socio- 

affectifs non 
comblés

q Deuil/perte
q Traits ou troubles 

de personnalité

Facteurs 
environnementaux
q Surstimulation ou 

sous stimulation
q Environnement 

inadapté
q Facteurs liés à la 

routine
q Changements dans 

l’environnement
q Interactions avec la 

famille ou autres 
personnes

Facteurs liés à 
l’approche
q Approche 

inadaptée à 
l’individu

q Approche 
inadaptée à la 
situation

q Éléments liés à 
l’organisation des 
services

Oui

Non
Intervention efficace?

Comportement expliqué par 
ces facteurs?

Non Oui
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¤  PopulaCon	:	sujets	âgés,	«	sains	»		 n = 173 

Extraversion	 Ouverture	

Consciencieux	

Corrélations	très	significatives	entre	score	total	AES	et	
	3	dimensions	de	la	personnalité	(Big	Five)	

	
S’intéresser	davantage	aux	changements	de	traits	de	
personnalité	qui	influencent	les	résultats	aux	échelles	

psychopathologiques	
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Original Study

Daily (In)Activities of Nursing Home Residents in Their Wards:
An Observation Study
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a b s t r a c t

Objectives: Research shows that nursing home residents are largely inactive. This inactivity negatively
influences physical fitness, and participation in daily activities is known to have a positive influence on
physical function and quality of life. Existing research does not provide sufficient insight into the daily
activities in which nursing home residents participate. This insight is needed to develop future in-
terventions so as to encourage nursing home residents to participate in daily activities and, thereby,
decrease inactivity. The purpose of this study was to obtain insight into daily (in)activities of psycho-
geriatric and somatic nursing home residents during the day and their body positions during these (in)
activities.
Design: Cross-sectional observation study.
Setting: Nursing homes in the Netherlands (19 psychogeriatric and 11 somatic wards).
Participants: Participants were 723 home residents in 7 nursing homes.
Measurements: Observations were conducted using a self-developed observation list. Residents were
observed in their wards during 5 random observation times between 7:00 AM and 11:00 PM, in which the
daily activity and position of the resident during this activity were scored. Percentages of activities and
positions were calculated for each observation time.
Results: In total, 3282 observations (91% of the intended 3615 observations) were conducted. Nursing
home residents of both psychogeriatric and somatic wards were mainly observed partaking in in-
activities, such as sleeping, doing nothing, and watching TV (range: 45%e77% of the 5 observation times).
Furthermore, residents were engaged in activities of daily living (ADLs) (range: 15%e38%) that mainly
comprised activities related to mobility (range: 10%e19%) and eating and drinking (range: 2%e17%).
Engagement of residents in instrumental ADLs (IADLs) was rarely observed (up to 3%). Residents were
largely observed in a lying or sitting position (range: 89%e92%).
Conclusion: Most of the psychogeriatric and somatic nursing home residents spend their day inactive in a
lying or sitting position in the ward. To encourage nursing home residents in daily activities in the wards,
interventions are needed that (1) focus on increasing ADLs and IADLs, and (2) encourage standing and
walking.

! 2015 AMDA e The Society for Post-Acute and Long-Term Care Medicine.

There is increasing evidence that nursing home residents are
largely inactive.1e5 The consequences of inactivity can be enormous
for frail nursing home residents, because inactivity is negatively
related to physical fitness.1 Subsequently, a decline in physical fitness,
including muscle strength, balance, and physical performance, can be
a risk factor for sedentary behavior in nursing home residents.1 This
decline in physical fitness has a negative effect on the care de-
pendency of older people, which has an influence on the workload of
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A:	Lien	significatif	entre	apathie	et	dépression	
B:	Lien	totalement	médiatisé	par	le	sentiment	d’auto-efficacité.	

¤  PopulaCon	:	sujets	âgés,	«	sains	»		 n = 183 
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Abstract
Objective To determine whether a systematic approach to the treatment
of pain can reduce agitation in people with moderate to severe dementia
living in nursing homes.

Design Cluster randomised controlled trial.

Setting 60 clusters (single independent nursing home units) in 18 nursing
homes within five municipalities of western Norway.

Participants 352 residents with moderate to severe dementia and
clinically significant behavioural disturbances randomised to a stepwise
protocol for the treatment of pain for eight weeks with additional follow-up
four weeks after the end of treatment (33 clusters; n=175) or to usual
treatment (control, 27 clusters; n=177).

Intervention Participants in the intervention group received individual
daily treatment of pain for eight weeks according to the stepwise protocol,
with paracetamol (acetaminophen), morphine, buprenorphine transdermal
patch, or pregabaline. The control group received usual treatment and
care.

Main outcome measures Primary outcome measure was agitation
(scores on Cohen-Mansfield agitation inventory). Secondary outcome
measures were aggression (scores on neuropsychiatric inventory-nursing
home version), pain (scores on
mobilisation-observation-behaviour-intensity-dementia-2), activities of
daily living, and cognition (mini-mental state examination).

Results Agitation was significantly reduced in the intervention group
compared with control group after eight weeks (repeated measures
analysis of covariance adjusting for baseline score, P<0.001): the
average reduction in scores for agitation was 17% (treatment effect
estimate −7.0, 95% confidence interval −3.7 to −10.3). Treatment of pain
was also significantly beneficial for the overall severity of neuropsychiatric
symptoms (−9.0, −5.5 to −12.6) and pain (−1.3, −0.8 to −1.7), but the
groups did not differ significantly for activities of daily living or cognition.

Conclusion A systematic approach to the management of pain
significantly reduced agitation in residents of nursing homes with
moderate to severe dementia. Effective management of pain can play
an important part in the treatment of agitation and could reduce the
number of unnecessary prescriptions for psychotropic drugs in this
population.

Trial registration ClinicalTrials.gov NCT01021696 and Norwegian
Medicines Agency EudraCTnr 2008-007490-20.

Introduction
Thirty five million people worldwide have dementia, and this
number is expected to increase to 115 million by 2050.1
Agitation and aggression are common in people with dementia,
in particular those with moderate to severe dementia living in
nursing homes, where the cross sectional prevalence of these
symptoms exceeds 50%.2 3 Agitation is associated with increased
distress to residents and a burden to family and professional
caregivers4 and is one of the most challenging symptoms for
clinical management.
Antipsychotics are often used as first line drug treatment for
agitation and aggression, with 40-60% of residents with
dementia in nursing homes prescribed such treatment.5 In the
United Kingdom alone, a report for the Department of Health
estimated that 180 000 people with dementia were being
prescribed antipsychotics, causing 1620 excess strokes and 1800
deaths a year.6 These figures emphasise the importance of
finding safe and effective ways to reduce agitation and
aggression in people with dementia.
Many people with dementia have painful conditions,7 and it has
been proposed that pain in patients with impaired language and
abstract thinkingmaymanifest as agitation.8 Thusmore effective
treatment of undiagnosed pain may contribute to the overall
prevention and management of agitation. Overall, 50-80% of

Correspondence to: C Ballard clive.ballard@kcl.ac.uk

Reprints: http://journals.bmj.com/cgi/reprintform Subscribe: http://resources.bmj.com/bmj/subscribers/how-to-subscribe

BMJ 2011;343:d4065 doi: 10.1136/bmj.d4065 Page 1 of 10

Research

RESEARCH

Impact de la douleur  
Efficacy of treating pain to reduce behavioural
disturbances in residents of nursing homes with
dementia: cluster randomised clinical trial
Bettina S Husebo postdoctoral fellow

1, Clive Ballard professor
2, Reidun Sandvik registered nurse

1,
Odd Bjarte Nilsen statistician

3, Dag Aarsland professor
4

1Department of Public Health and Primary Health Care, University of Bergen, 5020 Bergen, Norway; 2Wolfson Centre for Age-Related Diseases,
Wolfson Wing and Hodgkin Building, Guy’s Campus, Kings College, London SE1 1UL, UK; 3Department of Psychiatry, Stavanger University Hospital,
4011 Stavanger, Norway; 4Karolinska Institute, Department of Neurobiology, Care Sciences and Society, Karolinska Institute-Alzheimer Disease
Research Center, Novum, Stockholm, Stavanger University Hospital, Department of Psychiatry, Stavanger, Norway, and University of Oslo, Oslo,
Norway

Abstract
Objective To determine whether a systematic approach to the treatment
of pain can reduce agitation in people with moderate to severe dementia
living in nursing homes.

Design Cluster randomised controlled trial.

Setting 60 clusters (single independent nursing home units) in 18 nursing
homes within five municipalities of western Norway.

Participants 352 residents with moderate to severe dementia and
clinically significant behavioural disturbances randomised to a stepwise
protocol for the treatment of pain for eight weeks with additional follow-up
four weeks after the end of treatment (33 clusters; n=175) or to usual
treatment (control, 27 clusters; n=177).

Intervention Participants in the intervention group received individual
daily treatment of pain for eight weeks according to the stepwise protocol,
with paracetamol (acetaminophen), morphine, buprenorphine transdermal
patch, or pregabaline. The control group received usual treatment and
care.

Main outcome measures Primary outcome measure was agitation
(scores on Cohen-Mansfield agitation inventory). Secondary outcome
measures were aggression (scores on neuropsychiatric inventory-nursing
home version), pain (scores on
mobilisation-observation-behaviour-intensity-dementia-2), activities of
daily living, and cognition (mini-mental state examination).

Results Agitation was significantly reduced in the intervention group
compared with control group after eight weeks (repeated measures
analysis of covariance adjusting for baseline score, P<0.001): the
average reduction in scores for agitation was 17% (treatment effect
estimate −7.0, 95% confidence interval −3.7 to −10.3). Treatment of pain
was also significantly beneficial for the overall severity of neuropsychiatric
symptoms (−9.0, −5.5 to −12.6) and pain (−1.3, −0.8 to −1.7), but the
groups did not differ significantly for activities of daily living or cognition.

Conclusion A systematic approach to the management of pain
significantly reduced agitation in residents of nursing homes with
moderate to severe dementia. Effective management of pain can play
an important part in the treatment of agitation and could reduce the
number of unnecessary prescriptions for psychotropic drugs in this
population.

Trial registration ClinicalTrials.gov NCT01021696 and Norwegian
Medicines Agency EudraCTnr 2008-007490-20.

Introduction
Thirty five million people worldwide have dementia, and this
number is expected to increase to 115 million by 2050.1
Agitation and aggression are common in people with dementia,
in particular those with moderate to severe dementia living in
nursing homes, where the cross sectional prevalence of these
symptoms exceeds 50%.2 3 Agitation is associated with increased
distress to residents and a burden to family and professional
caregivers4 and is one of the most challenging symptoms for
clinical management.
Antipsychotics are often used as first line drug treatment for
agitation and aggression, with 40-60% of residents with
dementia in nursing homes prescribed such treatment.5 In the
United Kingdom alone, a report for the Department of Health
estimated that 180 000 people with dementia were being
prescribed antipsychotics, causing 1620 excess strokes and 1800
deaths a year.6 These figures emphasise the importance of
finding safe and effective ways to reduce agitation and
aggression in people with dementia.
Many people with dementia have painful conditions,7 and it has
been proposed that pain in patients with impaired language and
abstract thinkingmaymanifest as agitation.8 Thusmore effective
treatment of undiagnosed pain may contribute to the overall
prevention and management of agitation. Overall, 50-80% of
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Adaptation du modèle « Pain Assessment as Transaction » de Schiavenato et Craig (2010)  
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Algorithme montérégien de gestion des troubles de comportement

Recherche des facteurs prédisposants et explicatifs
q Révision du dossier
q Rencontre d’équipe (intervenants immédiats)
q Consultation avec la famille ou les proches aidants

Grille d’observation clinique et inventaire du 
comportement (ou autre outil, à la discrétion de 
l’établissement)

Chaque quart de travail

Analyse du comportement 
q Type et description
q Conséquences
q Liens avec horaires: Rx, activités, nuit
q Fréquence
q Intensité
q Éléments déclencheurs: identification de 

facteurs prédisposants et explicatifs
q Absence du comportement 
q Fonction/signification 

Analyse des interventions
q Efficaces et aidantes
q Non efficaces ou non aidantes

Mise en place de l’intervention
q Rencontre d’équipe
q Recadrer, réorienter, rediriger et 

rassurer le client
q Implication de la famille ou proches 

aidants
q Documenter au dossier

PTI/PI/
PII

Réévaluation du comportement
Par l’équipe, élargie au besoin
2 à 6 semaines après l’intervention

Comportement perturbateur
Récurrent et non résolu 

Non récurrent ayant des conséquences graves
Dangerosité pour soi ou autrui

Fin du processus d’analyse: Poursuite de 
l’intervention efficace, diminution graduelle ou 

cessation 

Intervention de crise 
avec agressivité 

physique?

Protocole 
« Code blanc »*Oui

Non

* Le présent algorithme ne s’applique pas à une situation de crise qui 
nécessite une intervention urgente adaptée. Le protocole de type 
« Code blanc » propre à chacun des milieux est alors à privilégier, 
lorsque disponible.

Facteurs médicaux et 
pharmacologiques
q Douleur
q Délirium 
q Besoins de base 

non comblés
q Antécédents ou 

troubles 
psychiatriques

q Déficits sensoriels
q Déficits cognitifs
q Facteurs liés à la 

médication
q Abus de substances
q Autres conditions 

médicales

Facteurs psychologiques
q Anxiété
q Dépression
q Problème 

d’adaptation au 
milieu

q Isolement 
q Problèmes de 

communication
q Besoins socio- 

affectifs non 
comblés

q Deuil/perte
q Traits ou troubles 

de personnalité

Facteurs 
environnementaux
q Surstimulation ou 

sous stimulation
q Environnement 

inadapté
q Facteurs liés à la 

routine
q Changements dans 

l’environnement
q Interactions avec la 

famille ou autres 
personnes

Facteurs liés à 
l’approche
q Approche 

inadaptée à 
l’individu

q Approche 
inadaptée à la 
situation

q Éléments liés à 
l’organisation des 
services

Oui

Non
Intervention efficace?

Comportement expliqué par 
ces facteurs?

Non Oui

Inspiré de R.A. Buteau, Évaluation et analyse des comportements perturbateurs. CHUQ: 2009
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