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Abstract 
Background; postoperative pain remain the most common dilemma for surgical patients, there are many 
methods for control of pain, either by conventional postoperative analgesia or preoperative analgesia. 
The aim; is to evaluate the benefit of Diclofenac as pre-operative analgesia in comparison to the 
postoperative conventional treatments. 
Methods and Patients; this study includes patients of different age and sex groups, underwent different 
elective and emergency surgical operations, 
They divided in to two groups: 
- Group A (100 patients):  controlled group, were received pre-operative analgesia.  
- Group B (100 patients): compared group, were received the conventional analgesia. 
 Results; thirty eight percent of patients in group A have significant pain versus eighty six percent of the 
patients in group B (P value 0.0000) 
Preoperative analgesia as single dose of Diclofenac is more effective in control of postoperative pain 
than conventional postoperative analgesia. 
Conclusion; we could say that the pre-operative (pre-emptive) analgesia is safe, feasible, well tolerant, 
less costly and more effective for the control of different types of the surgical pain.  
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Introduction 
             The international association for 
the study of pain has defined pain as "an 
unpleasant sensory and emotional 
experience associated with actual or 
potentional damage, or described in terms 
of such damage" [1]. Accordingly 
appropriate pain management is becoming 
the standard of care in surgical practice 
throughout the world; and the fifth vital 
sign in U.S.A. paticularilly [2] Surgical 
pain which is the most common 
postoperative complication of surgery 
could be treated by different methods of 
traditional analgesic therapies broadly 
called conventional surgical analgesia 
which means to begin therapy after 
surgery is completed and pain is 
experienced [3] Or by preemptive 
analgesia which means pain treatment that 
given to the patient just before the  

 
 
operation, which abolishes pain by 
blockage of the synthesis of algesic 
substances released in response to tissue 
damage caused by surgery [4, 5]    . 
 
Patients and Methods  
             This is a prospective study 
including 200 patients, was conducted in 
the surgical wards in Sulaimani Teaching 
Hospital from the first of July 2004 to the 
first of June 2005. Data collected about 
the type of operations, pre-operative and 
postoperative vital signs, Cardiovascular, 
Respiratory, gastrointestinal, psychiatric 
features and any previous    
hospitalizations particularly for surgery 
and any pain concern procedures. The 
patients were divided in to two equal 
groups each 100 patients; Group (A) 
receiving preoperative analgesia and  
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Group (B) received conventional 
postoperative analgesia Pre-operative 
analgesia in group (A) was in the form of 
(Diclofenac) suppository, retard (100mg) 
for elective operations, and in the form of 
Intramascular injection (75mg) for the 
emergency operations, one hour before 
their surgical operation.  The Pain 
assessed by application of a practical and 
clinical method; (no significant, mild, 
moderate & severe pain). 
We mean by mild pain just feeling of 
pain, that not  affects the body functions , 
and by moderate pain , that affects 
functions of the  system in which 
operation done ,while  severe pain means 
that pain  affects the normal daily 
activities of the patient like eating, 
sleeping walking etc. 
 Patients known to have hypersensitivity 
to Nonsteroidal anti-inflammatory 
drug(N.S.A.I.D)s, peptic ulcer diseases, 
bleeding disorder, renal impairment, , 
obstructive jaundice, history of bronchial 
asthma or on anticoagulant therapy and 
those younger than 12 years or older than 
75 years were excluded. Post-operatively 
all patients revised and evaluated again for 
the effects of applied pre-operative 
analgesia (group A) or application of 
postoperative conventional analgesia 
(group B ) and that; in systematic manner  
at  regular programmed intervals as; half 
an hour, two ,four, eight, twelve, sixteen 
and twenty-four hours. 
.  
Results 
            The Male: Female ratio was 
95/105 , the age distribution varies and for 
illustration of specific age group, the 
patients categorized to two major age 
groups as shown in table 1. 
 
 
 
 
 

Table 1: Numbers and Percentages of 
patients age distribution. 
 

  
Age No. of 

patients 
Percentage  

 
Children   

12-18 
22 11%  

 Adults      
19-75 

178 89%  
 Total 200 100% 
 
 
The types of the operations were of 
different categories as shown in table 2. 
 Table 2:  Types of the operations. 
 

  
    

Types of  
Operations 

No. of Percentages  patients 
  

Minor surgical 
conditions 

 
54 

 
27% 

Abdominal pain 
(Appendicitis in 

majority) 

 

 
 

 
35% 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

70 

 
Ano-rectal 
conditions 

(Hemorrhoids in 
majority ) 

  
36 18% 

 

Laparoscopy   
(Laparoscopic 

Cholecystectomy 
in majority ) 

 

 
19 

 
9.5% 

Anterior 
abdominal wall 

hernia 

16 8% 

Subtotal 
thyriodectomy 

4 2% 
 

Open 
prostatectomy 

1 0.5% 

Total 200 100% 
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 In the first group (A) of patients; the 
majority 62% had no significant post-
operative surgical pain; mild pain, 22% 
patients; moderate pain, 16% patients; and 
no of them has severe pain . 
Within two hours post operatively we 
found; outcomes for group (A) as 
following: No Pain in 58 patients and Pain 
in 42 patients, but for group (B) were as: 
Pain in all 100 patients. 
In the first 12 hours we found the 
outcomes as following: group (A); No 
Pain in 62 patients with Pain in 38 
patients, but for group (B) was as 
following: No Pain in 14 patients and Pain 
in 86 patients. Lastly the outcomes for the 
second 12 hours were as following : 

 group (A) as : No Pain in 66 patients with 
Pain in 34 patients, but for group (B) were 
as : No Pain in 14 patients with Pain in 
last 86 patients , collectively speaking ; 
(62% )of group (A) were have no pain , 
even incisional pain and just (22%) have 
mild pain, (16%) were in moderate pain, 
and no one of them in severe pain at 12 
hours postoperatively as shown in table 3. 
In the second group (B) of patients; the 
majority 49% had moderate postoperative 
surgical pain; mild pain, 34% patients; 
severe pain, 3% patients; and just14% 
patients had no significant pain in 1 hors 
postoperatively as shown in table 4. 
 
 
 

 
Table 3: Numbers & percentages of group (A) patients in response                            
to pre-operative analgesia. 

 
 

Age/ 
years 

 
 

Total No. of 
patients 

No. of      
patients 
with  no 

significant 
pain 

 
No. of      

patients 
with   

 mild pain 

 
No. of      

patients with   
 moderate 

pain 

 
No. of      

patients 
with   

 severe pain
 

12-18 
 
8 

 
4 

           
4 

              
0 

            
0 

 
19-75 

 
92 

 
58 

           
18 

             
16 

            
0 

%. of 
patients 

 
100% 

 
62% 

           
22% 

             
16% 

         0         

 
Table 4: Numbers & percentages of group (B) patients in response                           
to conventional analgesia. 

 
 
Age/ years 

 
 
Total No. of 
patients 

No. of      
patients with  
no significant 

pain 

 
No. of      

patients with   
 mild pain 

 
No. of      

patients with   
 moderate pain 

 
No. of      

patients with  
 severe pain 

 
12-18 

               
14 

 
o 

              
6 

                
7 

             
1 

                19-
75 

               
86 

              
14 

              
28 

                
42 

             
2 

   %. of  
  patients 

               
100% 

              
14% 

              
34% 

                
49% 

             
3% 
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Statistical analysis using (SPSS version 9) 
done for patient’s responses to pre- 
emptive analgesia revealed, P-Value less 

than 0.001, which is significant at the 99% 
confidence level. As shown in table 5. 

 
Table 5: Number and percentage of patients with pain in group A, and B.                  
 

 
Responds 

to  
analgesia 

 
  
 Group-A 

 
 
Group-B 

 
% of 

patients 

 
Chi-

Square 
test 

 

 
 

P- value 
 

Non-
significant 

pain 

 
62 

 
14 

 
38% 

Significant 
pain 

 
38 

 
86 

 
62% 

 
 

48.8960 

 
 

0.0000 

 
 
Discussion
There were no significant differences 
between the two studied groups with 
respect to number, ages, sex ratio, 
alcoholic consumption, smoking, and 
exposure to previous surgical operations, 
as shown in table 6. 

From the comparison of table (4, 5) we 
note the significant difference in response 
of the patients to both pre-operative and 
conventional analgesia as shown in figure 
1

   .            
  
     Table 6: Patient Demographics and Surgical Data. 
 
     Group (A)   Group (B) 
 
 
 Number        100                     100 
 Mean ages (yr)      34.83       34.21
 Sex ratio        51:49       44:56  

 Alcoholic consumption         7            4 
 Smoking          28           29 
 Previous surgery (n)         41           48 
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Figure 1:  Averages pain scores in patients received pre-emptive analgesia in 
comparison to postoperative conventional analgesia.  
 
Pre-emptive analgesic interventions that 
recognize the intensity, duration, and 
somatotopic extent of surgery can help to 
reduce postoperative pain and its longer-
term sequelae [6]. 
In this work we excluded patients over 75 
years of age and children below 12 years 
of age because of possible side effects of 
drug which is more in this two groups as 
also the patients with history of peptic 
ulceration, bleeding tendency, renal 
impairment and previous hypersensitivity 
to NSAIDs. 
From our results we could deduce that the 
perioperative Diclofenac had immediate 
effect on postoperative pain and analgesic 
use up to 12 hours postoperatively. 
Postoperative pain was qualified by a pain 
score, as well as the analgesic 
requirement, which has been 

recommended for comparison of treatment 
efficacy [7]. Pre-emptive analgesia is the 
concept of initiating analgesic therapy 
before the onset of the surgical operation, 
so as to prevent the nociceptor barrage 
and its consequences. Although there are 
many scores for evaluation of the state of 
pain and its response to analgesia like; 
VAS: visual analogue scale and Ramsay 
sedation scale [8]. We used simple 
practical criteria as follow:  0= No Pain, 
1= Mild Pain, 2 = Moderate Pain, 3 = 
Severe Pain .We tried to evaluate the 
effect of pre-emptive (Diclofenac) in 
control of post-operative pain in group 
(A), comparing it to group (B) which has 
not received this type of analgesia.  
Our results are comparable with other 
studies as shown in table 7. 
 

 
 
 

131  

     
 



 
 
(JZS) Journal of Zankoy Sulaimani, December 2008, 11(1) Part A  

@@ôäbáŽïÝ@õüÙäaŒ@õŠbÄü LôàóØóî@ôäíäbØ@2008ÃŠói@11I1@H@ð’ói A@ @

 
Table VII; comparison of our results with others concerning type of analgesia, and 
painfree duration. 
 

P valueMaterial usedPain free 
duration in 
 hrs

Researcher   

etoricoxib or 
etoricoxib plus 
paracetamol 

2-20, Purra (9) Puolakka 0.0011

insignificantcarprofen Not 
effective 

Slingsby LS , Murison 
PJ(10)

2

insignificant Preincisional  Not 
effective 

Vallejo MC , Phelps AL 
(11)

3

P< 0.05Diclofenac6 hours

P< 0.05 Paricoxib12 hours

MSParina 
Bajaj,MDChetna C(12)

  4

P 0.000Diclofenac12 hoursPresent Study 5

 
 
The causes of the pain in the minority of the group (A) were: 
1. Expulsion of the Diclofenac 
suppository during or shortly after the 
operation, especially in     
patients with perianal operations and in 
patients received scoline, which causes 
fasciculation and expulsion of the drug via 
anus as shown in figure2. 

                                               

 
        
     
     
     
     
     
     
     
 
Figure 2: Expulsion of Diclofenac 
suppository by some patient 
 
2. In elective cases, as long as there is no 
pain with condition preoperatively and 
surgical       operation induced wound and 
pain, they were in need of more analgesia, 
while in casualty with acute abdominal 

pain, just relieve of the pathology like 
inflammatory bowel conditions, 
abscesses, obstructions, relieved pain 
partially and set their threshold of pain for 
lower point                    setting. 
3. Neurotic personality of the some 
patients which affect the post operative 
outcomes regarding pain assessment in 
comparison to more stable patients. 
4. Differences in the threshold of pain, 
regarding the age and sex among the 
patients.  

Conclusion 
            A single (100mg; suppository or 
75mg injection) dose of Diclofenac 
administrated pre-operatively one hour 
prior to induction of anesthesia in selected 
patients; significantly decreases post 
operative pain and subsequent 
consumption of analgesia, without causing 
any side effects and no complications 
were encountered, with shorter hospital 
stay, less costs, and more patient 
satisfaction . 
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