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Introduction

Bone metastasis is a relatively common com-
plication of cancer [1], which often causes severe 
pain [2–4] and can seriously deteriorate the pa-
tients’ quality of life; therefore, pain-relieving in-
terventions are essential [5, 6]. Palliative radiation 
for bone metastases is an effective and common 

treatment approach worldwide [7]. Although var-
ious dose fractionation schedules are used in ra-
diation therapy for bone metastases [8, 9], many 
studies have suggested that there is no difference 
in the pain-relieving effects between single frac-
tion (SF) and multiple fraction (MF) regimens 
[10–12]; moreover, there is one report indicating 
that SF provides better pain-relieving effects [13]. 

ABSTRACT

Background: Palliative radiotherapy for bone metastases utilizes various dose fractionation schedules. The pain-relieving 
effects of a single fraction (SF) and multiple fractions (MF) are largely debated due to the difficulty in matching patients’ back-
grounds and in assessing the effectiveness of pain relief. This study aimed to compare the pain-relieving effects of SF and MF 
palliative radiotherapy for bone metastases using propensity score matching and the international consensus endpoint (ICE).

Materials and methods: Our study included 195 patients irradiated for bone metastasis. The primary endpoint was 
the pain-relieving effects used by ICE. In addition, the evaluation was performed by using responder (complete response/par-
tial response) and non-responder (pain progression/indeterminate response) categorization. The secondary endpoints were 
the discharge or transfer rate at one month after irradiation and postirradiation pathological fracture rate. Propensity 
score matching was used to adjust patient’s characteristics and reduce selection bias.

Results: After adapting propensity score matching, the total number of patients was 74. There was no significant difference 
in the pain-relieving effects between SF and MF (p = 0.184). There were no significant differences in them between SF and MF 
when using responder and non-responder categorization (p = 0.163). Furthermore, there were no differences in the discharge 
or transfer rates (p = 0.693) and pathological fracture rates (p = 1.00).

Conclusions: The combination of propensity score matching and ICE revealed no significant difference in the pain-relieving 
effects between SF and MF for bone metastases, thus, SF has no significant disadvantage compared to MF in pain-relieving 
effects.
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Furthermore, SF requires less patient effort to treat 
compared to MF and is considered to provide ben-
efit to the patient. Patients with severe pain from 
bone metastases often have difficulty moving, 
the fewer treatments that might require, the less 
the burden on the patient. However, the percentage 
of patients receiving SF is still low compared to MF 
[14, 15].

Moreover, in the past, the evaluation of pallia-
tive irradiation for pain in bone metastases was not 
standardized. Thus, it is extremely difficult to make 
comparisons between trials. In 2002, the Interna-
tional Bone Metastases Consensus Working Party 
published the first consensus on palliative irradi-
ation [16] and the consensus was then updated 
and proposed as the international consensus end-
point (ICE) in 2012. ICE considered the amount 
of analgesic medications required by individual 
patients in assessing pain response [17]. However, 
the majority of research studies have not combined 
propensity score matching with ICE, suggesting 
that the respective findings may suffer from sig-
nificant bias. We hypothesized that pain-reliev-
ing effects evaluation combined with propensity 
score matching and ICE may be useful to verify 
that SF has no significant disadvantage compared 
with MF. This study aimed to compare the pain-re-
lieving effects of SF and MF palliative radiotherapy 
for bone metastases using propensity score match-
ing and ICE.

Materials and methods

Patients
Patients that underwent irradiation for bone me-

tastases at our institution between 2013 and 2019 
were considered eligible to participate in this study. 
The total number of patients was 462. As far as 

the choice of fraction dose is concerned, in gen-
eral, SF is often chosen when the expected surviv-
al is a few months, and MF is often chosen when 
the expected survival is longer than it is in patients 
treated with SF. Specifically, if the Karnofsky Per-
formance Status (KPS) is less than 70, the prog-
nosis is considered poor and SF is often chosen. 
Even if the KPS is 80 or higher, SF may be chosen 
if the patient is awaiting chemotherapy and would 
like to finish the short period or if the patient lives 
far away from our hospital and hospital visits are 
difficult. The primary endpoint was the pain-re-
lieving effects defined by ICE. Discharge or transfer 
rate at one month after irradiation and postirradi-
ation pathological fracture rate were the secondary 
endpoints. This study was approved by our insti-
tutional research ethics committee in accordance 
with the principles of the Declaration of Helsinki 
(approval number: 20145). Furthermore, writ-
ten informed consent was not deemed necessary 
by the ethics committee due to the retrospective 
and noninvasive nature of this study.

Evaluation of the pain-relieving effect
In this study, we evaluated the pain-relieving 

effects according to ICE, the response catego-
ries are depicted in Table 1 [18]. In addition, re-
sponder and non-responder are defined as follows: 
responder is complete response (CR) or partial 
response (PR), non-responder is indeterminate 
response (IR) or pain progression (PP). We com-
pared the number of each response categories in 
SF and MF groups. The pain scale before and after 
treatment reflects those described in the medica-
tion dates of our hospital. The pain rating was on 
an 11-point scale from 0–10, with 0 correspond-
ing to no pain and 10 to the worst possible pain, 
and was self-reported by the patient. Evaluation 

Table 1. Response categories

Term Definition

Complete response A pain score of 0 at treated site with no concomitant increase in analgesic intake [stable or reducing 
analgesics in daily oral morphine equivalent (OMED)]

Partial response Pain reduction of 2 or more at the treated site on a scale of 0 to 10 scale without analgesic increase, 
or Analgesic reduction of 25% or more from baseline without an increase in pain.

Pain progression Increase in pain score of 2 or more above baseline at the treated site with stable OMED, or an increase 
of 25% or more in OMED compared with baseline with the pain score stable or 1 point above baseline

Indeterminate response Any response that is not captured by the complete response, partial response, or pain progression 
definitions
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of pretreatment and post-treatment pain scale was 
performed just prior to starting the irradiation 
and within a month after the end of irradiation, 
respectively. Pre- and post-treatment analgesic 
data were obtained from individual prescriptions 
and medical data, and morphine equivalents were 
calculated based on the method proposed by Hel-
ena et al. [18].

Factors that could be related to pain
Propensity score matching was used to adjust 

patients’ baseline characteristics and reduce selec-
tion bias. All items that could be related to pain 
were included in the variables [19], including 
age, sex, primary site, site of lesion, pre-radiation 
KPS, pain scale and lactate dehydrogenase (LDH), 
pre-radiation and during or after-radiation use of 
corticosteroid (within one month), bone resorp-
tion inhibitors, non-opioids opioids, and patient 
status (outpatient or inpatient).

Statistical analysis
The Mann-Whitney U test was used for contin-

uous variables, the chi-square test or Fisher’s exact 
test was used for categorical variables, as applicable. 
Furthermore, a p-value < 0.05 was considered to be 
statistically significant. All statistical analyses were 
performed using EZR (Saitama Medical Center, 
Jichi Medical University, Saitama, Japan), which 
is a graphical user interface for R (the R Founda-
tion for Statistical Computing, Vienna, Austria). It 
is a modified version of R commander designed to 
add statistical functions that are frequently used in 
biostatistics [20].

Roles of authors
The role of each author is described below. 

Yuki Aoki’s role is manuscript writing, Michihiro 
Nakayama’s role is data analysis, Kaori Nakajima 
and Masaaki Yamashina’s role is patients’ manage-
ment and Atsutaka Okizaki’s role is statistical anal-
ysis and manuscript editing.

Results

Of the initial 462 patients considered for 
the study 211 patients were ineligible due to miss-
ing pre- and post-radiation pain scale data, miss-
ing pre- and post-radiation analgetic drug data 
and drugs that cannot be converted to morphine 

were used. Twenty-three patients were excluded 
due to oligometastases and hematological malig-
nancies in the primary tumor, thirty-three due to 
fraction dose other than 8 Gy/1 fr or 30 Gy/10 fr 
(Fig. 1).

The patients’ baseline characteristics are sum-
marized in Table 2. The origins of the primary 
tumors were the lung, breast, prostate, kidney, liv-
er, thyroid, salivary gland, larynx, hypopharynx, 
esophagus, stomach, gallbladder, pancreas, cholan-
giocellular, renal pelvic, renal cell, urethra, bladder, 
colon, rectal, uterine cervix, endometrium, soft 
tissue, skin, bone, and unknown. Items with signif-
icant differences in the distribution of each group 
were pre-radiation KPS, LDH, use of corticoste-
roids and use of opioid analgesics.

After adapting propensity score matching, 
the total number of patients was 74. Our find-
ings revealed no significant difference between 
the pain-relieving effect and the aligned back-
ground factors (Tab. 3). There was no difference 
in them between SF and MF when using respond-
er and non-responder categorization (Tab. 4). 
Table 5 demonstrates the discharge or transfer rates 
at one month after irradiation and postirradiation 
pathological fracture rate. No significant differenc-
es were observed in these parameters.

Discussion

Our findings demonstrate that there was no 
significant difference in the pain-relieving effect 
between the SF and MF groups when considering 
both ICE and propensity score matching. There-
fore, we believe that this study will spread aware-
ness regarding the usefulness of SF and encourage 
clinicians to employ this approach in radiation 
practice. Furthermore, there were no differences 
in the discharge or transfer rates and pathological 
fracture rates. These results are consistent with pre-
vious reports.

For instance, Elsbeth et al. prospectively com-
pared the analgesic effects between 24 Gy/6 fr 
and 8 Gy/1 fr and found no difference between 
them [10]. The authors used an 11-point scale to 
evaluate the analgesic effect, and patients with a de-
crease in the pain scale of at least 2 points before 
treatment were considered to have an analgesic ef-
fect. However, the amount of analgesic medication 
was not reflected in the evaluation. Similarly, Chow 
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et al. [12] performed a meta-analysis of 25 pallia-
tive irradiation trials for bone metastases published 
between 1950 and 2010, and found no difference 

in pain relief between SF and MF. Filippo et al. 
[13] performed a meta-analysis of 15 palliative ir-
radiation trials for bone metastases published be-

Table 2. Baseline characteristics of the patients included in this study

Characteristics Single fraction (%) Multiple fraction (%) p-value

Number of patients 61 134  

Age (years) 19–91 (M:70) 32–90 (M:67) 0.258

Sex (male/female) 35 (57.4)/26 (42.6) 68 (50.7)/66 (49.3) 0.441

Fraction dose 8 Gy/1 fr (BEDa:14.4) 30 Gy/10 fr (BED:39)  

Primary site

Lung(non small cell) 21 (34.4) 42 (31.3)

0.215

Breast 9 (14.8) 30 (22.4)

Prostate 5 (8.2) 16 (11.9)

Kidney 2 (3.3) 6 (4.5)

Liver 0 (0.0) 5 (3.7)

Thyroid 0 (0.0) 3 (2.2)

Other 24 (39.3) 32 (24.0)

Figure 1. Flowchart of patients’ inclusion

Patients irradiated for bone metastases at our institution between 2013 and 2019
(n = 462)

n = 307

n = 267

n = 251

n = 228

Included in study
(n = 195)

Missing pre- and post-radiation pain scale data
(n = 155)

Missing pre- and post-radiation analgetic drug data
(n = 40)

Drugs that cannot be converted to morphine were used
(n = 16)

Exclusion criteria for these diseases were:
• bone metastasis is oligometastases (n = 17)
• the primary tumor is hematologic tumor (n = 6)

Exclusion criteria for without fraction dose (8 Gy/1 fr or 30 Gy/1 fr)
(n = 33)
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tween 1986 and 2014, and found that SF provided 
superior pain relief compared to MF. These studies 
demonstrate that the pain-relieving effect of SF is 
equal or greater than that of MF, and ASTRO large-
ly recommends SF considering its cost and QOL 
[22]. The analysis of responders and non-respond-

ers also showed no difference between SF and MF, 
which is consistent with the analysis published by 
van der Velden et al. [23] in a prospective cohort of 
unselected patients with bone metastases. 

Consistent with these findings, the present study 
underlines that SF should not be considered infe-

Table 2. Baseline characteristics of the patients included in this study

Characteristics Single fraction (%) Multiple fraction (%) p-value

Site of lesion

Spine 37 (60.7) 85 (63.4)

0.157

Pelvic bone 17 (27.9) 23 (17.2)

Limb bones 3 (4.9) 15 (11.2)

Rib, sternum, clavicle, scapula 4 (6.5) 6 (4.5)

Skull 0 (0.0) 5 (3.7)

Pre-radiation KPS

100 2 (3.3) 12 (9.0)

0.00000488
90 7 (11.5) 47 (35.1)

80 13 (21.3) 40 (29.9)

≤ 70 39 (63.9) 35 (26.0)

Pre-radiation pain scale

0–3 5 (8.2) 31 (23.1)

0.03954–7 32 (52.5) 59 (44.0)

8–10 24 (30.3) 44 (32.8)

Pre-radiation LDH [U/L] 150-6644 (M:307) 133-996 (M:224) 0.00125

Pre-radiation use of bisphosphonates

Yes 4 (6.6) 8 (6.0)
1

No 57 (93.4) 126 (94)

Pre-radiation use of denosumabs

Yes 15 (24.6) 20 (14.9)
0.111

No 46 (75.4) 114 (85.1)

Pre-radiation use of corticosteroids

Yes 24 (39.3) 22 (16.4)
0.0009

No 37 (60.7) 112 (83.6)

This publication was prepared without any external source of funding

Yes 37 (60.7) 65 (48.5)
0.125

No 24 (39.3) 69 (51.5)

Pre-radiation use of non-opioid analgesics

Yes 50 (82.0) 109 (81.3)
1

No 11 (18.0) 25 (18.7)

Pre-radiation use of opioid analgesics

Yes 39 (63.9) 64 (47.8)
0.0443

No 22 (36.1) 70 (52.2)

In/out patient

Inpatient 41 (67.2) 88 (65.7)
0.872

Outpatient 20 (32.8) 46 (34.3)
aα/β was calculated as 10; M — median; fr — fraction; BED — biological equivalent dose; KPS — Karnofsky Performance Status; LDH — lactate dehydrogenase
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rior to MF. Although the proportion of SF is grad-
ually increasing in clinical practice, it still remains 
significantly low [8, 14], which may be explained 
by the fact that 30 Gy/10 fr is still widely and fre-
quently used, perhaps due to the high reirradiation 
rate after SF irradiation [12].

Pain-relieving effects are critical in palliative 
irradiation of bone metastases, postirradiation 
pathological fracture rate is also vital with respect 
to the quality of life after treatment. Therefore, we 
set these rates as the secondary endpoint. The re-
sults of the present study did not show any signifi-
cant differences between SF and MF in postirradia-
tion pathological fracture rate 

Considering the medical economics, the dis-
charge or transfer rate at one month after irradia-
tion are important factors; therefore, the discharge 
or transfer rate was set as the secondary endpoint. 
Our findings did not show any statistical differenc-
es between SF and MF.

We excluded hematological tumors from this 
study due to their extreme radiosensitivity [24]. 

Additionally, radiation therapists at our institution 
tend to use single fraction regardless of the under-
lying condition. We also excluded oligometastases 
because the clinical state of this metastatic disease 
includes cases that are irradiated as modified rad-
ical treatment rather than palliation [25]. Finally, 
conversion of abstral and methadone to morphine 
is very challenging; hence, patients using these 
drugs were excluded from this study.

Whether the use of corticosteroids has an ef-
fect on the pain-relieving effects of radiotherapy is 
controversial [26–28], therefore, the using or not 
using of corticosteroids was added as variables in 
the propensity score matching in this study.

Our study has certain limitation. First, 
the study was a single-institution retrospective 
study, and the characteristic of patients in SF 
and MF groups were not homogeneous. To adjust 
for the differences in background factors, propen-
sity score matching was used. Second, the study ob-
servation period may have been too short to evalu-
ate the events using time series analyses. The design 

Table 3. The Results of the pain-relieving effect with the background factors

CR PR IR Total p-value

Single fraction 1 14 22 37
0.184

Multiple fraction 4 18 15 37

CR — complete response; PR — partial response; IR — indeterminate response

Table 4. The results of the responder or non-responder with the background factors aligned

  Responder Non-responder Total p-value

Single fraction 15 22 37
0.163

Multiple fraction 22 15 37

Note: Responder include complete response (CR) and partial response (PR), non-responder include indeterminate response (IR) and pain progression (PP)

Table 5. Secondary endpoints

Single fraction Multiple fraction
p-value

N % N %

Number of inpatient 23 21

Discharge or changing hospital (< 1 M)

Possible 20 87.0 17 81.0 0.693

Impossible 3 13.0 4 19.0 

Pathological fracture

Present 0 0.0 1 4.8 1.00

Absent 37 100.0 36 95.2 

M — months
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of this study was to evaluate pain-relieving effects 
at one month after irradiation. Therefore, only 
onetime point was analyzed and no time series 
analysis was performed. We are confident that our 
findings may encourage clinicians to perform SF in 
clinical practice. In the future, time series data will 
be evaluated to further verify the results presented 
in this study.

Conclusion

The combination of propensity score match-
ing and ICE revealed no significant difference in 
the pain-relieving effects between SF and MF for 
bone metastases. Thus, SF has no significant disad-
vantage compared to MF in pain-relieving effects.

Conflict of interest 
The authors have no conflicts of interest directly 
relevant to the content of this article.

Funding
This publication was prepared without any external 
source of funding.

References

1.	 Roodman GD. Mechanisms of bone metastasis. N Engl 
J Med. 2004; 350(16): 1655–1664, doi:  10.1056/NEJM-
ra030831, indexed in Pubmed: 15084698.

2.	 Mercadante S. Malignant bone pain: pathophysiology 
and treatment. Pain. 1997; 69(1-2): 1–18, doi: 10.1016/
s0304-3959(96)03267-8, indexed in Pubmed: 9060007.

3.	 Coleman RE. Clinical features of metastatic bone disease 
and risk of skeletal morbidity. Clin Cancer Res. 2006; 12(20 
Pt 2): 6243s–6249s, doi: 10.1158/1078-0432.CCR-06-0931, 
indexed in Pubmed: 17062708.

4.	 Zaporowska-Stachowiak I, Łuczak J, Hoffmann K, et al. 
Managing metastatic bone pain: New perspectives, 
different solutions. Biomed Pharmacother. 2017; 93: 
1277–1284, doi:  10.1016/j.biopha.2017.07.023, indexed 
in Pubmed: 28747002.

5.	 McDonald R, Chow E, Rowbottom L, et al. Quality of life 
after palliative radiotherapy in bone metastases: A litera-
ture review. J Bone Oncol. 2015; 4(1): 24–31, doi: 10.1016/j.
jbo.2014.11.001, indexed in Pubmed: 26579481.

6.	 Koufopoulou C, Mosa E, Charalampakis N, et al. Evaluation 
of quality of life outcomes following palliative radiothera-
py in bone metastases: A literature review. J BUON. 2019; 
24(5): 1747–1760, indexed in Pubmed: 31786834.

7.	 Agarawal JP, Swangsilpa T, van der Linden Y, et al. The role 
of external beam radiotherapy in the management of 
bone metastases. Clin Oncol (R Coll Radiol). 2006; 18(10): 
747–760, doi:  10.1016/j.clon.2006.09.007, indexed in 
Pubmed: 17168210.

8.	 Wegner RE, Matani H, Colonias A, et al. Trends in Radia-
tion Fractionation for Bone Metastases: A Contemporary 
Nationwide Analysis. Pract Radiat Oncol. 2020; 10(6): 
402–408, doi:  10.1016/j.prro.2020.03.009, indexed in 
Pubmed: 32289552.

9.	 Chow E, Danjoux C, Wong R, et al. Palliation of bone 
metastases: a survey of patterns of practice among Cana-
dian radiation oncologists. Radiother Oncol. 2000; 56(3): 
305–314, doi: 10.1016/s0167-8140(00)00238-3, indexed 
in Pubmed: 10974379.

10.	 Steenland E, Leer JW, van Houwelingen H, et al. The effect 
of a single fraction compared to multiple fractions on 
painful bone metastases: a global analysis of the Dutch 
Bone Metastasis Study. Radiother Oncol. 1999; 52(2): 
101–109, doi: 10.1016/s0167-8140(99)00110-3, indexed 
in Pubmed: 10577695.

11.	 Foro Arnalot P, Fontanals AV, Galcerán JC, et al. Random-
ized clinical trial with two palliative radiotherapy regi-
mens in painful bone metastases: 30 Gy in 10 fractions 
compared with 8 Gy in single fraction. Radiother Oncol. 
2008; 89(2): 150–155, doi: 10.1016/j.radonc.2008.05.018, 
indexed in Pubmed: 18556080.

12.	 Chow E, Zeng L, Salvo N, et al. Update on the system-
atic review of palliative radiotherapy trials for bone 
metastases. Clin Oncol (R Coll Radiol). 2012; 24(2): 
112–124, doi:  10.1016/j.clon.2011.11.004, indexed in 
Pubmed: 22130630.

13.	 Migliorini F, Eschweiler J, Trivellas A, et al. Better pain 
control with 8-gray single fraction palliative radiotherapy 
for skeletal metastases: a Bayesian network meta-analysis. 
Clin Exp Metastasis. 2021; 38(2): 197–208, doi: 10.1007/
s10585-020-10067-7, indexed in Pubmed: 33559808.

14.	 Nakamura N, Shikama N, Wada H, et al. Japanese Radiation 
Oncology Study Group Working Subgroup of Palliative Ra-
diotherapy. Patterns of practice in palliative radiotherapy 
for painful bone metastases: a survey in Japan. Int J Radiat 
Oncol Biol Phys. 2012; 83(1): e117–e120, doi: 10.1016/j.
ijrobp.2011.11.075, indexed in Pubmed: 22381902.

15.	 Rutter CE, Yu JB, Wilson LD, et al. Assessment of national 
practice for palliative radiation therapy for bone metas-
tases suggests marked underutilization of single-fraction 
regimens in the United States. Int J Radiat Oncol Biol Phys. 
2015; 91(3): 548–555, doi:  10.1016/j.ijrobp.2014.10.045, 
indexed in Pubmed: 25542310.

16.	 Chow E, Wu JSY, Hoskin P, et al. International consensus 
on palliative radiotherapy endpoints for future clinical 
trials in bone metastases. Radiother Oncol. 2002; 64(3): 
275–280, doi: 10.1016/s0167-8140(02)00170-6, indexed 
in Pubmed: 12242115.

17.	 Chow E, Hoskin P, Mitera G, et al. International Bone 
Metastases Consensus Working Party. Update of the inter-
national consensus on palliative radiotherapy endpoints 
for future clinical trials in bone metastases. Int J Radiat 
Oncol Biol Phys. 2012; 82(5): 1730–1737, doi: 10.1016/j.
ijrobp.2011.02.008, indexed in Pubmed: 21489705.

18.	 Knotkova H, Fine PG, Portenoy RK. Opioid rotation: 
the science and the limitations of the equianalgesic dose 
table. J Pain Symptom Manage. 2009; 38(3): 426–439, 
doi:  10.1016/j.jpainsymman.2009.06.001, indexed in 
Pubmed: 19735903.

19.	 Brookhart MA, Schneeweiss S, Rothman KJ, et al. Variable 
selection for propensity score models. Am J Epidemiol. 

http://dx.doi.org/10.1056/NEJMra030831
http://dx.doi.org/10.1056/NEJMra030831
https://www.ncbi.nlm.nih.gov/pubmed/15084698
http://dx.doi.org/10.1016/s0304-3959(96)03267-8
http://dx.doi.org/10.1016/s0304-3959(96)03267-8
https://www.ncbi.nlm.nih.gov/pubmed/9060007
http://dx.doi.org/10.1158/1078-0432.CCR-06-0931
https://www.ncbi.nlm.nih.gov/pubmed/17062708
http://dx.doi.org/10.1016/j.biopha.2017.07.023
https://www.ncbi.nlm.nih.gov/pubmed/28747002
http://dx.doi.org/10.1016/j.jbo.2014.11.001
http://dx.doi.org/10.1016/j.jbo.2014.11.001
https://www.ncbi.nlm.nih.gov/pubmed/26579481
https://www.ncbi.nlm.nih.gov/pubmed/31786834
http://dx.doi.org/10.1016/j.clon.2006.09.007
https://www.ncbi.nlm.nih.gov/pubmed/17168210
http://dx.doi.org/10.1016/j.prro.2020.03.009
https://www.ncbi.nlm.nih.gov/pubmed/32289552
http://dx.doi.org/10.1016/s0167-8140(00)00238-3
https://www.ncbi.nlm.nih.gov/pubmed/10974379
http://dx.doi.org/10.1016/s0167-8140(99)00110-3
https://www.ncbi.nlm.nih.gov/pubmed/10577695
http://dx.doi.org/10.1016/j.radonc.2008.05.018
https://www.ncbi.nlm.nih.gov/pubmed/18556080
http://dx.doi.org/10.1016/j.clon.2011.11.004
https://www.ncbi.nlm.nih.gov/pubmed/22130630
http://dx.doi.org/10.1007/s10585-020-10067-7
http://dx.doi.org/10.1007/s10585-020-10067-7
https://www.ncbi.nlm.nih.gov/pubmed/33559808
http://dx.doi.org/10.1016/j.ijrobp.2011.11.075
http://dx.doi.org/10.1016/j.ijrobp.2011.11.075
https://www.ncbi.nlm.nih.gov/pubmed/22381902
http://dx.doi.org/10.1016/j.ijrobp.2014.10.045
https://www.ncbi.nlm.nih.gov/pubmed/25542310
http://dx.doi.org/10.1016/s0167-8140(02)00170-6
https://www.ncbi.nlm.nih.gov/pubmed/12242115
http://dx.doi.org/10.1016/j.ijrobp.2011.02.008
http://dx.doi.org/10.1016/j.ijrobp.2011.02.008
https://www.ncbi.nlm.nih.gov/pubmed/21489705
http://dx.doi.org/10.1016/j.jpainsymman.2009.06.001
https://www.ncbi.nlm.nih.gov/pubmed/19735903


Yuki Aoki et al.  Comparison of pain relief by fraction size

513https://journals.viamedica.pl/rpor

2006; 163(12): 1149–1156, doi:  10.1093/aje/kwj149, in-
dexed in Pubmed: 16624967.

20.	 Kanda Y. Investigation of the freely available easy-to-use 
software ‘EZR’ for medical statistics. Bone Marrow Trans-
plant. 2013; 48(3): 452–458, doi: 10.1038/bmt.2012.244, 
indexed in Pubmed: 23208313.

21.	 Wu JSY, Wong R, Johnston M, et al. Cancer Care Ontario 
Practice Guidelines Initiative Supportive Care Group. 
Meta-analysis of dose-fractionation radiotherapy trials 
for the palliation of painful bone metastases. Int J Radiat 
Oncol Biol Phys. 2003; 55(3): 594–605, doi: 10.1016/s0360-
3016(02)04147-0, indexed in Pubmed: 12573746.

22.	 American Society for Radiation Oncology,Ten Things 
Physicians and Patients Should Question. https://www.
choosingwisely.org/societies/american-society-for-radi-
ation-oncology/ (2022/03/27).

23.	 van der Velden JM, van der Linden YM, Versteeg AL, et al. 
Evaluation of effectiveness of palliative radiotherapy for 
bone metastases: a prospective cohort study. J Radiat On-
col. 2018; 7(4): 325–333, doi: 10.1007/s13566-018-0363-6, 
indexed in Pubmed: 30595809.

24.	 Saito T, Toya R, Tomitaka E, et al. Predictors of the Pre-
dominance of NonIndex Pain After Palliative Radiation 

Therapy for Painful Tumors. Adv Radiat Oncol. 2019; 4(1): 
118–126, doi:  10.1016/j.adro.2018.08.006, indexed in 
Pubmed: 30706019.

25.	 Niibe Y, Hayakawa K. Oligometastases and oligo-recur-
rence: the new era of cancer therapy. Jpn J Clin Oncol. 
2010; 40(2): 107–111, doi: 10.1093/jjco/hyp167, indexed 
in Pubmed: 20047860.

26.	 Habberstad R, Frøseth TC, Aass N, et al. Clinical Predictors 
for Analgesic Response to Radiotherapy in Patients with 
Painful Bone Metastases. J Pain Symptom Manage. 2021; 
62(4): 681–690, doi: 10.1016/j.jpainsymman.2021.03.022, 
indexed in Pubmed: 33794301.

27.	 Tonev DG, Lalova SA, Petkova-Lungova EP, et al. Dexameth-
asone Coanalgesic Administration in Steroid Naïve and Ste-
roid Non-Naïve Patients for the Prevention of Pain Flares 
after Palliative Radiotherapy for Bone Metastases. Pain Res 
Manag. 2022; 2022: 6153955, doi: 10.1155/2022/6153955, 
indexed in Pubmed: 36479161.

28.	 Viani GA, Pavoni JF, De Fendi LI. Prophylactic corticoste-
roid to prevent pain flare in bone metastases treated by 
radiotherapy. Rep Pract Oncol Radiother. 2021; 26(2): 
218–225, doi:  10.5603/RPOR.a2021.0031, indexed in 
Pubmed: 34211772.

http://dx.doi.org/10.1093/aje/kwj149
https://www.ncbi.nlm.nih.gov/pubmed/16624967
http://dx.doi.org/10.1038/bmt.2012.244
https://www.ncbi.nlm.nih.gov/pubmed/23208313
http://dx.doi.org/10.1016/s0360-3016(02)04147-0
http://dx.doi.org/10.1016/s0360-3016(02)04147-0
https://www.ncbi.nlm.nih.gov/pubmed/12573746
https://www.choosingwisely.org/societies/american-society-for-radiation-oncology/
https://www.choosingwisely.org/societies/american-society-for-radiation-oncology/
https://www.choosingwisely.org/societies/american-society-for-radiation-oncology/
http://dx.doi.org/10.1007/s13566-018-0363-6
https://www.ncbi.nlm.nih.gov/pubmed/30595809
http://dx.doi.org/10.1016/j.adro.2018.08.006
https://www.ncbi.nlm.nih.gov/pubmed/30706019
http://dx.doi.org/10.1093/jjco/hyp167
https://www.ncbi.nlm.nih.gov/pubmed/20047860
http://dx.doi.org/10.1016/j.jpainsymman.2021.03.022
https://www.ncbi.nlm.nih.gov/pubmed/33794301
http://dx.doi.org/10.1155/2022/6153955
https://www.ncbi.nlm.nih.gov/pubmed/36479161
http://dx.doi.org/10.5603/RPOR.a2021.0031
https://www.ncbi.nlm.nih.gov/pubmed/34211772

	_Hlk119926681
	_Hlk119926343
	_Hlk119926474
	_Hlk119926723
	_Hlk119926480
	_Hlk119926428
	_Hlk119926511
	_Hlk119927882
	_Hlk133918119
	_Hlk133918565

