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Abstract: Post-operative pain is a common symptom of ambulatory surgery. The objective of this
study was to evaluate a pain management protocol integrating a pharmacist consultation. We
conducted a quasi-experimental, single center, before-after study. The control group was recruited
between 1 March and 31 May 2018 and the intervention group between 1 March and 31 May
2019. Outpatients in the intervention group received a pharmacist consultation, in addition to the
usual anesthesiologist and nurse consultations. Pharmacist consultations were conducted in two
steps: the first step consisted of general open-ended questions and the second step of a specific
and individualized pharmaceutical interview. A total of 125 outpatients were included in each
group. There were 17% (95% CI 5 to 27%, p = 0.022) fewer patients with moderate to severe pain in
the pharmaceutical intervention group compared with the control group, which corresponded to
a decrease in the mean pain level of 0.9/10 (95% CI −1.5/10; −0.3/10; p = 0.002). The multivariate
analysis did not reveal any confounding factors, showing that only the pharmaceutical intervention
could explain this result. This study demonstrates a positive impact of pharmacist consultations on
postoperative pain in ambulatory surgery.

Keywords: patient pathway; health care; pharmaceutical care; pharmaceutical interviews;
post-operative pain; ambulatory surgery; city-hospital link

1. Introduction

Pain at home is a frequent symptom of ambulatory surgery [1]. Acute postoperative
pain may be explained by a particular physiopathology, however, there is often a lack of
anticipation or even absence of medication, in spite of multiple recommendations or expert
opinions [2,3]. The consequences of postoperative pain are well-known including chronic
pain [4,5], functional impairment, or rehospitalization [6]. Postoperative pain can also lead
patients to seek medical care following discharge from hospital [6]. Finally, even with weak
opioids, there is a risk of chronic use [7].

Pharmacists could have an impact on the prevention of postoperative pain [8]. Accord-
ing to the literature, the integration of the pharmacist in the care pathway could optimize
patient information regarding the correct use of analgesics [9], communication in the multi-
professional team [10], community-hospital coordination [11], and patient adherence to the
prescribed medications, so that patients become more engaged in their care [12].

In this context, the involvement of a clinical pharmacist in the management of acute
postoperative pain in ambulatory surgery seems to be relevant. However, at the present
time, no study has been carried out.
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The objective of this study was to evaluate a pain management protocol integrating
a pharmacist consultation.

The main hypothesis is that adding a pharmacist to the pain management protocol
would lower the proportion of outpatients experiencing moderate to severe pain. The
secondary hypothesis is that this protocol could improve the overall satisfaction regarding
outpatient care.

2. Materials and Methods
2.1. Ethical Approval

This study (E 2020-87) was approved by the Institutional Review Board (IRB) of
a University Hospital in France. Written patient consent was waived by the IRB.

2.2. Study Design

We conducted a quasi-experimental, single-center, before-after study. This manuscript
complies with the applicable TREND (Transparent Reporting of Evaluations with Nonran-
domized Designs) guidelines (Appendix A).

Two groups of outpatients were compared: a control group and an intervention group.
Outpatients in the control group were retrospectively included between 1 March and 31 May
2018 from the electronic health records (CDP2®, patient files, and Gesbloc®, operating room
timetable) and outpatients in the intervention group were prospectively included between
1 March and 31 May 2019 by the clinical pharmacist (EB) and two nurse anesthetists.

Outpatients in the control group received the usual preoperative anesthesia evalu-
ation, first with an anesthesiologist and then with a nurse anesthetist. The intervention
group received a pharmacist consultation in addition to the usual preoperative anesthesia
evaluation. All outpatients, independently of their group, received their consultations
several days before ambulatory surgery. Each consultation lasted about fifteen minutes.

2.3. Inclusion/Exclusion Criteria

The inclusion criteria were outpatients aged >18 years, who had general or locore-
gional anesthesia for orthopedic (ORT), odontologic, maxillofacial and ear, nose, and
throat (MF/ENT), digestive and visceral, gynecologic, ophthalmologic, plastic and vascular
ambulatory surgeries. In the intervention group, outpatients had to have a pharmacist
intervention to be included. Exclusion criteria were outpatients who had an ASA (Ameri-
can Society of Anesthesiologists) score ≥3, chronic pain or long-term analgesic treatment,
a psychiatric disorder and advanced cognitive impairment, pregnancy, a contraindication
to ambulatory surgery, lack of French language proficiency, conversion to conventional
hospitalization, a surgical or anesthesia-related complication. Outpatients operated on
by surgeons who practiced in 2018 but not in 2019 were not included. Finally, in accor-
dance with the regulations, the outpatients placed under legal protection, guardianship, or
curatorship were excluded.

The selection of patients for the control group was carried out retrospectively in the
year preceding that of our study. The selection period was identical (year n – 1) to that of
the intervention group in order to avoid a seasonal bias. In practice, we identified patients
who had an ambulatory surgical procedure between 1 March and 31 May 2018. We applied
the inclusion criteria in chronological order and the exclusion criteria patient by patient
until the 125 patients were grouped together.

2.4. Care Pathway in the Control Group

The organization of the care in ambulatory surgery before the pharmacist intervention
is presented in Figure 1:

- Several weeks before surgery, the date of surgery was scheduled with the surgeon.
- Several days before surgery, the patient attended a 30 min anesthesia consultation.

This anesthesia consultation was divided into two 15 min consultations, one with
an anesthesiologist and one with a nurse anesthetist.
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# The anesthesiologist explained to the patient the type of anesthesia, the type of
surgery, the pre-operative preparation (taking your medication in the morning,
respecting your age, taking a shower), ongoing chronic treatment (in particular
anticoagulant and antiplatelet medications), and the analgesic treatment. At
the end of this consultation, the patient was prescribed their postoperative
analgesic treatment so that they could have them at home before the ambula-
tory surgery.

# The nurse anesthetist reminded the patient of all the logistical modalities
inherent to the ambulatory surgery: the time at which they had to stop eating,
the rules of hygiene including when and how to take a shower, when and how
to organize transport to the hospital, and how to take the chronic treatment in
the morning, etc.

- Between the anesthesia consultation and surgery, the patient had to go to the local
pharmacy to collect their analgesic treatment.

- On the day of surgery: after surgery, if the patient had no adverse events, they were
discharged home.

- The postoperative follow-up was conducted via the SMS platform Memoquest®.
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2.5. Care Pathway in the Intervention Group

As presented in Figure 1, the pharmacist consultation was scheduled during the
anesthesia consultation. Consecutively, in the intervention group, the patient had, first,
a 15 min consultation with the anesthetist, then, a 15 min consultation with the nurse
anesthetist, and finally, a 15 min consultation with the pharmacist, specifically on analgesic
treatment based on the prescription written by the anesthesiologist. After the interview
with the patient, the hospital pharmacist immediately contacted the patient’s community
pharmacist to report the interview. Thus, all post-operative management was entrusted to
the patient’s community pharmacist closer to the patient.

2.6. Pharmacist Consultation

Pharmacist consultations were carried out by a pharmacy resident. Pharmacist consul-
tations were conducted in two steps. A first step consisting of general open-ended questions
to determine the outpatient’s existing knowledge, beliefs, or apprehensions of pain medica-
tion (Appendix B). Using this information and the patient’s verbatim carefully recorded
by the clinical pharmacist, the consultation was continued with the second step consisting
in a more specific and individualized presentation of the prescription and the methods
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for taking the pain medication, recommendations on the optimal times for taking the pain
medication, and finally, a presentation of the drug interactions and possible adverse effects,
accompanied by the actions to be taken in the case of adverse effects. At the end of the
pharmacist consultation, the patient was given an information sheet summarizing the main
points (Appendices C–F).

Outpatients provided the name of their community pharmacist. Thus, after each
consultation, the hospital pharmacist contacted the patient’s community pharmacist by
telephone to provide a detailed account of the consultation and to inform them of any
difficulties the patient might have.

2.7. Follow-Up and Data Collection

The postoperative follow-up was performed via Memoquest® Short Message Service
(SMS) response tracking software. An SMS was automatically sent to outpatients at Day
(D)1 and D7 after ambulatory surgery. The following items were evaluated: postoperative
pain, postoperative nausea and vomiting (PONV), bleeding, fever, or any other event
related to the surgery, whether the outpatient had to consult their general practitioner (GP),
and whether the outpatient was satisfied with the overall management. Outpatients who
did not respond to the SMS or who reported a complication were contacted by telephone by
a nurse anesthetist. The following question about pain was asked: “If you had to evaluate
your pain on a scale from 0 to 10, with 0 indicating no pain and 10 indicating unbearable
pain, how would you evaluate your pain?”.

For overall satisfaction, data were retrieved exclusively from Memoquest®. The
following question was asked: “How would you rate your satisfaction regarding your
care on a scale from 0 to 10, with 0 indicating completely dissatisfied and 10 indicating
extremely satisfied”?

In this study, for ethical reasons, we used exactly the same monitoring procedure in
both groups. Thus, there was no continuous monitoring for 7 days, or monitoring beyond
7 days, but rather at D1 and D7.

2.8. Outcome

The primary outcome was the proportion of outpatients presenting at least one painful
episode with an intensity of >3 on a numeric scale from 0 to 10, at D1 or at D7 during
the postoperative follow-up. The secondary outcome was the mean overall satisfaction of
the outpatients. The numbers of outpatients in each treatment group were balanced with
a ratio of 1:1. It was estimated that a pharmacist consultation would reduce the proportion
of outpatients with a numeric pain score of >3 from 30% to 15% from a local study [13].
For a statistical power of 80% and a two-sided type I error rate set at 5%, 121 outpatients
were required for each group. This was rounded up to 125 outpatients per group, finally,
250 outpatients were recruited. In each group, outpatients were recruited successively using
the inclusion/exclusion criteria until the quota of 125 outpatients per group was reached.

2.9. Statistical Analyses

All statistical analyses were performed with R software. The significance level used
was 5%. No interim analysis of the primary endpoint was performed.

The primary analysis was performed per protocol. Outpatients were allocated to
the intervention or control group according to whether they were included in the retro-
spective or prospective period, and, in the prospective period, that they had received the
intervention. Outpatients converted to conventional hospitalization were excluded.

The proportion of outpatients with a pain score of >3 on the numeric pain scale at D1
or D7 was estimated in each group and compared between groups by Wald’s test with a 5%
type I error rate. The two-sided 95% confidence interval (CI) of the absolute risk difference
was estimated by Wald’s method. The mean pain levels were also obtained in each group
and compared using a Student test with a 95% confidence interval.
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A sensitivity analysis was performed excluding outpatients with missing data in
both groups.

A multivariable general linear model was estimated to assess the absolute risk differ-
ence of pain in the intervention group with adjustment for pre-prescribed World Health
Organization (WHO) analgesic level (1 to 3) [14], type of anesthesia (general or locore-
gional), and surgical specialty (orthopedics, plastic surgery, etc.).

Satisfaction levels were compared between the two groups by Student’s t-tests at the
5% significance level and the accompanying 95% two-sided CIs of the difference between
groups were reported. For this analysis, patients with missing data on satisfaction were
excluded. No multiple testing procedures were performed.

3. Results
3.1. Flowchart

Recruitment and monitoring of each group was carried out as shown in Figure 2. The
mean (±CI) of the inclusion rate in each group was 8.93 (±5.82) inclusions/week for the
control group and 7.75 (±4.01) inclusions/week for the intervention group.
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3.2. General Characteristics of Outpatients

The study compared two groups of outpatients over two different time periods. A total
of 125 outpatients were included in each group. Outpatients in the control group were retro-
spectively included between 1 March and 31 May 2018 and outpatients in the intervention
group were prospectively included between 1 March and 31 May 2019.

The baseline characteristics of the outpatients are presented in Table 1.
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The mean age was 44.07 years (SD 17.38) in the control group and 47.28 years (SD
18.33) in the intervention group (p = 0.16); the male/female ratio was 1.15/1.31 without
a significant difference between groups. Two types of anesthesia were used: general (GA)
and locoregional (LRA) anesthesia (Table 1). A total of 80 (64%) outpatients in the control
group and 89 (71%) in the intervention group had GA without a significant difference
between groups. A systematic or on-demand WHO step 2 analgesic, with or without a step
1 analgesic, was prescribed to 98 (78%) outpatients in the control group and to 96 (77%)
outpatients in the intervention group without a significant difference between groups.
The drugs prescribed during the study by the anesthesiologists were paracetamol (step 1),
ketoprofen (step 1), tramadol (step 2), nefopam (step 1), codeine (step 2), and morphine
(step 3).

A significant difference was observed between the control group and the intervention
group for surgical specialty (p = 0.0007, see Table 1): 33% and 46% for orthopedics, 24% and
10% for MF/ENT, and 28% and 18% for plastic surgery, respectively.

Table 1. Baseline characteristics of the outpatients compared between the control and intervention
groups.

Data Control Group
n (%)

Intervention
Group
n (%)

Overall
n (%) p-Value

Age, mean (SD 1) 44.07 (17.38) 47.28 (18.33) 45.68 (17.9) 0.16

Anesthesia 0.28
Locoregional 45 (36%) 36 (29%) 81 (32.4%)

General 80 (64%) 89 (71%) 169 (67.6%)

WHO 2 analgesic step 0.76
1 26 (21%) 29 (23%) 55 (22.0%)
2 98 (78%) 96 (77%) 194 (77.6%)
3 1 (1%) 0 (0%) 1 (0.4%)

Surgical specialty 0.0007
Orthopedics 41 (33%) 58 (46%) 99 (39.6%)

Plastic surgery 35 (28%) 23 (18%) 58 (23.2%)
MF/ENT 3 30 (24%) 12 (10%) 42 (16.8%)
Odontology 5 (4%) 16 (13%) 21 (8.4%)

Visceral/Digestive 7 (6%) 10 (8%) 17 (6.8%)
Vascular 2 (2%) 5 (4%) 7 (2.8%)

Gynecology 3 (2%) 1 (1%) 4 (1.6%)
Ophthalmology 2 (2%) 0 (0%) 2 (0.8%)

1 SD: standard deviation; 2 WHO: World Health Organization; 3 MF/ENT: maxillofacial/ear–nose–throat.

3.3. Pain

In the control group and the intervention group, 96 (77%) outpatients and 111 (89%)
outpatients, respectively, had complete data for pain assessment (p = 0.45). According to
Wald’s test (primary analysis) without adjustment, the difference was estimated at −17%
(95% CI −5 to −27%, p = 0.022) for the group with pharmaceutical care. In the control
group, the average pain was 2.6/10 and in the interventional group, the average was 1.7/10.
The difference in pain between the two groups was significant according to the Student’s
t test with −0.9/10 (95% CI −1.5/10; −0.3/10; p = 0.002). In the analysis with adjustment
on the prescribed analgesic WHO step (1, 2 or 3), anesthesia (GA or LRA), and surgical
specialty (odontology, MF/ENT, plastic, other), and pharmaceutical care, the difference of
risk of pain in the intervention group was estimated at 16% (95% CI 4 to 27%, p = 0.03). The
multivariable analysis with effects of other variables is shown in Table 2.
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Table 2. Multivariable general linear model explaining the risk of pain intensity >3.

Data Absolute Difference of Risk of Pain
[95% CI] p-Value

Group
Control 0 (reference)

Intervention −16% [−27 to −4%] 0.02

WHO 1 step (linear effect) +5%/step [−8 to 19%] 0.43
Anesthesia

Locoregional 0 (reference)
General +1% [−13 to 15%] 0.85

Surgical specialty
Orthopedics 0 (reference)

Plastic surgery −2% [−17 to 13 %] 0.79
MF/ENT 2 +9% [−8.8 to 27.5%] 0.31
Odontology +6% [−16 to 29 %] 0.59

Other +4% [−16 to 24%] 0.72
1 WHO: World Health Organization; 2 MF/ENT: maxillofacial/ear–nose–throat.

A sensitivity analysis was conducted with a pain threshold set at >5 or >7 without
statistical adjustments and there were significant differences between the control and
intervention groups (Table 3).

Table 3. Comparison of pain at different thresholds between the control and intervention groups
with two different hypotheses about the missing data.

Pain Intensity 1 Control Group
n (%)

Intervention
Group
n (%)

Unadjusted Difference
[95% CI] p-Value

Pain intensity > 3 30 (31%) 16 (14%) −17% [−27 to −5%] 0.022
Pain intensity > 5 14 (15%) 5 (5%) −10% [−18 to −1%] 0.03
Pain intensity > 7 2 (2%) 0 (0%) −2% [−7 to 3%] 0.22

1 Pain intensity measured using a numerical scale from 0 to 10; where 0 is no pain; 1 to 3 corresponds to mild pain;
4 to 6 corresponds to moderate pain; 7 to 10 corresponds to severe pain.

3.4. Satisfaction

Data on satisfaction, on a scale from 0 to 10, were missing in 40 (32%) outpatients in
the control group and in 15 (12%) in the intervention group. In a complete case analysis, the
mean (standard deviation) satisfaction was estimated at 8.77/10 (1.96) in the control group
and at 8.97/10 (1.44) in the intervention group. Using the Student’s t-test, the difference was
not significant between the two groups (p = 0.41). The difference in satisfaction between
the groups was estimated at −0.20/10 (95% CI −0.28/10 to +0.68/10).

4. Discussion

This study confirmed the main hypothesis that adding a clinical pharmacist to a pain
management protocol could lower the proportion of outpatients experiencing moderate to
severe pain. Indeed, even with the pessimistic maximum bias hypothesis, there were 17%
fewer patients with moderate to severe pain in the group that had a pharmacist consultation,
which corresponded to a decrease in the mean pain level of 0.9/10.

The effect of a pharmacist consultation on pain > 5 was significant, suggesting a benefit
for patients with more severe pain. The intensity of postoperative pain is a primary cause
of delayed discharge or readmission [15], and a decrease in severe pain could represent
a benefit. We did not find any significant benefit of the pharmacist consultation on sat-
isfaction, despite published studies on the contribution of pharmacist consultations to
patient satisfaction [10,16]. The fact that the level of satisfaction was already high in the
before period, with little room for improvement, and that many factors unrelated to the
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pharmacist may impact satisfaction such as nurse, anesthesiologist, and surgeon behaviors
and the health status of the patient, may explain why the difference was not significant.

The proportion of outpatients with postoperative pain in the control group (31%) was
consistent with the data in the literature, with an overall incidence of around 30% reported
in different European [17,18] or North American [19,20] studies.

The observed decrease in pain in the group that had a pharmacist consultation was
probably due to the fact that analgesic treatment was planned (i.e., taking analgesic medica-
tion at prescribed times rather than waiting for the onset of pain). Indeed, it has been shown
that pharmacist consultations promote adherence to treatment [21]. Moreover, Robaux et al.
reported better pain management when postoperative analgesia was planned beforehand.
As in our study, these authors also found the same decrease in pain [22].

Our pharmacist consultation helped to strengthen the community–hospital link. In-
deed, in the intervention group, the community pharmacist systematically received a call
from the hospital pharmacist. We suggest that this community–hospital link may partly
explain the decrease in pain in the intervention group. Indeed, it can be hypothesized that
this transmission of information to the community pharmacist made it possible to renew
the information to the patient, thus reinforcing its impact, especially regarding adherence
to treatment, while allowing the hospital pharmacist to be particularly vigilant with regard
to postoperative follow-up.

In the literature, a clinical pharmacist consultation coordinated within a multidisci-
plinary team led to similar improvements in chronic pain and acute postoperative pain.
Indeed, Slipp et al. [16] showed that this organization significantly decreased pain and the
duration of disability compared to an intervention without a pharmacist, and increased
the patient satisfaction compared to an intervention with physicians only. We observed
an improvement in acute postoperative pain, but the short follow-up in our study did not
allow us to assess chronic pain.

This study had several limitations. Methodologically, the two groups were compared
during two different time periods (i.e., two different years). A possible seasonal or surgeon
effect was reduced by including only those procedures that were performed by surgeons
practicing at our center during the same months in the two different years. However, it is
possible that the types of surgery changed between the two time periods, with potential
unmeasured confounding factors. Since the surgical specialty adjustment did not change
the effect estimate, this may not be a major confounding factor. The large inclusion criteria
may lead to a risk of heterogeneity (types of surgery and anesthesia). However, these
criteria were chosen to obtain a representative sample of outpatients. The retrospective
nature of the study and the use of SMS software for patient follow-up limited the number
of variables that could be considered such as adherence to treatment, continuing analgesic
treatment or not, or the possible progression to chronic pain. However, in the literature, the
transformation of acute pain into chronic pain is well-described, and the presence or absence
of post-surgical pain plays an important role [5]. Thus, the results of this study suggest that
pharmaceutical care may contribute to a decrease in chronic postoperative pain, especially
since, in addition to a decrease in postoperative pain, the pharmacist’s involvement allowed
for multimodal pain management, as recommended in the literature [23]. Moreover,
automated monitoring at day 1 and at day 7 did not allow for a reliable assessment of pain
between these times. Similarly, the use of this software led to a greater number of missing
data in the control group than in the intervention group, with a risk of attrition bias and
differential measurement bias with a telephone call compared to an SMS. These different
risks seem to be controlled because the main result remained significantly in favor of the
pharmacist consultation, even in the maximal bias hypothesis.
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5. Conclusions

This study is part of an ongoing protocol for the management of postoperative pain.
Pain is multimodal and pain management requires coordinated and complementary actions
involving a multidisciplinary team of health professionals. This study showed that adding
a pharmacist to an existing pain management team could contribute to the overall effort
to improve postoperative pain management. In practice, a pharmacist consultation could
improve pain management by freeing up physician and nurse time. The encouraging
results of this study, focusing on the contribution of pharmacists, should not overshadow
the work of other team members as anesthesiologists, surgeons, nurses, and all other
health professionals in the hospital or community involved in pain management. On the
contrary, the aim of this study was to highlight the relevance of a pharmacist consultation
in the overall management of postoperative pain and to promote the broadest possible
multiprofessional collaboration. Now, a cost-effectiveness evaluation is needed before the
widespread deployment of pharmacist consultations.
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Appendix B. Patient Questionnaire 
1. What medication did the anesthesiologist prescribe to prevent pain following your next  

surgery? 
Did you already know it? Have you already experienced it? 

o Differentiate the analgesic from the other current prescriptions 
o Differentiate the credits from the originals 
o Identify 1st line analgesic paracetamol/anti-inflammatory/weak opioid/strong opioid 
o Reminder of indications if necessary 

2. In your opinion, what is the right rhythm to take it? 
o Know the dosage 
o To know the action time of the doses and the time between 2 doses. 
o Identify the times of day when the medication should be taken and adapt to the patient’s 

customs. 
o Differentiate the rate of LP/LI doses  

3. In your opinion, what is the maximum allowable dose?  
o Identify the maximum dose per intake/per day  
o Notion of individuality (variable effectiveness depending on the person, the surgical 

procedure) 

4. Do you know how to take the medication? 
o Reminder of the particular way to take them (e.g. NSAIDs during a meal, Nefopam on a 

sugar...) 

5. When do you think you should start this treatment? 
o Prevent rather than cure, start as soon as possible 

6. Do you know how to assess your pain and know when to take medication based on that 
pain? 

o Know how to use a numerical pain scale. 
o Frequently assess your pain on this scale to 

 Do not let the pain set in, take treatment if pain is around 2 or 3  
 Do not take treatment unnecessarily (if pain at 0 or 1) 

 
7. And if despite this, you still have pain, how do you plan to act? 

o Assess your pain (intensity, time of day, gesture that helps...) 
o Knowing when to take an interdose 
o Avoid self-medication with painkillers from the home medicine cabinet. 
o Know when and how to call the UCA team 

8. Among the possible side effects presented to you by the anesthesiologist, is there one that 
particularly concerns you? 

o Identify what to do in the event of a significant adverse reaction  
 



Int. J. Environ. Res. Public Health 2023, 20, 3967 13 of 21

Appendix C

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  13  of  21 
 

 

Appendix C.   

 
 



Int. J. Environ. Res. Public Health 2023, 20, 3967 14 of 21

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  14  of  21 
 

 

 



Int. J. Environ. Res. Public Health 2023, 20, 3967 15 of 21

Appendix D

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  15  of  21 
 

 

Appendix D.   

 



Int. J. Environ. Res. Public Health 2023, 20, 3967 16 of 21

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  16  of  21 
 

 

   



Int. J. Environ. Res. Public Health 2023, 20, 3967 17 of 21

Appendix E

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  17  of  21 
 

 

Appendix E.   

   



Int. J. Environ. Res. Public Health 2023, 20, 3967 18 of 21

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  18  of  21 
 

 

   



Int. J. Environ. Res. Public Health 2023, 20, 3967 19 of 21

Appendix F

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  19  of  21 
 

 

Appendix F. 

 

   



Int. J. Environ. Res. Public Health 2023, 20, 3967 20 of 21

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  20  of  21 
 

 

 



Int. J. Environ. Res. Public Health 2023, 20, 3967 21 of 21

References
1. Mattila, K.; Toivonen, J.; Janhunen, L.; Rosenberg, P.H.; Hynynen, M. Postdischarge symptoms after ambulatory surgery:

First-week incidence, intensity, and risk factors. Anesth. Analg. 2005, 101, 1643–1650. [CrossRef] [PubMed]
2. Aubrun, F.; Nouette-Gaulain, K.; Fletcher, D.; Belbachir, A.; Beloeil, H.; Carles, M.; Cuvillon, P.; Dadure, C.; Lebuffe, G.; Marret, E.;

et al. Revision of expert panel’s guidelines on postoperative pain management. Anaesth. Crit. Care Pain. Med. 2019, 38, 405–411.
[CrossRef] [PubMed]

3. NICE. Managing Acute Postoperative Pain. 2020. Available online: https://www.nice.org.uk/guidance/ng180/evidence/n2
-managing-acute-postoperative-pain-appendices-pdf-317993437914 (accessed on 28 January 2021).

4. Perkins, F.M.; Kehlet, H. Chronic pain as an outcome of surgery. A review of predictive factors. Anesthesiology 2000, 93, 1123–1133.
[CrossRef] [PubMed]

5. Glare, P.; Aubrey, K.R.; Myles, P.S. Transition from acute to chronic pain after surgery. Lancet 2019, 393, 1537–1546. [CrossRef]
[PubMed]

6. Wu, C.L.; Berenholtz, S.M.; Pronovost, P.J.; Fleisher, L.A. Systematic review and analysis of postdischarge symptoms after
outpatient surgery. Anesthesiology 2002, 96, 994–1003. [CrossRef] [PubMed]

7. Thiels, C.A.; Haberman, E.B.; Hooten, M.W.; Jeffery, M.M. Chronic use of tramadol after acute pain episode: Cohort study. BMJ
2019, 365, l1849. [CrossRef] [PubMed]

8. Genord, C.; Frost, T.; Eid, D. Opioid exit plan: A pharmacist’s role in managing acute postoperative pain. J. Am. Pharm. Assoc.
2017, 57, S92–S98. [CrossRef] [PubMed]

9. Chen, J.; Lu, X.-Y.; Wang, W.-J.; Shen, B.; Ye, Y.; Jiang, H.; Wang, Q.-S.; Cheng, B. Impact of a clinical pharmacist-led guidance team
on cancer pain therapy in China: A prospective multicenter cohort study. J. Pain Symptom Manag. 2014, 48, 500–509. [CrossRef]
[PubMed]

10. Okumura, L.M.; Rotta, I.; Correr, C.J. Assessment of pharmacist-led patient counseling in randomized controlled trials: A system-
atic review. Int. J. Clin. Pharm. 2014, 36, 882–891. [CrossRef] [PubMed]

11. Ravn-Nielsen, L.V.; Duckert, M.L.; Lund, M.L.; Henriksen, J.P.; Nielsen, M.L.; Eriksen, C.S.; Buck, T.C.; Pottegård, A.; Hansen,
M.R.; Hallas, J. Effect of an In-Hospital Multifaceted Clinical Pharmacist Intervention on the Risk of Readmission: A Randomized
Clinical Trial. JAMA Intern. Med. 2018, 178, 375–382. [CrossRef] [PubMed]

12. Haute Autorité de Santé—Synthèse socle de connaissances. 2012. Available online: https://www.has-sante.fr/upload/docs/
application/pdf/2012-04/rapport_-_socle_de_connaissances.pdf (accessed on 9 March 2020).

13. Lemarié, M.; Compère, V.; Fourdrinier, V.; Lignot, S.; Legrand, L.; Marguerite, C.; Devellenne, C.; Wood, G.; Dujardin, F.; Dureuil,
B. Évaluation de l’impact d’une prescription d’antalgiques réalisée lors de la consultation d’anesthésie sur l’incidence de la
douleur à domicile en chirurgie ambulatoire orthopédique. Ann. Françaises D’anesthésie Et De Réanimation 2011, 30, 883–887.
[CrossRef] [PubMed]

14. Anekar, A.A.; Cascella, M. WHO Analgesic Ladder. In StatPearls; StatPearls Publishing: Treasure Island, FL, USA, 2020.
15. Tong, D.; Chung, F. Postoperative pain control in ambulatory surgery. Surg. Clin. N. Am. 1999, 79, 401–430. [CrossRef] [PubMed]
16. Slipp, M.; Burnham, R. Medication management of chronic pain: A comparison of 2 care delivery models. Can. Pharm. J. 2017,

150, 112–117. [CrossRef]
17. Rawal, N.; Hylander, J.; Nydahl, P.A.; Olofsson, I.; Gupta, A. Survey of postoperative analgesia following ambulatory surgery.

Acta Anaesthesiol. Scand. 1997, 41, 1017–1022. [CrossRef] [PubMed]
18. Gold, B.S.; Kitz, D.S.; Lecky, J.H.; Neuhaus, J.M. Unanticipated admission to the hospital following ambulatory surgery. JAMA

1989, 262, 3008–3010. [CrossRef] [PubMed]
19. Beauregard, L.; Pomp, A.; Choinière, M. Severity and impact of pain after day-surgery. Can. J. Anaesth. 1998, 45, 304–311.

[CrossRef] [PubMed]
20. Chou, L.B.; Wagner, D.; Witten, D.M.; Martinez-Diaz, G.J.; Brook, N.S.; Toussaint, M.; Carroll, I.R. Postoperative pain following

foot and ankle surgery: A prospective study. Foot Ankle Int. 2008, 29, 1063–1068. [CrossRef] [PubMed]
21. Tan, E.C.K.; Stewart, K.; Elliott, R.A.; George, J. Pharmacist consultations in general practice clinics: The Pharmacists in Practice

Study (PIPS). Res. Soc. Adm. Pharm. 2014, 10, 623–632. [CrossRef] [PubMed]
22. Robaux, S.; Coulibaly, Y.; Konaté, B.; Boileau, S.; Cornet, C.; Dautel, G.; Laxenaire, M.C.; Bouaziz, H. Impact of 2 strategies of

analgesia on postoperative pain after emergency hand surgery performed on an ambulatory basis. Ann. Fr. Anesth. Reanim. 2003,
22, 691–696. [CrossRef] [PubMed]

23. Lovich-Sapola, J.; Smith, C.E.; Brandt, C.P. Postoperative pain control. Surg. Clin. N. Am. 2015, 95, 301–318. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1213/01.ANE.0000184189.79572.28
http://www.ncbi.nlm.nih.gov/pubmed/16301235
http://doi.org/10.1016/j.accpm.2019.02.011
http://www.ncbi.nlm.nih.gov/pubmed/30822542
https://www.nice.org.uk/guidance/ng180/evidence/n2-managing-acute-postoperative-pain-appendices-pdf-317993437914
https://www.nice.org.uk/guidance/ng180/evidence/n2-managing-acute-postoperative-pain-appendices-pdf-317993437914
http://doi.org/10.1097/00000542-200010000-00038
http://www.ncbi.nlm.nih.gov/pubmed/11020770
http://doi.org/10.1016/S0140-6736(19)30352-6
http://www.ncbi.nlm.nih.gov/pubmed/30983589
http://doi.org/10.1097/00000542-200204000-00030
http://www.ncbi.nlm.nih.gov/pubmed/11964610
http://doi.org/10.1136/bmj.l1849
http://www.ncbi.nlm.nih.gov/pubmed/31088782
http://doi.org/10.1016/j.japh.2017.01.016
http://www.ncbi.nlm.nih.gov/pubmed/28292507
http://doi.org/10.1016/j.jpainsymman.2013.10.015
http://www.ncbi.nlm.nih.gov/pubmed/24726204
http://doi.org/10.1007/s11096-014-9982-1
http://www.ncbi.nlm.nih.gov/pubmed/25052621
http://doi.org/10.1001/jamainternmed.2017.8274
http://www.ncbi.nlm.nih.gov/pubmed/29379953
https://www.has-sante.fr/upload/docs/application/pdf/2012-04/rapport_-_socle_de_connaissances.pdf
https://www.has-sante.fr/upload/docs/application/pdf/2012-04/rapport_-_socle_de_connaissances.pdf
http://doi.org/10.1016/j.annfar.2011.05.014
http://www.ncbi.nlm.nih.gov/pubmed/22054715
http://doi.org/10.1016/S0039-6109(05)70389-3
http://www.ncbi.nlm.nih.gov/pubmed/10352661
http://doi.org/10.1177/1715163517690540
http://doi.org/10.1111/j.1399-6576.1997.tb04829.x
http://www.ncbi.nlm.nih.gov/pubmed/9311400
http://doi.org/10.1001/jama.1989.03430210050028
http://www.ncbi.nlm.nih.gov/pubmed/2810644
http://doi.org/10.1007/BF03012019
http://www.ncbi.nlm.nih.gov/pubmed/9597202
http://doi.org/10.3113/FAI.2008.1063
http://www.ncbi.nlm.nih.gov/pubmed/19026197
http://doi.org/10.1016/j.sapharm.2013.08.005
http://www.ncbi.nlm.nih.gov/pubmed/24095088
http://doi.org/10.1016/S0750-7658(03)00185-0
http://www.ncbi.nlm.nih.gov/pubmed/14522387
http://doi.org/10.1016/j.suc.2014.10.002
http://www.ncbi.nlm.nih.gov/pubmed/25814108

	Introduction 
	Materials and Methods 
	Ethical Approval 
	Study Design 
	Inclusion/Exclusion Criteria 
	Care Pathway in the Control Group 
	Care Pathway in the Intervention Group 
	Pharmacist Consultation 
	Follow-Up and Data Collection 
	Outcome 
	Statistical Analyses 

	Results 
	Flowchart 
	General Characteristics of Outpatients 
	Pain 
	Satisfaction 

	Discussion 
	Conclusions 
	Appendix A
	Appendix B
	Appendix C
	Appendix D
	Appendix E
	Appendix F
	References

