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Abstract

Objectives:

Medication prescribing information provides guidance to healthcare providers on how to prescribe a drug

properly. Oftentimes patient factors in addition to the prescribing information are considered when selecting

medications. Utilizing real-world pharmacy and medical claims data, this study assessed US practitioner

prescribing practices of US approved transdermal buprenorphine system (BTDS) in relation to BTDS’s full

prescribing information (FPI) as well as the relationship between patient factors and initial BTDS dose.

Research design and methods:

Patients aged �18 years initiating BTDS between 1 January 2011 and 30 November 2011 were identified

in the IMS Pharmacy and Private Practitioner Medical Claims databases. The index date was defined as the

first filled BTDS prescription. Demographics, chronic pain-related medical conditions in the 12 months pre-

index and prior medication use in the 6 months pre-index were assessed. Initial BTDS dosing strength,

receipt of approved initial BTDS dose per the FPI, and concomitant medications were assessed in the post-

index 6 month period.

Results:

The study included 10,457 patients newly treated with BTDS. The majority of patients were female (69.9%)

with a mean (�SD) age of 54.5 (�15.2) years. Within the 6 months prior to the index BTDS prescription,

91.7% of the patients used opioids. Overall, 48.9% of patients were prescribed the FPI approved BTDS

dose. When stratified, 73.5% of opioid-naı̈ve patients received the FPI approved initial dose compared to

46.0% of those with prior opioid experience of �80 mg morphine-equivalent daily dose. Patients on BTDS

alone (i.e. monotherapy) had a higher rate of receiving the FPI approved initial BTDS dose compared to

patients on BTDS concomitant regimens (p50.05).

Conclusions:

Practitioners demonstrated that they prescribe in accordance with BTDS’s prescribing information in the

majority of opioid-naı̈ve patients and in approximately half of opioid-experienced patients. The initial opioid

dose is a critical step in treatment, setting the stage for preventing side-effects and improving treatment

effectiveness. Understanding practitioner prescribing practices with regard to the initial dose selection of

BTDS may provide insight on how to improve outcomes of care and reduce healthcare resource utilization

and costs associated with pain management.

Limitations:

Data obtained from prescription claims reflect only the activities of prescriptions filled, not medication use or

other clinical characteristics observed by physicians when treating patients.
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Introduction

Chronic pain is widespread throughout the United States
and affects a population greater than diabetes, heart dis-
ease and cancer combined1. It has been estimated that
approximately 30% of the American public or 100 million
Americans suffer from chronic pain each day, of which
many experience chronic non-cancer pain2,3. As phys-
icians evaluate an appropriate treatment for the patient,
the undertreatment as well as overtreatment (e.g. too high
of a dose) of chronic pain can affect many aspects of a
patient’s life such as reduction in overall quality of life,
inhibition to work effectively, and interference with
normal daily activities4. In addition, chronic pain has an
effect on society, creating a drain on healthcare resources
and increasing medical costs. A recent report has indicated
that chronic pain costs approximately $560–635 billion
annually in the United States, with approximately $297–
$336 billion due to lost productivity2.

Chronic pain is a complex condition; it is not simply
a reflection of peripheral inputs or pathology but is a
dynamic reflection of central neuronal plasticity. This
plasticity profoundly alters sensitivity to an extent that it
is a major contributor to many clinical pain syndromes5.
Maladaptive pain states, including inflammatory/joint
pain, neuropathic pain, and non-inflammatory/non-
neuropathic pain often result from peripheral and central
sensitization6. As a result, achieving optimal pain manage-
ment in patients suffering from chronic moderate-
to-severe pain is a challenge. Barriers to optimal pain
management comprise both patient and healthcare
provider centric issues as well as insurance coverage and
the availability of treatment options. Individual barriers
of healthcare professionals may include: the lack of know-
ledge of current treatment options; inadequate assessment
skills; regulatory scrutiny/concerns over prescribing
controlled substances; assessment bias which can be in
the form of underassessment or a disparity between
clinician’s and patient’s ratings of pain severity; healthcare
provider time constraints and poor clinician–patient com-
munication7,8. Restrictions set forth by insurance carriers
and/or pharmacies may interfere with physician prescrib-
ing decisions and may not necessarily lead to better
outcomes.

Whatever the type of pain therapy selected, it should be
tailored to fit individual patient needs. Options to treat
chronic moderate-to-severe pain allow for individualiza-
tion of therapy, which is essential because pain is persona-
lized. This personalization leads to different choices being
made for the patient whose job consists of physical labor;
the patient who is elderly and/or taking numerous
medications for other medical conditions; and the patient
with a history of alcoholism or drug abuse. The choice of
therapy for one pain condition may not be the right choice
for other pain conditions and the right choice for one

patient is not always right for every patient. Pain manage-
ment utilizing opioids has this challenge, leaving
prescribers to tailor treatment to the needs of individual
patients thus avoiding the ‘one size fits all’ approach.

Optimal use of opioids is complex and to achieve effect-
ive analgesia one generally must identify the right opioid,
right dosing interval and right route of administration.
Guidelines and medication prescribing information have
been developed to aid in prescribing practices and achieve
opioid therapeutic effectiveness, but data regarding their
use is limited, especially for newer marketed products9–17.
A 7 day buprenorphine transdermal system (BTDS,
Butrans*) has been approved in the US for management
of moderate-to-severe chronic pain in patients requiring
a continuous, around-the-clock opioid analgesic for an
extended period of time18. BTDS is available as a 7 day
transdermal patch in three different strengths (5 mcg/hr,
10 mcg/hr, 20 mcg/hr). Transdermal buprenorphine has
been shown to be effective and safe in chronic pain
patients with low back pain and osteoarthritis as well as
in patients with neuropathic pain19–27. The BTDS’s
prescribing regimen outlined in the full prescribing infor-
mation (FPI) lists the approved initial dose based on prior
opioid experience18. Due to its relatively recent launch
(July 2010), little is known regarding US practitioner
prescribing practices of BTDS and whether practitioners
are following the FPI, as well as considering other factors
such as concomitant medications or co-morbidities
when initiating BTDS, which may lead to variance in
prescribing practices.

Previous work has identified factors that are associated
with BTDS persistence and dose modification in the US28.
In this study, the aim was to assess the consistency between
physicians’ prescribing practices and the prescribing infor-
mation outlined initial BTDS dose as well as identify
patient characteristics and factors observed in relation to
initial BTDS dosing. In addition, these factors may provide
a valuable understanding of patients with chronic pain and
is an important foundation for designing future compara-
tive and health outcomes studies of pain relief.

Methods

Database

This retrospective study utilized Health Insurance
Portability and Accountability Act 1996 (HIPAA) com-
pliant, encrypted and de-identified patient level claims
provided by IMS Health. The database is composed of
private practitioner claims (Centers for Medicare and
Medicaid Services – 1500 form) and pharmacy claims
(National Council for Prescription Drug Programs,

*Butrans is a registered trade name of Purdue Pharma, Stamford, CT, USA
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NCPDP V5.1). The private practitioner claims represent
approximately one third of all private practice visits in
the US. The prescription claims represent dispensed pre-
scriptions from approximately 50–60% of all US retail
pharmacies.

Patient selection

The database was queried for US patients with pharmacy
claims for BTDS between 1 January 2011 and 30
November 2011 (Figure 1). The index date was established
as the first filled pharmacy claim for BTDS during the
defined study period, plus a 6-month retrospective, ‘look-
back’ period to 1 July 2010. Inclusion criteria required
patients to (1) have at least one pharmacy claim for
BTDS submitted from a stable pharmacy between
January 2011 and November 2011; (2) have at least one
pharmacy claim for any use during the 6 months of the pre-
and post-index period, respectively; (3) have at least one
practitioner service claim for any reason during the
12 months of the pre-index period and the 6 months
of post-index period, respectively; (4) be at least 18 years
of age as of the index date; (5) have known information of
gender.

Patients were further classified into cohorts based
on (1) prior opioid experience and (2) concomitant medi-
cation use in the 30 days post-index date. Patients were
considered opioid-experienced if a pharmacy claim for an
opioid occurred during the pre-index period (�6 months),
otherwise they were classified as opioid-naive. Opioid

cohorts were created based on the FPI’s listed cohorts for
initial BTDS dose which consists of patients taking
530 mg morphine equivalent daily dose (MED), 30–
80 mg MED and 480 mg MED. MED was calculated
based on last opioid prescription prior to BTDS index
date. The conversion factors were based on prior published
literature12,29,30.

To categorize patients based on post-index concomi-
tant medication use, the following hierarchical approach
was used: patients were classified as opioid concomitant if
patients received BTDS and another opioid within 30 days
post-index date. If patients did not have a claim for an
additional opioid, patients were then checked for a pre-
scription claim for a nonsteroidal anti-inflammatory drug
(NSAID) within 30 days post-index. If patients did not
have a claim for a NSAID, patients were then checked
for a prescription claim for an adjuvant medication
within 30 days post-index. Adjuvant analgesics were
defined as tricyclic antidepressants, anticonvulsants,
duloxetine, milnacipran, central muscle relaxants and
local anesthetics (capsaicin and lidoderm). If patients
did not have any of these types of prescription claims
within 30 days post-index, they were classified into the
BTDS monotherapy cohort.

Study outcome measurements

Patient demographics, chronic pain-related medical con-
ditions and pain-related medication use were identified

US Market Launch of BTDS

1/1/2010 5/3/2012

Concomitant w/ Adjuvant
Analgesics

7/1/2010 1/1/2011 11/30/2011

6 months
pre-index

≥6 months
post-index

BTDS Monotherapy

Measures of Interest Pre-index:

Comparison
Comparison

Index Date
1st Pharmacy Claim for BTDS

<30 mg Oral MED

>80 mg Oral MED

30–80 mg Oral MED

1.      Patient demographics
2. Chronic pain-ralated medical
 conditions
3. Pre-index medication use for pain
 relief

Concomitant w/ Opioids

Opioid-Experienced
(any opioid use
6 months pre-index)

Opioid-Naïve
(no opioid use 6 months
pre-index)

Concomitant w/ NSAIDs

Measures of Interest Post-Index:
Index BTDS Dosing
Receipt of FPI initial BTDS dose (Yes/No)

Figure 1. Study schema.
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during the pre-index period (�6 months). In the post-
index (�6 month) period, concomitant medications,
index BTDS dosing strength and receipt of BTDS dose
were evaluated (Figure 1).

Statistical analysis

Statistical analyses were primarily descriptive in nature.
Categorical measures were reported for patient counts
(N) and percentages. Continuous variables were presented
as the mean, standard deviation and median. Appropriate
statistical tests including chi-squared test for categorical
variables and Student’s t-test or ANOVA test for continu-
ous variables were used to evaluate differences in outcomes
between comparator cohorts. An a priori alpha threshold
of 0.05 was considered statistically significant.

Results

Patient baseline characteristics

A total of 58,613 US patients were identified to have at
least one pharmacy claim for BTDS during January 2011 to

November 2011. After applying the inclusion and exclu-
sion criteria a total of 10,457 patients met the qualifying
study criteria and were analyzed (Figure 2). The majority of
patients were female (69.9%); 75.4% of the patients were
under the age of 65 years, with a mean (�SD) age of 54.5
years (�15.2). Patients were located geographically in
the South (42.7%), the largest US census region, followed
by the West (20.3%), Midwest (18.3%) and the Northeast
(16.5%). Commercial insurance, Medicare Part D,
Medicaid and other/unspecified carrier accounted for
29.4%, 10.7%, 3.9%, and 55.9% of payer types,
respectively.

Patient characteristics prior to BTDS initiation

Prior to BTDS initiation, patient medications primarily
consisted of opioids (91.7%), adjuvant analgesics
(59.0%), NSAIDs (34.7%), proton pump inhibitors
(27.9%) and oral corticosteroids (26.6%). Patients on
prior opioid treatment were generally prescribed a mor-
phine equivalent daily dose (MED) of 30–80 mg (53.4%)
(Table 1). Patients’ co-morbid conditions 12 months prior
to initiating BTDS were assessed. For the entire patient
population, the majority of patients had back pain

Patients with ≥1 BTDS claim during January 2011 and November 2011

Patients with no BTDS claims 6 months before index date

Patients at least 18 years of age and with clear gender information

Patients with ≥1 BTDS claim from stable pharmacies during January 2011 and November 2011

Patients having ≥1 professional service claim from stable practice in 12 months before and 6 months after index date, respectively

Patients having ≥1 pharmacy claim from stable pharmacy in 6 months before and after index date (excluding index date), respectively

10,457

10,465

26,369

53,637

53,637

58,613

Figure 2. Patient flowchart.
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(68.8%), followed by musculoskeletal pain (58.5%), osteo-
arthritis (40.6%), trauma (34.1%), post-surgery care
(27.3%), fibromyalgia (19.8%), limb pain (18.0%), neuro-
pathic pain (16.9%), chronic pain (16.4%), and cancer
(11.9%). In addition, opioid-experienced patients had
significantly higher rates of nearly all identified pain
conditions (except cancer) compared to opioid-naı̈ve
patients (p50.05).

Receipt of full prescribing information approved
BTDS dose

In order to understand the consistency between prescriber
practices and the FPI indicated BTDS dose, patients’
MEDs were calculated and used to group them based
on the FPI listed MED groups (e.g. 530 mg, 30–80 mg,
480 mg). A total of 7840 patients who were opioid-naı̈ve
or received prior MED dose580 mg were analyzed in order
to determine the percentage of patients who were

prescribed the FPI approved BTDS dose by their physician.
Patients who had a recorded prior MED dose480 mg were
excluded from the analysis since the FPI does not identify a
BTDS dose for this patient population18. Approximately
half (49.0%) of patients received the FPI approved initial
BTDS dose (Table 2). A majority of the opioid-naı̈ve
patients (73.5%) received the approved initial dose
versus 46.0% of the opioid-experienced patients
(p50.05) (Figure 3). Among opioid-experienced users
(n¼ 6,973), 65.4% of those previously on MED dose
530 mg received the FPI approved dose of BTDS. This
was significantly higher (p50.05) than those previously
on MED of 30–80 mg (41.1%).

Factors related to initial BTDS dose

In order to gain a better understanding of why the
dispensed strength varied from the FPI approved dose,
we analyzed a variety of patient characteristics that may

Table 1. Patient characteristics pre and post BTDS index date.

N (%) % of Patients

Initial BTDS Dose

5 mcg/hr 10 mcg/hr 20 mcg/hr

All Patients 10,457 (100%) 52.3 40 7.7
By Prior Opioid Experience

Opioid-Naı̈ve 867 (8.3%) 73.5 22.5 4.0
Opioid-Experienced 9,590 (91.7%) 50.3 41.6 8.0
Prior MED530 mg 1,390 (13.3%) 65.4 30.6 4.0
Prior MED 30–80 mg 5,583 (53.4%) 52.3 41.1 6.6
Prior MED480 mg 2,617 (25.0%) 38.3 48.5 13.2

By Index BTDS Regimen
BTDS monotherapy 2,279 (21.8%) 63.1 30.8 6.1
BTDSþ Any Concomitant Meds 8,178 (78.2%) 49.2 42.6 8.1
BTDSþ Concomitant Opioid 6,712 (64.2%) 46.6 44.8 8.7
BTDSþ Concomitant NSAIDs 483 (4.6%) 64.6 30.4 5.0
BTDSþ Concomitant Adjuvant Rx 983 (9.4%) 60.0 34.0 6.0

Chi-square test for the comparison between opioid-naı̈ve and opioid-experienced, p50.05.
Chi-square test for the comparison among three different prior MED, p50.05.

Table 2. Percentage of patients prescribed the FPI approved BTDS dose.

Prior Opioid Experience

Current Oral Morphine-Equivalent
Daily Dose (MED)

FPI Approved
Initial BTDS Dose

N % Patients Prescribed
FPI Approved Dose

All Patients �80 mg N/A 7,840 49.0
Opioid-Naı̈ve N/A 5 mcg/hr 867 73.5
Opioid-Experienced 530 mg 5 mcg/hr 1,390 65.4

30–80 mg 10 mcg/hr 5,583 41.1
�80 mg N/A 6,973 46.0
480 mg N/A 2,617 N/A

Concomitant Medications
BTDS Monotherapy N/A N/A 1,901 52.4
BTDSþ Other Opioids N/A N/A 4,752 48.0
BTDSþ NSAIDs N/A N/A 403 50.4
BTDSþ Adjuvant Rx N/A N/A 784 46.4
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have influenced the prescribed dose. Analysis of the total
population of patients initiated on BTDS revealed that
52.3%, 40.0%, and 7.7% of patients received 5 mcg/hr,
10 mcg/hr, or 20 mcg/hr as initial dose, respectively
(Table 1). To determine whether prior opioid experience
had an effect on initial dosing regimen, patients were
grouped based on prior opioid experience and the initiated
BTDS dose; 73.5% of patients classified as opioid-naı̈ve
were initiated on the 5 mcg/hr patch compared to 50.3%
of patients who were considered opioid-experienced
(p50.05). Higher initial doses were generally given to
those who were more opioid-experienced (e.g. higher
MED). For example, stratified by prior MED 530 mg,
30–80 mg, and 480 mg, analyses indicated that 65.4%,
52.3% and 38.3% of patients, respectively, were started
on the 5 mcg/hr dose (p50.05).

To determine whether concomitant medication during
BTDS initiation was a factor associated with the starting
dose, medication post-index pharmacotherapy (1 to
30 days) was assessed (Table 1). Using a hierarchical clas-
sification, 21.8% of patients started BTDS as a monother-
apy while 64.2%, 4.6%, and 9.4% of patients used
additional pain-relief medications such as additional opi-
oids, NSAIDs, or adjuvant analgesics, respectively. The
top six opioids used concomitantly with BTDS included:
hydrocodone (39.8%), oxycodone (30.0%), tramadol
(9.6%), fentanyl (4.1%), morphine (3.6%), and tapenta-
dol (3.4%).

Slightly more than half of the patients (50.7%) who
initiated BTDS with other concomitant medications initi-
ated BTDS at the higher dosage strengths (10 mcg/hr
or 20 mcg/hr). Within the concomitant sub-groups, ana-
lyses indicated that 53.5%, 35.4%, and 40.0% of patients
taking BTDS with either an additional opioid or NSAID
or adjuvant analgesics, respectively, started on a dosage
strength 45 mcg/hr, compared to 36.9% of patients
on monotherapy (p50.05). Additionally, patients on
monotherapy had a higher rate of receiving the approved

initial BTDS dosage strength compared to patients on
BTDS and other concomitant regimens (p50.05)
(Table 2).

Discussion

In this retrospective cohort analysis, the consistency
between US practitioner prescribing and BTDS’s FPI
initial dose was evaluated. In our study, approximately
half of the patients received an initial BTDS prescription
consistent with the dose initiation paradigm described in
the FPI. Practitioners generally prescribed the FPI dose to
opioid-naı̈ve patients (73.5%) and less often to opioid-
experienced patients (46.0%). In addition, 37.2% of
opioid-experienced (�80 mg MED) patients were pre-
scribed a dose lower than the FPI outlined dose and
13.8% of both opioid-experienced and opioid-naı̈ve
patients were prescribed a higher dose. This data indicates
that there are factors in addition to prior opioid experience
that practitioners consider when initiating BTDS.

Our study identified concomitant medications as a
factor that practitioners may consider when initiating
BTDS. In addition, practitioners may be considering
other patient characteristics that are not generally cap-
tured in pharmacy claims database. BTDS is a relatively
recent addition to the armamentarium of analgesics avail-
able to practitioners to relieve moderate-to-severe pain
and information regarding its use within the United
States is limited. Practitioners may therefore rely more
on their prescribing experiences31 and on the current
opioid guidelines when deciding on BTDS initiation
dose. Guidelines stress the importance of a comprehensive
initial evaluation which entails assessing the pain (e.g.
cause of pain, severity) and prior treatment of pain (e.g.
appropriateness, adequacy, and outcomes) as well as the
effects of pain on the person’s life and function (e.g. activ-
ities of daily living, functional status). For example,
patients with differences in pain severity such as moderate

Opioid-Naïve
(n = 867)

73.5%

26.5%

41.8%46.0%

12.2%

MED = morphine equivalent daily dose; FPI = full prescribing information.

Opioid-Experienced
(≤80 mg MED)

(n = 6,973)

Lower than FPI
approved dose

FPI approved
dose

Higer than FPI
approved dose

FPI approved
dose

Higer than FPI
approved dose

Figure 3. Patients who received the FPI approved dose based on prior opioid experience.
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(4–6 on numerical rating scale [NRS] of 0–10) versus
severe (7–9 on NRS of 0–10) or pain type such as chronic
low back pain versus osteoarthritis may be prescribed dif-
ferently. In addition, it is suggested that social factors
and medical/mental health conditions are also reviewed.
This may entail an evaluation of substance abuse history,
identifying psychiatric conditions that may affect treat-
ment compliance and adherence, social history/status
(e.g. employment, marital status, social network), and
presence of medical conditions12,17,32. A study assessing
the factors associated with higher doses of opioids in a
primary care setting for lower back pain identified higher
co-morbidity as an influential factor33. In a knowledge,
attitudes, and practice study regarding management of
moderate-to-severe chronic pain with opioids, physicians
took into consideration sleeping, walking, maintaining
an independent lifestyle, and job responsibilities when
managing patients34.

Our study identified a patient population (37.2%)
that received a lower dose than outlined by the BTDS
FPI. One reason for this may be that physicians are
cautious about adverse events during the initiation and
titration period, which may result in premature discon-
tinuation. Another reason may be that they are attempting
to adhere to the well established and well promoted opioid
guidelines. Guidelines often suggest opioids be initiated
at a low dose in order to minimize the development of
side-effects, this relates to the common concept of ‘start
low and go slow’. For example, guidelines set forth by the
American Pain Society recommend opioids be started at a
low dose and titrated slowly if patients are opioid-naı̈ve;
have minimal opioid exposure or present with co-morbid-
ities such as obesity, frailty or poor general health, liver or
renal disease; or are on other medications17. Guidelines set
forth by the VA recommend starting at a lower dose in
order to gauge initial response, minimize adverse effects,
and allow patients to develop tolerance prior to making
dose adjustments12. Additionally, physicians may be trying
to switch patients from their current opioid regimen
by rotating to BTDS and utilizing its convenient route
of administration and dosing schedule. Further study is
warranted to understand why practitioners may initiate a
lower BTDS dose than the FPI approved dose.

The BTDS FPI recommends consideration of a patient’s
prior opioid experience as a factor to consider in calculat-
ing the starting dose. Possible outcomes associated with
suboptimal dosing may include inadequate pain control,
increased risk of experiencing adverse effects, poor medi-
cation persistence and an impact on patients’ quality of
life. Patients receiving lower doses than required may fail
to experience a reduction in pain control, while those
receiving higher doses than required may develop side-
effects. Variations in dosing may decrease medication
adherence, compliance and persistence, which has
shown to impact healthcare costs and resource

utilization35 as a result of increased number of visits to
doctor’s office, increased prescription writing to mitigate
side-effects, etc. All of these outcomes will inevitably
affect a patient’s overall quality of life, which includes
physical wellbeing, general health, vitality, psychological
or mental wellbeing and social functioning. Regardless of
reason for prescribing a higher or lower dose than the FPI
approved dose, it is important to monitor these patients for
both tolerance and analgesic response to avoid inadequate
treatment of their pain.

Clinical perspective

The authors suggest that prescribers do not deviate from
the prescribing instructions in the package insert. Since
BTDS is relatively new to the market, it is felt that many
prescribers might not be fully versed with the package
insert and therefore should devote the necessary time to
read and understand the full prescribing information.
Initial dose selection should follow the prescribing instruc-
tion and be guided both by the prescriber’s clinical judg-
ment and published chronic opioid therapy (COT)
guidelines17.

Study limitations

Several limitations should be considered in interpreting
the results of this retrospective claims analysis. The data
is specific to the US approved buprenorphine transdermal
patch and the prescribing practices in the US; data
may not be valid for other countries where rates of
opioid use may be different and a higher strength
(35 mcg/hr, 52.5 mcg/hr, 70 mcg/hr) buprenorphine trans-
dermal patch is approved36,37. Prescription claims data do
not explicitly state the type of pain BTDS was prescribed
for, reasons for dosage selection or why a dose other than
that indicated in the FPI was prescribed. In addition, the
study was not able to determine whether patients properly
used the medication as prescribed. Pharmacy claims data
reflect only the filling of prescriptions but not whether
the patient takes the medications as prescribed. This
limitation may have impacted the interpretation of ‘con-
comitant’ use of drugs as defined in this study. What was
defined as ‘concomitant’ use could reflect actual co-treat-
ment with BTDS and the other drug, or may reflect a
switch from BTDS to the second drug. In addition, a break-
down by the type of opioid or by product name was not
performed for those with prior opioid experience and this
may have been a factor in rotation/switching to BTDS.

Conclusion

In a real world setting, approximately half of the patients
receiving an initial BTDS prescription are prescribed an

Current Medical Research & Opinion Volume 30, Number 8 August 2014

! 2014 Informa UK Ltd www.cmrojournal.com Prescribing practices of transdermal buprenorphine in the US Pergolizzi et al. 1585



initial dose consistent with the FPI. When initiating
BTDS, practitioners may consider concomitant medica-
tions along with prior opioid experience. Based on the
evidence underlying the FPI, safety and efficacy are
likely enhanced when the FPI guidelines are followed.
Future studies should explore how initial dosing affects
medication adherence, compliance, and persistence as
well as efficacy, safety, costs, and health outcomes.
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