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Objective:Objective:Objective:Objective:Objective: To evaluate the safety and tolerability of controlled-release oxycodone in the treatment of postoperative pain of head

and neck oncologic resections. Methods:Methods:Methods:Methods:Methods: We conducted a prospective, observational and open study, with 83 patients with

moderate to severe pain after head and neck oncological operations. All patients received general anesthesia with propofol,

fentanyl and sevoflurane. Postoperatively, should they have moderate or severe pain, we began controlled-release oxycodone 20

mg 12/12 b.i.d on the first day and 10 mg b.i.d. on the second. We assessed the frequency and intensity of adverse effects, the

intensity of postoperative pain by a verbal numeric scale and the use of rescue analgesia from 12 hours after administration of the

drug and between 7 and 13 days after the last oxycodone dose. ResultsResultsResultsResultsResults: The most common adverse events were nausea, vomiting,

dizziness, pruritus, insomnia, constipation and urinary retention, most mild. No serious adverse events occurred. In less than 12 hours

after the use of oxycodone, there was a significant decrease in the intensity of postoperative pain, which remained until the end of

the study. The rescue medication was requested at a higher frequency when the opioid dose was reduced, or after its suspension.

ConclusionConclusionConclusionConclusionConclusion: Controlled release oxycodone showed to be safe and well tolerated and caused a significant decrease in post-

operative pain.
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 INTRODUCTION INTRODUCTION INTRODUCTION INTRODUCTION INTRODUCTION

Cancer is an obvious problem of global public health.
The World Health Organization (WHO) estimates that,

by the year 2030, one can expect 27 million cancer cases
and 17 million cancer deaths. In Brazil, it was estimated
that 518,510 new cases of cancer occurred in 2012 1. In
this context, there is growing demand for operative
chemotherapy and, as a result, the search for better
management of postoperative pain, aiming not only at a
better surgical outcome, but also at the reduction and
prevention of chronic pain.

Oxycodone is a semi-synthetic opioid analgesic
that is a m (mu) receptor agonist and a k (kappa) receptor
partial agonist, which may make it a drug with a special
indication for surgical treatment in cases where there is
involvement of both the somatic and visceral components
in the pain genesis 2. The presentation in the form of
controlled release may be beneficial because it reduces

the number of administrations, making the pain control
more predictable and effective. Parenterally, oxycodone
has the same analgesic efficacy for somatic pain as
presented by morphine, but with faster onset of action and
less potential for histamine release.

In Brazil, some opioids are often used for the
treatment of postoperative pain. However, oxycodone is
barely used, whether in the presentation of immediate
release or in the controlled one. In addition, there are no
clinical studies in this type of surgical scenario, especially in
head and neck cancer.

The hypothesis of this study is that the
controlled release oxycodone can be safe and well
tolerated for the control of postoperative pain in head
and neck operations for the treatment of cancer.
Therefore, the objective of this research was to evaluate
the safety and tolerability of controlled-release oxycodone
in the pain treatment of postoperative oncologic resection
of the head and neck.
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METHODSMETHODSMETHODSMETHODSMETHODS

This phase IV, observational, prospective, open
clinical trial was approved by the Ethics in Research
Committee of the José Alencar Gomes da Silva National
Cancer Institute – INCA (10/2010) and was recorded in
ClinicalTrials – NCT01834898. The Informed Consent Form
(ICF) was signed by all patients.

We included 83 patients of both genders, aged
between 18 and 70 years, ASA 2 and 3, who had
postoperative pain ranging from moderate to severe after
medium and large oncological elective operations of the
head and neck, and able to swallow whole pills in the
immediate postoperative period.

We excluded pregnant women, infants and
patients allergic to oxycodone or other opioids, previous
gastric resection, colostomists, asthmatics with severe organ
dysfunction, with history or suspected paralytic ileus, with
reports of psychiatric illness, severe respiratory disease, those
who were receiving some opioid analgesics at baseline,
with a history of alcohol or illicit drugs abuse or who had, in
plasma, glutamic oxaloacetic transaminase (AST) above
48 U/I (men) and 40 U/I (women) and/or glutamic pyruvic
transaminase (ALT) above 53 U/I (men) and 40 U/I (women)
and creatinine above 1.7 mg/dl and/or urea above 65 mg/
dl.

All patients were preoperatively evaluated on the
week prior to the operation (visit 1), when the ICF was
signed, the pre-anesthetic evaluation was carried out and
the pain intensity evaluated through the Verbal Numerical
Scale (VNS) 3, which classifies events in 0 as absence, 1-3
as mild, 4-6 as moderates, and those between 7 and 10 as
severe; we also collected blood for laboratory tests: com-
plete blood count, â-hCG (women) AST, ALT, urea and
creatinine.

Patients were treated with midazolam 7.5 mg in
the previous night and 15 mg in the morning of the
procedure. All patients received general anesthesia.
Induction consisted of 2mg.kg-1 propofol, 2mg.kg 1 lidocaine,
fentanyl 3-5 microg.kg -1, esmolol 2mg.kg -1 and
cisatracurium 0,15mg.kg -1, intravenously. Tracheal
intubation followed five minutes of ventilation by face mask
with O

2
 and sevoflurane. Maintenance of anesthesia was

induced with sevoflurane plus continuous intravenous
dexmedetomidine at a dose 0.2 to 0.7 ìg.kg.min-1

(discontinued one hour before the end of the operation).
Postoperatively (visit 2), when they had moderate

or severe pain (NVSe�3), controlled-release oxycodone was
initiated at 20 mg b.i.d. on the first day and 10 mg b.i.d.
on the second day. We assessed the frequency and intensity
of adverse effects, the intensity of postoperative pain and
the use of analgesic rescue medication every 12 hours after
the drug administration (visits 3 to 6) and between 7 and
13 days after the last dose (visit 7). During visit 7, we also
collected blood to perform the same tests listed in visit 1,
except â hCG (women), the investigator noted his/her

opinion on the quality of treatment and the study was
terminated.

To rescue medication we used non-opioid
analgesics such as parecetamol, dipyrone, tenoxicam or
ketoprofen, only after the first postoperative administration
of controlled-release oxycodone. In the visits 3-7 we
recorded the rescue analgesia and frequency of
administration.

Sample size and statistical analysisSample size and statistical analysisSample size and statistical analysisSample size and statistical analysisSample size and statistical analysis
When considering the occurrence of nausea of

25% as a security parameter assessed by literature data,
the number of patients necessary would be 72 (to obtain
a precision of 10% in a 95% confidence interval). Taking
possible losses into consideration, we included 83
patients. The normality study of the variable age was
done with the Kolgomorov-Smirnov test. We used the
McNemar test for comparisons of paired proportions of
adverse events (visits 4, 5, 6 and 7 with respect to visit
3) (p <0.05 = significant) and the Q Cochran test to de-
termine the overall value of p in the analysis of adverse
effects. We used the Wilcoxon test for multiple
comparisons of the intensity distributions of pain from
Visit 2 to Visit 7, according to the period of analgesic
(with or without controlled release oxycodone). Other
data were presented by frequency.

RESULTSRESULTSRESULTSRESULTSRESULTS

Study populationStudy populationStudy populationStudy populationStudy population
Of the 83 patients enrolled, 14 were excluded

from the analysis of tolerance and 16 from the analysis
of pain intensity due to deviations in the protocol.
Patient characteristics, assessed at visit 1, are shown in
table 1.

The types and frequency of operations in the
patients included in the study were: total thyroidectomy
(45.83%), partial thyroidectomy (8.33%), total neck
dissection (19.44%), operations in the eye (5, 56%),
parotidectomy (9.72%), exploratory cervicotomy (4.17%),
cervical tumor resection (2.78%), resection of skin tumors
(2.78%) and resection of maxillo-ethmoid tumors (2.78 %).

Safety and tolerability assessmentSafety and tolerability assessmentSafety and tolerability assessmentSafety and tolerability assessmentSafety and tolerability assessment
Sixty-nine patients were evaluated for safety and

tolerability. The most common adverse effects which were
possibly related to medication were: nausea, vomiting,
dizziness, pruritus, insomnia, constipation and urinary
retention (Table 2).

Most adverse events were mild and, in the course
of the study, there were no adverse events of severe
intensity (Table 3).

During the visits 3 and 4, most of the adverse
effects were possibly related to oxycodone, and at visits 5,
6 and 7, not related to the drug (Table 4).
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There were significant differences in the evolution
of the proportions of adverse events since visit 3 till visit 7
(Table 5).

Adverse events decreased from visit 4 on, with
significant differences after visit 6. In visits 6 and 7 there
were several patients who experienced adverse events not
related to the study medication, such as shoulder pain,
malaise on the cheek, neck pain, among others, which still
favors the study medication, noting that no adverse events
is directly related to controlled-release oxycodone.

Analgesia AssessmentAnalgesia AssessmentAnalgesia AssessmentAnalgesia AssessmentAnalgesia Assessment
For analysis of analgesia we used the data on

the pain intensity through the numerical scale, from 67
patients since visit 2 (after the operation) till visit 7 (Table
6).

There was a highly significant reduction in pain
intensity between visits 2 and 3 (p <0.001). This decrease
was maintained until the end of the study, demonstrating
the stability of analgesia with the doses used. Furthermore,
there was an increase in the proportion of patients without

Table 1 Table 1 Table 1 Table 1 Table 1 - Characteristics of the patients.

Mean (Sd)Mean (Sd)Mean (Sd)Mean (Sd)Mean (Sd) Minimum-maximumMinimum-maximumMinimum-maximumMinimum-maximumMinimum-maximum

Age 50.5 (11.1) 16       – 69
Weight (kg) 72.6 (15.5) 40       – 112
Height (m) 1.61 (0.08) 1.42  – 1.80
BMI (kg/m2) 27.24 (6.16) 16.2    – 42.9

GenderGenderGenderGenderGender n (%)n (%)n (%)n (%)n (%)

Male 22 (26.5)
Female 61 (73.5)

ASA ClassificationASA ClassificationASA ClassificationASA ClassificationASA Classification n (%)n (%)n (%)n (%)n (%)

I 40 (48.19)
II 36 (43.37)
III 7 (8.43)

Study of the normality of the variable age with Kolgomorov-Smirnov test.

Table 2 Table 2 Table 2 Table 2 Table 2 - Frequency of adverse effects at visits 3 through 7.

Adverse eventsn (%)Adverse eventsn (%)Adverse eventsn (%)Adverse eventsn (%)Adverse eventsn (%) Visit 3Visit 3Visit 3Visit 3Visit 3 Visit 4Visit 4Visit 4Visit 4Visit 4 Visit 5Visit 5Visit 5Visit 5Visit 5 Visit 6Visit 6Visit 6Visit 6Visit 6 Visit 7Visit 7Visit 7Visit 7Visit 7
(n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=69)(n=69)(n=69)(n=69)(n=69)

Nausea 14(19.44) 11(15.28) 4 (5.56) 1 (1.39) 1(1.45)
Vomiting 8(11.11) 9(12.50) 1 (1.39) 1 (1.39) -
Dizziness 2 (2.78) 3 (4.17) 1 (1.39) - 3(4.35)
Pruritus 2 (2.78) 1 (1.39) - - -
Insomnia 2 (2.78) - - - -
Constipation - - 3 (4.17) - 3(4.35)
Urinary retention 1 (1.39) - - - -
Other * 1 (1.39) 9(12.50) 15(20.28) 9(12.50) 6(8.69)
Total 30(41.67) 33(45.83) 24(33.33) 11(15.28) 13(18.84)

* Other: paresthesia in the ear, face, limbs and hands; facial flushing; headache; epigastralgia; odynophagia; burning sensation in the nose;
cramps; neck pain; hiccups; fever; facial discomfort; shoulder pain and increase AST and/or ALT.

Table 3 Table 3 Table 3 Table 3 Table 3 - Frequency of the intensity of the adverse effects of visits 3 through 7.

Intensityn (%)Intensityn (%)Intensityn (%)Intensityn (%)Intensityn (%) Visit 3Visit 3Visit 3Visit 3Visit 3 Visit 4Visit 4Visit 4Visit 4Visit 4 Visit 5Visit 5Visit 5Visit 5Visit 5 Visit 6Visit 6Visit 6Visit 6Visit 6 Visit 7Visit 7Visit 7Visit 7Visit 7
(n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=69)(n=69)(n=69)(n=69)(n=69)

Mild 20 (66.67) 23 (69.70) 15 (62.50) 8 (72.72) 9 (69.23)
Moderate 10 (33.33) 10 (30.30) 9 (37.50) 3 (27.27) 4 (30.77)

Mild intensity: 1-3 in the Numerical Verbal Scale (EVN).
Moderate intensity: 4-6 in the EVN.
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pain during visits. During the analgesia period, the
proportions of patients with moderate to severe pain
decreased, while the percentages of patients with mild pain
or no pain increased (Figure 1).

Use of rescue medicationUse of rescue medicationUse of rescue medicationUse of rescue medicationUse of rescue medication
The most widely used rescue medication was

dipyrone, followed by paracetamol. Only two patients used
tenoxican and one patient made use of ketoprofen (Table
7).

Researcher perception of the quality ofResearcher perception of the quality ofResearcher perception of the quality ofResearcher perception of the quality ofResearcher perception of the quality of
treatment with oxycodonetreatment with oxycodonetreatment with oxycodonetreatment with oxycodonetreatment with oxycodone

The perception about the analgesic treatment
with controlled-release oxycodone was excellent for 68.1%
and good for 31.9% of researchers.

DISCUSSIONDISCUSSIONDISCUSSIONDISCUSSIONDISCUSSION

Oxycodone is a semisynthetic opioid analgesic.
The opioids, including oxycodone, act primarily in the cen-

Table 5 -Table 5 -Table 5 -Table 5 -Table 5 - Comparisons of the frequencies of adverse events of visits 4, 5, 6 and 7 with visit 3.

Visit 4Visit 4Visit 4Visit 4Visit 4 Visit 5Visit 5Visit 5Visit 5Visit 5 Visit 6Visit 6Visit 6Visit 6Visit 6 Visit 7Visit 7Visit 7Visit 7Visit 7

Visit 3 22 (31.88%) vs 22 (31.88%) vs 22 (31.88%) vs 22 (31.88%) vs
(after surgery) 26 (37.68%) 19 (27.54%) 7 (10.14%) 13 (18.84%)
overall p-value  < 0.001****
p value*** 0.503 0.711 0.003* 0.093**

* Five of the patients showed no adverse events related to the medication at visit 6.
** Six of the patients showed no adverse events related to the medication at visit 7.
*** McNemar test for comparison of paired proportions.
**** Cochran Q test.

Table 6 Table 6 Table 6 Table 6 Table 6 - Multiple comparisons of pain intensity distributions of visits 2 through 7 (n = 67), according to the period of
analgesia (with or without controlled-release oxycodone).

Treatment with controlled-release oxycodoneTreatment with controlled-release oxycodoneTreatment with controlled-release oxycodoneTreatment with controlled-release oxycodoneTreatment with controlled-release oxycodone V i s i tV i s i tV i s i tV i s i tV i s i t p-va luep-va luep-va luep-va luep-va lue

Yes 2 vs. 3 < 0.001
Yes 3 vs. 4 0.329
Yes 4 vs. 5 0.022
Yes 5 vs. 6 0.063
No 6 vs. 7 0.820

* Wilcoxon test.

Figure 1 -Figure 1 -Figure 1 -Figure 1 -Figure 1 - Distribution of proportions of pain intensity at Visits 1
through 7 (n = 67).

Pain intensity through the Verbal Numerical Scale: Absent = 0; Mild 1-
3; Moderate: 4-6; and Severe: 7-10.

Table 4 Table 4 Table 4 Table 4 Table 4 - Frequency of the relation of adverse effects with oxycodone in visits 3 through 7.

Relationship withRelationship withRelationship withRelationship withRelationship with Visit 3Visit 3Visit 3Visit 3Visit 3 Visit 4Visit 4Visit 4Visit 4Visit 4 Visit 5Visit 5Visit 5Visit 5Visit 5 Visit 6Visit 6Visit 6Visit 6Visit 6 Visit 7Visit 7Visit 7Visit 7Visit 7
medication n (%)medication n (%)medication n (%)medication n (%)medication n (%) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=69)(n=69)(n=69)(n=69)(n=69)

Unrelated 3 (10) 2 (69.70) 14 (58.33) 9 (81.82) 6 (46.15)
Possibly related 27 (90) 31 (30.30) 10 (41.67) 2 (18.18) 7 (53.85)

tral ì receptors. k receptors on peripheral nerves may play
an important role in the antinociception of the visceral pain
system 4,5. Although there is no consensus in the literature
6, it has been suggested that oxycodone, besides acting on
ì receptors, also acts on k receptors, partially responsible
for the antinociceptive effects 7,8. A study in healthy

Intensity

Severe

Moderate

Mild

Absent
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volunteers using mechanical, thermal and electrical painful
tests in the skin, muscles, and viscera showed that both
morphine and oxycodone decreased the pain in the skin
and muscles, while the analgesic effect of oxycodone was
superior to morphine in the pain of visceral origin 2. There
is also evidence that oxycodone is more effective for the
pain caused by pancreatitis 9.

The visceral component of postoperative pain is
more difficult to treat than the somatic one. This may
suggest that oxycodone is well indicated to treat
postoperative pain in surgical oncology, where a visceral
component plays an invariable role in the genesis of pain.
Oncologic resections of the head and neck are of particular
interest, since postoperative pain suffers interference from
movements of the neck and swallowing, which can
exacerbate the pain and result in failure of the analgesics
treatment. Controlled-release oxycodone may be an
important drug option for the treatment of acute refractory
and frequent episodes of chronic neck pain in patients with
response failure to conservative non-opioid treatment 10.

The recent interest for oxycodone is based on its
pharmacokinetic and pharmacodynamic properties,
especially on the central nervous system. Moreover, the
relatively high bioavailability allows an easy change of the
drug formulation during the course of treatment. Oxycodone
is highly effective and well tolerated in different operative
procedures and patient groups 11.

The indication of oral oxycodone for the
treatment of postoperative pain, as proposed in this study,
may be explained by its higher bioavailability when
compared with morphine. The oral bioavailability of
oxycodone (> 60%) is approximately twice that of morphine
(20-25%); This explains the fact that the relative potency
of oral oxycodone is approximately twice as that of oral
morphine 12. Oxycodone is primarily metabolized by N-
demethylation (40%) to noroxycodone and only to some
extent by O-demethylation (11%) to oxymorphone and a
and b-oxymorfol and 6-keto reduction (8%) in a and b-
oxycodol 13.   Hepatic enzymes P450 2D6 (CYP 2D6) act as
catalysts when oxycodone and oxymorphone are
metabolised in noroxycodone noroxymorphone. A weak
CYP 2D6 enzyme activity was observed in 5-10% of the

Caucasian population. The time to peak plasma
concentration is 1.3 hours after oral intake of immediate-
release oxycodone and 2.6 hours after the controlled-
release oxycodone 14.

One of the most important benefits provided by
controlled-release opioid preparations is to maintain the
drug serum levels relatively constant, resulting in
maintained analgesia. They also have the advantage of
keeping patients free of the burden of requesting the
medication when they feel pain due to reductions in serum
levels of the opioid, when immediate release preparations
are employed 15.

When comparing the results of the frequency of
adverse events, we observed the following incidences:
nausea (19.44%), vomiting (12.50%), dizziness (4.35%),
constipation (4.35%), pruritus (2, 78%) and insomnia
(2.78%). Franceschi et. al. researched oxycodone for
treatment of pain in polytrauma patients and found 20%
nausea and 26.6% constipation 16. The higher frequency
of constipation in that study can be explained by the time
of opioid use, which was longer than in our study, limited
to two days. Jokela et al. studied premedication with 15 mg
controlled-release oxycodone in gynecological laparoscopic
operations and found 25% of nausea and vomiting 17. The
higher frequency could be explained by the different type
of operation, since the gynecological laparoscopic operations
may cause a higher incidence of nausea and vomiting
compared with head and neck procedures. In the study by
Koch et al., who used intravenous oxycodone for pain after
laparoscopic cholecystectomy, the frequency of nausea was
27.7%, and vomiting, 13.88% 18. The small difference
between these results and those of this study could be
explained by the different route of administration of
oxycodone and also by the different type of surgical
procedure. The higher incidence of nausea (42.3%) and
vomiting (23.1%) found by Singla et al. 19, compared with
the present study, is perhaps explained by oxycodone (5mg)
association with ibuprofen (400 mg), by the fact that only
women were included in the study and the type of
operations (abdominal and pelvic), despite the dizziness
frequency (1.9%) and constipation (3.8%) were quite si-
milar.

Table 7 Table 7 Table 7 Table 7 Table 7 - Type of analgesic and frequency of use of rescue medication (visits 3 through 7).

Visit 3Visit 3Visit 3Visit 3Visit 3 Visit 4Visit 4Visit 4Visit 4Visit 4 Visit 5Visit 5Visit 5Visit 5Visit 5 Visit 6Visit 6Visit 6Visit 6Visit 6 Visit 7Visit 7Visit 7Visit 7Visit 7
(n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72) (n=72)(n=72)(n=72)(n=72)(n=72)
n (%)n (%)n (%)n (%)n (%) n (%)n (%)n (%)n (%)n (%) n (%)n (%)n (%)n (%)n (%) n (%)n (%)n (%)n (%)n (%) n (%)n (%)n (%)n (%)n (%)

Rescue medication 17 (23.61) 4 (5.56) 8 (11.11) 18 (25.00) 20 (28.99)
Dipyrone 13 (18.06) 4 (5.56) 6 (8.33) 17 (23.61) 16 (23.19)
Paracetamol 2 (2.78) - 2 (2.78) 1 (1.39) 3 (4.35)
Tenoxicam 2 (2.78) - - - -
Ketoprofen - - - - 1 (1.45)

* Note: one patient received dipyrone for fever at visit 6, not for pain.
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In this study, after treatment with controlled-release
oxycodone we observed a significant decrease in the intensity
of postoperative pain. The pain remained absent or mild
throughout the treatment with controlled-release oxycodone.
This analgesic profile coincides with that found by Ho et al.
using the same dose of controlled-release oxycodone for
colorectal laparoscopic operations20, by Wirz et al. in orthopedic
surgery21 and by Kampe et al. in breast cancer procedures 22.
This research is in line with the results of Gaskell et al., who
concluded that a single dose higher than 5 mg of oxycodone
is effective for the treatment of postoperative pain 23. The
effectiveness of oxycodone combined with paracetamol was
also confirmed by Moore et al. 24.

The progressive increase in the frequency of use
of rescue medication observed in visits 5 and 6 could be
explained by the 50% reduction in the release of controlled-

release oxycodone on the second day after surgery. At visit
7, the increased use of rescue medication can possibly be
attributed to the lack of use of opioids for at least five days
before the evaluation.

The rates of patient satisfaction on the overall
perception of the treatment of postoperative pain found in
the study by Kampe et al. 22 is similar to the opinion of the
investigator on the treatment used in this study.

We conclude that the controlled-release
oxycodone showed a good safety and tolerability profile,
with no serious adverse effects. There was a significant
decrease in pain intensity and rescue medication was
requested in a higher frequency when we reduced the dose
of the opioid and after its suspension. The perception of
the investigator about the treatment administered to the
patient was excellent or good in all cases.

R E S U M OR E S U M OR E S U M OR E S U M OR E S U M O

Objetivo:Objetivo:Objetivo:Objetivo:Objetivo:avaliar a segurança e a tolerabilidade da oxicodona de liberação controlada no tratamento da dor pós-operatória de
ressecções oncológicas de cabeça e pescoço. Métodos:Métodos:Métodos:Métodos:Métodos:estudo prospectivo, observacional e aberto. Foram estudados 83 pacientes
com dor de moderada a intensa após operações oncológicas de cabeça e pescoço. Todos receberam anestesia geral com propofol,
fentanil e sevoflurano. No pós-operatório, quando apresentaram dor moderada ou intensa, foi iniciada oxicodona de liberação
controlada, 20mg de 12/12 horas no primeiro dia e 10mg de 12/12 horas no segundo dia. A frequência e a intensidade de efeitos
adversos, a intensidade da dor pós-operatória pela escala verbal numérica e o uso de medicação analgésica de resgate foram
avaliadas de 12/12 horas após a administração do medicamento e entre 7 e 13 dias após a última dose de oxicodona. Resultados:Resultados:Resultados:Resultados:Resultados:os
efeitos adversos mais frequentes foram: náusea, vômito, tontura, prurido,insônia, constipação e retenção urinária, sendo a maioria,
de leve intensidade. Não ocorreram eventos adversos graves. Em menos de 12 horas após o emprego da oxicodona, ocorreu
diminuição significativa da intensidade da dor pós-operatória, que permaneceu até o final do estudo. A medicação de resgate foi
solicitada em uma frequência maior quando a dose do opioide foi reduzida,ou após sua suspensão. Conclusão: Conclusão: Conclusão: Conclusão: Conclusão: aoxicodona de
liberação controlada demonstrou ser segura e bem tolerada e promoveu diminuição significativa da dor pós-operatória.

Descritores: Descritores: Descritores: Descritores: Descritores: Procedimentos cirúrgicos operatórios. Dor pós-operatória. Analgesia. Oxicodona. Ensaio clínico.
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