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Le médecin traitant
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1. Doit être informé 
dès le début du 
parcours du patient  
(lors de la première 
consultation du 
chirurgien)

2. Le patient doit sortir 
avec une lettre de 
liaison +++  

OBLIGATION 
+ Courrier au MT

Ce n’est pas l’interlocuteur privilégié 
du patient mais plutôt des acteurs de 
santé de l’unité d’ambulatoire

Information sur la prise en charge ambulatoire 
du patient

Le patient au coeur de l’organisation

La structure de soins (PM/PNM)

Sécurisation du parcours ambulatoire



Un contrat de confiance

! Un « encouragement » des chirurgiens à basculer la chirurgie de l’hospitalisation complète vers 
l’ambulatoire = suivi postopératoire/complications chirurgicales +++ 

! Inquiétudes de certains anesthésistes = survenue de complications cardiorespiratoire/douleur +++
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Avec les chirurgiens et médecins anesthésistes

Bonjour, Je vous 
ramène ma femme

Deuxième porte à 
gauche, le médecin 

l’attend

3

Avec le patient (et sa famille)                                    

! Obligation J1 alors que les 
problèmes surviennent souvent 
au delà 
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Peu de complications chirurgicales majeures

Environ 1000 chirurgies thyroïdiennes en ambulatoire : 2 hématomes nécessitant une reprise 
chirurgicale après la sortie de la structure

Diminution des complications chirurgicales dans les programmes RAAC 
ambulatoire = aboutissement RAAC 
Moins de complications thromboemboliques, infections site opératoire 
Un taux très faible de complications chirurgicales mais pas nul
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PPuurrppoossee::  Postoperative pain is the commonest reason for delayed
discharge and unanticipated hospital admission after ambulatory
surgery. We investigated the severity of pain at 24 hr postopera-
tively and determined the most painful procedures. The need for
further medical advice and clarity of postoperative analgesia instruc-
tions were also studied.
MMeetthhooddss::  Five thousand seven hundred and three ambulatory sur-
gical patients were telephoned 24 hr postoperatively. Patients grad-
ed their pain using the ten-point self-assessing verbal scale (0 = no
pain, 10 = worst pain). Data were analyzed in two groups, those
with moderate to severe pain (pain score 4–10) and those with no
or mild pain (0–3).
RReessuullttss::  Thirty percent of patients (1,495/5,703) had moderate to
severe pain. Microdiscectomy, laparoscopic cholecystectomy,
shoulder surgery, elbow/hand surgery, ankle surgery, inguinal her-
nia repair, and knee surgery were identified as the procedures caus-
ing most pain at 24 hr. 13.2% of patients needed medical advice by
telephone, 1.4% made an unplanned visit to a doctor while the
rate of readmission to the hospital was 0.08%. Ninety-eight per-
cent found postoperative instruction sheets and advice helpful.
Eighty-eight percent of patients indicated that analgesic instructions
were absolutely clear.
CCoonncclluussiioonn::  This study has identified the more painful common
ambulatory surgical procedures which will allow take home analge-
sia to be tailored according to individual procedures. Further
improvement in analgesic instructions may help in better pain man-
agement of ambulatory surgery patients.

Objectif : La douleur postopératoire cause la plupart des départs
retardés de l’hôpital ou des admissions non prévues après la chirurgie
ambulatoire. Nous avons vérifié la sévérité de la douleur, 24 h après
l’opération, et déterminé les interventions les plus douloureuses. La
nécessité d’avis médical supplémentaire et la clarté des directives sur
l’analgésie postopératoire ont aussi été notées.

Méthode : Nous avons téléphoné à 5 703 patients de chirurgie
ambulatoire 24 h après l’opération. Les patients ont coté leur douleur
selon une échelle verbale d’auto-évaluation en dix points (0 = aucune
douleur, 10 = douleur très intense). Les données ont été classées en
deux groupes : douleur modérée à sévère (score de 4–10) et douleur
absente ou légère (0–3).

Résultats : Trente pour cent des patients (1 495/5 703) ont éprou-
vé des douleurs modérées à sévères. La microdiscectomie, la cholé-
cystectomie laparoscopique, l’opération de l’épaule, du coude/de la
main, de la cheville, la réparation d’une hernie inguinale et l’opération
du genou causaient le plus de douleurs à 24 h. Nous avons noté que
13,2 % des patients ont eu besoin d’avis médical au téléphone, 1,4 %
d’une visite médicale imprévue et 0,08 % d’une réadmission hospital-
ière. Les feuilles de directives postopératoires et les conseils ont été
utiles pour 98 % des patients. Les directives sur l’analgésie ont été
absolument claires pour 88 % des patients.

Conclusion : La présente étude a désigné les opérations chirurgi-
cales ambulatoires courantes les plus douloureuses qui devront com-
porter une analgésie postopératoire à domicile adaptée aux besoins
individuels. L’amélioration du traitement de la douleur postopératoire
pourrait passer par des directives analgésiques plus claires. 
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Données anciennes, sans doute un peu 
plus faible

Amélioration des pratiques : apport ALR/ analgésie multimodale

Patient souvent soulagé le lendemain matin de la chirurgie lors du premier appel ou SMS 

La douleur postopératoire au premier plan
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Patients´ Experiences of Pain Following Day Surgery The Open Nursing Journal, 2011, Volume 5    55 

day surgery. A comparison of patients reporting NRS >4 at 
seven days with those reporting NRS <4 at three months, 
concerning NRS at seven days was calculated, using a t-test. 
Descriptive, inferential, correlation and regression analyses 
were performed at 48 hours and seven days after surgery. 
Data analysis focused on the proportion of worst pain during 
the last 24 hours. The probability of worst pain being �4 on 
NRS was estimated and exact confidence intervals were 
calculated. The correlations between each of the variables, as 
well as the correlations between return to normal activity and 
the variables worst experienced pain and pain’s interference 
with normal activity, were tested with Pitman’s test [40], a 
non-parametric test based on original values, but not on 
ranks, in contrast to the better-known Spearman’s test. 
Logistic regression analyses were undertaken to identify 
predictors of returning to normal activity. The area under the 
ROC curve was determined in order to ascertain the certainty 
of the prediction [41]. 

 In total, 298 patients were included in the study. The 
response rate was 69% (n=298) of those who were asked to 
participate (n=435) in the study. The study participants were 
equally divided in terms of gender (male 49% and female 
51%) and they ranged in age from 18 to 88 (mean 54). The 

majority of the patients responded to both the BPI-SF and to 
the additional question (Fig. 2). 

 Fifty five percent (n=127) of the patients rated their worst 
pain experiences >4 on the NRS (0-10) at 48 hours, as well 
as 43% (n=91) at seven days and 34% (n=26)% at three 
months after surgery, of those patients who responded (Table 
1). As Table 1 shows, those patient who reported pain >4 
(NRS) at 7 days also reported pain >4 (NRS) at 3 months to 
a higher extent (p<0.001, t-test) than those who reported pain 
<4 (NRS) at seven days. 

 At 48 hours 93% (n=220) patients reported using some 
kind of pain medication, most often paracetamol 
(acetaminophen) in combination with diclofenac, with 
additional oral morphine in a few cases. At seven days 72% 
(n=189) reported using some kind of medication and at three 
months 51% (n=57) used the same medication combinations 
as at 48 hours; however, no-one used morphine. At 48 hours 
following surgery 94 patients denied suffering pain during 
the preceding week. On the other hand 36% (n=34) of those, 
continued to rate pain in the BPI-SF, despite having denied 
pain. 

 The reactive dimension of pain, interference, scored as 
the mean of the seven interference items, was calculated. At 

Fig. (2). Flow chart for participation throughout the study (T1=48 hours after day surgery; T2=seven days after day surgery; T3=three 

months after day surgery; BPI-SF=Brief Pain Inventory Short Form with the respective endpoints 0=no pain and 10=worst imaginable pain 

and 0=does not Interfere and 10=completely interferes; additional question=the additional question about return to normal function; 

rr=response rate) 

56    The Open Nursing Journal, 2011, Volume 5 Rosén et al. 

48 hours after day surgery, interference was 3.9 (SD+2.43) 
(n=235) on the NRS. However, interference subsided over 
time and at seven days it had decreased to 2.84 (SD+2.51) 
(n=216). Pain particularly affected the variables “general 
activity”, “normal work” and the “ability to walk”. Pain 
interfered at NRS >4 with work at 48 hours and seven days, 
after which it subsided, although it was still reported three 
months after surgery (Fig. 3). 

 There was a significant correlation between worst pain at 
48 hours and return to normal activity within seven days 
(p<0.001), Pitman’s test [39]. There was also a significant 
correlation between interference at 48 hours and return to 
normal activity within seven days (p<0.001, Pitman’s test) 
[39]. If worst pain at 48 hours was used as a predictor of 
return to work at seven days or previously, we obtained an 
area under the ROC curve of 0.642. Fig. (4) shows a 
prediction of return to normal activity performed by 

applying logistic regression and spline functions. 

 Logistic regression is a useful way of describing the 
relative risk with one or more risk factors e.g. pain and an 
outcome such as not being back to work seven days 
following surgery, which only has two possible values: back 
or not back (Good 2000). Sixty-five percent (n=187) of the 
patients (n=286) had not returned to normal activity at 48 
hours following day surgery. At seven days 49% (n=132) of 
patients (n=268) had still not returned; the corresponding 
figure after three months was 13% (n=25) out of patients 
(n=190). 

 Table 2 illustrates the probability of patients’ returning to 
normal activity at seven days. The area under the ROC curve 
for the predictor z (= - 0.3146�the variable interference with 
work at 48 hours - 1.6034 - the variable returned to normal 
activity at 48 hours) was 0.837, which enables a credible 

Table 1. Proportion of Patients with Worst Pain NRS > 4 (Defined Cut-Off) 

 

Number of Patients 
Time-Point 

Worst Pain <4 Worst Pain >4 
Proportion (95% CI) P 

48 hours(n=230) 103 127 0.55 (0.49 – 0.62)  

7 days (n=213) 122 91 0.43 (0.36 – 0.50)  

3 months (n=76) 50 26 0.34 (0.24 – 0.46) 0.001# 

NRS=Numerical Rating Scale; values are given as n; # Comparison of patients reporting NRS >4 at 7 days with those reporting NRS <4 at 3 months, concerning NRS at 7 days, t-
test. The difference was significant, p<0.001. 

 

Fig. (3). Pain’s interference with; normal work, walking and general activity during the preceding 24 hours, at three time-points after day 

surgery (NRS=Numerical rating scale with the endpoints 0=does not interfere and 10=completely interferes). 

EVA > 4

J2 55,2 %

J7 42,7 %
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OVERVIEW 

 Postoperative pain following day-surgery and its 
interference with the ability to return to normal activity lasts 
for a longer period than previously known [1]. These 
findings need to be further explored, since in the 
industrialized world, most elective operations, up to 70% are 
now performed as day surgery [2]. Clinicians may assume 
that the recovery period at home after day surgery, including 
patients’ experience of pain, is relatively harmless and 
uneventful. This study described patients' perception of pain, 
return to normal activities and daily function over time after 
day surgery. 

 It is already known that: pain duration after day surgery 
is more prolonged than anticipated, i.e. from several days up 
to one month [3], pain interferes with daily function in an 
older population the first three days after day surgery [4] and 
patients’ pain interferes with work, general activities and 
walking ability during the first days, up to a week, after day 
surgery [5]. However, knowledge of the patients’ pain 
experience during the recovery period beyond one month 
remains almost nonexistent. This knowledge is essential for 
the perioperative nurses in order to optimise performance 
and provide care for patients undergoing day surgery. 
Furthermore, it indicates a need for perioperative nurses to 
continuously update their knowledge and insight into the 
patients’ situation, including the pain associated with day 
surgery, and thereby hopefully increase their ability to 
provide personalized follow-up when necessary. 

BACKGROUND 

 There is international consensus that moderate to severe 
pain follows day surgery, as reported in studies from the 
USA [6, 7], Canada [8], Europe [9, 10] Asia [11] and Africa 
[12]. Despite extensive research in the area of day surgery,  
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there is still an insufficient number of studies regarding 
patients’ experience of pain, especially over time [1, 9]. 

 Despite an increased focus on pain and the development 
of new standards of postoperative pain management, pain 
remains as the most prominent symptom following day 
surgery [13, 14]. Pain after day surgery is reported mainly 
during the first week, according to results found with 
different categories of patients who underwent different 
types of surgery. In some cases, pain continues to be severe 
up to one month postoperatively [1]. There is probably no 
difference between the patient’s pain experience following 
day surgery and that following inpatient surgery [15]. 
However, while inpatients receive professional care in the 
hospital, day surgery patients are advised and expected to 
have a physically able adult who can care for them for 24 
hours after discharge. The patient and/or caregiver is 
presumed to be responsible for care, including pain relief 
[16]. Furthermore, this 24-hour period is not necessarily 
sufficient, due to difficulties in managing pain at home [17]. 
The use of analgesics has been described as low after 
discharge, despite reported pain, due to factors such as 
ignorance of the importance of relieving acute pain, regular 
medication administration or to fear of addiction [18]. This 
constitutes a threat to health, as unrelieved pain may 
contribute to complications such as the risk of developing 
long-term pain [19]. Pain usually decreases over time, but 
may remain severe enough to interfere with daily function in 
some cases. Experience of pain at discharge is an unreliable 
predictor of pain during the recovery period [7]. Moreover, 
the recovery period required to regain normal function can 
last several days [20] or even up to six month after surgery 
[21]. It is, however, difficult to manage pain and its 
interference with daily functions, as long as there is lack of 
knowledge about the trajectory of the pain experience 
following day surgery. It is therefore important to investigate 
patients’ pain experiences following day surgery at multiple 
time-points. 

 The Symptom Management Theory (SMT) [22] has been 
used loosely as the framework in this study.

. 
This theory was 

developed to meet the need for a generic symptom 
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provide personalized follow-up when necessary. 

BACKGROUND 

 There is international consensus that moderate to severe 
pain follows day surgery, as reported in studies from the 
USA [6, 7], Canada [8], Europe [9, 10] Asia [11] and Africa 
[12]. Despite extensive research in the area of day surgery,  
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there is still an insufficient number of studies regarding 
patients’ experience of pain, especially over time [1, 9]. 

 Despite an increased focus on pain and the development 
of new standards of postoperative pain management, pain 
remains as the most prominent symptom following day 
surgery [13, 14]. Pain after day surgery is reported mainly 
during the first week, according to results found with 
different categories of patients who underwent different 
types of surgery. In some cases, pain continues to be severe 
up to one month postoperatively [1]. There is probably no 
difference between the patient’s pain experience following 
day surgery and that following inpatient surgery [15]. 
However, while inpatients receive professional care in the 
hospital, day surgery patients are advised and expected to 
have a physically able adult who can care for them for 24 
hours after discharge. The patient and/or caregiver is 
presumed to be responsible for care, including pain relief 
[16]. Furthermore, this 24-hour period is not necessarily 
sufficient, due to difficulties in managing pain at home [17]. 
The use of analgesics has been described as low after 
discharge, despite reported pain, due to factors such as 
ignorance of the importance of relieving acute pain, regular 
medication administration or to fear of addiction [18]. This 
constitutes a threat to health, as unrelieved pain may 
contribute to complications such as the risk of developing 
long-term pain [19]. Pain usually decreases over time, but 
may remain severe enough to interfere with daily function in 
some cases. Experience of pain at discharge is an unreliable 
predictor of pain during the recovery period [7]. Moreover, 
the recovery period required to regain normal function can 
last several days [20] or even up to six month after surgery 
[21]. It is, however, difficult to manage pain and its 
interference with daily functions, as long as there is lack of 
knowledge about the trajectory of the pain experience 
following day surgery. It is therefore important to investigate 
patients’ pain experiences following day surgery at multiple 
time-points. 

 The Symptom Management Theory (SMT) [22] has been 
used loosely as the framework in this study.

. 
This theory was 

developed to meet the need for a generic symptom 

Une douleur postopératoire au delà de J1



7

Original Article

Pain evaluation after day-surgery using a mobile phone application
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Introduction

With improvements in anaesthesia care and the development
of minimally invasive surgical techniques, a clear trend toward day
surgery has occurred worldwide. In 2022, day surgeries will
account for more than 70% of all elective procedures [1]. This
transition to day surgery requires developing optimal strategies to
ensure quality and safety of care despite early discharge. Several
studies have shown that pain is the main reason for unanticipated
primary care consultations, return hospital visits, or readmissions

[2,3]. Thus, adequate analgesia is one of the key factors for
successful day surgery.

Even recently, studies have shown that the prevalence of
moderate-to-severe pain is still around 30% on the first postoper-
ative day (POD) [4,5] and up to 43% on POD 7 [1,6]. Despite the
perceived improvement in day surgery organisation and patient
care, the prevalence of moderate-to-severe pain does not seem to
have decreased over the last decades [4,7]. Insufficient postopera-
tive analgesia is associated with decreased patient satisfaction
[8,9].

In order to ensure better follow-up of patients after their
discharge, many tools have been developed, such as teleconsulta-
tion or Short Message Service (SMS) follow-up [10]. With recent
technological advances and the widespread use of smartphones,
connected solutions could be the ideal media to follow these
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the health care team, since only patients who have not
spontaneously answered or those who present a complication
should be called. This can translate to an economic advantage for
health care systems [25]. Another benefit is that they are patient-
centred, so they can promote adherence of patients to treatment
and follow-up [26,27]. They can feel safer, knowing that their
potential complications and their pain will be followed and
addressed if needed.

Data collected by patient-centred solutions could even be more
accurate than data collected by telephonic follow-up. In the
literature, many papers have shown that pain levels differ
significantly if they are self-reported by the patient or if they
are assessed by a healthcare professional [28]. It could then be a
useful tool locally and internationally to have a better and more
accurate evaluation of pain levels after each specific surgical
procedure. Anaesthesia and surgical providers could use these data
to better tailor their practice and their postoperative analgesia
prescriptions. With the opioid epidemic, it can be another tool to
better rationalise their usage after surgery [29,30]. We demon-

strated, with this work, the technical possibility and feasibility of
patients’ self-assessment after discharge via a connected solution.

Another potential advantage of automated follow-up using
connected technologies is the ability to extend follow-up and
assess the presence of delayed complications. Data concerning
complications occurring more than 72 h after discharge are scarce
in the literature [31]. In our study, 4.6% and 10.4% of patients still
suffered at POD 7 of nausea or vomiting and dizziness, respectively.
These results are similar to those of Pfisterer et al., who reported a
3% incidence of nausea or vomiting at POD 5 [32]. Campagna et al.
have shown in 2016 that up to 12% of patients interrupted their
analgesic treatment because of side effects [16]. In this study, weak
opioids were prescribed for postoperative pain after discharge. In
our cohort, primary care non-programmed consultations and
readmissions were 6.6% and 8.3%, respectively. Here again, it seems
consistent with the actual literature, since reported incidences are
between 1.2% and 32% [2]. Unfortunately, we do not know, in our
study, the reasons for these unanticipated consultations.

There are limitations to our study. It is a descriptive,
monocentric and retrospective cohort study, evaluating only
5 surgical specialties. We then cannot extrapolate our results to
other ambulatory centres that perform other types of surgical
procedures. Moreover, all procedures were not equally represen-
ted in our cohort. For some surgeries, we only included a small
number of patients. It limits the external validity of our data for
these procedures. Another limitation is that data were self-
reported by patients on a voluntary basis at POD7. This led to many
missing data. As the responders were probably more likely to
present moderate-to-severe pain and in order not to overestimate
our results, we decided to report prevalence of postoperative pain
at POD7 on all patients included in the study. This should be taken
into consideration while interpreting these results. Moreover, very

Fig. 2. Type of surgery and pain intensity 7 days after surgery.
Donuts indicate percentage of patients with different levels of pain : low, moderate, severe, very severe, or no pain. Missing data (n = 500) are indicated in grey. Patients with
moderate to very severe pain are indicated in dashed lines and percentage are expressed in the middle of the donut.

Table 3
Side effects of patients followed up by SATELIA1 at POD 1 and POD7 (n = 1691).

POD 1 POD 7

Nausea, n (%) 176 (10.4%) 60 (3.5%)
Vomiting, n (%) 48 (2.8%) 19 (1.1%)
Dizziness, n (%) 195 (11.5%) 176 (10.4%)
At least two of symptoms: swelling,

redness or oozing, n(%)
NA 122 (7.2%)

Missing Data, n (%) 0 (0.0%) 500 (29.5%)

Values are presented as numbers and percentages, n (%). NA: Non available.
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Même pour des chirurgies « mineures » réputées peu 
algiques

Une douleur postopératoire au delà de J1



Le patient doit toujours avoir un interlocuteur 24h/24 7J/7

8

Intermittence des structures ambulatoires actuelles 
ouverture en journée 
fermeture week end et jours féries 

Permanence des soins
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RABACHAGE ++++

Ordonnance antalgiques systématiquement (remise) expliquée avant la 
sortie (consultation anesthésie, IDE de coordination, IDE hébergement, 
SMS postopératoires, outils connectés …) 

Ordonnance d’antiémétique si patient à risque et/ou NVPO initialement 
dans la structure. 

Consignes soins de cicatrice (chirurgien, IDE de coordination, IDE 
hébergement ….) 

S’assurer de la disponibilité IDE à la sortie à domicile (santé service , …)

1- Anticiper les problèmes pour limiter le nombre d’appel



2 - Une organisation en fonction des problèmes 
survenant après la sortie de la structure d’ambulatoire

10

✓ Avoir la possibilité de gérer les « petits » 
problèmes immédiatement par téléphone 
ou téléconsultation +++ 

✓ Pouvoir faire revenir le patient dans une 
structure de soin de l’établissement pour 
une consultation présentielle. 

✓ Réadmettre en hospitalisation complète 
en urgence si besoin.

Secrétariat/standard téléphonique 

Définir un circuit de consultation inopinée 
(consultations de chirurgie/urgences) 

Avoir des lits disponibles (bed management) 



3 - Mise en place d’une organisation solide

11

Organiser 
✓adapté aux conditions locales (structure autonome/intégrée sans un 

établissement de santé - établissement de petite taille/ grande taille - 
établissement n’accueillant pas d’urgences…) 

✓simple pour le patient  
✓ réalisable (à l’idéal/en pratique). 

Savoir évaluer régulièrement après la mise en place 

Savoir réajuster

Pas de solution universelle 



PCAM Pitié Salpêtrière

12

✓chirurgie thyroïdienne +++ 

✓sleeve 

✓radiofréquence hépatique pour métastase 

✓hystérectomie 

✓tumorectomie ganglion sentinel, mastectomie 

✓pose de sphincter artificiel 

✓néphrectomie partielle 

✓coiffe épaule, ligamentoplastie genou

multidisciplinaire  : environ 5000 patients par an

Majorité de chirurgie 
intermédiaire ou lourde

✓Patients tétraplégique +++ 

✓SEP évoluée 

✓handicapés mentaux 

✓service de référent maladies 
rares, greffés ….

Patients avec des antécédents 
médicaux majeurs
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Un numéro unique pour les urgences 24h/24 7J/7

Livret d’accueil, site internet, IDE coordination, explications avant la sortie 
par l’IDE d’hébergement, SMS soir J0 … = RABACHAGE 

supports d’information multiples

Possibilité d’appeler les IDE de coordination

Sortie avec le numéro agrafé sur la pochette + livret d’accueil pour les 
questions non urgentes 
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En journée

Envoi ordonnance ondansetron si pas faite (jamais de 
réadmission pour NVPO) 
Réexplication du traitement antalgique (très rarement envoi 
d’ordonnance complémentaire)

IDE de programmation plateforme : aiguilleur

problèmes de pansement, douche, RDV postopératoire à modifier …

Douleur, NVPO 

Autre

Anesthésiste 

Chirurgien

IDEC

problèmes chirurgicaux : hématome, écoulement cicatrice, fièvre …
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Sur les horaires de fermeture = renvoi d’appel sur le « standard »

organisation d’une visite pour les agents du standard  +++ = réalité 
Explication des attentes (le patient doit toujours avoir un docteur 
pour lui répondre, ne pas se contenter de basculer un appel sur un 
poste) 
Rédaction d’une première proposition puis réappropriation 
Constitution d’une équipe restreinte 

aiguilleur = standardiste

Organisation en collaboration avec l’équipe du standard

























 


LE PRINCIPE : Être certain que le patient aura un interlocuteur et ne pas se contenter de transférer 
l’appel sans être sûr que le médecin est disponible pour répondre  +++++ 

Motif de l’appel ? 

Douleurs, nausées 
vomissements

Autre : écoulement cicatrice, gonflement, 
saignement, fièvre, impossibilité d’uriner …

Anesthesistes  
!  77311

Chirurgiens

En première intention transférer à la spécialité qui a pris en charge le patient (le 
nom du service est sur le compte rendu opératoire qui  leur a été remis et sur le petit 
papier agrafé en haut à droite sur la pochette en carton du dossier de sortie). 


Chirurgie digestive (Vaillant) !  27526 ou mardi/jeudi 27253

Chirurgie endocrinienne et digestive (Ménégaux) !  27613 ou lundi/mercredi/
vendredi 27253

Chirurgie gynécologique !  77735

Chirurgie maxillofaciale !  27368

Chirurgie orthopédique !  27393

Chirurgie urologique !  27647

Odontologie !  61452 

En seconde intention : Commencer par le premier numéro puis faire les suivants si pas de réponse.

Expliquer à l’interne que vous allez joindre que son collègue n’est pas en mesure de répondre, qu’il 
doit régler le problème si cela est urgent, sinon qu’il demande au patient de rappeler dans la journée et 
en semaine l’IDEC du service.


Chirurgie digestive (Vaillant) !  27613 ou lundi/mercredi/vendredi 27253 puis 77311

Chirurgie endocrinienne et digestive (Ménégaux) !  27526 ou mardi/jeudi 27253 puis 77311 
Chirurgie gynécologique !  77734/27647 puis 77311 
Chirurgie maxillofaciale ! 77311

Chirurgie orthopédique !  77311

Chirurgie urologique !  26026/77335 puis 77311 
Odontologie ! 77311 

si l’interne de la spécialité est occupé par 
une urgence et pas disponible pour répondre 

au patient
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Sur les horaires de fermeture = renvoi d’appel sur le « standard »

aiguilleur = standardiste

appropriation de cette mission par l’équipe du standard
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Permanence des soins en urgence  
après chirurgie ambulatoire 

Organisée, évaluée, améliorée 

Prolongée après J1 

Objectif  numéro 1 
Sécurisation du 
parcours patient  

Objectif  numéro 2 
SATISFACTION DES 

PATIENTS +++ 


