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Purpose: Opioid therapy for managing chronic pain remains a challenge, as providers must weigh the medical benefit to the patient
with the risk of adverse events. Manipulation of many extended-release (ER) opioid formulations may lead to increased serious
medical outcomes or death. The economic burden of opioid use disorders due to opioid misuse and abuse may vary depending on
which abuse deterrent opioid formulation is prescribed. The study aimed to compare demographic and clinical characteristics and
healthcare costs of chronic pain patients treated with two different abuse-deterrent opioid formulations, Xtampza ER and reformulated
OxyContin.
Methods: The source of data was IBM® MarketScan® Commercial Claims and Encounters Medicare Supplemental database, from
January 2016 through February 2020. Patients with chronic pain were assigned to either the Xtampza ER or the OxyContin cohort
based on the initial ER opioid prescription set as the index date. Continuous healthcare coverage was required during a minimum
3-month pre-index and 9-month post-index periods. Pre-index patients’ characteristics were analyzed. Healthcare costs of Xtampza ER
vs OxyContin were assessed in the post-index period.
Results: After applying selection criteria, 464 patients were observed in the Xtampza ER cohort versus 1927 patients in the
OxyContin cohort. In unmatched patients, ER opioid costs were lower for Xtampza ER than OxyContin ($2645 vs $3141;
p<0.001), which ultimately led to lower total prescription costs for the Xtampza ER cohort compared to the OxyContin cohort
($7492 vs $8754; p=0.016). In matched patients, the total healthcare costs were significantly lower in the Xtampza ER cohort than in
the OxyContin cohort, $22,630 vs $28,386 (p=0.005), respectively.
Conclusion: This study suggests that Xtampza ER may result in lower healthcare costs than OxyContin for a population of chronic
pain patients switching from immediate release oxycodone based on real-world data.
Keywords: chronic pain, opioids, abuse-deterrent, short-acting, long-acting, cost

Introduction
Chronic pain represents the most common reason for patients to seek medical care in the US1 and is found to be one of
the most common causes of the general health degradation impacting patients’ quality of life, daily activities, and
employment status.2,3 It accounts for an estimated $635 billion yearly in medical costs and decreased work productivity.1

Opioids have been described as effective drugs for relieving moderate-to-severe pain, though they all carry substantial
risk.4 Immediate release (IR) opioids are indicated for short-term relief of moderate-to-severe pain beneficial for patients with
temporary pain.5 ER opioids are recommended for the management of pain severe enough to require daily, around-the-clock,
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long-term treatment and for which alternate treatments are inadequate.6 The use of opioids may become necessary as they
remain a part of the armamentarium for managing chronic pain for patients who do not respond to non-opioid and other
therapies. However, inherent risks exist in the clinical choice for opioid treatment, including the risks of misuse, abuse,
diversion, and overdose, which can result in serious life-threatening consequences, consumption of healthcare resources,
prolonged hospital stay, and symptomatic treatment.5,7 Tailoring pain treatment based on the needs and characteristics of an
individual patient and their risk of abuse, misuse, diversion, or overdose represents an essential part of pain management, with
the choice of appropriate opioid therapy coming after a careful clinical judgment of every patient.5

Opioid abuse and misuse often involve manipulation of the product to obtain greater plasma levels more quickly than
taking the intact oral formulation. Manipulation of most ER opioid formulations can result in greater exposure to the drug
than intended, leading to an increase in the risk of serious medical outcomes or death compared to abuse of intact oral
formulations.8 In 2015, the Food and Drug Administration (FDA) released Guidance for Industry regarding the
development of abuse-deterrent opioid formulations (ADFs). Their stated goal was to create opioid formulations
designed to deter abuse by making the formulation more resistant to manipulation and making abuse of the manipulated
product less attractive or less rewarding.9 Industry responded by developing formulations aimed at targeting known or
expected routes of abuse, such as crushing for oral use or insufflation, or dissolving to inject.10

Initial in vitro, pharmacokinetic, and human abuse potential studies have demonstrated that ADFs differ in the degree
to which they are resistant to manipulation.10 More recent studies aimed at better understanding the real-world
implications of ADFs (Real-World Evidence studies or RWE) support findings from these earlier studies. The large
national studies demonstrated differences in misuse, abuse, and diversion rates among ADF ER opioids.11,12 Still, the
economic implications of these findings have not been further elaborated. There is also a lack of studies directly
comparing different formulations of the same medication, and this may be the most accurate way to measure the impact
of ADF formulations.

The analysis of healthcare costs related to the treatment of chronic pain with ADF medications in the real-world
setting would help provide essential evidence on the cost-effectiveness of these drugs among chronic pain patients.
Therefore, the primary aim of the current analysis was to compare the economic outcomes of the two ADF ER opioids,
Xtampza ER vs OxyContin, among non-cancer chronic pain patients who transitioned from IR to ER oxycodone
treatment.

Methodology
Data Source
The retrospective study was conducted on US insurance claims data from the IBM® MarketScan® Commercial Claims
and Encounters Medicare Supplemental Databases. These databases represent the largest de-identified US patient data
collection with approximately 240 million covered lives from over 300 employers and health plans across the US. The
study databases comply with the Health Insurance Portability and Accountability Act of 1996, protecting the privacy and
ensuring the confidentiality of personal data. The study used only de-identified data, thus Institutional Review Board
approval to conduct this study was not required.

Study Design
A retrospective cohort analysis was conducted using commercially insured patients’ claims, employing data from
June 01, 2015, through February 29, 2020. The patient selection process was performed between June 01, 2016, and
May 31, 2019 (see Figure 1).

Patients 18–64 years old and prescribed Xtampza ER or OxyContin during the selection window were included in the
analysis. Based on the initial prescription, patients were assigned to the Xtampza ER cohort or OxyContin cohort. The
date of the initial prescription was set as the index date. The observational period covered the timeframe from 3 months
before to 9 months after the index date. Patients were required to have continuous healthcare and pharmacy coverage
during the observational period. To select patients with long-lasting pain, patients were required to have had at least a 90-
day supply of the initially prescribed ER opioid. Additionally, at least one claim with ICD-10 codes related to chronic
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pain was required within the pre-index period. The National Drug Codes (NDCs) extracted from the corresponding
Redbook were used to identify IR opioids, Xtampza ER, and OxyContin (see Appendix Tables A1 & A2).

Patients were excluded from the study due to the following reasons:

● for having diagnostic/procedural codes for cancer or palliative care within the observational period (see Appendix
Table A3),

● for having a diagnosis of diabetic neuropathy or fibromyalgia within the pre-index period (see Appendix Table A4),
● if concomitantly using other ER opioids in the 9-month follow-up period,
● for having a gap in the health plan or pharmaceutical coverage during the observational period.

Patients’ demographic characteristics were captured on the index date, and clinical characteristics were observed
during the pre-index period, while outcomes were measured during the post-index period. Patients’ characteristics and
healthcare costs were observed and compared between Xtampza ER and OxyContin treatment cohorts.

Outcomes
Healthcare costs were measured during the 9-month follow-up period. All-cause and opioid use disorders (OUD)-related costs
were reported for the following categories: total cost, inpatient, outpatient, emergency department (ED), and outpatient
prescription cost. The OUD-related costs were calculated as the sum of costs of all claims associated with opioid abuse, opioid
dependence, opioid-induced disorders, poisoning by opioids, and adverse effects of opioids, and captured in the outpatient or
inpatient settings (Appendix Table A5), while the OUD-related prescription costs were determined based on the NDCs for
OUD-related drug prescriptions (buprenorphine, naloxone, naltrexone, and methadone). Healthcare costs represent the
amount paid by the health plan and were evaluated on a per-member basis. The cohorts of XtampzaER- and OxyContin-
treated patients were adjusted for their baseline characteristics using the propensity-score matching process. The healthcare
costs were presented for the non-matched and matched cohorts of the Xtampza ER- and OxyContin-treated patients.

Statistical Analysis
The differences between the cohorts were tested using the independent t-test for continuous variables and the chi-square
test for categorical variables. Results were validated using bootstrapping analysis to account for the uncertainty of the
estimates. P-values less than 0.05 were considered statistically significant.

To minimize study selection bias and adjust for confounders, patients in the Xtampza ER cohort were propensity
score-matched to those treated with OxyContin in the 1:4 matching ratio. Propensity scores were retrieved from the
multivariable logistic regression, with all relevant confounders included.

All analyses were performed in the IBM SPSS Statistics for Windows, Version 23.0. Armonk, NY.

Figure 1 Study design. Dates determining the observational period and selection period were bolded. Duration of the pre-index and post-index periods was shown in
colored boxes. Outcomes captured during the respective periods were denoted using italicized text.

ClinicoEconomics and Outcomes Research 2022:14 https://doi.org/10.2147/CEOR.S340290

DovePress
121

Dovepress Olatoke et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=340290.docx
https://www.dovepress.com/get_supplementary_file.php?f=340290.docx
https://www.dovepress.com/get_supplementary_file.php?f=340290.docx
https://www.dovepress.com/get_supplementary_file.php?f=340290.docx
https://www.dovepress.com/get_supplementary_file.php?f=340290.docx
https://www.dovepress.com/get_supplementary_file.php?f=340290.docx
https://www.dovepress.com
https://www.dovepress.com


Results
Characteristics of the Non-Matched Study Population
The mean age of the patients in both cohorts was approximately 50 years. Patients were equally distributed in sub-groups
by the health plan, and there were no significant differences between the cohorts. A substantially higher proportion of
patients treated with OxyContin resided in the North East region (10.3% vs 18.5%, p<0.001), while a higher proportion
of Xtampza ER-treated patients were located in the South region (59.3% vs 53.0%, p=0.016), see Table 1.

Observing clinical characteristics within the non-matched sample of patients, the cohorts showed significant differ-
ences in terms of the mean Charlson Comorbidity score (CCI) score (Xtampza ER=0.3 vs OxyContin=0.4, p=0.004) and
CCI sub-groups (see Table 2). However, no significant differences were seen among components of CCI score apart from
diabetes with chronic complication (Xtampza ER=0.2% vs OxyContin=1.3%, p=0.046). Regarding the mental health
disorders and conditions causing chronic pain, no significant differences were noted except for disorders of the spine
where a higher proportion of patients was noted in the Xtampza ER cohort (94.4% vs 88.9%, p<0.001).

Economic Outcomes in the Non-Matched Study Sample
The all-cause and OUD-related healthcare costs stratified by service setting in the non-matched study sample are listed in
Table 3. Significantly higher outpatient prescription costs were observed in the OxyContin cohort of patients ($7492 vs
$8754, p=0.016). The difference in the outpatient prescription costs stems from the higher ER opioid costs in the
OxyContin cohort than in the Xtampza ER cohort ($2645 vs $3141, p<0.001). Total healthcare costs were substantially
higher for the OxyContin- than the Xtampza ER-treated patients ($22,630 vs $28,386, p=0.005). Additionally, statistical
differences among the cohorts were noted in the OUD-related inpatient and OUD-related total costs (Xtampza ER=$91
vs OxyContin=$388, p=0.001; Xtampza ER=$322 vs OxyContin=$604, p=0.048, respectively).

Table 1 Demographic Characteristics of the Non-Matched Study Population

Demographic Characteristics of Patients Xtampza ER (N=464) OxyContin (N=1927) P-value*

Age, mean ± SD 49.6 (9.4) 49.8 (9.3) 0.706

Gender, n (%)

Male 201 (43.3%) 924 (48.0%) 0.073

Female 263 (56.7%) 1003 (52.0%) 0.073

Health Plan, n (%)

Comprehensive (COMP) 11 (2.4%) 67 (3.5%) 0.229

Exclusive Provider Organization (EPO) 4 (0.9%) 19 (1.0%) 1.000

Health Maintenance Organization (HMO) 47 (10.1%) 168 (8.7%) 0.340
Non-Capitated Point-of-Service (Non-Cap POS) 30 (6.5%) 116 (6.0%) 0.719

POS with capitation 3 (0.6%) 23 (1.2%) 0.454

Preferred Provider Organization (PPO) 274 (59.1%) 1193 (61.9%) 0.256
Consumer-Driven Health Plan (CDHP) 53 (11.4%) 202 (10.5%) 0.556

High Deductible Health Plan (HDHP) 32 (6.9%) 107 (5.6%) 0.267

Unknown 10 (2.2%) 32 (1.7%) 0.467

Region, n (%)

North East 48 (10.3%) 357 (18.5%) <0.001
North Central 81 (17.5%) 314 (16.3%) 0.545

South 275 (59.3%) 1022 (53.0%) 0.016
West 60 (12.9%) 227 (11.8%) 0.493

Unknown 0 (0.0%) 7 (0.4%) 0.358

Notes: *Chi-square test was performed to assess differences for categorical variables and independent t-test for continuous variables. Bold font was used to mark
statistically significant difference (p<0.05).
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Propensity-Score Matching
Patients were matched based on the pre-index characteristics using the propensity score (PS) matching technique with
matching ratio 1:4 and 0.001 caliper. Variables used in the PS matching process were selected based on Pearson’s
correlation matrix, logistic and linear regression. The following variables were controlled: region of the patients’
residence, CCI score, and spine disorders. After the PS matching process, 463 Xtampza ER-treated patients were

Table 2 Clinical Characteristics in the Non-Matched Study Population

Clinical Characteristics of Patients Xtampza ER (N=464) OxyContin (N=1927) P-value*

Charlson Comorbidity score

0 369 (79.5%) 1412 (73.3%) 0.006
1 62 (13.4%) 346 (18.0%) 0.018
2 25 (5.4%) 104 (5.4%) 0.994

3 6 (1.3%) 41 (2.1%) 0.245
4 2 (0.4%) 24 (1.2%) 0.208

Charlson Comorbidity Index, mean ± SD 0.3 (0.7) 0.4 (0.9) 0.004

Charlson Comorbidity Score Components

Myocardial infarction 3 (0.6%) 12 (0.6%) 1.000
Congestive heart failure 7 (1.5%) 34 (1.8%) 0.703

Peripheral vascular disease 4 (0.9%) 37 (1.9%) 0.161

Cerebrovascular disease 4 (0.9%) 39 (2.0%) 0.117
Dementia 0 (0.0%) 5 (0.3%) 0.590

Chronic pulmonary disease 34 (7.3%) 194 (10.1%) 0.071

Rheumatic disease 21 (4.5%) 85 (4.4%) 0.914
Peptic ulcer disease 0 (0.0%) 12 (0.6%) 0.139

Mild liver disease 4 (0.9%) 41 (2.1%) 0.085

Moderate or severe liver disease 1 (0.2%) 0 (0.0%) 0.194
Diabetes without chronic complication 32 (6.9%) 143 (7.4%) 0.697

Diabetes with chronic complication 1 (0.2%) 26 (1.3%) 0.046
Hemiplegia or paraplegia 4 (0.9%) 20 (1.0%) 1.000
Renal disease 6 (1.3%) 38 (2.0%) 0.329

Malignancy 0 (0.0%) 0 (0.0%) -

Metastatic solid tumor 0 (0.0%) 0 (0.0%) -
AIDS/HIV 1 (0.2%) 4 (0.2%) 1.000

Mental Disorders

Anxiety 82 (17.7%) 354 (18.4%) 0.727

Bipolar disorder 7 (1.5%) 41 (2.1%) 0.393
Depression 75 (16.2%) 296 (15.4%) 0.668

Sleep disorder 44 (9.5%) 177 (9.2%) 0.843

Psychosis 3 (0.6%) 17 (0.9%) 0.781
Post-traumatic stress syndrome 7 (1.5%) 28 (1.5%) 0.929

Conditions causing chronic pain

Osteoarthritis 73 (15.7%) 348 (18.1%) 0.238

Musculoskeletal disorders 321 (69.2%) 1258 (65.3%) 0.111
Low back pain 348 (75.0%) 1364 (70.8%) 0.071

Other neuropathies 229 (49.4%) 951 (49.4%) 0.999

Disorders of the spine 438 (94.4%) 1713 (88.9%) <0.001

Notes: *Chi-square test was performed to assess differences for categorical variables and independent t-test for continuous
variables. Bold font was used to mark statistically significant difference (p<0.05).
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successfully matched to 1573 OxyContin-treated patients. Demographic characteristics between the matched groups were
well balanced (see Appendix Table A6). After PS matching, no significant differences were found in either the CCI score
or its components. Also, no differences were noted in the components of mental health or chronic pain conditions
between the treatment cohorts (Appendix Table A7).

Table 3 Healthcare Costs in the Non-Matched Study Sample

Total Cost, Stratified by Service Setting, Mean (SD) Xtampza ER (N=464) OxyContin (N=1927) P-value*

Prescription cost $7492 (9098) $8754 (13,526) 0.016**
Cost of medicines used in the treatment of OUD $88 (556) $90 (571) 0.951

Buprenorphine cost $40 (304) $40 (305) 0.993

Methadone cost $0 (1) $1 (12) 0.367
Naloxone cost $48 (464) $49 (475) 0.983

Naltrexone cost $0 (0) $1 (28) 0.624

IR opioid cost $324 (1015) $356 (1156) 0.581
ER opioid cost $2645 (1905) $3141 (3171) <0.001**

Outpatient cost $8666 (17,978) $10,226 (21,287) 0.106
OUD-related outpatient cost $177 (1876) $184 (1617) 0.934

Inpatient cost $5037 (26,177) $7748 (32,404) 0.057
OUD-related inpatient cost $91 (908) $388 (3597) 0.001**

ED-related cost $1435 (4283) $1657 (5992) 0.451
OUD-related ED cost $54 (553) $32 (359) 0.418

Total cost $22,630 (37,263) $28,386 (46,188) 0.005**
OUD-related total cost $322 (2151) $604 (4443) 0.048**

Notes: *Independent t-test was performed to assess differences for continuous variables. ** Statistically significant difference (p<0.05). Bold text marks main all-cause cost
categories.

Table 4 Healthcare Costs in the Matched Study Sample

Total Cost, Stratified by Service Setting, Mean (SD) Xtampza ER (N=463) OxyContin (N=1573) P-value*

Prescription cost $7502 (9105) $8189 (11,773) 0.247
Cost of medicines used in the treatment of OUD $88 (556) $91 (562) 0.921
Buprenorphine cost $40 (304) $39 (278) 0.954

Methadone cost $0 (1) $1 (14) 0.354

Naloxone cost $48 (464) $51 (480) 0.898
Naltrexone cost $0 (0) $0 (0) -

IR opioid cost $324 (1016) $346 (1088) 0.703

ER opioid cost $2645 (1907) $3056 (2930) <0.001**

Outpatient cost $8588 (17,918) $9612 (21,069) 0.342
OUD-related outpatient cost $177 (1878) $170 (1540) 0.929

Inpatient cost $5048 (26,204) $7687 (31,959) 0.071
OUD-related inpatient cost $92 (909) $330 (3443) 0.014**

ED-related cost $1438 (4287) $1498 (5401) 0.826
OUD-related ED cost $54 (554) $26 (330) 0.300

Total cost $22,575 (37,285) $26,986 (45,128) 0.034**
OUD-related total cost $323 (2154) $525 (4366) 0.336

Notes: *Independent t-test was performed to assess differences for continuous variables. ** Statistically significant difference (p<0.05). Bold text marks main all-cause cost
categories.
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Cost-Analysis in the Matched Sample
All-cause and OUD-related healthcare costs stratified by service setting in the matched study sample are presented in
Table 4. Substantially higher total healthcare costs were demonstrated in OxyContin-treated than Xtampza ER-treated
patients ($22,575 vs $26,986, p=0.034). A significant difference between the treatment cohorts was observed in terms of
the ER opioid and OUD-related inpatient healthcare costs, which were consistently lower in the Xtampza ER cohort
($2645 vs $3056, p<0.001; $92 vs $330, p=0.014, respectively).

In contrast to the non-matched study population, outpatient prescription costs did not significantly differ between the
treatment cohorts (Xtampza ER=$7502 vs OxyContin=$8189, p=0.247), despite the substantially higher ER opioid costs
in the OxyContin cohort.

The results obtained by the bootstrapping analysis confirmed the results of the independent t-test, demonstrating that
the uncertainty of the outcome estimates did not impact the study conclusions.

Discussion
The adoption of ADF opioids represents an approach to manage abuse, misuse, and diversion of opioids while providing
pain control for people who suffer from chronic moderate-to-severe pain. To our knowledge, this is the first study that
provides real-world insight into the comparative healthcare costs of two ADF opioids with the same active compound but
different abuse-deterrent properties.

While OxyContin and Xtampza ER are both ADF formulations of ER oxycodone, their technologies differ, as does
their FDA-approved labeling. OxyContin is a hard tablet formulation that uses INTAC technology to impart a hard shell,
along with a compound that gels upon exposure to liquid. Xtampza ER is a microsphere-in-capsule formulation that uses
DETERx technology to impart both ER and ADF properties to each individual microsphere (~300 microns in diameter).
Both Xtampza ER and OxyContin have FDA-approved labeling stating in vitro data demonstrate that they have
physicochemical properties expected to make abuse by injection difficult as well as language around in vitro studies
demonstrating resistance to certain types of manipulation. They also have labeling stating that Human Abuse Potential
studies demonstrate the formulations are expected to reduce abuse via the intranasal route. Their labeling differs,
however, in that Xtampza ER is also expected to reduce abuse via the oral route. Further, in human pharmacokinetic
studies, when crushed or chewed, Xtampza ER does not dose dump (ie, it is bioequivalent to Xtampza ER intact),
whereas OxyContin, when crushed or chewed, exhibits dose-dumping (ie, is bioequivalent to IR oxycodone).13,14 The
differences in formulation and, thus, labeling may have implications for abuse in the real world.

Postmarketing, RWE data have begun to elucidate how manipulation-resistance demonstrated within the FDA-
approved labeling (in vitro, pharmacokinetic, and Human-Abuse Potential studies) is reflected in real-world abuse,
misuse, and diversion. Postmarketing studies have reported continued manipulation of OxyContin for abuse. In one
study, one-third of people who abuse OxyContin managed to manipulate the drug and circumvent the ADF formulation.15

In a separate study, one-fifth of patients continued intravenous abuse of OxyContin after reformulation.16

Two additional studies have demonstrated data in support of continued OxyContin abuse, misuse, and diversion.
One recent analysis used the National Addictions Vigilance Intervention and Prevention Program (NAVIPPRO)
Addiction Severity Index–Multimedia Version (ASI-MV) to understand rates of past 30-day non-medical use (NMU)
in individuals entering substance abuse treatment. The researchers found lower rates of NMU for Xtampza ER
compared with other ER ADF oxycodone (99% ADF OxyContin and Authorized Generic). This was true at both the
population and drug utilization levels and was maintained over a 3.5-year time period ending Q4 2019. Further,
Xtampza ER had lower rates of non-oral manipulation, including insufflation and injection, than did the other ER ADF
oxycodone group.11

A second postmarketing RWE study collected abuse, misuse, and diversion data over a 3-year time period (ending Q2
2019) from the Researched Abuse, Diversion and Addiction-Related Surveillance (RADARS®) System. This system
utilizes a mosaic approach to detect multiple different misuse, abuse, and diversion signals. Across nearly all systems, the
researchers found lower rates of abuse and misuse of Xtampza ER compared with other ADF ER opioids (Reformulated
OxyContin represented 88% of the utilization among this group during the study period). In addition, rates of diversion
of Xtampza ER were lower than for other ADF ER opioids.12 Although it was not a specific aim of this study, future
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research might help to uncover additional medical utilization costs associated with formulations more attractive for
diversion by those who might seek to borrow, buy or steal opioids that are prescribed to the person with pain. For
example, clinical experience has shown that having one’s medication stolen could lead to withdrawal in the person for
whom the prescription was intended. This could, in turn, lead them to an emergency Department to seek treatment and
might even require inpatient admission. Undoubtedly there are other complications that could arise in the wake of people
with pain finding themselves unexpectedly missing their supply of medications.

Numerous studies have explored the economic impact and cost-effectiveness of ADFs. A hypothetical 2-year model
analyzed the budget impact of the introduction of an ADF morphine formulation, incorporating real-world evidence on
misuse/abuse rates, healthcare resource use, and costs. Based on the model conclusions, adding the ADF morphine
formulation to formulary resulted in decreased abuse-related healthcare costs by over half-million dollars over 2 years.
The savings offset the initially higher cost of the ADF drug prescription.17

Similar findings were presented in a real-world retrospective analysis of insurance claims that found that the
implementation of ADFs resulted in a substantial reduction in all-case and OUD-related hospitalizations and ED visits.
The healthcare cost reduction offsets the increased pharmacy costs for the novel formulations.18

In 2017, the Institute for Clinical and Economic Review assessed the clinical effectiveness and cost-effectiveness of
10 ADF opioids. Based on the report, limited evidence existed at the time on the incremental value of ADFs in reducing
opioid abuse. The report emphasized that expenditures for the use of ADF formulations are substantially higher, even
when accounting for the effect on preventing opioid misuse and abuse.19 However, this report did not include Xtampza
ER or currently available real-world evidence, and is therefore not reflective of the currently marketed ADF products, of
which there are only three.

The current study compared healthcare costs of two distinct ADF ER oxycodone formulations that differ in their
underlying technology. The possible bias in study outcomes has been minimized as the active compound in both
medications is the same. Additionally, the cohorts have been matched based on the list of thoroughly examined
confounding characteristics to lower the possibility of selection bias and confounding effect.

Analysis of insurance claims showed that Xtampza ER represents a cost-saving option for treating long-lasting
chronic pain compared to OxyContin. The mean total healthcare costs for patients treated with Xtampza ER were
substantially lower than the mean costs for OxyContin-treated patients in a real-world setting ($22,630 vs $28,386,
p=0.005) primarily due to the lower ER opioid prescription cost in the Xtampza ER cohort ($2645 vs $3141, p<0.001).
Notable differences were also observed in OUD-related inpatient and OUD-related total costs. Additionally, the
difference remained significant when outcomes were adjusted for confounders in the PS matching-controlled environ-
ment ($22,575 vs $26,986, p=0.034). Specifically, the ER opioid costs and OUD-related inpatient costs remained higher
in the OxyContin cohort, while there was no significant difference in OUD-related total costs ($323 vs $525, p=0.336).
This observation can be explained by statistical factors that may affect the comparison, such as sample size and the
variable standard deviation characteristic for cost variables.

Strengths and Limitations
Database research provides a valuable insight into real-world clinical practice and healthcare costs across the US. Therefore,
we aimed to overcome database limitations (discussed below) by employing data cleaning, careful patient selection, and
various methods to control confounders, such as propensity score matching. Limitations of the study may stem from limits of
the RWE analysis, database characteristics, and coding system disadvantages. As retrospective claims data are primarily
created for billing purposes, there are pitfalls related to this study type, including data entry errors and miscoding, gaps in
insurance coverage, duplicate or negative-cost claims. Administrative databases are limited to prescribed opioid claims, so
we could not track the use of opioids not prescribed by a healthcare practitioner or for purposes not intended by a prescriber.
The use of medication for purposes other than indicated was not captured. An additional limitation is a lack of data related to
chronic pain severity. Also, the history of OUD in the claims data was not assessed due to the relatively short pre-index
period. Finally, the retrospective analysis was conducted in the commercially insured sample of adult patients. There was
a limited representation of adolescents, older adults (≥65 years of age), the Medicare population, and Medicaid beneficiaries
in the database. Hence, our findings may not be generalizable to those populations.

https://doi.org/10.2147/CEOR.S340290

DovePress

ClinicoEconomics and Outcomes Research 2022:14126

Olatoke et al Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Conclusions
Our retrospective study demonstrated the significant benefits in regard to healthcare costs of one ADF ER oxycodone
formulation, Xtampza ER, over another, OxyContin, in the management of non-cancer chronic pain patients. Although
both medications were developed as ER oxycodone ADF formulations, this analysis reported potential significant cost
advantages with the Xtampza ER formulation. To confirm and further elucidate our findings, further studies should
consider patients’ baseline risk of abuse and chronic pain severity.

Abbreviations
ADF, abuse-deterrent formulation; ASI-MV, addiction severity index-multimedia version; CCI, Charlson comorbidity
score; CDHP, consumer-driven health plan; ED, emergency department; ER, extended release; EPO, exclusive provider
organization; FDA, Food and Drug Administration; HDHP, high deductible health plan; HMO, health maintenance
organization; IR, immediate release; NAVIPPRO, national addictions vigilance intervention and prevention program;
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