
Abstract. – Diclofenac is the most widely
prescribed non-steroidal anti-inflammatory drug
worldwide. Data collected during the last 10
years reported a dose-duration dependent in-
creasing of cardiovascular risk associated with
the use of diclofenac, supporting the evidence
of a close association with the degree of COX-2
inhibition achieved in vivo. Nevertheless, the
amplitude of cardiovascular risk associated with
the administration of diclofenac at low doses
and for the short-term duration is still poorly de-
fined. Indeed, data did not show a clear and
strong increasing of the risk for daily doses of
75 and of 50 mg. Concerning duration, while the
identification of a safe temporal window is less
defined, some studies reported an absence or a
very low risk when the exposure is shorter than
30 days. Today, new low-dosage diclofenac for-
mulations are available, allowing to reduce the
systemic exposure, the degree of COX-2 inhibi-
tion and possibly the risk of occurrence of car-
diovascular events. This is the reason why
those new formulations may represent the ideal
drug for the management of pain in the emer-
gency setting.
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Introduction

Diclofenac is the most widely prescribed non-
steroidal anti-inflammatory drug (NSAID)
worldwide1. It was synthesized by Alfred Sall-
mann and Rudolf Pfister as diclofenac sodium
and after its introduction in 1973, a number of
different formulations have been developed
aimed at improving efficacy, tolerability and
safety2. The best known mechanism of action,
common to all NSAIDs except for acetylsalicylic
acid (ASA), is the competitive and reversible in-
hibition of the cyclooxygenase (COX) activity of
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2 major isoforms of prostaglandin (PG) G/H syn-
thase, known as cyclooxygenase 1 and 2 (COX-1
and COX-2) and reduced biosynthesis of respec-
tive prostanoids, which in turn are implicated in
the modulation of a wide range of different and
often opposing physiological and pathological
processes, by binding to cell and tissue-specific
receptors3-7.
Diclofenac shares a wide spectrum of thera-

peutic and adverse effects typical of other
NSAIDs3,4. In this article, we analyze all aspects
related to the cardiovascular (CV) risk associated
to the use of diclofenac and highlight the impor-
tance of the new low-dosage formulations specif-
ically created to increase safety with a preserved
analgesic activity.

Pharmacological Features of Diclofenac
Diclofenac is classified among traditional

NSAID (t-NSAID), but differently from some
of them, shows in vitro a higher selectivity for
COX-2, almost as celecoxib5. COX-2 selectivity
is displayed also for therapeutic concentrations
achieved in vivo, to which inhibition of platelet
COX-1 is too weak (< 97%) to translate into
platelet functional impairment2,5. Furthermore,
diclofenac is among the most effective in-
hibitors of PGE2 production2,5.
Diclofenac is a phenylacetic acid, character-

ized by a partial solubility in both aqueous and
hydrophobic environments, a short biological
half-life and a rapid oral absorption8. It is avail-
able, as sodium salt, potassium salt or epolamine
salt, as well as in formulations complexed with
hydroxy-propyl-beta-cyclodextrin or in free mi-
cronized acid particles2. Oral formulations, also
associated to misoprostol and omeprazole, or
topical and injectable formulations are currently
available, with different dosages and pharmaco-
kinetic properties2. Due to its weak acid nature
and the high degree of plasma proteins binding,
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diclofenac accumulates and persists in inflamed
tissues and synovial fluid even longer than in
plasma, ensuring a prolonged analgesic and anti-
inflammatory effect regardless of a short half-
life5,9. On the other hand, short half-life may in-
crease diclofenac safety compared to long half-
life NSAIDs, due to a more rapid clearance and a
full recovery of COX activity in other sites5,9.
Since the target for a therapeutic efficacy is
achieved when the drug plasma concentration in-
hibits about 80% of COX-2 activity, diclofenac
is often administered at higher doses than neces-
sary, then increasing the probability of inducing
side effects10. This may contribute to explain the
association between the use of diclofenac and the
occurrence of cardiovascular events reported in
the literature, especially when the dosage is high-
er than 100 mg daily11,12.

Diclofenac and Cardiovascular Risk
After the first reports of a role of selective

COX-2 inhibitors (COXIBs) in increasing the in-
cidence of atherothrombotic events11, further
studies11,12 reported a similar effect for some t-
NSAIDs, including diclofenac. While the mecha-
nisms are still not fully elucidated, they appear
strictly dose and duration dependent, and widely
related to the degree of COX-2 inhibition
achieved in vivo13. As elegantly expressed in a
retrospective cohort study by Garcia Rodriguez
et al14 in 2008, who analyzed the THIN (The
Health Improvement Network) database in the
UK, NSAIDs such as diclofenac, which able to
inhibit COX-2 without a complete COX-1
platelet inhibition, may increase the risk of my-
ocardial infarction (MI) in the general population
and this effect is proportionate to the extent of
COX-2 inhibition. In fact, individual NSAIDs
with a degree of COX-2 inhibition lower than
90% achieved at therapeutic concentrations,
showed a relative risk (RR) for MI of 1.18 (1.02-
1.38, CI 95%), whereas those with a higher de-
gree of COX-2 inhibition reported a RR of 1.60
(1.41-1.81, 95% CI). The risk increased propor-
tionally to daily dose and treatment duration and
with the use of slow release formulations14.
There are two main hypotheses, not mutually

exclusive, to explain why some NSAIDs may
increase the CV risk. The first is that this may
result by an imbalance between inhibition of the
two main COX isoenzymes, by favoring COX-
2, resulting in a reduced biosynthesis of en-
dothelial PGI-2 associated with ineffective
platelet inhibition and thromboxane (TX) A2

biosynthesis15. According to this hypothesis, the
net pro-thrombotic effect may also show an im-
mediate onset in otherwise susceptible individu-
als15. The other hypothesis is that the increased
CV risk may result from the renal COX-2 inhi-
bition, with decreased local PG biosynthesis, re-
sulting in blood hypertension and subsequent
development of endovascular atherothrombotic
alterations16. This mechanism is common to
several chronically administered NSAIDs, ex-
cept for low dose ASA16, but is not the case of
NSAIDs administered administered at low-dos-
es and for short-term exposures17. Among all
mechanisms involved in the increasing of the
CV risk, the most relevant step seems to be the
of COX-2 inhibition and the corresponding re-
duced prostanoid synthesis15-17.

Limits of Current Data
Before exploring the results obtained by dif-

ferent authors on this issue, we have to start from
the assumption that there are no randomized con-
trolled trials (RCTs) in the literature specifically
designed to investigate the effect of NSAIDs on
general and individual CV risk18. Many studies
currently available are often lacking of critical
data allowing to draw any definite and signifi-
cant conclusion about the CV risk of individual
NSAIDs administered at diverse doses and for
different durations. Particularly, the main source
of information from where data may be obtained
is observational studies, extremely heteroge-
neous in terms of design, outcomes, population
features, doses and duration of therapy19. Fur-
thermore, some scholars did not consider very
important concomitant factors, such as body
mass index (BMI), smoking, lipid levels, blood
pressure, left ventricular ejection fraction, NY-
HA classification of heart failure, simultaneous
administration of ASA and/or over the counter
(OCT) NSAIDs, which may affect the results of
the studies. Moreover, none of the authors even
considered that some conditions requiring anal-
gesic therapy, such as illness/inflammatory
events or painful conditions may independently
increase the CV risk or precipitate acute coro-
nary syndromes20,21. As a consequence, even the
results of meta-analysis or review articles pub-
lished on this issue are affected by the poor qual-
ity of the available data22. Finally, in order to bet-
ter define the amplitude of the problem, while
the RR for GI complications related to the use of
NSAIDs is estimated to be around 4, the same
for CV events is usually between 1 and 223.
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Other authors have also evaluated the effect
of different doses of diclofenac on CV threat of
“high risk” patients. Gislason et al27 in 2006 de-
termined the CV risk induced by NSAIDs, in-
cluding diclofenac, on a cohort of Danish pa-
tients with previous MI, showing a RR of 0.89
(0.66 to 1.20) for CV death and 1.27 (0.92 to
1.76) for re-MI, for doses below 100 mg. Con-
versely, RR increased to 4.44 (3.79-5.19) and
1.89 (1.40-2.55) for dosages of 100 mg or
greater. The same authors, in a further study,
have investigated the NSAIDs-related CV risk
in a cohort of Danish patients with a previous
hospitalization for heart failure (HF). For doses
of diclofenac up to 100 mg, the RR was 1.31
(1.20-1.42) for death, 1.34 (1.21-1.48) for re-
hospitalization for HF and 1.14 (0.9-1.43) for
MI. RR increased for doses higher than 100 mg,
reaching 5.54 (5.08-6.03), 1.42 (1.17-1.73) and
2.43 (1.74-3.40) respectively28. In a nested case-
control cohort study using the General Practice
Research Database (GPRD), Andersohn et al29
reported a RR for MI of 1.31 (1.6-1.61) for di-
clofenac doses up to 100 mg and 1.35 (1.13 to
1.61) for doses higher than 100 mg, while using
the Dutch database PHARMO, Van der Linden
et al30 showed a RR of 1.13 (0.79 to 1.61) for
MI for doses of diclofenac up to 100 mg.
Of interest is the meta-analysis sponsored by

EMA (European Medicines Agency), under the
SOS project (Safety of NSAIDS), involving
observational studies published from 1990 to
2011 on the risk of MI in a patient treated with
NSAIDs31. The pooled RR for doses of di-
clofenac up to 100 mg was 1.26 (1.03-1.53)
showing only a weak association with further
CV events31. Despite some discrepancies in the
study32, it’s surprising as EMA has issued the
PRAC (Pharmacovigilance Risk Assessment
Committee) recommendations 353084/201332,
also considering these metanalysis results32.
Likewise, McGettigan et al25 in 2011 reported

only a week association between diclofenac
dosage up to 100 mg and CV risk [RR 1.22
(1.12-1.33)], while it was 1.98 (1.40-2.82) for
doses higher than 100 mg. Conversely, two stud-
ies have surprisingly reported a minor and, in
some way, a cardio-protective effect for high
doses of diclofenac compared to low dosages.
Ray et al33 in 2009, analyzed the Tennessee
Medicare, Saskatchewan and GPRD database for
the use of NSAIDs in patients with a recent hos-
pitalization for a severe coronary artery disease.
They found higher RR for severe coronary artery

Effect of the Dosage on
Cardiovascular Risk
Current knowledge plays in favor of a dose-

dependent effect of diclofenac on the CV risk; as
a consequence, low doses may be the key to re-
duce diclofenac-related side effects. Neverthe-
less, the definition of “low-doses” is still far
from satisfactory, as in many studies the authors
defined as “low” a daily dosage up to 100 mg,
while in others dosages below or equal to 150
mg, which represents the highest allowed in
many Countries24. Since the incidence of side ef-
fect of diverse dosages of diclofenac may differ24
currently available data are still confusing and
inconclusive.
Only the cohort study performed by Garcia

Rodriguez et al14 in 2008 has investigated the im-
pact of a broad spectrum of available doses of di-
clofenac, ranging from 50 to 150 mg on myocar-
dial infarction (MI) in the general population.
They found a weak association either with 50 mg
[1.12 (0.60 to 2.20; 95% CI)] or 75 mg [1.31
(0.80 to 2.16)], while the RR became more con-
sistent by increasing the dosage to 100 mg [1.65
(1.26 to 2.18) and 150 mg daily [1.80 (1.49 to
2.18)].
In a recent study, Odom et al23 performed a

meta-regression analysis by using data coming
from 11 observational studies, demonstrating a
linear relationship between the dosage of di-
clofenac and the RR for CV events. The RR was
1.13 (1.08-1.18) for doses of 50 mg, 1.26 (1.17-
1.35) for 100 mg and 1.39 (1.25-1.53) for 150
mg compared with no use.
Since many patients use diclofenac OCT, two

authors have investigated its effect of CV risk,
reporting different results. In fact, while Moore
et al did no found a clear increased risk24, other
authors showed an overall RR for CV events of
1.22 (1.12-1.33)25.
Concerning the CV effect of dosages of di-

clofenac up to 100 mg, Fosbøl et al26 evaluated
the dose-related risk of various NSAIDs in a co-
hort of healthy individuals, extrapolated from the
Danish national register. Notably, they did not
find any significant association for daily doses of
100 mg or lower; indeed, RR was 0.62 (0.45-
0.86) for CV death, 0.88 (0.69-1.12) for the com-
posite endpoint coronary death or non-fatal MI,
and 0.93 (0.71-1.73) for fatal or non-fatal stroke.
Conversely, for doses of diclofenac higher than
100 mg the RR increased for all the above-men-
tioned endpoints [1.28 (1.08 to 1.53); 1.28 (1.10
to 1.50) and 1.59 (1.35-1.88), respectively]26.
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disease [1.65 (1.13 -2.42)] and serious CV dis-
ease [1.43 (1.14-1.78)] for daily doses of di-
clofenac up to 150 mg. Conversely, RR for doses
higher than 150 mg was 0.99 (0.66 to 1.50) and
1.34 (1.09-1.65) respectively; interestingly, au-
thors did not provide any explanation concerning
such a phenomenon33. Varas-Lorenzo et al31 re-
ported similar results in 2009, by analyzing the
Saskatchewan database; they showed a RR of
1.29 (0.78-2.13) for doses up to 100 mg and 0.63
(0.37-1.08) for doses higher than 100 mg, justify-
ing those unexpected result with the small num-
ber of cases included in the study.

Effect of Duration on Cardiovascular Risk
Given all the above-mentioned limitations,

current inclination is that the risk of developing
CV adverse events associated with the use of di-
clofenac, increases proportionally with the dura-
tion of treatment18. But what is the safe temporal
window?
Garcia Rodriguez et al34 in 2005 analyzed data

form the United Kingdom GPRD and found that
the use of diclofenac for durations shorter than 1
month was not associated with any increased CV
risk, with an estimated RR 0.99 (0.73-1.35).
Conversely, for durations ranging from 31 to 365
days, the RR increased to 1.19 (0.92-1.53),
reaching 1.38 (1.00 to 1.90) for lengths longer
than 1 year. Similar results emerged from anoth-
er study14 performed by the same authors in
2008, where the RR for CV events was 1.13
(0.92-1.39) for durations up to 30 days, 1.34
(1.15 to 1.56) for durations from 31 to 365 days,
1.39 (1.16-1.67) for durations from 1 to 3 years
and 1.53 (1.28-1.82) for those more than 3 years.
On the contrary, in a study performed by

Varas-Lorenzo et al35, the RR for daily doses of
diclofenac of 100 mg for durations up to 30 days
was 1.38 (0.59-1.98), falling at 0.90 (0.62-1.30)
when the therapy lasted longer than 30 days. An-
dersohn et al29 found only a weak association be-
tween increased CV risk and daily diclofenac
doses below or equal to 100 mg for treatment du-
rations lower than 3 months [1.27 (1.0-1.55)]
with a little progressive increase by prolonging
treatment to 3-12 months [1.20 (0.95-1.53)] or
more than 12 months [1.73 (1.31-2.28)]. Ray et
al33 showed an increased CV risk for daily doses
up to 150 mg for up to 90 days [RR 1.86 (1.2-
2.9)], which decreased for durations higher than
1 year [RR 0.91 (0.5-1.6)].
Others studies, such as that performed by

Schjerning Olsen et al36 in 2011, who enrolled pa-

tients with a previous history of MI, showed that
the CV risk (death/MI or early recurrent MI) signif-
icantly increased immediately after the starting of
the treatment, from 0 to 7 days [RR 3.26 (2.57-
3.86)] and decreased after 90 days [RR 1.92 (1.66-
2.22)]. Naturally, those results should be interpreted
with caution, since only very “high risk” patients
were enrolled. The results of the Coxib and tradi-
tional NSAID Trialists’ (CNT) Collaboration meta-
analysis, collecting data from 754 RCTs COXIBs/t-
NSAIDs, which is currently the most comprehen-
sive and reliable source of information about
NSAIDs CV safety were also evaluated. This study
doesn’t allow us to draw any definite conclusions
whether specific NSAIDs increase CV risk imme-
diately after the starting of the treatment. Moreover,
the authors11 concluded that the increased vascular
risk for diclofenac is for high-doses. McGettingan
et al1 and Varas-Lorenzo et al31 have tried to inves-
tigate the association between CV risk and duration
of diclofenac administration. However, data are too
limited to draw any definite and reliable conclusion.
In conclusion, the effect on CV risk of differ-

ent durations of treatment with diclofenac re-
mains then not yet defined. Nevertheless, current
impression is for a progressive negative effect on
the CV risk, possibly starting after the first
month of therapy.

Interaction with Acetylsalicylic Acid
An important aspect to be considered before

starting a therapy with NSAIDs is the potential
interference with the antiplatelet effect exerted
by low-dose of ASA (75-100 mg/daily), com-
monly prescribed to prevent ischemic events37.
For its unique pharmacokinetic and pharmacody-
namic features, low dose ASA irreversibly and
cumulatively inhibits platelet COX-1, with a
quite complete suppression of its ability to syn-
thesize TXA2 throughout a 24 hours dosing in-
terval12. This complete and permanent suppres-
sion of platelet COX-1 is necessary to translate
into cardio-protection, as even small concentra-
tions of TXA2 may cause platelet activation38.
The irreversible platelet COX-1 inhibition by
ASA requires an affinity for the arginine-120
residue of the COX-1 channel39, which is also
recognized by others NSAIDs38,39. This is the
case of naproxen, which competes with this
docking site, thus preventing ASA antiplatelet
action40. On the contrary, this effect is not ob-
served for other drugs displaying a high selectiv-
ity for COX-2 isoenzymes, such as celecoxib, or
those showing intermediate selectivity for the
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same, including diclofenac41,42. Although further
studies are needed to explore the clinical rele-
vance of these pharmacodynamic interactions,
the absence of interference with ASA could be
an advantage in patients concomitantly treated
with this drug but needing analgesics for acute
pain in the emergency setting.

New Low-Dose Formulations
Considering the dose-duration dependent ef-

fect of NSAIDs on the CV risk, both EMA and
the Food and Drug Administration (FDA) have
issued a recommendation to use the lowest effec-
tive dose of NSAIDs for the shortest time neces-
sary to control symptoms43,44. To fulfill those rec-
ommendations, today pharmaceutical technology
has made available new products characterized
by significantly reduced diclofenac dosages, al-
lowing to reduce the systemic exposure, the de-
gree of COX-2 inhibition and potentially the
probability of occurrence of adverse CV event,
but with a preserved therapeutic efficacy2.
In 2013, FDA approved for the management

of mild to moderate acute pain in adults with
arthritis new diclofenac capsules of 18 or 35 mg,
containing submicroscopic particles of the drug
developed using the SoluMatrix technology. This
new formulation improves drug dissolution,
bioavailability and absorption, then allowing to
reduce the dosage by at least 20% compared to
diclofenac potassium tablets45. In a randomized,
phase III, placebo-controlled trial in patients with
acute pain following bunionectomy, treatment
with this new formulation of diclofenac 35 mg (p
< 0.001) and 18 mg (p < 0.010) tid determined a
significant reductions in pain intensity 48 hours
after administration (p < 0.001 and < 0.010, re-
spectively) compared to placebo46. In another
study conducted on patients with osteoarthritis of
the hip or knee, pain was significantly improved
after treatment with SoluMatrix diclofenac 35
mg tid compared to placebo (p < 0.0024), with a
12 week of follow-up, while administration of
the same dosage twice a day did not achieve sta-
tistical significance (p < 0.0795)47. Despite the
shortness of the follow-up, this new formulation
was well tolerated and no adverse events, even
CV, were reported47.
A novel formulation of diclofenac sodium com-

plexed with hydroxypropyl-beta-cyclodextrin
(HPBCD diclofenac) has been approved by
FDA48. This formulation is now available in so-
lution for intramuscular (i.m.) or subcutaneous
(s.c.) injection with three different doses of 25,

50 and 75 mg. Main indications are acute painful
episodes, such as renal colic, exacerbations of
osteoarthritis and rheumatoid arthritis, acute back
pain, acute attacks of gout, acute trauma and
fractures and post-operative pain requiring anal-
gesic therapy for 2 days48. Besides an improved
facilitation of the self-administration due to the
pre-filled syringes, the availability of a very low
dose of diclofenac, such as 25 mg, allows to cus-
tomize the therapy according to patient BMI and
comorbidities, including sarcopenia. Beta-cy-
clodextrins are hydrophilic molecules incorporat-
ing in their core the lipophilic active principle,
allowing the improvement of solubility, bioavail-
ability and absorption of diclofenac. This plays
in favor of a significant reduction of the dosage
of the drug, diluted in a very small amount of to-
tal volume of injection (1 mL). The final result is
the creation of a low dosage of diclofenac with a
very high rapidity of action, achieving full pain
relief just 5-10 minutes after the administration48.
Several studies have been done on efficacy and
safety of this new formulation. In a randomized,
double-blind, placebo-controlled multicenter
phase III clinical trial, Dietrich et al48 evaluated
efficacy and safety of all diclofenac HPBDC
doses administered as a single injection in the
treatment of moderate or severe pain following
dental surgery. Notably, a significantly greater
pain relief compared to placebo was obtained for
all groups (p < 0.001), with no significant differ-
ences between different doses. Moreover, the
new 50 mg dose was equivalent to the 75 mg in
terms of efficacy48. Moreover, the DIRECT study
showed a very powerful effect of HPBCD di-
clofenac 75 mg administered s.c. or i.m. com-
pared to the traditional i.m. formulations in pa-
tients with minor orthopedic surgery49 while a re-
cent observational study reported a significant re-
duction of moderate to severe neuropathic pain
by using s.c. injection of diclofenac HPBCD 75
mg, with a follow-up of 2 months and two
weeks50. Diclofenac HPBCD was generally well
tolerated in all clinical trials and no serious side
effects have never been reported48-50.

Conclusions

Data collected during the last 10 years showed
a dose-duration dependent increasing of CV risk
in patients treated with diclofenac1,18,25, support-
ing the evidence of a close association of
NSAIDs CV-risk with the degree of COX-2 inhi-
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bition achieved in vivo12,14. Concerning di-
clofenac, according with the current knowledge,
the use of low doses for a very short duration sig-
nificantly reduce the systemic exposure to this
drug, the degree of COX-2 inhibition and, as a
consequence, the risk of occurrence of CV events
with a preserved therapeutic efficacy45-50. On the
other hand, diclofenac does not interfere with the
antiplatelet effect exerted by ASA, commonly
used by many patients41,42. Today, new low-dose
formulations of diclofenac are available, allow-
ing to reduce side effects and to customize the
dosage to the clinical characteristics of the pa-
tients. All those features make these new di-
clofenac low-dose formulations a safe and effec-
tive choice for the management of acute pain in
the emergency setting.

–––––––––––––––––-––––
Conflict of Interest
The Authors declare that there are no conflicts of interest.

References

1) MCGETTIGAN P, HENRY D. Use of non-steroidal anti-
inflammatory drugs that elevate cardiovascular
risk: an examination of sales and essential medi-
cines lists in low-, middle-, and high-income
countries. PLoS Med 2013; 10: e1001388.

2) ALTMAN R, BOSCH B, BRUNE K, PATRIGNANI P, YOUNG C.
Advances in NSAID development: evolution of di-
clofenac products using pharmaceutical technolo-
gy. Drugs 2015; 75: 859-887.

3) PATRONO C, PATRIGNANI P, GARCIA RODRIGUEZ LA. Cy-
clooxygenase-selective inhibition of prostanoid
formation: transducing biochemical selectivity into
clinical read-outs. J Clin Invest 2001; 108: 7-13.

4) PATRIGNANI P, PATRONO C. Cyclooxygenase in-
hibitors: from pharmacology to clinical read-outs.
Biochim Biophys Acta 2015; 1851: 422-432.

5) GAN TJ. Diclofenac: an update on its mechanism
of action and safety profile. Curr Med Res Opin
2010; 26: 1715-1731.

6) ABDULMAJEED NA, ALNAHDI HS, AYAS NO, MOHAMED

AM. Amelioration of cardiotoxic impacts of di-
clofenac sodium by vitamin B complex. Eur Rev
Med Pharmacol Sci 2015; 19: 671-681.

7) CHENG Y, AUSTIN SC, ROCCA B, KOLLER BH, COFFMAN
TM, GROSSER T, LAWSON JA, FITZGERALD GA. Role of
prostacyclin in the cardiovascular response to
thromboxane A2. Science 2002; 296: 539-541.

8) SALLMANN AR. The history of diclofenac. Am J Med
1986; 80: 29-33.

9) BENSON MD, ALDO-BENSON M, BRANDT KD. Synovial
fluid concentrations of diclofenac in patients with
rheumatoid arthritis or osteoarthritis. Semin
Arthritis Rheum 1985; 15(2 Suppl 1): 65-67.

10) VAN HECKEN A, SCHWARTZ JI, DEPRÉ M, DE LEPELEIRE I,
DALLOB A, TANAKA W, WYNANTS K, BUNTINX A, ARNOUT
J, WONG PH, EBEL DL, GERTZ BJ, DE SCHEPPER PJ.
Comparative inhibitory activity of rofecoxib,
meloxicam, diclofenac, ibuprofen, and naproxen
on COX-2 versus COX-1 in healthy volunteers. J
Clin Pharmacol 2000; 40: 1109-1120.

11) COXIB AND TRADITIONAL NSAID TRIALISTS' (CNT) COLLAB-
ORATION, BHALA N, EMBERSON J, MERHI A, ABRAMSON
S, ARBER N, BARON JA, BOMBARDIER C, CANNON C,
FARKOUH ME, FITZGERALD GA, GOSS P, HALLS H, HAWK

E, HAWKEY C, HENNEKENS C, HOCHBERG M, HOLLAND

LE, KEARNEY PM, LAINE L, LANAS A, LANCE P, LAUPACIS
A, OATES J, PATRONO C, SCHNITZER TJ, SOLOMON S,
TUGWELL P, WILSON K, WITTES J, BAIGENT C. Vascular
and upper gastrointestinal effects of non steroidal
anti-inflammatory drugs: meta analyses of individ-
ual participant data from randomised trials.
Lancet 2013; 382: 769-779.

12) PATRONO C, BAIGENT C. Nonsteroidal anti-inflamma-
tory drugs and the heart. Circulation 2014; 129:
907-916.

13) BRUNO A, TACCONELLI S, PATRIGNANI P. Variability in
the Response to Non-Steroidal Anti-Inflammatory
Drugs: Mechanisms and Perspectives. Basic Clin
Pharmacol Toxicol 2014; 114: 56-63

14) GARCÍA RODRÍGUEZ LA, TACCONELLI S, PATRIGNANI P.
Role of dose potency in the prediction of risk of
myocardial infarction associated with nonsteroidal
anti-inflammatory drugs in the general population.
J Am Coll Cardiol 2008; 52: 1628-1636.

15) GROSSER T, FRIES S, FITZGERALD GA. Biological basis
for the cardiovascular consequences of COX-2
inhibition: therapeutic challenges and opportuni-
ties. J Clin Invest 2006; 116: 4-15.

16) ELLIOTT W. Do the blood pressure effects of nons-
teroidal antiinflammatory drugs influence cardio-
vascular morbidity and mortality? Curr Hypertens
Rep 2010; 12: 258-266.

17) CHAN CC, REID CM, AW TJ, LIEW D, HAAS SJ, KRUM H.
Do COX-2 inhibitors raise blood pressure more
than nonselective NSAIDs and placebo? An up-
date meta-analysis. J Hipertens 2009; 27: 2332-
2341.

18) SALVO F, ANTONIAZZI S, DUONG M, MOLIMARD M, BAZIN
F, FOURRIER-RÉGLAT A, PARIENTE A, MOORE N. Cardio-
vascular events associated with the long-term
use of NSAIDs: a review of randomized con-
trolled trials and observational studies. Expert
Opin Drug Saf 2014; 13: 573-585.

19) KATZ JA. COX-2 inhibition: what we learned-a con-
troversial update on safety data. Pain Med 2013;
14 (Suppl 1): S29-34.

20) JAMALI F. Arthritis is associated with cardiovascu-
lar disease in the users of analgesics and nons-
teroidal anti-inflammatory drugs. Arch Intern Med
2007; 167: 2371-2372.

21) DANESH J, WHEELER JG, HIRSCHFIELD GM, EDA S,
EIRIKSDOTTIR G, RUMLEY A, LOWE GD, PEPYS MB, GUD-
NASON V. C-reactive protein and other circulating
markers of inflammation in the prediction of coro-

F. Franceschi, L. Saviano, C. Petruzziello, M. Gabrielli, L. Santarelli, et al.



nary heart disease. N Engl J Med 2004; 350:
1387-1397.

22) NANDAKISHORE R, YALAVARTHI PR, KIRAN YR, RA-
JAPRANATHI M. Selective cyclooxygenase inhibitors:
current status. Curr Drug Discov Technol 2014;
11: 127-132.

23) ODOM DM, MLADSI DM, SAAG KG, SHERIF BN, MILES

L, RONQUEST N, WANG J. Relationship between di-
clofenac dose and risk of gastrointestinal and car-
diovascular events: meta-regression based on
two systematic literature reviews. Clin Ther 2014;
36: 906-917.

24) MOORE N, SALVO F, DUONG M, BLIN P, PARIENTE A.
Cardiovascular risks associated with low-dose
ibuprofen and diclofenac as used OTC. Expert
Opin Drug Saf 2014; 13: 167-179.

25) MCGETTIGAN P, HENRY D. Cardiovascular risk with
non-steroidal anti-inflammatory drugs: system-
atic review of population- based controlled ob-
servat ional studies. PLoS Med 2011; 8:
e1001098.

26) FOSBØL EL, FOLKE F, JACOBSEN S, RASMUSSEN JN,
SØRENSEN R, SCHRAMM TK, ANDERSEN SS, RASMUSSEN S,
POULSEN HE, KØBER L, TORP-PEDERSEN C, GISLASON

GH. Cause-specific cardiovascular risk associat-
ed with nonsteroidal antiinflammatory drugs
among healthy individuals. Circ Cardiovasc Qual
Outcomes 2010; 3: 395-405.

27) GISLASON GH, JACOBSEN S, RASMUSSEN JN, RASMUSSEN
S, BUCH P, FRIBERG J, SCHRAMM TK, ABILDSTROM SZ,
KØBER L, MADSEN M, TORP-PEDERSEN C. Risk of death
or reinfarction associated with the use of selec-
tive cyclooxygenase-2 inhibitors and nonselective
nonsteroidal antiinflammatory drugs after acute
myocardial infarction. Circulation 2006; 113:
2906-2913.

28) GISLASON GH, RASMUSSEN JN, ABILDSTROM SZ,
SCHRAMM TK, HANSEN ML, FOSBØL EL, SØRENSEN R,
FOLKE F, BUCH P, GADSBØLL N, RASMUSSEN S, POULSEN
HE, KØBER L, MADSEN M, TORP-PEDERSEN C. In-
creased mortality and cardiovascular morbidity
associated with use of nonsteroidal anti-inflam-
matory drugs in chronic heart failure. Arch Intern
Med 2009; 169: 141-149.

29) ANDERSOHN F, SUISSA S, GARBE E. Use of first- and
second-generation cyclooxygenase-2-selective
nonsteroidal antiinflammatory drugs and risk of
acute myocardial infarction. Circulation 2006;
113: 1950-1957.

30) VAN DER LINDEN MW, VAN DER BIJ S, WELSING P,
KUIPERS EJ, HERINGS RM. The balance between se-
vere cardiovascular and gastrointestinal events
among users of selective and non-selective non-
steroidal anti-inflammatory drugs. Ann Rheum
Dis 2009; 68: 668-673.

31) VARAS-LORENZO C, RIERA-GUARDIA N, CALINGAERT
B, CASTELLSAGUE J, SALVO F, NICOTRA F, STURKEN-
BOOM M, PEREZ-GUTTHANN S. Myocardial infarc-
tion and individual nonsteroidal anti-inflamma-
tory drugs meta-analysis of observational
studies. Pharmacoepidemiol Drug Saf 2013;
22: 559-570.

32) BRUNE K. Diclofenac: increase of myocardial in-
farctions at low doses? Pharmacoepidemiol Drug
Saf 2014; 23: 326-328.

33) RAY WA, VARAS-LORENZO C, CHUNG CP, CASTELLSAGUE
J, MURRAY KT, STEIN CM, DAUGHERTY JR, ARBOGAST
PG, GARCÍA-RODRÍGUEZ LA. Cardiovascular risks of
nonsteroidal antiinflammatory drugs in patients
after hospitalization for serious coronary heart
disease. Circ Cardiovasc Qual Outcomes 2009;
2: 155-163.

34) GARCÍA RODRÍGUEZ LA, GONZÁLEZ-PÉREZ A. Long-term
use of non-steroidal anti- inflammatory drugs and
the risk of myocardial infarction in the general
population. BMC Med 2005; 3: 17.

35) VARAS-LORENZO C, CASTELLSAGUE J, STANG MR, PEREZ-
GUTTHANN S, AGUADO J, RODRIGUEZ LA. The use of
selective cyclooxygenase-2 inhibitors and the risk
of acute myocardial infarction in Saskatchewan,
Canada. Pharmacoepidemiol Drug Saf 2009; 18:
1016-1025.

36) SCHJERNING OLSEN AM, FOSBØL EL, LINDHARDSEN J,
FOLKE F, CHARLOT M, SELMER C, LAMBERTS M, BJERRING
OLESEN J, KØBER L, HANSEN PR, TORP-PEDERSEN C, GIS-
LASON GH. Duration of treatment with nonsteroidal
anti-inflammatory drugs and impact on risk of
death and recurrent myocardial infarction in pa-
tients with prior myocardial infarction: a nationwide
cohort study. Circulation 2011; 123: 2226-2235.

37) PATRONO C, GARCÍA RODRÍGUEZ LA, LANDOLFI R,
BAIGENT C. Low-dose aspirin for the prevention of
atherothrombosis. N Engl J Med. 2005; 353:
2373-2383.

38) MINUZ P, FUMAGALLI L, GAINO S, TOMMASOLI RM, DE-
GAN M, CAVALLINI C, LECCHI A, CATTANEO M, LECHI
SANTONASTASO C, BERTON G. Rapid stimulation of
tyrosine phosphorylation signals downstream of
G-protein-coupled receptors for thromboxane
A2 in human platelets. Biochem J 2006; 400:
127-134.

39) MUSU M, FINCO G, ANTONUCCI R, POLATI E, SANNA D,
EVANGELISTA M, RIBUFFO D, SCHWEIGER V, FANOS V.
Acute nephrotoxicity of NSAID from the foetus to
the adult. Eur Rev Med Pharmacol Sci 2011; 15:
1461-1472.

40) ANZELLOTTI P, CAPONE ML, JEYAM A, TACCONELLI S,
BRUNO A, TONTODONATI P, DI FRANCESCO L, GROSSI L,
RENDA G, MERCIARO G, DI GREGORIO P, PRICE TS, GAR-
CIA RODRIGUEZ LA, PATRIGNANI P. Low-dose naproxen
interferes with the antiplatelet effects of aspirin in
healthy subjects: recommendations to minimize
the functional consequences. Arthritis Rheum
2011; 63: 850-859.

41) SCHUIJT MP, HUNTJENS-FLEUREN HW, DE METZ M, VOL-
LAARD EJ. The interaction of ibuprofen and di-
clofenac with aspirin in healthy volunteers. Br J
Pharmacol 2009; 157: 931-934.

42) CATELLA-LAWSON F, REILLY MP, KAPOOR SC, CUCCHIARA
AJ, DEMARCO S, TOURNIER B, VYAS SN, FITZGERALD

GA. Cyclooxygenase inhibitors and the an-
tiplatelet effects of aspirin. N Engl J Med 2001;
345: 1809-1817.

4407

Safety and efficacy of low doses of diclofenac on acute pain in the emergency setting



4408

43) http://www.ema.europa.eu/docs/en_GB/docu-
ment_library/Referrals_document/Diclofenac-con-
taining_medicinal_products/European_Commis-
sion_final_decision/WC500155819.pdf

44) http://www.fda.gov/Drugs/DrugSafety/ucm451800.htm
45) GIBOFSKY A, ALTMAN R, DANIELS S, IMASOGIE O, YOUNG

C. Low-dose SoluMatrix diclofenac: a review of
safety across two Phase III studies in patients
with acute and osteoarthritis pain. Expert Opin
Drug Saf 2015; 14: 1327-1339.

46) GIBOFSKY A, SILBERSTEIN S, ARGOFF C, DANIELS S,
JENSEN S, YOUNG CL. Lower-dose diclofenac sub-
micron particle capsules provide early and sus-
tained acute patient pain relief in a phase 3 study.
Postgrad Med 2013; 125: 130-138.

47) GIBOFSKY A, HOCHBERG MC, JAROS MJ, YOUNG CL. Ef-
ficacy and safety of lowdose submicron di-
clofenac for the treatment of osteoarthritis pain: a

12 week, phase 3 study. Curr Med Res Opin
2014; 30: 1883-1893.

48) DIETRICH T, LEESON R, GUGLIOTTA B, PETERSEN B. Ef-
ficacy and safety of low dose subcutaneous di-
clofenac in the management of acute pain: a
randomized double-blind trial. Pain Pract 2014;
14: 315-323.

49) CHIARELLO E, BERNASCONI S, GUGLIOTTA B, GIANNINI S.
Subcutaneous injection of diclofenac for the treat-
ment of pain following minor orthopedic surgery
(DIRECT study): a randomized trial. Pain Pract
2015; 15: 31-39.

50) AMATO F, MORRONE EG, LACQUANITI G. Efficacy,
safety and tolerance of subcutaneous injection of
high dosages of diclofenac in patients with neuro-
pathic non-cancer pain and neuropathic cancer
pain: data from a clinical setting. Eur J Inflamm
2015; 13: 32-39.

F. Franceschi, L. Saviano, C. Petruzziello, M. Gabrielli, L. Santarelli, et al.


