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Combination Of Suppository
Diclofenac And Intravenous
Morphine Infusion In Post-Caesarean
Section Pain Relief - A Step Towards
Balanced Analgesia?

A T H Sia, E Thomas, J L Chong, C C Loo

ABSTRACT

Post-Caesarean section analgesia can be achieved
by morphine infusion. NSAIDs are frequently
administered to relieve uterine cramps. This study
is aimed at assessing the efficacy of the
combination of suppository diclofenac and
morphine infusion in post-Caesarean section pain
relief. General anaesthesia was given to 60 patients
who were randomly allocated into two groups:
group A received 100 mg suppository diclofenac
before surgical incision and morphine infusion 1.5
mg per hour postoperatively while group B
received only morphine infusion 1.5 mg/H
postoperatively.

Pain assessment was done by an unbiased
observer on arrival of the patients in the recovery
room, then 6 hours, 12 hours and 24 hours later.

Pain relief was found to be better in group A,
with group B requiring more supplemental
analgesia. Apart from better analgesic effect for
wound pain, group A also had more favourable
scores for uterine cramping pain. :

The incidence of nausea or vomiting was similar
in both groups. No respiratory depression was
observed in both groups. Two cases of increased
bleeding (one from each group) were observed,
both receiving conservative treatment. The
conclusion: suppository diclofenac improved the
analgesic efficacy of morphine infusion in post-
Caesarean analgesia.
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INTRODUCTION

Patients after Caesatean section suffer from two kinds
of acute pain: wound pain and spasmodic uterine
contraction pain®?. Analgesic efficacy of NSAIDs
either on their own ot in combination with opioids is
well known®?. NSAIDs have also been used to relieve
uterine cramps®?. Therefore, NSAIDs can potentially
enhance the analgesic effect of opioids without
accentuating the adverse effects of opioids. Here, the
effect of 100 mg suppository diclofenac in addition
to morphine infusion of 1.5 mg/H is evaluated to
see whether this combination is supetiot to morphine
infusion alone in the provision of post-Caesarean
section analgesia.

METHOD

This is a randomised double blind study (with the
approval of the Hospital Ethics Committee)
comptising 60 patients of ASA physical status I and
II coming in for elective lower segment Caesarean
section. They were divided equally into two groups,
ie, A and B. They were premedicated with ranitidine
on the night befote the operation as well as on the
motning of operation.

General anaesthesia was instituted; induced in
rapid sequence with thiopentone/suxamethonium
and maintained with nitrous oxide/oxygen/isoflurane
and atracurium. Intravenous motphine 10 mg and
syntocinon 10 U were given after delivery. General
anaesthesia was reversed with atropine/neostigmine
and all patients were extubated at the end of the
procedure.

Group A received suppository diclofenac 100 mg
after the induction of anaesthesia but before surgical
incision while group B did not.

On arrival in the recovery room, intravenous
morphine 1.5 mg/H was started in both groups. The
patients wete asked about the intensity of wound pain
and uterine pain on atrival in the recovery room and
6 hours, 12 hours and 24 houts subsequently.

Wound pain was scored by an unbiased
investigator according to the following:

0 = no pain

1 = mild pain, not restricting activity

2 = moderate pain, significantly restricting activity

3 = sevete pain, allowing only minimal mobility and

4 = excruciating pain, absolutely incapacitating

Uterine contraction pain was scored in accordance
with the following:

0 = No contraction
1 = Mild contraction pain
2 = Sevete contraction pain

Rescue medication was standatdised as pethidine
20-50 mg inttamusculatly every 6 hours at the patients’
request.

Vital signs (blood ptressure, heart rate and
respiratory rate) wete monitored houtly for 24 hours.
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Table | - Clinical data of the two study groups

A B
Weight (kg) 68.3 + 10.9 69.1 £ 11.6
Height (cm) 156.4 + 5.5 154.7 + 6.3

Values of weight and height mean values + SEM

No significant differences between 2 groups (t tests)

Table Il - Side effect

Side effect Gp A (n=30) Gp B (n=30)
Nausea and vomiting 10 13
Bleeding | I
Respiratory depression 0 0

No significant differences between the two groups in nausea
and vomiting (x test) and bleeding (Fisher exact test).

Table lll - Pethidine requirement in each group

Group A Group B

Patients requiring 5 16
treatment (total dose 145 mg) (total dose 805 mg)

p < 0.05 between the 2 groups requiring treatment (x? - test).

Respiratory depression was taken as the respiratory
rate of less than 8/min. Bleeding was regarded as
abnormal when the obstettician decided to use
oxytocics to increase uterine tone.

Importantly, patients with bronchial asthma,
known drug allergy to NSAIDs, peptic ulcer disease,
bleeding tendency, liver ot kidney diseases were
excluded from the study. Similatly patients with
complicated obstetric history like pregnancy-induced
hypertension and antepartum haemorrhage were
excluded.

Data are expressed as mean values + SEM for
patients’ weight and height with #tests being used
for their evaluation. The pain scores as well as the
incidence of nausea or vomiting were evaluated with
X tests. The significance of increased bleeding was
assessed by Fisher exact test. The number of patients
requiring rescue medication was evaluated with ) test.
A p value of less than 0.05 was considered significant.

RESULTS
There was no difference in the data between the two
groups in terms of weight and height (Table I).

Significant differences between the two groups
in terms of both wound pain and utetine contraction
pain were noted at the sixth, twelfth and twenty-foutth
houts.

Group A had lower wound pain and utetine
contraction pain scores from 6 hours after the
conclusion of the operation until 24 hours after
surgery (Figs 1 & 2).
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Nausea and/or vomiting occurted frequently in
both groups (ie, about 1/3 of the patients) but there
was no significant difference between the two groups.
Respiratory depression was not observed in either
group. Both groups had one patient requiring
syntocinon infusion and therefore there was no
significant difference in terms of increased bleeding
between the two groups (Tables IT & III).

DISCUSSION

The finding that the combination of diclofenac and
morphine was superior to morphine alone in analgesic
quality in the 6-24 hour period indicates that
diclofenac contributes to additional relief of both
wound pain and uterine contraction pain.

In this study, patients who had been given
diclofenac required less pethidine and had lower pain
scotes, a finding which was consistent with other
studies which showed the opioid sparing effect of
NSAIDs®?. Uterine contraction pain relief was also
mote effectively accomplished by diclofenac,
indicating the contribution of NSAIDs to the relief
of uterine cramps as shown in other studies®4%10,

Fig | - Total incisional wound pain scores
in the two groups

50

Total Pain Scores

!
At 0 H, no significant difference was evident.
At 6, 12, 24 H, p < 0.05 between the two groups (x - test).

pain score | with pain score

Fig 1l - Total uterine contraction pain in
the two groups
Total Pain Scores

At 0 H, no significant difference was noted.
At 6, 12, 24 H, p < 0.05 between the two groups ()’ - test).



The NSAIDs were thought to exert their
analgesic effect by the inhibition of prostaglandins
synthesis. Apart from this “peripheral mechanism”,
a central anti-nociceptive effect of NSAIDs has also
been postulated®'?, Diclofenac possesses anti-
inflammatory, anti-oedema, antipyretic and analgesic
properties(*!9, Increased petipheral endorphin levels
was also found after diclofenac treatment although
this conttibution to the overall analgesic effect should
be further investigated(9. Moteover, NSAIDs have
been found to neither cause respiratory depression
nor psychomimetic effect!!, Addiction liability is
also low®,

The risk of postpartum haemorrhage in relation
to NSAIDs is a theoretical one, considering the
possibility of diclofenac increasing bleeding time and
reducing platelet aggregation”??). However,
diclofenac-induced post- operative bleeding is rare
in clinical practice®!*%,

NSAIDs have been used to relieve postpartum
utetine cramps and post-episiotomy pain without
significant side-effects. NSAIDs are not readily
disttibuted to breast milk because being weak acids
they are readily ionised in the range of pH of breast
milk (pH 6.9 to 7.6).

CONCLUSION

In conclusion, the combination of morphine
infusion and suppository diclofenac enhances the
analgesic quality after Caesarean section. While
opioid analgesia is the cornerstone, the foundation
of pharmacological postoperative pain management,
it should not be viewed in isolation. The question
should not be NSAIDs or opioids but rather
NSAIDs and opioids®. The concept of balanced,
multi-modal analgesia is one which the anaesthetist
must be very familiat. The guidelines to minimise
the incidence and severity of acute pain (developed
under the sponsotship of the Agency for Health
Care Policy and Research, Public Health Service, US
Department of Health and Human Setvices)
recommend that in few cases should we be providing
analgesia using a single agent®. Balanced analgesia
is polypharmacy, but the combination of
pharmacological agents may produce better analgesia
with fewer side effects®!'"?*29,
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