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Abstract

:

Background: Scanty data exist on the integration between the analgesic effect of opioids, dose changes, and adverse events in cancer patients. Methods: To provide further information on this issue, we analysed data on 498 advanced-stage cancer patients treated with strong opioids. At baseline and three visits (at days 7, 14, and 21), pain intensity, oral morphine-equivalent daily dose, and the prevalence of major adverse events were measured. The proportion of responders (pain intensity decrease ≥30% from baseline) and non-responders, as well as of patients with low or high dose escalation, was calculated. Results: Pain intensity strongly decreased from baseline (pain intensity difference −4.0 at day 7 and −4.2 at day 21) in responders, while it was quite stable in non-responders (pain intensity difference −0.8 at day 7 and −0.9 at day 21). In low dose escalation patients (82.4% at final visit), daily dose changed from 52.3 to 65.3 mg; in high dose escalation patients (17.6%), it varied from 94.1 to 146.7 mg. Among responders, high dose escalation patients experienced significantly more frequent adverse events compared to low or high dose escalation patients, while no differences were observed in non-responders. Conclusions: The response to opioids results from the combination of three clinical aspects, which are strongly interrelated. These results provide some thoughts to help clinical evaluations and therapeutic decisions regarding opioid use.
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1. Introduction


Opioids are considered the most effective drugs to relieve severe cancer pain, as indicated by several guidelines and recommendations [1,2,3]. The opioid treatment over time, however, cannot only be evaluated on the basis of the analgesic effect but should also consider the dose necessary to obtain and maintain pain reduction and a safety profile.



In general, analgesia is not a constant outcome but tends to vary among patients and time [4,5]. Given a pain reduction by at least 30% as a cut-off for satisfactory clinical results [6], good pain control has been reported in 50%–90% of cancer patients [7,8]. Non-responsiveness is not a rare condition and, up to now, it has only been partially investigated in the literature. Cancer pain is a singular clinical entity, defined by multimorphic characteristics, that can be modified during cancer progression by various factors. These include both cancer etiology, physiopathology, and clinical presentation, as well as disruptive elements, as concomitant treatments, pain from associated diseases, comorbidities and complications, and modifications in the environment [9]. Furthermore, the presence of neuropathic and breakthrough pain worsens pain intensity and induces a poorer response to analgesics [10,11].



Personalised, interventional, and multimodal management, aiming to give an exhaustive approach to all factors influencing pain, must be carefully considered. Moreover, facing poor analgesia, the clinician tends to apply a compensatory increase in the opioid dose. This choice may give a temporary benefit that often disappears over time. Indeed, prolonged and continuous use of opioids, with a compensatory increase of dose, produces two types of neuroadaptation that interfere with opioid ability to provide analgesia [12]. The first neuroadaptation is tolerance, which is characterised by a progressive lack of response due to an adaptive mechanism that neutralises the drug effect by the opioid receptors desensitisation [13,14]. The second neuroadaptation is known as opioid-induced hyperalgesia, where opioids, paradoxically, cause pain hypersensitivity [15]. Hyperalgesia is a rare complication, dose dependent, mediated by the activation of specific pronociceptive processes, generally outside the opioidergic system [16,17]. Consequently, there is a need to establish a proper titration of opioids, aiming to achieve a defined optimal dose that could balance the benefits and harms of opioids in managing cancer pain. Important clinical parameters of adverse events (AEs) are prevalence, severity, and changes over time. The balance between opioid benefits and harms is fundamental in deciding the best management of pain in cancer patients.



We carried out this analysis with the aim of evaluating the analgesic responses in advanced-stage cancer patients treated with strong opioids over a period of treatment of three weeks and describe the course of the treatment in terms of analgesic effect, required doses, and AEs.




2. Material and Methods


This is a post-hoc analysis from a randomised, open-label, longitudinal, phase IV clinical trial [18,19] on advanced-stage cancer patients experiencing moderate to severe pain, randomised to receive one WHO Step III opioid (oral morphine, oxycodone, transdermal fentanyl, or buprenorphine), never administered previously. In this context, we considered patients allocated to the four opioids as a single group of patients.



The eligibility criteria and study details are described in the original study publication [18]. Briefly, the initial opioid doses were based on the recommendations of the European Association for Palliative Care [20], starting with 30 to 60 mg daily of oral morphine-equivalent daily dose (OMEDD), in respect of patient’s general clinical condition, age, and previous analgesic therapy. During the follow-up, physicians (oncologists and palliative care or pain therapists) were allowed to modify doses, change the opioid, or discontinue the treatment, based on their experience and patient’s clinical needs.



The study consisted of six visits, including the baseline visit and five follow-up visits at days 3, 7, 14, 21, and 28. At each visit, pain intensity (PI) was assessed as average pain intensity (API) experienced by the patient in the previous 24 hours by means of a numeric rating scale, from 0 (no pain) to 10 (worst imaginable pain). Moreover, at each visit, the prescribed opioid daily dose, expressed in OMEDD, was recorded. Moreover, the main opioid-induced AEs were also assessed using the Therapy Impact Questionnaire [21], where patients self-reported the presence and degree of six most frequent AEs (i.e., confusion, constipation, drowsiness, dry mouth, nausea, and vomiting) experienced over the previous week.



For this analysis, only the baseline visit and those at days 7, 14, and 21 were considered since we aimed to evaluate the role of the administered opioids with the associated dosages after one week of treatment. The visit at day 28 was not considered since 166 patients dropped-out for different reasons (36 of them, 22%, died). Pain intensity difference (PID) between baseline and each subsequent visit was calculated and used to classify patients as responders (i.e., ≥30% pain intensity reduction) or non-responders (i.e., <30% decrease in pain intensity), based on Farrar’s criteria [6]. The Opioid Escalation Index (OEI) was calculated [22], and patients were then grouped into high dose escalation; i.e., OEI >5% respect to initial dose) and low dose escalation (i.e., OEI ≤ 5%).



Original study approval was obtained by the review boards of each centre, and patients gave their written informed consent.



Statistical Analysis


Mean and standard deviation (SD) and absolute and percentage frequencies were used to describe continuous and categorical variables, respectively. Trends in API, PID, mean dose, and high dose escalation over time (from days 7 to day 21) were tested using linear regression models. Moreover, differences across responders and non-responders were evaluated by independent samples t-test. The profile of safety was analysed according to the combination of analgesic response (responders and non-responders) and dose escalation (low dose escalation and high dose escalation), and logistic regression models were used to estimate the odds ratio (OR) of AEs for high dose escalation patients as compared to low dose escalation patients, among responders and non-responders. The Breslow–Day test was used to detect heterogeneity of OR estimates between responders and non-responders. All the analyses were carried out with the SAS Software, version 9.4 (SAS Institute, Cary, North Carolina, USA).





3. Results


Table 1 shows the baseline demographic and clinical characteristics for the patients included in the study.



Table 2 reports API and PID at baseline and at days 7, 14, and 21, overall, and according to the analgesic response. Among all patients, overall, the API score decreased over time (from 6.0 at baseline to 2.4 at day 21), the API score decreased in the responders (from 2.1 to 1.9), while it was stable in non-responders (5.0 and 4.9). Corresponding changes in PID were from −3.1 at day 7 to −3.6 at day 21 in all patients (p-value for trend: 0.002), from −4.0 to −4.2 in responders (p-value for trend: 0.063), and from −0.8 to −0.9 in non-responders (p-value for trend: 0.575).



Table 3 shows the distribution of low dose escalation and high dose escalation patients and their respective opioid daily doses over time. Opioid daily dose increased over time, overall (from 63.4 mg at day 7 to 79.6 mg at day 21; p-value for trend <0.001) and according to dose escalation status (from 52.3 to 65.3 mg in low dose escalation patients, p-value for trend <0.001; and from 94.1 to 146.7 mg in high dose escalation patients, p-value for trend <0.001; p-value: < 0.001 for the difference between low dose escalation and high dose escalation at day 21).



Mean dose and the prevalence of high dose escalation patients according to analgesic response (responders or non-responders) are reported in Table 4. Mean doses were higher in non-responders than responders at each visit (day 7: 68.2 vs. 61.8 mg, p-value: 0.049; day 14: 84.1 vs. 68.9 mg, p-value: 0.004; day 21: 93.5 vs. 76.4 mg, p-value: 0.015).



The prevalence of the six most frequent AEs according to the analgesic response and dose escalation over time is reported in Table 5. High dose escalation patients had a higher risk of experiencing an AE in responders, particularly at day 7, except for vomiting. Significant ORs were found for confusion (OR: 2.09, 95% CI: 1.18–3.71, at day 7), constipation (OR: 2.35, 95% CI: 1.39–3.98, at day 7), drowsiness (OR: 1.88, 95% CI: 1.11–3.16, at day 7 and OR: 1.76, 95% CI: 1.06–2.92, at day 14), dry mouth (OR: 1.88, 95% CI: 1.13–3.13, at day 14 and OR: 1.99, 95% CI: 1.08–3.66, at day 21), and nausea (OR: 2.29, 95% CI: 1.32–3.97, at day 14).




4. Discussion


The initial assumption of our study was that the assessment of the response to prolonged treatment with opioids was based on three variables: the achieved analgesia, the change of dose, and the opioid-induced AEs. Each of these variables was considered separately and then correlations between them were made. With reference to analgesia, the percentage of responders varied between 74% and 81% across the subsequent visits, and pain intensity in responders decreased by an average of 4 points. On the other hand, the percentage of non-responders ranged from 26% to 19% and pain intensity in non-responders diminished less than one point. From these data, it emerged, once again, that satisfactory analgesia was not always achieved [7,8], causing an important clinical problem especially in advance-stage cancer patients.



The daily dose of opioids on average tended to increase over time in the whole population. Low dose escalation patients were between 73% and 82% depending on the visit time. The difference in dose between low dose escalation and high dose escalation groups was quite impressive: at day 21, high dose escalation patients were prescribed a more than two-fold higher dose than low dose escalation ones. Responders received a significantly lower dose of opioids, their dose increased by an average of 50% in 21 days, and among them, the percentage of high dose escalation ranged from 16% to 22%. Conversely, non-responders were given higher opioid doses, with an increment of about 80%, and among them, high dose escalation proportion ranged from 26% to 39%. The trend was particularly critical in this last group of patients since the dose increase did not correspond to a better analgesic effect.



When we considered the prevalence of the six most common opioid-induced AEs according to the combination of opioid analgesic effect and dose escalation, we found that responders with high dose escalation experienced more frequently all AEs, except vomiting. In addition, AEs were significantly more frequent, especially at the beginning of treatment (at days 7 or 14). No substantial differences in the prevalence of AEs were observed over time in non-responders, regardless of dose increase.



The results that emerged in this analysis can provide useful indications for the clinical evaluations and therapeutic decisions for cancer patients with pain. First, in each patient, pain intensity should be measured at each visit, and the analgesic response should be considered positive if pain decreases by at least 30% compared to the baseline value [6]. Moreover, a satisfying result for the patient corresponds to the achievement of a pain intensity absolute value of 4 or more points [23]. The application of this double criterion allows us to know the level of achieved analgesia.



Second, the dose increase over time should also be measured. The opioid dose is often increased due to the failure of the analgesic effect. It is necessary to understand to what extent the increase can be considered normal. The cut-off between low dose escalation and high dose escalation is a daily increase of 5%. Although this value has been empirically calculated [22], it remains a method commonly used and its calculation can be done using a simple formula. Attention should be paid particularly to high dose escalation patients, who are in a worrying situation that suggests a likely onset of tolerance. More rarely, opioids induce hyperalgesia, which is normally associated with high doses and an increase in pain. In these cases, the continued administration of opioids is counterproductive, while the use of other drugs, such as ketamine, is a more appropriate choice [24]. Less frequently, high opioid doses are requested due to mechanisms generating pain as, for instance, the presence of neuropathic pain, or the involvement of central neuro-inflammation, sometimes observed in chronic pain [25]. In the case of high dose escalation patients, the best-known solution is to switch the opioid with another one [26]. Alternatively, several studies have suggested the use of low-dose methadone as an add-on to regular background opioid treatment, when this is not effective despite increasing doses [27,28]. Important pain relief was reached in about 70% of 410 cancer patients without significant modifications of AEs [28].



Third, AEs and safety profiles should be assessed along all the care path. A simple tool, like the Edmonton Symptom Assessment System [29], based on a list of symptoms/AEs measurable by a numeric rating scale, allows us to recognize the presence of symptoms, also giving a quantitative measure of their severity. The presence and severity of symptoms, however, must be considered after taking into consideration analgesia and dose. Intuitively, we may think that the higher the dose the more frequent and severe are the AEs. Indeed, our results suggest that things go differently: the dose affects the presence of undesirable effects only in non-responders. In these patients, it seems that the opioids do not really bind to their receptors, including both analgesic receptors and those producing AEs. Any additional dose increase is unnecessary in this situation, and the only possible solution is the change in the opioid. The situation is different in responders where effective analgesia, obtained at increasing doses, is also accompanied by more frequent undesired effects. In this case, the price to pay for maintaining analgesia can be heavy.



Fourth, a “time factor” should be considered. The response to opioid treatment is a dynamic and evolving process. Analgesia, dose, and tolerability change over time, differently in each patient. The speed of these changes is important and depends on the disease, the duration of treatment, and the prognosis. For example, a rapid dose increase can be accepted in a terminal patient where the primary goal is reducing suffering, but it becomes problematic when the disease is chronic, not advanced, and requires intercurrent cancer treatments other than long-term opioid treatment. In the latter case, frequent changes in a short time can be critical and require rapid and competent evaluation and decision-making processes. Possible solutions include the dose reduction of the opioid if analgesia does not worsen, or the co-treatment with non-opioid analgesic drugs, or, alternatively, an opioid switch [26].



The main strength of this study consists of the original idea of considering the response to opioids not only in terms of the obtained reduction in pain but also as the combination of various aspects relevant in determining the outcome and duration of the therapy. Previous studies that evaluated opioid treatment outcomes showed only a measure of positive responses, based on pain reduction by ≥30% [7]. Also, in a recent meta-analysis examining the risk factors for clinical response to opioids, the analgesic effect was the only parameter evaluated [30]. The second strength of this study is the large sample of patients with a homogeneous stage of disease. Among the limitations of our study, there is the quite-short period of observation (21 days), which can provide only an indication of the changes and interactions of the studied aspects. A more extended period of evaluation would have allowed a better understanding of the role played by the examined aspects in the long-term. Moreover, some patients dropped-off at day 21, with some difference in responders and non-responders (29 out of 329, 8.8%, in responders; and 19 out of 116, 16.4% in non-responders). Among responders, 62% died, 17% had a treatment withdrawal, 14% were transferred to other centres, and 2% dropped-out for other reasons; corresponding values in non-responders were 53%, 11%, 26% and 11%).




5. Conclusions


This analysis indicates that the clinical response to opioids results from the combination of three clinical aspects (the achieved analgesia, the change of dose, and the opioid-induced AEs), which are strongly interrelated, plus the “time factor”. The time factor should be evaluated in pharmacological and clinical terms. Some changes in the opioid response are related to the adaptive behavior of the drug used, such as the onset of tolerance or opioid-induced hyperalgesia. In other cases, the variations of cancer pain and its multimorphic nature in the course of the disease influence the response [9]. Consequently, the clinician should evaluate all these clinical variables together at each patient visit. A balance between opioid benefits and harms is necessary. It ranges from a full positive balance of the three aspects, where treatment can continue with efficacy and safety, to a complete negative balance, which must lead to a drastic and rapid change of therapy. Intermediate situations require targeted interventions on the negative aspect.







Author Contributions


Conceptualization, O.C. and C.B.; formal analysis, L.P. and C.S.; methodology, L.P.; writing of original draft, O.C.; writing, review and editing, CB, L.P. and CS. All authors have read and agreed to the published version of the manuscript.




Funding


The authors received no financial support for this research.




Conflicts of Interest


The authors declare no conflict of interest.




Abbreviations


AE: adverse events; API: Average Pain Intensity; OEI: Opioid Escalation Index; OMEDD: oral morphine-equivalent daily dose; OR: odds ratio; PID: pain intensity difference; SD: standard deviation; WHO: World Health Organization.




References


	



World Health Organization. Guidelines for the Pharmacological and Radiotherapeutic Management of Cancer Pain in Adults and Adolescents; World Health Organization: Geneva, Switzerland, 2018. [Google Scholar]

	



Fallon, M.; Giusti, R.; Aielli, F.; Hoskin, P.; Rolke, R.; Sharma, M.; ESMO Guidelines Committee. Management of cancer pain in adult patients: ESMO Clinical Practice Guidelines. Ann. Oncol. 2018, 29, iv166–iv191. [Google Scholar] [CrossRef] [PubMed]

	



Paice, J.A.; Portenoy, R.; Lacchetti, C.; Campbell, T.; Cheville, A.; Citron, M.; Constine, L.S.; Coope, A.; Glare, P.; Koyyalagunta, L.; et al. Management of Chronic Pain in Survivors of Adult Cancers: American Society of Clinical Oncology Clinical Practice Guideline. J. Clin. Oncol. 2016, 34, 3325–3345. [Google Scholar] [CrossRef] [PubMed]

	



Corli, O.; Roberto, A.; Greco, M.T.; Montanari, M. Assessing the response to opioids in cancer patients: A methodological proposal and the results. Supportive Care Cancer 2015, 23, 1867–1873. [Google Scholar] [CrossRef] [PubMed]

	



Mun, C.J.; Suk, H.W.; Davis, M.C.; Karoly, P.; Finan, P.; Tennen, H.; Jensen, M.P. Investigating intraindividual pain variability: Methods, applications, issues, and directions. Pain 2019, 160, 2415–2429. [Google Scholar] [CrossRef] [PubMed]

	



Farrar, J.T.; Portenoy, R.K.; Berlin, J.A.; Kinman, J.L.; Strom, B.L. Defining the clinically important difference in pain outcome measures. Pain 2000, 88, 287–294. [Google Scholar] [CrossRef]

	



Mercadante, S.; Portenoy, R.K. Opioid poorly-responsive cancer pain. Part 1: Clinical considerations. J. Pain Symptom Manag. 2001, 21, 144–150. [Google Scholar] [CrossRef]

	



Mercadante, S.; Maddaloni, S.; Roccella, S.; Salvaggio, L. Predictive factors in advanced cancer pain treated only by analgesics. Pain 1992, 50, 151–155. [Google Scholar] [CrossRef]

	



Lemaire, A.; George, B.; Maindet, C.; Burnod, A.; Allano, G.; Minello, C. Opening up disruptive ways of management in cancer pain: The concept of multimorphic pain. Supportive Care Cancer 2019, 27, 3159–3170. [Google Scholar] [CrossRef] [PubMed]

	



Corli, O.; Roberto, A.; Bennett, M.I.; Galli, F.; Corsi, N.; Rulli, E.; Antonione, R. Nonresponsiveness and Susceptibility of Opioid Side Effects Related to Cancer Patients’ Clinical Characteristics: A Post-Hoc Analysis. Pain Pract. 2018, 18, 748–757. [Google Scholar] [CrossRef]

	



Knudsen, A.K.; Brunelli, C.; Klepstad, P.; Aass, N.; Apolone, G.; Corli, O.; Montanari, M.; Caraceni, A.; Kaasa, S. Which domains should be included in a cancer pain classification system? Analyses of longitudinal data. Pain 2012, 153, 696–703. [Google Scholar] [CrossRef]

	



Hayhurst, C.J.; Durieux, M.E. Differential Opioid Tolerance and Opioid-induced Hyperalgesia: A Clinical Reality. Anesthesiology 2016, 124, 483–488. [Google Scholar] [CrossRef] [PubMed]

	



King, T.; Ossipov, M.H.; Vanderah, T.W.; Porreca, F.; Lai, J. Is paradoxical pain induced by sustained opioid exposure an underlying mechanism of opioid antinociceptive tolerance? Neurosignals 2005, 14, 194–205. [Google Scholar] [CrossRef] [PubMed]

	



Williams, J.T.; Ingram, S.L.; Henderson, G.; Chavkin, C.; von Zastrow, M.; Schulz, S.; Koch, T.; Evans, C.J.; Christie, M.J. Regulation of mu-opioid receptors: Desensitization, phosphorylation, internalization, and tolerance. Pharmacol. Rev. 2013, 65, 223–254. [Google Scholar] [CrossRef] [PubMed]

	



Angst, M.S.; Clark, J.D. Opioid-induced hyperalgesia: A qualitative systematic review. Anesthesiology 2006, 104, 570–587. [Google Scholar] [CrossRef] [PubMed]

	



Ferrini, F.; Trang, T.; Mattioli, T.A.; Laffray, S.; Del’Guidice, T.; Lorenzo, L.E.; Castonguay, A.; Doyon, N.; Zhang, W.; Mohr, D.; et al. Morphine hyperalgesia gated through microglia-mediated disruption of neuronal Cl(-) homeostasis. Nat. Neurosci. 2013, 16, 183–192. [Google Scholar] [CrossRef] [PubMed]

	



Ossipov, M.H.; Lai, J.; King, T.; Vanderah, T.W.; Porreca, F. Underlying mechanisms of pronociceptive consequences of prolonged morphine exposure. Biopolymers 2005, 80, 319–324. [Google Scholar] [CrossRef] [PubMed]

	



Corli, O.; Floriani, I.; Roberto, A.; Montanari, M.; Galli, F.; Greco, M.T.; Luzzani, M. Are strong opioids equally effective and safe in the treatment of chronic cancer pain? A multicenter randomized phase IV ‘real life’ trial on the variability of response to opioids. Ann. Oncol. 2016, 27, 1107–1115. [Google Scholar] [CrossRef] [PubMed]

	



Corli, O.; Santucci, C.; Corsi, N.; Radrezza, S.; Galli, F.; Bosetti, C. The Burden of Opioid Adverse Events and the Influence on Cancer Patients’ Symptomatology. J. Pain Symptom Manag. 2019, 57, 899–908. [Google Scholar] [CrossRef]

	



Caraceni, A.; Hanks, G.; Kaasa, S.; Bennett, M.I.; Brunelli, C.; Cherny, N.; Dale, P.O.; De Conno, F.; Fallon, M.; Haugen, D.F.; et al. Use of opioid analgesics in the treatment of cancer pain: Evidence-based recommendations from the EAPC. Lancet Oncol. 2012, 13, e58–e68. [Google Scholar] [CrossRef]

	



Tamburini, M.; Rosso, S.; Gamba, A.; Mencaglia, E.; De Conno, F.; Ventafridda, V. A therapy impact questionnaire for quality-of-life assessment in advanced cancer research. Ann. Oncol. 1992, 3, 565–570. [Google Scholar] [CrossRef]

	



Mercadante, S.; Fulfaro, F.; Casuccio, A.; Barresi, L. Investigation of an opioid response categorization in advanced cancer patients. J. Pain Symptom Manag. 1999, 18, 347–352. [Google Scholar] [CrossRef]

	



Corli, O.; Montanari, M.; Greco, M.T.; Brunelli, C.; Kaasa, S.; Caraceni, A.; Apolone, G. How to evaluate the effect of pain treatments in cancer patients: Results from a longitudinal outcomes and endpoint Italian cohort study. Eur. J. Pain 2013, 17, 858–866. [Google Scholar] [CrossRef] [PubMed]

	



Kapural, L.; Kapural, M.; Bensitel, T.; Sessler, D.I. Opioid-sparing effect of intravenous outpatient ketamine infusions appears short-lived in chronic-pain patients with high opioid requirements. Pain Physician 2010, 13, 389–394. [Google Scholar] [PubMed]

	



Giron, S.E.; Griffis, C.A.; Burkard, J.F. Chronic Pain and Decreased Opioid Efficacy: An Inflammatory Link. Pain Manag. Nurs. 2015, 16, 819–831. [Google Scholar] [CrossRef] [PubMed]

	



Quigley, C. Opioid switching to improve pain relief and drug tolerability. Cochrane Database Syst. Rev. 2004, 3, CD004847. [Google Scholar]

	



Wallace, E.; Ridley, J.; Bryson, J.; Mak, E.; Zimmermann, C. Addition of methadone to another opioid in the management of moderate to severe cancer pain: A case series. J. Palliat. Med. 2013, 16, 305–309. [Google Scholar] [CrossRef]

	



Furst, P.; Lundstrom, S.; Klepstad, P.; Strang, P. The Use of Low-Dose Methadone as Add-On to Regular Opioid Therapy in Cancer-Related Pain at End of Life: A National Swedish Survey in Specialized Palliative Care. J. Palliat. Med. 2020, 23, 226–232. [Google Scholar] [CrossRef]

	



Hui, D.; Bruera, E. The Edmonton Symptom Assessment System 25 Years Later: Past, Present, and Future Developments. J. Pain Symptom Manag. 2017, 53, 630–643. [Google Scholar] [CrossRef]

	



Lucenteforte, E.; Vagnoli, L.; Pugi, A.; Crescioli, G.; Lombardi, N.; Bonaiuti, R.; Aricò, M.; Giglio, S.; Messeri, A.; Vannacci, A.; et al. A systematic review of the risk factors for clinical response to opioids for all-age patients with cancer-related pain and presentation of the paediatric STOP pain study. BMC Cancer 2018, 18, 568. [Google Scholar] [CrossRef]








[image: Table] 





Table 1. Demographics and main clinical characteristics of 498 cancer patients at baseline.
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	Cancer Patients (%)





	Age (years), mean (SD)
	66.9 (11.8)



	Female
	221 (44.4)



	Primary site of tumour
	



	Lung/respiratory system
	141 (28.3)



	Breast
	65 (13.1)



	Genitourinary/Female reproductive system
	65 (13.1)



	Colon, rectum
	57 (11.5)



	Head and neck
	42 (8.4)



	Pancreas
	39 (7.8)



	Prostate
	29 (5.8)



	Stomach/Oesophagus
	18 (3.6)



	Other
	42 (8.4)



	Presence of metastasis
	424 (85.1)



	Ongoing anticancer therapy
	191 (38.4)



	Pain
	



	Average pain, mean (SD)
	6.0 (1.4)



	Worst pain, mean (SD)
	8.0 (1.5)



	Type of pain
	



	Nociceptive
	412 (82.7)



	Nociceptive /Neuropathic
	80 (16.1)



	Insufficient information to classify
	6 (1.2)



	Karnofsky Performance Status, mean (SD)
	66.9 (17.0)



	≤ 40
	57 (11.5)



	41–70
	273 (54.8)



	≥ 71
	168 (33.7)



	Concomitant diseases*
	320 (64.3)



	Therapies for concomitant disease°
	294 (59.0)



	Therapies for symptoms
	187 (37.6)







SD: standard deviation. * Including metabolic/hormonal, cardiovascular, neurological/psychological, digestive system, and respiratory diseases. ° Including cardiovascular, antidiabetic, gastrointestinal, antibiotics, central nervous system, hormonal and respiratory drugs.
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Table 2. Average pain intensity and pain intensity difference over time overall and by analgesic response among 498 cancer patients.
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Baseline

	
Day 7

	
Day 14

	
Day 21






	
All patients

	

	

	

	




	
N

	
498

	
445

	
416

	
397




	
Average pain intensity (SD)

	
6.0 (1.36)

	
2.9 (1.9)

	
2.7 (1.9)

	
2.4 (1.8)




	
Pain intensity difference§ (SD)

	
-

	
−3.1 (2.2)

	
−3.3 (2.4)

	
−3.6 (2.2)




	

	

	
P-value for trend = 0.002*




	
Responders

N (%)

	
−

	
329 (73.9)

	
323 (77.6)

	
323 (81.4)




	
Average pain intensity (SD)

	
−

	
2.1 (1.4)

	
2.0 (1.4)

	
1.9 (1.3)




	
Pain intensity difference§ (SD)

	
−

	
−4.0 (1.7)

	
−4.1 (1.7)

	
−4.2 (1.8)




	

	

	
P-value for trend = 0.063*




	
Non-responders

N (%)

	
−

	
116 (26.1)

	
93 (22.4)

	
74 (18.6)




	
Average pain intensity (SD)

	
−

	
5.0 (1.6)

	
5.1 (1.4)

	
4.9 (1.6)




	
Pain intensity difference§ (SD)

	
−

	
−0.8 (1.5)

	
−0.7 (1.2)

	
−0.9 (1.2)




	

	

	
P-value for trend = 0.575*




	
P-value°

	

	
<0.001

	
<0.001

	
<0.001








SD: standard deviation. § Compared to baseline. * A linear regression model was used to detect the trend in pain intensity difference values over time. The t-test was performed to compare PID values between responders and non-responders.
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Table 3. Opioid daily dose prescribed over time overall and by dose escalation among 498 cancer patients.
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Baseline

	
Day 7

	
Day 14

	
Day 21






	
All patients

	

	

	

	




	
N

	
498

	
445

	
413

	
391




	
Mean Dose (mg; SD)

	
51.9 (16.2)

	
63.4 (30.3)

	
72.3 (44.9)

	
79.6 (54.5)




	

	

	
P-value for trend <0.001*




	
Low dose escalation

	

	

	

	




	
N (%)

	
−

	
326 (73.3)

	
301 (72.9)

	
322 (82.4)




	
Mean Dose (mg; SD)

	
−

	
52.3 (16.4)

	
56.8 (20.29)

	
65.3 (28.6)




	

	

	
P-value for trend <0.001*




	
High dose escalation

	

	

	

	




	
N (%)

	
−

	
119 (26.7)

	
112 (27.1)

	
69 (17.6)




	
Mean Dose (mg; SD)

	
−

	
94.1 (37.7)

	
113.9 (63.1)

	
146.7 (87.3)




	

	

	
P-value for trend <0.001*




	
P-value °

	

	
<0.001

	
<0.001

	
<0.001








SD: standard deviation. *A linear regression model was used to detect the trend for dosage over time. ° The t-test was performed to compare dosage values between low and high dose escalation. Note: at day 14, dosage was missing for three patients; at day 21, dosage was missing for six patients.
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Table 4. Dose escalation according to analgesic response over time among 498 cancer patients.
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Day 7

	
Day 14

	
Day 21






	
Responders

	
329

	
321

	
318




	
Mean dose (mg; SD)

	
61.8 (29.3)

	
68.9 (37.0)

	
76.4 (48.1)




	

	
P-value for trend <0.001*




	
High dose escalation patients (%)

	
74 (22.5)

	
81 (25.2)

	
50 (15.7)




	
Non-responders

	
116

	
92

	
73




	
Mean dose (mg; SD)

	
68.2 (32.7)

	
84.1 (64.5)

	
93.5 (75.2)




	

	
P-value for trend = 0.002*




	
High dose escalation patients (%)

	
45 (38.8)

	
31 (33.7)

	
19 (26.0)




	
P-value °

	
0.049

	
0.004

	
0.015








SD: standard deviation. *A linear regression model was used to detect the trend for dosage values over time. ° The t-test was performed to compare dosage values between responders and non-responders.
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Table 5. Adverse events over time according to analgesic response and dose escalation among 498 cancer patients.
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Day

	
Analgesic Response

	
High Dose Escalation (Events/Total)

	
Low Dose Escalation (Events/Total)

	
Odds Ratio (95% CI) *

	
P-value for heterogeneity#






	
Confusion

	
7

	
Responders

	
25/74

	
50/255

	
2.09 (1.18–3.71)°

	
0.074




	
Non-responders

	
11/45

	
20/71

	
0.83 (0.35–1.94)




	

	
14

	
Responders

	
20/81

	
42/240

	
1.55 (0.84–2.83)

	
0.285




	
Non-responders

	
7/31

	
5/61

	
3.27 (0.94–11.33)




	

	
21

	
Responders

	
9/50

	
38/268

	
1.33 (0.60–2.95)

	
0.947




	
Non-responders

	
5/19

	
11/54

	
1.40 (0.41–4.72)




	
Constipation

	
7

	
Responders

	
44/74

	
98/255

	
2.35 (1.39–3.98)°

	
0.036




	
Non-responders

	
24/45

	
40/71

	
0.89 (0.42–1.88)




	

	
14

	
Responders

	
47/81

	
110/240

	
1.63 (0.98–2.72)

	
0.522




	
Non-responders

	
16/31

	
29/61

	
1.18 (0.50–2.80)




	

	
21

	
Responders

	
27/50

	
125/268

	
1.34 (0.73–2.46)

	
0.389




	
Non-responders

	
13/19

	
26/54

	
2.33 (0.77–7.04)




	
Drowsiness

	
7

	
Responders

	
39/74

	
95/255

	
1.88 (1.11–3.16)°

	
0.446




	
Non-responders

	
24/45

	
33/71

	
1.32 (0.62–2.78)




	

	
14

	
Responders

	
43/81

	
94/240

	
1.76 (1.06–2.92)°

	
0.774




	
Non-responders

	
12/31

	
18/61

	
1.51 (0.61–3.74)




	

	
21

	
Responders

	
22/50

	
95/268

	
1.43 (0.78–2.64)

	
0.554




	
Non-responders

	
8/19

	
23/54

	
0.98 (0.34–2.83)




	
Dry mouth

	
7

	
Responders

	
30/74

	
83/255

	
1.41 (0.83–2.41)

	
0.723




	
Non-responders

	
21/45

	
30/71

	
1.20 (0.56–2.54)




	

	
14

	
Responders

	
40/81

	
82/240

	
1.88 (1.13–3.13)°

	
0.461




	
Non-responders

	
13/31

	
22/61

	
1.28 (0.53–3.10)




	

	
21

	
Responders

	
24/50

	
85/268

	
1.99 (1.08–3.66)°

	
0.039




	
Non-responders

	
6/19

	
25/54

	
0.54 (0.18–1.62)




	
Nausea

	
7

	
Responders

	
26/74

	
60/255

	
1.76 (1.01–3.08)°

	
0.689




	
Non-responders

	
17/45

	
21/71

	
1.45 (0.66–3.18)




	

	
14

	
Responders

	
30/81

	
49/240

	
2.29 (1.32–3.97)°

	
0.068




	
Non-responders

	
9/31

	
20/61

	
0.84 (0.33–2.15)




	

	
21

	
Responders

	
9/50

	
59/268

	
0.78 (0.36–1.69)

	
0.209




	
Non-responders

	
9/19

	
18/54

	
1.80 (0.62–5.21)




	
Vomiting

	
7

	
Responders

	
4/74

	
22/255

	
0.61 (0.20–1.82)

	
0.179




	
Non-responders

	
8/45

	
8/71

	
1.70 (0.59–4.92)




	

	
14

	
Responders

	
8/81

	
23/240

	
1.03 (0.44–2.41)

	
0.180




	
Non-responders

	
2/31

	
11/61

	
0.31 (0.06–1.51)




	

	
21

	
Responders

	
3/50

	
24/268

	
0.65 (0.19–2.24)

	
0.659




	
Non-responders

	
2/19

	
12/54

	
0.41 (0.08–2.04)








CI: confidence interval. * Odds ratio (OR) for high dose escalation versus low dose escalation, estimated from a logistic regression model. ° P-value < 0.05. #The Breslow–Day test was used to detect heterogeneity of OR estimates between responders and non-responders.
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