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BACKGROUND: Between August 2016 and July 2018,
three states classified gabapentin as a Schedule V drug
and nine states implemented prescription drug monitor-
ing program (PDMP) regulation for gabapentin. It is highly
unusual for states to take drug regulation into their own
hands. The impact of these changes on gabapentin pre-
scribing is unclear.
OBJECTIVE: To determine the effect of state-imposed
regulation on gabapentin prescribing for Medicare Part
D enrollees from 2013 to 2018.
DESIGN: Population-based difference-in-difference(DID)
analysis study utilizing the Medicare Part D Prescriber
Public Use File.
PARTICIPANTS: All eligible Medicare Part D prescribers
excluding those outside of the fifty states and the District
of Columbia were included in our analysis. Prescriber
data and key sociodemographic variables were organized
by state and year. States with a gabapentin schedule
change or PDMP regulation enacted before 2019 were
included in the intervention group. For the Schedule V
DID analysis, a control group of the ten highest opioid-
prescribing states was used.
INTERVENTIONS: States with gabapentin schedule
changes or PDMP regulation before January 1, 2019,
were included and compared to control states that did
not implement these policies.
MAIN MEASURES: Total days’ supply of gabapentin per
enrollee per year was the primary outcome variable.
KEY RESULTS: The mean total days’ supply of gabapen-
tin per enrollee increased 41% from 19.71 to 27.81 total
days’ supply per enrollee per year between 2013 and
2018. After adjustment, Schedule V gabapentin regula-
tion resulted in a reduction of 8.37 total days of gabapen-
tin prescribed per enrollee (95% confidence interval of −
10.34 to − 6.39). In contrast, PDMP regulation resulted in
a reduction of 1.01 total days of gabapentin prescribedper
enrollee (95% confidence interval of − 1.74 to − 0.29).
CONCLUSIONS: Classifying gabapentin as a Schedule V
drug results in substantial reduction in total days pre-
scribed whereas PDMP regulation results in modest re-
duction.
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INTRODUCTION

Gabapentin was first approved for use in the USA in 1993 as
an adjunct therapy for partial seizures in adults.1,2 It has since
been approved by the US Food&Drug Administration (FDA)
for partial seizure adjunct therapy in children, and postherpetic
neuralgia. However, gabapentin is frequently prescribed off-
label for all types of pain and co-administered with opioids in a
variety of health-care settings.3–6 From 2013 to 2018, gaba-
pentin prescriptions increased dramatically from 44 million
prescriptions per year to 67 million prescriptions per year
making gabapentin the 6th most commonly prescribed drug
in the USA in 2018.7,8

Gabapentinoids are prescribed off-label for a wide variety of
disorders such as neuropathic pain, fibromyalgia, alcohol with-
drawal, insomnia, migraine, mania, and bipolar disorder.9,10 In
addition, gabapentinoids are increasingly used in combination
with or as an alternative to opioids for all pain types.11–13 As
off-label use of gabapentinoids in the treatment of pain has
expanded, the risks of gabapentin to patients are increasingly
becoming apparent. In 2019, the US Food and Drug Adminis-
tration (FDA) published a statement requiring new manufactur-
er warnings for the risk of respiratory depression and increased
risk of opioid overdose and death associated with co-use of
gabapentinoids and opioids.14–16 While serious harm and ad-
verse events reported with gabapentin are often at doses far
exceeding recommendations, gabapentin is not without risk at
therapeutic doses. The risk of gabapentinoid and opioid co-use
in the Medicare population was investigated, showing an in-
creased risk of overdose for co-users, regardless of dosage, that
equates with high-dose opioid consumption.17 Reports of gab-
apentin misuse describe effects of relaxation, euphoria, dissoci-
ation, and sedation, especially at higher doses.18,19 There have
also been reports of withdrawal when high doses are abruptly
halted and evidence of diversion due to the ease of obtaining
gabapentin.3,6,10,20–22 Gabapentin is increasingly prescribed in
the geriatric population where the risk of side effects is greater,
and multiple comorbidities make it more difficult to recognize
the adverse effects.23

In response to surging off-label use of gabapentin and
increasing awareness of the medication risks, several states
have taken the highly unusual step of passing state-specific
regulations for gabapentin. In 2017 and 2018, Kentucky,
Tennessee, and West Virginia passed laws classifying gaba-
pentin as a Schedule V drug due to abuse potential, risk of
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overdose, and death.24–28 In contrast, between 2016 and 2018,
Kansas, Massachusetts, Minnesota, Nebraska, New Jersey,
North Dakota, Ohio, Virginia, and Wyoming required gaba-
pentin to be included in their states’ Prescription Drug Mon-
itoring Program (PDMP). The impact of these state policies
moving beyond FDA and Drug Enforcement Association
(DEA) regulation is unclear. The objective of this study is to
evaluate the effects of state-specific gabapentin legislation on
gabapentin prescribing in the Medicare Part D enrollee
population.

METHODS

Data Source

We used data from the Centers for Medicare & Medicaid
Services (CMS) Part D Public Use File that included all
gabapentin prescriptions written by providers and filled on
behalf of Medicare Part D enrollees for the years 2013 through
2018.29 The dataset included all enrollees who received gab-
apentin from a prescriber in the 50 states and the District of
Columbia. We excluded prescribers located in US territories.
In 2018Medicare Part D beneficiaries comprise 70% of Medi-
care enrollees, and 70% of these enrollees are age 65 or
greater.30 Data from providers who wrote fewer than ten
gabapentin prescriptions or fewer than fiftyMedicare prescrip-
tions in a given year of the study period were suppressed from
the dataset for patient privacy purposes. Gabapentin prescrip-
tions were sorted by state generating one record per state per
year for total gabapentin claims and total gabapentin days’
supply. We weighted states by population size using US
Census data. We excluded pregabalin in our study as
pregabalin is already a federal Schedule V controlled sub-
stance, still patented, more expensive, and comprised only
12.6% of overall gabapentinoid prescriptions in this dataset.

Variables

Our primary outcome was the total days’ supply of gabapentin
per enrollee per state. CMS defines total days’ supply as the
“aggregate number of day’s supply for which this drug was
dispensed.”31FDA-approved gabapentin dosing ranges from
300 to 3600 mg, with a wide range of doses depending on the
indication. Off-label dosages may also be highly variable. Our
secondary outcomes were total gabapentin claims per enrollee
and total gabapentin days’ supply per claim.
We included state-level covariates from the US Census

American Community Survey data from 2013 through 2018
including median age, sex, and race (percent non-Hispanic
white, percent non-Hispanic black, percent Asian or Pacific
Islanders, and percent race not classified).32 We used the
National Survey on Drug Use and Health (NSDUH) data from
2013 through 2018 to obtain state-level rates of alcohol use in
the past month (age 12 or older estimate), tobacco use in the
past month (age 12 or older estimate), nonmedical use/misuse

of pain relievers in the past year (age 12 or older estimate), and
serious mental illness in the past year (age 18 or older esti-
mate) for each year of our study period.33 NSDUH data for
nonmedical use of pain relievers was not available for 2015
and was therefore not included in the analysis.
We compared two interventions including (1) class V

scheduling of gabapentin and (2) gabapentin inclusion in the
state PDMP using a control group of similar states. The
Schedule V change for gabapentin was implemented in three
states including Kentucky, Tennessee, and West Virginia
(Table 1). These three states were all among the top quartile
for opioids prescribed per 100 persons according to the 2018
National Institute on Drug Abuse; therefore, we used a control
group of 10 states also in the top quartile for opioid prescribing
(Alabama, Arkansas, Georgia, Indiana, Kansas, Louisiana,
Missouri, Mississippi, Oklahoma, South Carolina).34 This
control group was intended to assess prescribing outcomes in
states with comparable environments, as the link between
opioid abuse and gabapentinoids has been well de-
scribed.3,21,35 The gabapentin PDMP regulation group includ-
ed nine states that enacted legislation that took effect before
December 31, 2018, including Kansas, Massachusetts, Min-
nesota, Nebraska, New Jersey, North Dakota, Ohio, Virginia,
andWyoming (Table 1). We compared the gabapentin PDMP
regulation group to a control group consisting of all other
states with no PDMPor scheduling regulations for gabapentin.
These intervention and control groups had similar rates of
opioid prescriptions per enrollee.

Statistical Analysis

We developed DID models for each of intervention. To assess
the suitability of a DID model, pre-trend analyses were
graphed showing the unadjusted mean days’ supply of gaba-
pentin per enrollee and claim for each cohort from 2013 to
2018 (Figs. 1, 2, 3, and 4). We conducted visual pre-trend
analysis to show that this assumption is met by relatively
similar slopes for pre-trend time periods (2017 for the Sched-
ule V cohort and before 2016 for the PDMP cohort). The first
model assessed the effect of Schedule V gabapentin regulation

Table 1 Summary of Gabapentin Policy Changes 2013–2018

State Policy start
date

Gabapentin policy type

Kansas 7/25/2017 PDMP Reporting for Gabapentin
Kentucky 3/3/2017 Schedule V Classification of

Gabapentin
Massachusetts 8/1/2017 PDMP Reporting for Gabapentin
Minnesota 8/1/2016 PDMP Reporting for Gabapentin
Nebraska 1/1/2018 PDMP Reporting for Gabapentin
New Jersey 5/7/2018 PDMP Reporting for Gabapentin
North Dakota 8/1/2017 PDMP Reporting for Gabapentin
Ohio 12/1/2016 PDMP Reporting for Gabapentin
Tennessee 7/1/2018 Schedule V Classification of

Gabapentin
Virginia 2/23/2017 PDMP Reporting for Gabapentin
West Virginia 6/7/2018 Schedule V Classification of

Gabapentin
Wyoming 7/1/2017 PDMP Reporting for Gabapentin
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on prescribing rates by a DID regression comparing the total
days’ supply of gabapentin, total gabapentin claims per Medi-
care Part D enrollee, and total days per claim. This model
compared states with Schedule V regulation in place during
the study period to a control group with no gabapentin regu-
lation. The second model assessed the effect of gabapentin
PDMP regulation on prescribing rates by a DID regression
comparing the total days’ supply of gabapentin, total gaba-
pentin claims per enrollee, and total days per claim in states
with PDMP regulation to a control group with no gabapentin
regulation. Both models adjusted for time of regulation, sex,
race, ethnicity, year, age, and each state’s rate of serious
mental illness, tobacco use, alcohol use, and pain medication
misuse/abuse. We accounted for the timing of regulation by
appointing states values between 0 and 1 for each year of the
study period that either Schedule V or PDMP regulation was
in effect.36 Where 0 represented no regulation, 1 represented

regulation in place for an entire year, and a value between 0
and 1 represented the fraction of a year that each regulation
was in place. For example, a state that passed regulation taking
effect on July 1, 2017, was appointed a value of 0 for 2016,
0.504 for 2017, and a value of 1 for 2018.
We also analyzed gabapentin-prescribing patterns by pre-

scriber specialty for the Schedule V and PDMP intervention
cohorts. All gabapentin prescribers were organized into five
specialty categories: primary care, anesthesia/pain, neurology,
medical & surgical specialties, and other prescribers. the pri-
mary care group included general medicine, internal medicine,
family medicine, geriatric medicine, and pediatric medicine
prescribers. The anesthesia/pain group included anesthesia,
pain management, and physical & rehabilitation medicine.
The medical & surgical specialty group included all other
physician specialties. The other prescribers group included
trainees and mid-level prescribers. These categorizations were

Figure 1 Schedule V regulation states vs. control states’ unadjusted mean days’ supply of gabapentin prescribed per Medicare Part D enrollee
from 2013 to 2018

Figure 2 Schedule V regulation states vs. control states unadjusted mean days’ supply of gabapentin prescribed per Medicare Part D claim
from 2013 to 2018
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selected after considering the indications for gabapentin, the
volume of prescribers in each specialty, and after conducting
primary analyses to assess rates of prescribing for each CMS-
designated specialty code during the study period.
Statistical analyses were performed using SPSS Version 27

(SPSS, Chicago, IL, USA) from April 2021 to June 2021. We
used multivariate linear regression models for each function
performed. The Wayne State University Institutional Review
Board exempted the study from board approval and informed
consent because this study was not considered human subject
research. The authors adhered to the STROBE observational
study guidelines.37

RESULTS

Our dataset included 531,780 gabapentin prescribers.
Over the 6-year period, there were 5,761,798,472 total
days’ supply of gabapentin prescribed to Medicare Part

D enrollees via 143,737,549 claims submitted by pre-
scribers with an average of 40.09 days prescribed per
claim. The mean total days’ supply of gabapentin per
Medicare Part D enrollee increased 41% (from 19.70 to
27.81 total days’ supply per enrollee per year) over the
6-year period of our study, and the mean total claims
per enrollee increased 26% (from 0.53 to 0.67 claims
per enrollee per year).

Schedule V Regulation

When we compared states with gabapentin Schedule V regu-
lation to a control group in a DID regression analysis
(Table 2), we estimated a decrease of 8.37 total days’ supply
of gabapentin per enrollee per year (95% confidence interval
(CI) of − 10.34 to − 6.39). When we compared the Schedule V
regulation group to the control, we found a decrease of 0.10
claims per enrollee (CI − 0.15 to − 0.05) and a decrease of 4.85
total days per claim (CI − 5.95 to − 3.74).

Figure 3 PDMP regulation states vs. control states unadjusted mean days’ supply of gabapentin prescribed per Medicare Part D enrollee from
2013 to 2018

Figure 4 PDMP regulation states vs. control states unadjusted mean days’ supply of gabapentin prescribed per Medicare Part D claim from
2013 to 2018
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PDMP Regulation

States that added new gabapentin PDMP regulation during our
study period from 2013 to 2018 were compared to a control
group in a regression analysis model to generate DID esti-
mates (Table 2). We estimated a decrease of 1.01 total days’
supply of gabapentin per enrollee per year (CI of − 1.74 to −
0.29) with gabapentin PDMP regulation. When we compared
the PDMP intervention group to the control, we also found a
decrease of 0.01 claims per enrollee (CI − 0.03 to 0.006) and a
decrease of 0.89 total days per claim (CI − 1.57 to − 0.20).

Specialty Data

Prescribers were categorized into five designated groups: pri-
mary care, anesthesia/pain, neurology, medical & surgical
specialties, and other prescribers. Our analysis included
217,729 primary care prescribers, 21,959 anesthesia/pain pre-
scribers, 17,108 neurology prescribers, 115,673 medical &
surgical specialty prescribers, and 159,311 other prescribers.
These groups were used to assess DID estimates for total days
prescribed and claims per enrollee for the Schedule V and
PDMP regulation cohorts using the same control groups as our
previous models (Table 3). We found that the largest changes
in prescribing were in the primary care and other prescriber
groups in the Schedule V cohort. The DID estimate for pri-
mary care in the Schedule V cohort was a decrease of 5.68
total days per enrollee (CI − 7.04 to − 4.31) and 0.070 claims
per enrollee (CI − 0.11 to − 0.04). The DID estimate for other
prescribers in the Schedule V cohort was a decrease of 2.20
total days per enrollee (CI − 3.41 to − 0.99) and 0.03 claims
per enrollee (CI − 0.07 to 0.001).
In the PDMP regulation DID analysis, there was an esti-

mated decrease of 0.73 total days’ supply of gabapentin in the
primary care cohort (CI − 1.20 to − 0.26).

DISCUSSION

We found widespread and escalating gabapentin prescribing
in the Medicare Part D population. In 2018, gabapentin

prescriptions accounted for an average of 27.81 days per
enrollee per year, a 41% increase from 2013. Our findings
indicate that Schedule V changes to gabapentin implemented
in three states significantly reduced gabapentin prescribing
behavior in Medicare Part D enrollee prescribers. In contrast,
we found a modest decrease in gabapentin prescribing for
states that implemented PDMP regulation.
It is unusual for states to take drug regulation into their own

hands. While prescription drug monitoring has been a state
issue for many years, drug scheduling is typically conducted at
the federal level. Gabapentin is not currently classified as a
controlled substance by any federal organization. Further-
more, much of the state-specific regulation regarding other
scheduled drugs is on the topic of drug crimes whereas these
laws for gabapentin are intended to curb distribution by pre-
scribers as a state-specific response to the role gabapentinoids
play in the opioid epidemic.35 Our data shows that states with
the greatest rates of gabapentin prescribing are the same states
that have high rates of opioid prescribing.5 Others have sug-
gested that gabapentin abuse potential stems from the wide
variety of off-label uses as well as a shift towards prescribing
gabapentinoids as an opioid alternative.4,5,10

Whereas PDMP regulation alone provides a form of over-
sight to monitor gabapentin prescribing, Schedule V regula-
tion for gabapentin has a greater impact on prescribers, phar-
macies, and patients. Schedule V drugs are typically defined as
those with a low potential for abuse and include drugs with
low quantities of opioids. In the state of Kentucky, prescribers
without a DEA license are unable to prescribe gabapentin after
it was classified as a Schedule V controlled substance.38 This
licensing requirement is part of the state’s Controlled Sub-
stances Act which had the greatest impact on mid-level prac-
titioners who may not have a DEA license. Kentucky pre-
scribers are also required to use controlled substance security
prescription pads or certified secured electronic prescriptions
for gabapentin. In all three states with Schedule V gabapentin
regulation, prescription, and dispensation data is added to each
state’s PDMP. Pharmacies are required to monitor the gaba-
pentin inventory more closely and follow controlled substance
requirements for storage and disposal and must also follow

Table 2 Difference-in-Difference Results Showing Changes in Gabapentin Prescribing After Implementing Regulation for Schedule V and
PDMP Cohorts. Difference Values Based on Raw Gabapentin Prescribing Data 2013–2018, and DID Estimates Comparing Control and

Intervention Groups After Accounting for Covariates

Schedule V regulation cohort Control states
(n = 10)

States exposed to policy
(n = 3)

Difference-in-differences
estimate

2013 2018 Difference 2013 2018 Difference Estimate 95% CI

Total days per enrollee 24.23 34.74 10.51 30.30 36.34 6.04 − 8.37 − 10.34 to − 6.39
Claims per enrollee 0.66 0.85 0.19 0.84 1.00 0.16 − 0.10 − 0.15 to − 0.05
Total days per claim 36.75 40.90 4.15 36.19 36.36 0.17 − 4.85 − 5.95 to − 3.74
PDMP regulation cohort Control states

(n = 39)
States exposed to policy
(n = 9)

Difference-in-differences
estimate

2013 2018 Difference 2013 2018 Difference Estimate 95% CI
Total days per enrollee 19.07 27.38 8.31 18.94 26.84 7.90 − 1.01 − 1.74 to − 0.29
Claims per enrollee 0.51 0.65 0.14 0.51 0.66 0.15 − 0.014 − 0.03 to 0.006
Total days per claim 37.73 42.43 4.70 37.22 40.56 3.34 − 0.89 − 1.57 to − 0.20
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federal limitations on refill and partial fill rules for gabapentin.
Schedule V regulation also increases penalties for illegal pos-
session and intent to manufacture or distribute gabapentin by
unauthorized individuals.39

Federal law does not limit the quantity or number of refills
of Schedule V controlled substances, but some states and
health insurance companies place limits. In Kentucky, Ten-
nessee, and West Virginia, Schedule V controlled substances
cannot be prescribed with more than five refills and prescrip-
tions cannot be filled more than 6 months after they were
written.24,27,40 We observed that a substantial proportion of
the overall decrease seen in Schedule V states occurred as a
result of fewer days prescribed per prescription claim. These
findings may be a consequence of prescribers writing shorter
prescriptions or pharmacists limiting the quantity prescribed.
In addition to each state’s controlled substance laws, the
additional awareness and caution that state legislators, profes-
sional associations, and the media placed on gabapentin may
have also contributed to the observed changes in prescribing
behavior.24,35

Prescribers are at a crossroads as this recent gabapentin
regulation is largely a reflexive response to the opioid
epidemic. Many have suggested that the increased gaba-
pentin prescribing rates are likely a response to a strong
emphasis on the reduction and elimination of opioid pre-
scriptions.6,23,41 When we examined gabapentin prescrib-
ing in specialty-specific cohorts, we observed that the
greatest reduction in gabapentin prescribing with Schedule
V legislation occurred in primary care; however, we ob-
served increased prescribing by pain/anesthesia providers.
Gabapentin was recommended as a component of multi-
modal anesthesia for the management of perioperative pain
in the 2016 guidelines from a consortium of professional
societies including the American Pain Society, the Ameri-
can Society of Regional Anesthesia and Pain Medicine,
and the American Society of Anesthesiologists.13 These

guidelines may help to explain our findings showing the
anesthesia/pain group with an increased total days’ supply
of gabapentin in our analysis. In addition, some patients
receiving gabapentin from a primary care provider before
these regulations were enacted may be seeing pain special-
ists for gabapentin prescriptions.
It is important to recognize that new regulation and pre-

scribing restrictions may also impact patients who rely on
gabapentin to manage chronic pain conditions such as trigem-
inal neuralgia, neurologic diseases, and seizure disorders,
among other conditions.5,12 Patients in states with Schedule
V regulation may require more frequent visits to their health-
care providers and pharmacy. In addition, prescribers and
pharmacists may be hesitant to prescribe and dispense higher
quantities of gabapentin to these patients due to this regulation.
Since the period of our study, three additional states, North

Dakota, Michigan, and Virginia, have implemented Schedule
V regulation, and two states, Illinois and Utah, added state-
mandated PDMP requirements for gabapentin. As states con-
tinue to implement their own specific gabapentin regulations,
it is important to evaluate the effect of public health interven-
tions, regulation, and policy on prescribing behavior. Our data
support that this policy is effective at lowering rates of gaba-
pentin prescribing in the Medicare Part D enrollee population.
To support the national imperative to reduce gabapentin pre-
scribing, the FDA may consider changing the federal gaba-
pentin schedule classification to Schedule V.

Limitations

There are many limitations to consider before drawing con-
clusions from our findings. The population included all Medi-
care Part D prescribers who wrote at least ten gabapentin
prescriptions for one or more of the years included in our
study period. Data from prescribers writing fewer than ten
prescriptions was suppressed. Location data is based on

Table 3 Difference-in-Difference Results for Medical Specialties Sub-analysis of Schedule V and PDMP Cohorts. Difference Values Comparing
Raw Gabapentin Days Supply for Each Prescriber Group in 2013–2018, and DID Estimates Comparing Control and Intervention Groups

After Accounting for Covariates

Schedule V regulation cohort Control states
(n = 10)

States exposed to policy
(n = 3)

Difference-in-differences
estimate

2013 2018 Difference 2013 2018 Difference Estimate 95% CI

Primary care total days per enrollee 15.60 20.57 4.96 18.09 19.97 1.87 − 5.68 − 7.04 to − 4.31
Anesthesia/pain total days per enrollee 1.66 2.21 0.55 1.79 2.27 0.48 0.57 0.10 to 1.03
Neurology total days per enrollee 1.50 1.64 0.14 1.73 1.59 − 0.14 − 0.28 − 0.44 to − 0.13
Medical & surgical specialties total days per
enrollee

3.08 3.59 0.51 3.30 3.29 − 0.01 − 0.65 − 0.95 to − 0.35

Other prescribers total days per enrollee 2.42 6.34 3.92 5.38 9.22 3.84 − 2.20 − 3.41 to − 0.99
PDMP regulation cohort Control states

(n = 39)
States exposed to policy
(n = 9)

Difference-in-differences
estimate

2013 2018 Difference 2013 2018 Difference Estimate 95% CI
Primary care total days per enrollee 12.03 16.08 4.06 12.07 15.80 3.72 − 0.73 − 1.20 to − 0.26
Anesthesia/pain total days per enrollee 1.12 1.47 0.35 0.90 1.13 0.23 − 0.10 − 0.21 to − 0.012
Neurology total days per enrollee 1.29 1.42 0.12 1.31 1.51 0.20 − 0.04 − 0.11 to 0.022
Medical & surgical specialties Total days per
enrollee

2.16 2.62 0.47 2.05 2.53 0.48 − 0.07 − 0.18 to 0.040

Other prescriber total days per enrollee 2.47 5.78 3.31 2.61 5.72 3.11 − 0.07 − 0.42 to 0.29
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prescriber location; therefore, prescriptions written in one state
may have been filled and consumed in another state. The data
source limited our ability to identify doses and concentrations
of gabapentin prescribed, and we did not calculate clustered
standard errors based on the prescriber. Further investigation
of gabapentin prescribing and its effects on patients would
improve our understanding of this issue. Due to the nature of
our data source, we were unable to track the frequency of
primary care, specialty care, or emergency department visits
for our patient cohorts, to assess changes that may have
resulted from gabapentin regulation. While our data demon-
strates changes in gabapentin prescribing in the Medicare Part
D population, we cannot determine whether those changes
influenced overall patient outcomes and further study is need-
ed to determine the benefit/drawbacks of gabapentin regula-
tion on this population. Finally, our data is limited to the
Medicare Part D population.

CONCLUSIONS

Gabapentin is one of the most prescribed drugs in the USA
and is commonly used off-label. However, the adverse effects
of gabapentin are increasingly being recognized leading some
states to target gabapentin for state-specific regulation. We
demonstrate that implementation of Schedule V controlled
substance regulation significantly reduces gabapentin pre-
scribing and causes a reduction in total days’ supply per
enrollee and days per claim. In contrast, we demonstrate
minimal impact on gabapentin prescribing in states that added
gabapentin PDMP regulation.
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