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Future projections of opioid use and cost  
in patients with chronic osteoarthritis  
pain in Spain
Javier Rejas-Gutierrez , Antoni Sicras-Mainar and Josep Darbà

Abstract
Background: Opioids are widely used in moderate-to-severe chronic pain which is non-
responsive to standard analgesics. Prescriptions have increased in Europe in the last decade, 
although remain lower than in USA. This work projected the future utilization and costs of 
opioids in chronic osteoarthritis (OA) pain in the Spanish National Health System (NHS).
Methods: An epidemiological model was populated with the opioid dispensing trends from 
2010 to 2019 using Spanish Medicinal Agency rates of opioid utilization in subjects over 
18 years of age and the real-world OPIOIDS study to estimate chronic-OA-pain patients 
receiving opioids. A best-fitted trend analysis model was applied estimating the likely number 
of DHD (defined daily dose/1000 inhabitants per day) to calculate projected opioid utilization 
and costs for the period 2020–2029.
Results: In 2010, an estimated 5.67 DHD were dispensed for the equivalent of 217,076 chronic 
OA pain patients per day [1.99 DHD, 76,084 refractory to non-steroidal anti-inflammatory 
drugs (NSAIDs)]. From these trends and OA prevalence, the projected number of DHDs is 
expected to increase more than threefold to 17.98 DHDs by the year 2029 for the equivalent 
of 727,356 chronic OA pain patients per day (8.18 DHD, 330,720 refractory to NSAIDs); 41.8% 
on strong opioids. The estimated cost was €116.9m (€45.0m in NSAID-refractory OA) in 2010 
rising by 222% to €376.1m (€199.7m refractory to NSAIDs) by 2029.
Conclusion: Chronic-OA-pain-related opioid dispensing and costs to the NHS are set to 
increase more than threefold from 2010 to 2029 in Spain. Using opioids for OA pain is 
concerning given disease chronicity and other related costs not computed in these  
projections.

Plain language summary 

•	� Opioids are widely used in chronic pain which is non-responsive to standard analgesics. 
Prescriptions have increased in Europe, although remain lower than in USA. 
Osteoarthritis (OA) is a degenerative joint disease usually accompanied by pain. Despite 
not recommended, opioids use in OA have been expanded because this health condition 
is increasing with ageing and, also, because physicians both primary and specialist 
boosted their use.

•	� This study aimed to quantify the current burden of opioids used for chronic moderate-
to-severe OA pain by estimating the number of defined daily doses per 1000 inhabitants 
per day (DHD) and associated costs, and to forecast the likely burden on the National 
Health System (NHS) in Spain for the years 2020–2029.

•	� In 2010, an estimated 5.67 DHDs were dispensed for the equivalent of 217,076 chronic 
OA pain patients per day. From these trends, the projected number of DHDs is expected 
to increase more than threefold to 17.98 DHDs by the year 2029 for the equivalent of 
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Introduction
Pain is defined as an unpleasant sensory or emo-
tional experience resulting from real or potential 
tissue damage.1 It is a major health problem, with 
chronic pain, which lasts longer than 3 months, 
being one of the main causes of medical consulta-
tions.1,2 More than three-quarters of patients with 
chronic pain receive drug treatment to lessen the 
intensity of pain, and two-thirds of the pain popu-
lation resort to medical visits as their main pain-
management strategy.2,3 Osteoarthritis (OA) is a 
degenerative joint disease characterized by carti-
lage deterioration and inflammation of the syno-
vial membrane in the joint, and it is accompanied 
most of the time by joint malfunction and chronic 
pain.4,5 Treatment of chronic pain in OA patients 
includes both pharmacological and non-pharma-
cological strategies.6,7 Among the pharmacologi-
cal drugs are non-opioid analgesics, opioids and 
adjuvants. Opioid drugs are a group of drugs 
characterized by selective affinity for central and 
peripheral opioid receptors by inhibiting the 
transmission of nociceptive entry and pain per-
ception.6,7 However, these drugs are not recom-
mended to treat OA pain by Osteoarthritis 
Research Society International or the American 
College of Rheumatology, among other enti-
ties.8,9 Nonetheless, these medications are widely 
prescribed for the treatment of severe acute pain, 
and also in OA patients with chronic moderate to 
severe pain that does not respond to other treat-
ments, despite mounting evidence questioning 
the benefits.10–12 Nowadays, OA prevalence is the 
highest among all rheumatological diseases.13,14 

In Spain, OA affects up to 29.4% of people aged 
40 or older,15 with pain as a core symptom in 
many patients: up to 56.5% of OA patients suf-
fered from moderate to severe pain according to 
the 2017 Spanish National Health Survey 
(SNHS).16 This health condition can have a tre-
mendous individual and socioeconomic bur-
den.17–21 According to the landmark Global 
Burden of Disease study, OA is now the 13th 
leading cause of disability worldwide.22 Using 
data from the 2017 SNHS, it has been estimated 
that chronic OA pain is a considerable source of 
burden to society and the health system; on aver-
age, patients with OA lost 35.6% of their life 
expectancy due to disability (Disability-Adjusted-
Life-Expectancy loss of 3.5 years per patient).23 
Likewise, OA exerts a significant impact on 
healthcare systems, given the substantial costs 
associated with joint replacement surgery, spe-
cialist consultation and the use of prescription 
medicines, amongst other resources, to manage 
moderate to severe pain.19–21,24 In Spain, OA 
healthcare costs were on average €2274 per 
patient per year; projecting the actual prevalence 
of OA,15 the actual national costs would be 
€11.2bn, or 0.96% of the 2017 Spanish gross 
domestic product.24

On the other hand, there was a worldwide dou-
bling in the use of opioids for pain relief between 
the years 2010 and 2019, with high levels of opi-
oid use evident in developed Western coun-
tries.25–28 Opioids have the potential to cause 
harm, both short- and long-term, in all subjects 

727,356 chronic OA pain patients per day; 41.8% on strong opioids. The estimated cost 
was €116.9m in 2010 rising by 222% to €376.1m by 2029.

•	� Chronic OA-pain-related opioid dispensing and costs to the NHS are set to increase 
substantially (threefold to more than fourfold) from 2010 to 2029 in Spain. Thus, using 
opioids for OA pain is concerning given disease chronicity, aging population and other 
related costs not computed in these projections. Our findings can inform payors and 
clinicians about ongoing discussions on appropriate analgesic management for longer-
term OA pain, including resource requirements at a national level. Clinicians who 
prescribe opioids for OA pain should consider the potential implications of side effects 
such as sedation, cognitive deterioration, incremental need of caregivers, particularly 
in older people, and carefully consider the risk–benefit balance.

Keywords:  chronic osteoarthritis pain, cost, utilization, future projections, opioids, refractory, 
Spain
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but mainly in elderly OA patients who are taking 
multiple medicines and have an increased risk of 
accidents and fractures.29 There is also a potential 
risk of dependence, overdose, and death. Despite 
limited evidence to support longer-term opioid 
use, they are habitually used to treat chronic pain 
associated with OA and non-cancer pain. In 
Spain, opioid use also doubled in the period 
between years 2010 and 2019,30 with more than 
two-thirds being prescribed by primary care phy-
sicians for OA of any joint.31

This study aimed to quantify the current burden 
of opioids used for chronic moderate-to-severe 
OA pain by estimating the number of defined 
daily doses per 1000 inhabitants per day and 
associated costs, and to forecast the likely burden 
on the National Health System (NHS) in Spain 
for the years 2020–2029.

Methods

Study design and reporting guidelines
An epidemiological longitudinal and prospective 
model was designed and populated with aggre-
gate data available in the public domain only. 
Consolidated Health Economic Evaluation 
Reporting Standards (CHEERS) reporting guide-
lines were used to write this article.32 Supplemental 
material online includes a completed CHEERS 
checklist reviewing the most critical steps carried 
out in the economic analysis.

Data sources
Data sources used to populate the epidemiological 
model included trends in opioids dispensing from 
the years 2010–2019 using Spanish Medicinal 
Agency (AEMPS) rates of opioid prescribing in 
people over the age of 18 years (see below);30 the 
real-world OPIOIDS (Outcomes in Patients usIng 
Opioids In Painful Disorders in Spain) study to 
estimate moderate-to-severe chronic OA pain 
patients receiving opioids and patients with chronic 
OA pain which is refractory to non-steroidal anti-
inflammatory drugs (NSAIDs);31,33 a study on the 
prevalence of rheumatic diseases conducted 
recently by the Spanish Association of 
Rheumatology, the EPISER study;15 and the 
Spanish Drug-Catalogue for opioid drug costs 
(Table S1 in the Supplemental material).34 
AEMPS, as a state agency attached to the Spanish 
Ministry of Health, is responsible for guarantee-
ing to society, from a public service perspective, 

the quality, safety, efficacy and correct informa-
tion regarding medicines and medical devices. To 
this end, it carries out a wide range of activities, 
including, but not limited to, the continuous 
monitoring of the safety and efficacy of medicines 
once marketed and quality control. Due to this, 
the AEMPS continuously monitors the use of opi-
oids, among other drugs, in Spain by conducting 
drug utilization or pharmacoepidemiologic stud-
ies. The prescription billing information of the 
Spanish NHS managed by the General Directorate 
of Pharmacy and Sanitary Products (DGFPS, 
acronism in Spanish) is used for these studies. 
This database contains the number of packages 
provided in community pharmacy settings under 
the NHS and is populated by the data provided by 
all the different Autonomous Communities of 
Spain. Following the recommendations of the 
World Health Organization (WHO) on Drug Use 
Studies,35 drug use has been expressed in defined 
daily doses (DDDs) per 1000 inhabitants per day 
(DHD). DDD is a technical unit of measurement 
that corresponds to the maintenance dose for the 
main indication, for a given route of administra-
tion, in adults. The DDDs of the active substances 
are established by the WHO and are published on 
the WHO Collaborating Centre for Drug Statistics 
Methodology website.35 For those active sub-
stances whose DDD has not been defined, it is 
approximated using the recommended dose in the 
literature and in the corresponding data sheet of 
the medicinal product. Official population figures 
are obtained from the National Statistics Institute 
(data from the standard municipality and census 
projections) and are available for consultation.36 
The calculation of DHDs from the number of 
packs dispensed is carried out using the following 
formula: DHD = (UV × FF × C × 1000)/(DDD ×  
Number of inhabitants × 365 days), where UV =  
packaging units sold, FF = number of pharmaceu-
tical forms per packaging and C = amount of active 
substance in each pharmaceutical form. As an 
example, a use of 20 DHD in a given year can be 
interpreted as if on each day of that year an aver-
age of 20 out of every 1000 inhabitants received a 
DDD of the medicinal product.

Model development
Opioids were defined by the international 
Anatomical Therapeutic Chemical classification 
as ‘N02A’, including both weak and strong opi-
oids, as recommended by the WHO collaborating 
centre for drug statistic methodology.28,35 
Medications included in the analyses were those 
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included in the prescription billing information of 
the Spanish NHS, managed by the DGFPS, 
listed in the ‘Nervous System-Analgesics-Opioids’ 
category and prescribed by a family medicine 
physician or a specialist exclusively in any of the 
available forms. The incidence of patients receiv-
ing opioid medications used in chronic OA pain, 
as recorded in the OPIOIDS study, was included 
in the analysis to project national opioid utiliza-
tion, both in terms of type of opioid and the per-
centage distribution used.31,33 The total number 
of dispensed opioid DHDs within the NHS in 
Spain for any reason for each financial year from 
2010 to 2019 (as reported by the AEMPS) was 
plotted in Microsoft Excel and a trend line of best 
fit was added for any opioid analysed individually. 
Lineal, logarithmic, power, exponential, quad-
ratic and cubic trend line options were explored 
to choose the best fit using R2 statistic. Projections 
were computed for a period similar to those of the 
fiscal years recorded (10 fiscal years), thus, pro-
jections were for the years 2020–2029 (inclusive). 
This approach has already been followed by other 
investigators previously.28

To estimate OA opioid consumption projec-
tions, we first projected all opioid use for any 
reason and expressed it in DHDs from the data 
provided by the AEMPS in years 2010–2019 
(Figure S1 and S2, Table S2, Supplemental 
material).30 Then, we estimated the proportion 
of DHDs corresponding to OA patients with 
moderate-to-severe chronic pain from the 
OPIOIDS study for each individual opioid drug 
dispensed in that real-world study (Tables S3–
S6, Supplemental material)31,33. As opioids 
share, in percentage, observed in the OPIOIDS 
study evolved from one year to the following, the 
opioid utilization share was projected to fiscal 
years 2020–2020 by using a trend line of best fit 
analysis using the opioid utilization share evolu-
tion observed in the OPIOIDS study. Table 1 
shows the different equations fitted with a cor-
responding R2 statistic for each opioid drug. 
Then, total opioid DHDs were calculated. Once 
DHDs values was known, both observed and 
projected, the number of OA patients taking a 
DDD in each year was estimated by multiplying 
the census in the year by the DHD value. 
Reimbursed costs for dispensed opioid prescrip-
tions were obtained from the Spanish Drug 
Catalogue (Table S7, Supplemental material).34 
DDD cost was estimated by summing the Public 
Selling Price (PSP) of each opioid weighted by 
its use in each year, both observed and projected. 

Cost data for the NHS by year was computed by 
multiplying the estimated annual projected pop-
ulation from the census in the year and the 
expected cost of each opioid DDD in that year 
using PSPs. Using the above data inputs, a final 
model was developed to forecast the likely num-
ber of dispensed opioid prescriptions for OA and 
associated costs to the NHS (reported as total 
costs) for 2020–2029. All costs are reported in 
2019 euros.

Sensitivity analysis
The uncertainty surrounding DHD projections 
in each year was managed by means of building 
a 95% probabilistic confidence interval of every 
annual DHD in the period 2020–2029. 
Probabilistic calculations were performed by 
means of a second order Monte Carlo simula-
tion using the distribution utilization probability 
of each opioid drug for every projected year. 
Distribution probabilities in the model were 
allowed to be chosen at random each time for 
the 10,000 iterations carried out. The analyses 
ran 10,000 simulations for every year of the pro-
jections. Annual persons on opioid therapy and 
cost to the NHS were computed by multiplying 
the upper and lower bound of the 95% confi-
dence interval by the estimated population in the 
year and the expected cost of each opioid DDD 
for future distribution use.

A sensitivity analysis was also undertaken to 
evaluate the potential variability around our opi-
oid dispensing estimates given alternate scenar-
ios. Alternative scenarios affecting the cost of 
opioids included using the ex-factory opioid 
price (Table S8, Supplemental material),34 a 
maximum of 10% patient co-payment of the 
opioid PSP (this is because some opioids have a 
reduced patient co-payment), reducing the tap-
entadol price by either 40% or 60% of the base 
case as well, due to its expected loss of exclusiv-
ity during forthcoming years, including daily 
cost of concomitant non-narcotic analgesia as 
per the observed data in the OPIOIDS real-
world study, using real-world opioid daily cost 
as observed in said OPIOIDS study,31,33 both at 
the public selling price and at the ex-factory 
price, and applying a 3% discount rate to the 
future cost, as per Spanish pharmacoeconomic 
guidelines.37 The expected increase of OA prev-
alence in Spain due to an aging population was 
not included to avoid double counting, since 
future projections assumed that one of the 
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reasons for the increment in opioid use could be 
due to incremental rates of OA prevalence. The 
sensitivity analysis also included subgroup anal-
yses in OA patients. These included patients 

with chronic NSAID-refractory OA pain,33 and 
both patients with chronic OA pain and those 
with pain which is refractory to NSAIDs and 
taking strong opioids only.

Table 1.  Trend line of best-fitted equations by type of opioid used in model projections.

Opioid Trend Equation R2

  Chronic osteoarthritis pain patients

Tramadol Linear y = 0.2642x + 2.073 0.992

Tramadol in combination Linear y = 0.1249x + 0.9801 0.992

Codeine + acetylsalicylic acid Linear y = 0.0007x + 0.0051 0.992

Codeine + ibuprofen Linear y = 0.002x + 0.0154 0.992

Codeine + paracetamol Linear y = 0.0085x + 0.0667 0.992

Buprenorphine Quadratic y = 0.0007x2 + 0.0146x + 0.2835 0.999

Fentanyl Exponential y = 0.7844e0.058x 0.998

Hydromorphone Exponential y = 0.0477e0.058x 0.998

Morphine Linear y = 0.0077x + 0.0908 0.992

Oxycodone Quadratic y = 0.0002x2 + 0.003x + 0.0588 0.999

Oxycodone + naloxone Quadratic y = 0.001x2 + 0.0198x + 0.3852 0.999

Tapentadol Exponential y = 0.4081e0.058x 0.998

  Moderate-to-severe chronic osteoarthritis pain refractory to NSAIDs

Tramadol Quadratic y = 0.0043x2 + 0.0521x + 0.8172 0.992

Tramadol in combination Quadratic y = 0.0013x2 + 0.0161x + 0.2525 0.992

Codeine + acetylsalicylic acid Quadratic y = 1E-05x2 + 0.0001x + 0.0019 0.996

Codeine + ibuprofen Quadratic y = 1E-05x2 + 0.0001x + 0.0019 0.992

Codeine + paracetamol Quadratic y = 8E-05x2 + 0.001x + 0.015 0.992

Buprenorphine Quadratic y = 0.0006x2 + 0.0068x + 0.1066 0.992

Fentanyl Quadratic y = 0.0014x2 + 0.0167x + 0.2618 0.992

Hydromorphone Linear y = 0.002x + 0.0149 0.981

Morphine Potential y = 0.0283x0.3098 0.897

Oxycodone Linear y = 0.0023x + 0.0165 0.981

Oxycodone + naloxone Quadratic y = 0.0008x2 + 0.0098x + 0.1534 0.992

Tapentadol Exponential y = 0.1907e0.0789x 0.991

NSAID, non-steroidal anti-inflammatory drug.
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Confidentiality of information/ethical aspects
This study did not require an ethical board 
approval because the economic modelling 
included here used aggregate dated available in 
the public domain only, thus, no individual data 
from patients were obtained and, due to this, de-
identification was guaranteed to prevent anyone’s 
personal identity from being revealed. Therefore, 
studies such as this one are exempt from 
Institutional Review Board review and from clas-
sification by the Spanish Agency of Medicines 
and Medical Devices according to current regula-
tions for post-authorization observational studies 
(https://www.aemps.gob.es/investigacionClinica/
medicamentos/estudiosPostautorizacion.htm# 
norEstatal).

Results
In 2010, an estimated 10.05 DHD of opioid pre-
scriptions were dispensed in Spain for the equiva-
lent of 384,764 pain patients/day, of which 5.67 
DHD and 217,076 patients correspond to chronic 
OA pain patients (1.99 DHD and 76,084 refrac-
tory-to-NSAIDs; Tables 2 and 3, Figures 1 and 2 
and Supplemental material Figure S1). These 
values increased by year 2019 to 10.82 DHD or 
the equivalent of 415,601 chronic OA pain 
patients/day (4.03 DHD and 154,710 refractory-
to-NSAIDs). Strong opioid dispensing figures for 
the years 2010 and 2019 were, respectively, 
84,225 and 141,134 for chronic OA patients 
(2.20 and 3.67 DHD) and 31,803 and 64,669 for 
patients with NSAID-refractory OA pain (0.83 
and 1.68 DHD; Tables 2 and 3, Figures 1 and 2). 
Based on dispensing trends and OA prevalence, 
the projected number of dispensed opioid pre-
scriptions is expected to more than triple to 17.98 
DHD by 2029 (66.3% relative increment to 
2019) or the equivalent of 727,356 chronic OA 
pain patients/day (8.18 DHD, 330,730 patients 
with chronic NSAID-refractory OA pain, 103.1% 
relative increment to 2019). For strong opioid 
utilization, the corresponding figures were 6.44 
DHD by 2029 (75.2% relative increment) or the 
equivalent of 260,322 chronic OA pain patients/
day (3.42 DHD, 138,353 patients refractory-to-
NSAIDs, 103.3% relative increment).

In accordance with the weighted opioid cost of a 
DDD in 2010 (€1.48 for chronic OA pain 
patients and €1.62 for refractory), the corre-
sponding cost was €116.9m for chronic OA pain 
patients and €45.0m for patients with chronic 

NSAID-refractory OA pain (Tables 2 and 3). 
These values increased by ~76% and 98% to 
€207.5m and €91.5m, respectively, in 2019 despite 
the fact that the average DDD cost was decreased 
to €1.37 per day in chronic OA pain patients 
because of the incremental weight of tramadol and 
tramadol-in-combination in the mix of opioid use 
(Figures 3 and 4). Strong opioid dispensing costs 
for 2010 and 2019 were, respectively, €87.3m and 
€146.2m (~67% increase) for chronic OA patients 
(€2.84 per DDD) and €35.1m and €71.3m (~103% 
increase) for refractory-to-NSAIDs (€3.02 per 
DDD). Based on dispensing trends, the projected 
cost of opioids is expected to increase to €376.1 
million (81.3% relative increment to 2019) in 
chronic OA pain patients (€1.42 per DDD), and to 
€199.7m (118.3% relative increment) for chronic 
NSAID-refractory OA pain by year 2029 (€1.65 
per DDD). For strong opioid use, the correspond-
ing figures were €271.3m (~86% increase related 
to 2019, €2.86 per DDD) for chronic OA pain 
patients and €156.6m (~120% increase, €3.10 per 
DDD) for NSAID-refractory patients (Tables 2 
and 3).

Probabilistic 95% confidence interval calcula-
tions were consistent with average estimations 
(Figures 1–4 and Tables 2 and 3). Under alterna-
tive projection scenarios for years 2020–2029 in 
the sensitivity analysis (Table 4), as expected, ex-
factory price and 10% patient co-payment showed 
lower cost impact according to DDD cost reduc-
tion. The expected loss-of-exclusivity for tapent-
adol would cause a drop of from ~10% to 27% in 
the economic impact in opioid projections in 
2029, both in DDD cost per day per patient and 
in total annual cost. However, including the cost 
of non-narcotic analgesia taken concomitantly 
with opioid drugs by chronic OA pain patients 
would show an increment of ~11% in the NHS 
drug expenditure for these analgesics: €415.9m in 
2029 instead of €376.1m in the base case. This 
increment is more meaningful in the case of 
NSAID-refractory, chronic OA pain patients, 
who showed an increase in analgesia expenditure 
of approximately 28%: from €199.7m to €255.2m, 
always compared with year 2029. Findings in the 
analysis including strong opioids only showed 
results aligned with previous data (Table 4). On 
the other hand, including the real-word cost of a 
DDD as per the OPIOIDS study,31,33 future pro-
jections of economic impact will hit the NHS 
budget sharply by 2029, as compared with 2019, 
ranging from an increment of 81% to 119%, 
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depending on the group and PSP, or ex-factory, 
prices taken into consideration (Table 4).

Discussion
This study is the first to provide estimates of the 
current burden of opioid use for OA-related pain 
in Spain, and to forecast the likely burden if opioid 
dispensing trends continue as shown by the drug 
utilization study conducted by the Spanish 
Medicinal Agency.30 Our findings are like the ones 
found previously in other countries and in Australia 
most recently,25,27,28,38 which also showed a future 
growing trend in opioid dispensing in OA pain 
patients. The growing evolution observed in 
Spain consumed a significant portion of the 
NHS drug and healthcare expenditure in 2019: 

1.01–1.88%.39 Such figures would even triple or 
quadruple according to our forecast analysis of 
opioid utilization as assessed in terms of DHD 
(DDD/1000 patients per day) between 2010 and 
the projected 2029. A sizeable portion of the 
growing trend is caused by the current use and 
expected sharp increase in the use of tramadol and 
tramadol in combination: approximately 59% of 
total opioid dispensing. However, some strong 
opioids, particularly fentanyl, tapentadol and oxy-
codone plus naloxone, also showed robust 
increases, accounting for 27–30% of opioid use. 
Most of these prescriptions are signed by general 
practitioners or family medicine physicians in pri-
mary healthcare, as also reported previously.11,31,40 
The economic implications of opioid use for OA 
warrant exploration, given the relatively high 

(A)

(B)

Figure 1.  Annual DHD use of all opioids (A) and strong opioids (B) in Spain for the years 2010–2019 and 
projection years 2020–2029 in chronic osteoarthritis pain patients.
Data expressed in number of DHD (DDD/1000 patients per day). Upper and lower bound are 95% probabilistic confidence interval.
DDD, defined daily dose.
Source: Author’s elaboration from Spanish Agency of Medicines (AEMPS) and OPIOIDS real-world study (see respectively 
references 30 and 31). 
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prevalence of this health condition and its expected 
growth due to an aging population.1,3,15,16 We esti-
mated that 217,076 patients with chronic OA pain 
would consume a DDD of an opioid in 2010 and 
this figure would increase to 415,601 in 2019, 
scaling up to 727,356 in the projected year 2029, 
due partly to the expected increase in OA preva-
lence,15,41 but mainly to the incremental trend in 
opioid use recorded between 2010 and 2019.30 
These data mean that almost 10% of OA patients 
with chronic pain in Spain would be receiving an 
opioid daily at a DDD,15,31 which means that by 
2029 nearly one million moderate-to-severe 
chronic OA patients (982,914) could be on an 
opioid therapy for OA pain if we take into account 
that the medication possession ratio (days that the 
patients have medicine in their hands) found in 

the OPIOIDS study was, on average, 74% each 
year.31 Consequently, this is expected to have a 
clear financial impact on the healthcare system. 
Despite limited evidence to support long-term 
use, given its expected modest effectiveness in 
relation to OA pain,42 anticipating using other 
analgesia concomitantly, the economic impact 
would be further increased due to the clinical con-
sequences in the health of OA patients because of 
the potential collateral effects of opioid drugs. In 
the OPIOIDS study, after 3 years of follow-up and 
with a median duration of treatment with opioids 
of 203 days (interquartile range, 89–696), 3.3% 
more OA patients developed a cognitive deficit (as 
assessed with the MiniMental State Examination 
test) and 15.6% developed moderate-to-total 
dependence for basic activities of daily living 

(A)

(B)

Figure 2.  Annual DHD use of all opioids (A) and strong opioids (B) in Spain for the years 2010–2019 and 
projection years 2020–2029 in patients with moderate-to-severe chronic osteoarthritis pain which is refractory 
to non-steroidal anti-inflammatory drugs.
Data expressed in number of DHD (DDD/1000 patients per day). Upper and lower bound are 95% probabilistic confidence interval.
DDD, defined daily dose.
Source: Author’s elaboration from Spanish Agency of Medicines (AEMPS) and OPIOIDS real-world study (see respectively 
references 30 and 31).
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according to the Barthel index,31 both requiring 
costly specialized healthcare (residential nursing 
home care, carers, etc.). Other side-effects related 
to opioid use could add even more burden to the 
NHS.43,44 Particularly worrisome is the excess 

mortality associated with opioid use as described 
in the scientific literature,45–48 mainly with strong 
opioids, which has also been observed in Spanish 
OA patients receiving strong opioids in the 
OPIOIDS study.31,33

(A)

(B)

8.00

7.00

6.00

5.00

4.00

3.00

2.00

1.00

3.00

2.50

2.00

1.50

1.00

0.50

Figure 3.  Annual DHD use of weak (A) and strong (B) opioid-type individually in chronic osteoarthritis pain patients in Spain for the 
years 2010–2019 (solid line) and projection years 2020–2029 (dotted line).
Data expressed in number of DHD (DDD/1000 patients per day). Upper and lower bound are 95% probabilistic confidence interval.
DDD, defined daily dose.
Source: Author’s elaboration from Spanish Agency of Medicines (AEMPS) and OPIOIDS real-world study (see respectively references 30, 31 and 33).
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We used a real-world approach to project the 
future opioid burden for OA, based on recent 
opioid dispensing trends by the AEMPS, antici-
pated growth in the OA population and the opi-
oid utilization rates observed in the real-world 
OPIOIDS study.30,31,33 By assuming no change in 
opioid prescribing practices, our study provides 
an important baseline for health decision makers 

and clinicians in Spain, in order to evaluate the 
potential impacts of future strategies that aim to 
address inappropriate opioid prescribing. We also 
performed a sensitivity analysis and an analysis in 
subgroups of patients with OA pain (NSAID-
refractory and those taking strong opioids only), 
which showed that the growing trend in future 
opioid burden would remain unless international 

(A)

(B)
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0.50

1.20
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0.80
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0.20

Figure 4.  Annual DHD use of weak (A) and strong (B) opioid type individually in patients with moderate-to-severe chronic 
osteoarthritis pain which is refractory to non-steroidal anti-inflammatory drugs in Spain for the years 2010–2019 (solid line) and 
projection years 2020–2029 (dotted line).
Data expressed in number of DHD (DDD/1000 patients per day). Upper and lower bound are 95% probabilistic confidence interval.
DDD, defined daily dose.
Source: Author’s elaboration from Spanish Agency of Medicines (AEMPS) and OPIOIDS real-world study (see references 30, 31 and 33).

https://journals.sagepub.com/home/tab


J Rejas-Gutierrez, A Sicras-Mainar et al.

journals.sagepub.com/home/tab	 13

Ta
bl

e 
4.

 S
en

si
tiv

ity
 a

na
ly

si
s:

 b
as

e 
ca

se
 a

lt
er

na
tiv

e 
sc

en
ar

io
s.

Sc
en

ar
io

Ye
ar

 2
01

0
Ye

ar
 2

01
9

P
ro

je
ct

io
ns

 y
ea

r 
20

29

 
D

D
D

 
co

st
 (€

)
A

nn
ua

l 
co

st
 

(€
m

)

D
D

D
 

co
st

 (€
)

A
nn

ua
l 

co
st

 
(€

m
)

R
el

at
iv

e 
va

ri
at

io
n 

to
 

ye
ar

 2
01

0 
(%

)

D
D

D
 

co
st

 (€
)

A
nn

ua
l c

os
t (
€m

)
R

el
at

iv
e 

va
ri

at
io

n 
to

 
ye

ar
 2

01
0 

(%
)

R
el

at
iv

e 
va

ri
at

io
n 

to
 

ye
ar

 2
01

9 
(%

)

C
hr

on
ic

 o
st

eo
ar

th
ri

tis
 p

ai
n 

pa
tie

nt
s 

– 
al

l o
pi

oi
ds

 

B
as

e 
ca

se
1.

48
11

6.
9

1.
37

20
7.

5
76

1.
42

37
6.

1 
(3

67
.7

–3
85

.7
)

22
2

81

Ex
-f

ac
to

ry
 o

pi
oi

d 
co

st
s

0.
96

76
.3

0.
89

13
5.

3
77

0.
93

24
5.

6 
(2

40
.1

–2
51

.9
)

22
2

82

10
%

 p
at

ie
nt

 c
o-

pa
ym

en
t

1.
33

10
5.

2
1.

23
18

6.
7

76
1.

27
33

8.
5 

(3
30

.9
–3

47
.1

)
22

2
81

Ta
pe

nt
ad

ol
 p

ri
ce

 6
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

1.
48

11
6.

9
1.

37
20

7.
5

N
/A

1.
27

33
6.

8 
(3

29
.2

–3
45

.4
)

18
8

62

Ta
pe

nt
ad

ol
 p

ri
ce

 4
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

1.
48

11
6.

9
1.

37
20

7.
5

N
/A

1.
19

31
7.

1 
(3

10
.0

–3
25

.2
)

17
1

53

In
cl

ud
in

g 
da

ily
 c

os
t o

f c
on

co
m

ita
nt

 
no

n-
na

rc
ot

ic
 a

na
lg

es
ia

1.
63

12
8.

8
1.

52
23

0.
2

79
1.

57
41

5.
9 

(4
06

.6
–4

26
.5

)
22

3
81

C
os

t o
f a

 D
D

D
 (P

SP
) f

ro
m

 O
P

IO
ID

S 
re

al
-w

or
ld

 s
tu

dy
31

,3
3

2.
50

19
8.

1
2.

32
35

1.
6

77
2.

40
63

7.
4 

(6
23

.2
–6

53
.7

)
22

2
81

C
os

t o
f a

 D
D

D
 (e

x-
fa

ct
or

y 
pr

ic
e)

 fr
om

 
O

P
IO

ID
S 

re
al

-w
or

ld
 s

tu
dy

31
,3

3
1.

60
12

7.
2

1.
49

22
5.

4
77

1.
54

40
9.

2 
(4

00
.0

–4
19

.6
)

22
2

81

3%
 d

is
co

un
t a

nn
ua

lly
N

/A
N

/A
N

/A
N

/A
N

/A
N

/A
27

9.
9 

(2
73

.6
–2

87
.0

)
13

9
35

 
M

od
er

at
e-

to
-s

ev
er

e 
ch

ro
ni

c 
os

te
oa

rt
hr

iti
s 

pa
in

 r
ef

ra
ct

or
y 

to
 N

SA
ID

s 
– 

al
l o

pi
oi

ds
 

B
as

e 
ca

se
1.

62
45

.0
1.

62
91

.5
98

1.
65

19
9.

7 
(1

94
.2

–2
04

.3
)

34
4

11
8

Ex
-f

ac
to

ry
 o

pi
oi

d 
co

st
s

1.
06

29
.4

1.
06

59
.7

10
3

1.
08

13
0.

2 
(1

26
.6

–1
33

.3
)

34
2

11
7

10
%

 p
at

ie
nt

 c
o-

pa
ym

en
t

1.
46

40
.5

1.
46

82
.3

98
1.

49
17

9.
7 

(1
74

.8
–1

83
.9

)
34

4
11

8

Ta
pe

nt
ad

ol
 p

ri
ce

 6
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

1.
62

45
.0

1.
62

91
.5

N
/A

1.
42

17
1.

8 
(1

67
.1

–1
75

.8
)

28
2

88

Ta
pe

nt
ad

ol
 p

ri
ce

 4
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

1.
62

45
.0

1.
62

91
.5

N
/A

1.
31

15
7.

8 
(1

53
.5

–1
61

.5
)

25
1

72

In
cl

ud
in

g 
da

ily
 c

os
t o

f c
on

co
m

ita
nt

 
no

n-
na

rc
ot

ic
 a

na
lg

es
ia

2.
08

57
.8

2.
08

11
7.

4
10

3
2.

12
25

5.
2 

(2
48

.2
–2

61
.2

)
34

2
11

7

C
os

t o
f a

 D
D

D
 (P

SP
) f

ro
m

 O
P

IO
ID

S 
re

al
-w

or
ld

 s
tu

dy
31

,3
3

2.
92

81
.1

2.
92

16
4.

9
10

3
2.

98
35

9.
9 

(3
50

.0
–3

68
.3

)
34

4
11

8

C
os

t o
f a

 D
D

D
 (e

x-
fa

ct
or

y 
pr

ic
e)

 fr
om

 
O

P
IO

ID
S 

re
al

-w
or

ld
 s

tu
dy

31
,3

3
1.

87
51

.8
1.

87
10

5.
4

10
3

1.
90

22
9.

7 
(2

23
.4

–2
35

.1
)

34
4

11
8

3%
 d

is
co

un
t a

nn
ua

lly
N

/A
N

/A
N

/A
N

/A
N

/A
N

/A
14

8.
6 

(1
44

.5
–1

52
.0

)
23

0
62

(C
on

tin
ue

d)

https://journals.sagepub.com/home/tab


Therapeutic Advances in Musculoskeletal Disease 13

14	 journals.sagepub.com/home/tab

Sc
en

ar
io

Ye
ar

 2
01

0
Ye

ar
 2

01
9

P
ro

je
ct

io
ns

 y
ea

r 
20

29

 
D

D
D

 
co

st
 (€

)
A

nn
ua

l 
co

st
 

(€
m

)

D
D

D
 

co
st

 (€
)

A
nn

ua
l 

co
st

 
(€

m
)

R
el

at
iv

e 
va

ri
at

io
n 

to
 

ye
ar

 2
01

0 
(%

)

D
D

D
 

co
st

 (€
)

A
nn

ua
l c

os
t (
€m

)
R

el
at

iv
e 

va
ri

at
io

n 
to

 
ye

ar
 2

01
0 

(%
)

R
el

at
iv

e 
va

ri
at

io
n 

to
 

ye
ar

 2
01

9 
(%

)

 
C

hr
on

ic
 o

st
eo

ar
th

ri
tis

 p
ai

n 
pa

tie
nt

s 
– 

st
ro

ng
 o

pi
oi

ds

B
as

e 
ca

se
2.

84
87

.3
2.

84
14

6.
2

67
2.

86
27

1.
3 

(2
67

.8
–2

76
.0

)
21

1
86

Ex
-f

ac
to

ry
 o

pi
oi

d 
co

st
s

1.
86

57
.3

1.
87

96
.1

68
1.

88
17

8.
5 

(1
76

.1
–1

81
.5

)
21

2
86

10
%

 p
at

ie
nt

 c
o-

pa
ym

en
t

2.
55

78
.5

2.
56

13
1.

6
67

2.
57

24
4.

2 
(2

41
.0

–2
48

.4
)

21
1

86

Ta
pe

nt
ad

ol
 p

ri
ce

 6
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

2.
84

87
.3

2.
84

14
6.

2
N

/A
2.

44
23

2.
0 

(2
29

.0
–2

36
.0

)
16

6
59

Ta
pe

nt
ad

ol
 p

ri
ce

 4
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

2.
84

87
.3

2.
84

14
6.

2
N

/A
2.

24
21

2.
4 

(2
09

.6
–2

16
.0

)
14

3
45

In
cl

ud
in

g 
da

ily
 c

os
t o

f c
on

co
m

ita
nt

 
no

n-
na

rc
ot

ic
 a

na
lg

es
ia

3.
13

96
.2

3.
13

16
1.

1
67

3.
15

29
8.

9 
(2

95
.0

–3
04

.0
)

21
1

86

C
os

t o
f a

 D
D

D
 (P

SP
) f

ro
m

 O
P

IO
ID

S 
re

al
-w

or
ld

 s
tu

dy
31

,3
3

5.
68

17
4.

5
5.

68
29

2.
4

68
5.

71
54

2.
6 

(5
35

.5
–5

52
.0

)
21

1
86

%

C
os

t o
f a

 D
D

D
 (e

x-
fa

ct
or

y 
pr

ic
e)

 fr
om

 
O

P
IO

ID
S 

re
al

-w
or

ld
 s

tu
dy

3.
64

11
1.

8
3.

64
18

7.
3

68
3.

66
34

8.
0 

(3
43

.5
–3

54
.0

)
21

1
86

3%
 d

is
co

un
t a

nn
ua

lly
N

/A
N

/A
N

/A
N

/A
N

/A
N

/A
20

1.
9 

(2
03

.6
–2

05
.4

)
13

1
38

 
M

od
er

at
e-

to
-s

ev
er

e 
ch

ro
ni

c 
os

te
oa

rt
hr

iti
s 

pa
in

 r
ef

ra
ct

or
y 

to
 N

SA
ID

s 
– 

st
ro

ng
 o

pi
oi

ds

B
as

e 
ca

se
3.

02
35

.1
3.

02
71

.3
10

3
3.

10
15

6.
6 

(1
54

.2
–1

58
.7

)
34

6
12

0

Ex
-f

ac
to

ry
 o

pi
oi

d 
co

st
s

1.
98

23
.0

1.
98

46
.8

10
3

2.
03

10
2.

6 
(1

01
.1

–1
04

.0
)

34
6

11
9

10
%

 p
at

ie
nt

 c
o-

pa
ym

en
t

2.
72

31
.6

2.
72

64
.2

10
3

2.
79

14
0.

9 
(1

38
.8

–1
42

.9
)

34
6

12
0

Ta
pe

nt
ad

ol
 p

ri
ce

 6
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

3.
02

35
.1

3.
02

71
.3

N
/A

2.
55

12
8.

7 
(1

26
.8

–1
30

.5
)

26
7

81

Ta
pe

nt
ad

ol
 p

ri
ce

 4
0%

 o
f t

he
 b

as
e 

ca
se

 (e
xp

ec
te

d 
LO

E 
20

21
)

3.
02

35
.1

3.
02

71
.3

N
/A

2.
27

11
4.

7 
(1

13
.0

–1
16

.3
)

22
7

61

In
cl

ud
in

g 
da

ily
 c

os
t o

f c
on

co
m

ita
nt

 
no

n-
na

rc
ot

ic
 a

na
lg

es
ia

3.
70

43
.7

3.
70

87
.4

10
0

3.
78

19
1.

1 
(1

88
.2

–1
93

.7
)

33
7

11
9

C
os

t o
f a

 D
D

D
 (P

SP
) f

ro
m

 O
P

IO
ID

S 
re

al
-w

or
ld

 s
tu

dy
31

,3
3

5.
97

69
.3

5.
97

14
0.

9
10

3
6.

13
30

9.
5 

(3
04

.9
–3

13
.8

)
34

7
11

9

C
os

t o
f a

 D
D

D
 (e

x-
fa

ct
or

y 
pr

ic
e)

 fr
om

 
O

P
IO

ID
S 

re
al

-w
or

ld
 s

tu
dy

31
,3

3
3.

82
44

.4
3.

82
90

.2
10

3
3.

92
19

7.
8 

(1
94

.9
–2

00
.5

)
34

7
11

9

3%
 d

is
co

un
t a

nn
ua

lly
N

/A
N

/A
N

/A
N

/A
N

/A
N

/A
11

6.
5 

(1
14

.7
–1

18
.1

)
23

2
63

D
D

D
 c

os
t i

s 
ca

lc
ul

at
ed

 b
y 

m
ul

tip
ly

in
g 

op
io

id
 p

ri
ce

 o
f a

 D
D

D
 in

 e
ac

h 
sc

en
ar

io
 b

y 
its

 a
nn

ua
l w

ei
gh

te
d 

us
e 

ea
ch

 y
ea

r 
am

on
gs

t a
ll 

ty
pe

s 
of

 o
pi

oi
d 

ut
ili

za
tio

n.
 R

an
ge

 in
 p

ar
en

th
es

es
: u

pp
er

 a
nd

 
lo

w
er

 b
ou

nd
 9

5%
 p

ro
ba

bi
lis

tic
 c

on
fid

en
ce

 in
te

rv
al

.
D

D
D

, d
ef

in
ed

 d
ai

ly
 d

os
e;

 L
O

E,
 lo

ss
-o

f-
ex

cl
us

iv
ity

; N
/A

, n
ot

 a
pp

lic
ab

le
; N

SA
ID

, n
on

-s
te

ro
id

al
 a

nt
i-

in
fl

am
m

at
or

y 
dr

ug
; O

P
IO

ID
S,

 O
ut

co
m

es
 in

 P
at

ie
nt

s 
us

In
g 

O
pi

oi
ds

 In
 P

ai
nf

ul
 D

is
or

de
rs

 in
 

Sp
ai

n;
 P

SP
, p

ub
lic

 s
el

lin
g 

pr
ic

e.

Ta
bl

e 
4.

 (C
on

tin
ue

d)

https://journals.sagepub.com/home/tab


J Rejas-Gutierrez, A Sicras-Mainar et al.

journals.sagepub.com/home/tab	 15

recommendations on opioid use are implemented, 
or newer therapeutic strategies based on drugs 
with a novel mechanism of action replace current 
drug-based analgesia of chronic OA pain.8,9 Nerve 
growth factor (NGF)-sequestering antibodies 
have exhibited the most promise in clinical trials, 
and they have shown potential to replace opioids 
and NSAIDs, which dominate the clinical land-
scape despite limited effectiveness and consider-
able side-effect profiles.49–53 Our findings in 
dispensing data show that, while the overall use 
(both in chronic OA pain patients and in NSAID-
refractory patients) of some opioid subtypes is 
decreasing over time (for example, codeine/par-
acetamol and oral morphine preparations), the 
use of other opioid subtypes is increasing, and 
this is not only for weak opioids but also strong 
opioids such as tapentadol, fentanyl or oxycodone 
plus naloxone. There are clinical circumstances 
in which opioid use may be considered appropri-
ate for patients with severe pain, such as when 
simple analgesics and/or anti-inflammatory medi-
cations are no longer effective, nor tolerated or 
inadequate, or while waiting for joint replacement 
surgery.54 However, from a public health perspec-
tive, valid concerns have been raised about esca-
lating opioid addiction and overdose issues and 
these harms undoubtedly contribute to the soci-
etal burden of opioid use. Notably, one should 
consider the high cost of treating chronic OA pain 
with strong opioids under real-world conditions 
of use, as shown in the OPIOIDS study.31,33 
When included in our future projections, the 
financial impact in the 2029 NHS drug expendi-
ture would grow between 118% and 344% rela-
tive to 2019 and 2010, respectively, as per the 
results of our sensitivity analysis. Our findings are 
not only aligned with recent Australian findings,28 
but also with data from the US study using 
Medicare claims, which revealed that tramadol 
use doubled from 5% of patients with knee OA 
in 2003 to 10% in 2009, and oxycodone pre-
scriptions increased from 5% in 2003 to 8% in 
2009.25 Under alternative projection scenarios 
for the years 2020–2029 in the sensitivity analy-
sis, as expected, ex-factory price and 10% patient 
co-payment showed lower cost impact according 
to DDD cost reduction. This information could 
nonetheless be of interest to some payors under 
certain circumstances of opioid reimbursement. 
Likewise, the expected loss-of-exclusivity for 
tapentadol would have an impact (of between 
10% and 27%, depending on price reduction) on 
lowering the economic impact in opioid projec-
tions, both in DDD cost per day per patient and 

in total annual cost. However, including the cost 
of non-narcotic analgesia taken concomitantly 
with opioid drugs by chronic OA pain patients 
would show an increment of ~11% in NHS drug 
expenditure for these analgesics: €415.9m in year 
2029 instead of €376.1m in the base case. This 
increment is more meaningful in the case of 
patients with NSAID-refractory chronic OA pain 
,who showed an increase in analgesia expenditure 
of approximately 28%: from €199.7m to €255.2m, 
always compared with year 2029.

A key strength of our study is the use of national 
opioid use trends from the Spanish Medicinal 
Agency during a long period of time, comprising 
years 2010–2019, a large real-world opioid utili-
zation study in patients with chronic pain, irre-
spective of prior analgesia used, and data from the 
most recent prevalence national study.15,30,31,33 
Also, our results are in line with those already 
shown in other countries,25,27,28,38 thus supporting 
the plausibility of the findings presented in this 
research. Some novel elements include our sub-
group analyses in patients with chronic NSAID-
refractory OA pain or the strong opioid subgroup. 
Nonetheless, some limitations of our study should 
be raised. We restricted our modelling to opioids 
that are relevant to OA care (oral administration 
and patches) and did not include other forms that 
are largely limited to other clinical indications. 
Our projections are based on dispensed opioid 
prescriptions as these reflect the actual financial 
burden on the Spanish NHS only. For example, 
direct cost funded by the patients themselves or 
costs related to medication harm were not cap-
tured, nor was indirect cost due to lost labour 
productivity and, so, these costs could not be 
included in our analysis. On the other hand, our 
study did not include consumption by mutual 
funds, other insurers, hospital consumption, pri-
vate prescriptions, or over-the-counter dispensing 
(basically self-medication), which could be inter-
preted as showing that our findings are, therefore, 
conservative. In this regard, there is expected to 
be a possible increment in opioid use of up to 
20%, this year and in forthcoming years, due to 
the current impact of the COVID-19 pandemic 
on analgesia management and its related side-
effects.55,56 Comparison of the results of this 
report with previous studies should be done with 
caution because the value of DDDs is not static 
and is subject to continuous review by the WHO 
Collaborating Centre for Statistics Methodology. 
These changes affect only some of the active sub-
stances. Similarly, the results are influenced by 
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the population data chosen to perform the DHD 
calculations (pattern or census estimation). 
However, as mentioned above, our projections 
are in line with previous results shown in other 
countries. Finally, it should be noted that DDD is 
a technical unit of measurement and does not 
necessarily reflect the daily dose actually pre-
scribed or used by the patient, although it should 
be an approximation of it. Discrepancies between 
DDD and the dose actually used by the popula-
tion can cause the results expressed in DDD to 
overestimate or underestimate the actual use of 
the drug. In addition, the data handled do not 
reveal treatment compliance; dispensed units are 
expressed, but these may not be consumed by the 
patient. Therefore, the term ‘use’ (or ‘consump-
tion’) is not used in a literal sense. This was the 
reason for running a sensitivity analysis using a 
daily cost of opioids, the ones observed in the 
real-world OPIOIDS study that, as far as we 
know, captured a more realistic picture of opioid 
use in real life, both considering its daily cost and 
patient adherence expressed in terms of percent-
age of days with medication possession. Finally, 
the potential costs of new opioids entering the 
market between 2020 and 2029 were not consid-
ered in these projections and we assumed that 
rates of opioid prescribing for OA would remain 
constant over time; nor was the possible commer-
cialization of novel NGFs indicated in OA pain 
that could replace or diminish opioid use in the 
projected period of time. In general, as with any 
forecasting, the accuracy of estimating future out-
comes based on currently available data (that is, 
projecting beyond the range of data used to build 
the model) is unknown. We recognize that many 
factors can influence these trends (impact of 
modifying prescribing practices as a consequence 
of new clinical practice and public health guide-
lines, more use of new analgesics or disease-mod-
ifying drugs, pricing considerations, current 
international debate around the use of opioids for 
chronic non-cancer pain, etc.).

In conclusion, and despite the possible limita-
tions enumerated above, chronic OA-pain-related 
opioid dispensing and costs to the NHS are set to 
increase substantially (threefold to more than 
fourfold) from 2010 to 2029 in Spain. Thus, 
using opioids for OA pain is concerning given 
disease chronicity, aging population and other 
related costs not computed in these projections. 
Our findings can inform payors and clinicians 
about ongoing discussions on appropriate anal-
gesic management for longer-term OA pain, 

including resource requirements at a national level. 
Clinicians who prescribe opioids for OA pain 
should consider the potential implications of side-
effects such as sedation, cognitive deterioration 
and incremental need of caregivers, particularly in 
older people, and also carefully consider the risk–
benefit balance.

Acknowledgements
Preliminary findings were presented at the 2020 
E-ISPOR annual meeting held on 14–18 November 
2020 in Milan, Italy.

Author contributions
Each author agrees that the manuscript repre-
sents honest work. The data reported within the 
manuscript are not proprietary to any of the 
authors. Javier Rejas-Gutiérrez was responsible 
for the study concept and data analysis. Antoni 
Sicras-Mainar and Josep Darbà reviewed the 
analysis and participated in data interpretation. 
The manuscript was prepared jointly by all 
authors, and all of them had the right to review, 
comment on, and approve the manuscript prior 
to submission.

Availability of data and materials
All data generated or analysed during this investi-
gation are included in this published article. Any 
additional information is available from the cor-
responding author upon reasonable request.

Conflict of interest statement
The authors declare that there is no conflict of 
interest.

Funding
This research received no specific grant from any 
funding agency in the public, commercial, or not-
for-profit sectors.

ORCID iD
Javier Rejas-Gutierrez  https://orcid.org/0000- 
0002-7987-360X

Supplemental material
Supplemental material for this article is available 
online.

References
	 1.	 IASP Task Forcein Taxonomy. Pain terms: a 

current list with definitions and notes on usage. 
In: Merksey H and Bogduk N (eds) Classification 

https://journals.sagepub.com/home/tab
https://orcid.org/0000-0002-7987-360X
https://orcid.org/0000-0002-7987-360X


J Rejas-Gutierrez, A Sicras-Mainar et al.

journals.sagepub.com/home/tab	 17

of chronic pain syndromes and definitions of pain 
terms. Seattle: IASP Press, 1994, pp.206–213.

	 2.	 Breivik H, Collett B, Ventafridda V, et al. Survey 
of chronic pain in Europe: prevalence, impact on 
daily life, and treatment. Eur J Pain 2006; 10: 
287–333.

	 3.	 Catalá E, Reig E, Artés M, et al. Prevalence of 
pain in the Spanish population: telephone survey 
in 5000 homes. Eur J Pain 2002; 6: 133–140.

	 4.	 Gazeley DJ, Yeturi S, Patel PJ, et al. 
Erosive osteoarthritis: a systematic analysis of 
definitions used in the literature. Semin Arthritis 
Rheum 2017; 46: 395–403.

	 5.	 National Clinical Guideline Centre. 
Osteoarthritis: care and management in adults. 
London: National Institute for Health and 
Care Excellence, https://www.ncbi.nlm.nih.gov/
pubmed/25340227 (2014, accessed June 2020).

	 6.	 Reginster JY, Reiter-Niesert S, Bruyère O, 
et al. Recommendations for an update of the 
2010 European regulatory guideline on clinical 
investigation of medicinal products used in the 
treatment of osteoarthritis and reflections about 
related clinically relevant outcomes: expert 
consensus statement. Osteoarthritis Cartilage 2015; 
23: 2086–2093.

	 7.	 Blanco García FJ. Tratamiento de la artrosis. 
En Manual SER de Enfermedades Reumáticas. 
4ª edición. Blanco García FJ, Carreira Delgado 
P, Martín Mola E y otros  ed. Editorial Médica 
Panamericana. Madrid 2004: 325–330.

	 8.	 Bannuru RR, Osani MC, Vaysbrot EE, 
et al. OARSI guidelines for the non-surgical 
Management of knee, hip, and polyarticular 
osteoarthritis. Osteoarthritis Cartilage 2019; 27: 
1578–1589.

	 9.	 Kolasinski SL, Neogi T, Hochberg MC, et al. 
2019 American College of Rheumatology/Arthritis 
Foundation Guideline for the management of 
osteoarthritis of the hand, hip, and knee. Arthritis 
Care Res (Hoboken) 2020; 72: 149–162.

	10.	 Degenhardt L, Gisev N, Cama E, et al. The 
extent and correlates of community-based 
pharmaceutical opioid utilization in Australia. 
Pharmacoepidemiol Drug Saf 2016; 25: 521–538.

	11.	 Currow DC, Phillips J and Clark K. Using 
opioids in general practice for chronic non-cancer 
pain: an overview of current evidence. Med J Aust 
2016; 204: 305–309.

	12.	 Stein C. New concepts in opioid analgesia. Expert 
Opin Investig Drugs 2018; 27: 765–775.

	13.	 Hunter DJ and Bierma-Zeinstra S. Osteoarthritis. 
Lancet 2019; 393: 1745–1759.

	14.	 Vina ER and Kent Kwoh C. Epidemiology 
of osteoarthritis: literature update. Curr Opin 
Rheumatol 2018; 30: 160–167.

	15.	 Blanco FJ, Silva-Díaz M, Quevedo Vila V, et al. 
Prevalence of symptomatic osteoarthritis in 
Spain: EPISER2016 study. Reumatol Clin. Epub 
ahead of print 28 April 2020. DOI: 10.1016/j.
reuma.2020.01.008.

	16.	 Ministerio de Sanidad, Consumo y Bienestar 
Social. Encuesta Nacional de Salud España 2017 
(2017 Spanish National Health Survey), https://
www.mscbs.gob.es/estadEstudios/estadisticas/
encuestaNacional/encuesta2017.htm (accessed 
June 2020).

	17.	 Puig-Junoy J and Zamora AR. Socio-economic 
costs of osteoarthritis: a systematic review of  
cost-of-illness studies. Semin Arthritis Rheum 
2015; 44: 531–541.

	18.	 The Burden of Musculoskeletal Diseases 
in the United States, 3rd ed., http://www.
boneandjointburden.org (2014, accessed 18 
January 2020).

	19.	 Chen A, Gupte C, Akhtar K, et al. The global 
economic cost of osteoarthritis: how the UK 
compares. Arthritis 2012; 2012: 698709.

	20.	 Gupta S, Hawker GA, Laporte A, et al. The 
economic burden of disabling hip and knee 
osteoarthritis (OA) from the perspective 
of individuals living with this condition. 
Rheumatology (Oxford) 2005; 44: 1531–1537.

	21.	 Loza E, Lopez-Gomez IM, Abasolo L, et al. 
Economic burden of knee and hip osteoarthritis 
in Spain. Arthritis Rheum 2009; 61: 158–165.

	22.	 Vos T, Barber RM, Bell B, et al. Global, 
regional, and national incidence, prevalence, 
and years lived with disability for 301 acute and 
chronic diseases and injuries in 188 countries, 
1990–2013: a systematic analysis for the Global 
Burden of Disease Study 2013. Lancet 2015; 
386: 743–800.

	23.	 Llopart-Carles N, García-López S and Rejas-
Gutierrez J. Disability-adjusted life expectancy 
lost due to pain severity and usual analgesic 
treatment among older adults with osteoarthritis 
in Spain. Aging Clin Exp Res. Epub ahead of 
print 19 June 2020. DOI: 10.1007/s40520-020-
01630-z.

	24.	 Rejas-Gutierrez J, Llopart-Carles N, García-
López S, et al. Disease burden on healthcare by 
pain severity and usual analgesic treatment in 
patients with symptomatic osteoarthritis:  
a Spanish nationwide health survey.  
Expert Rev Pharmacoecon Outcomes Res 
2020; 17: 1–9.

https://journals.sagepub.com/home/tab
https://www.ncbi.nlm.nih.gov/pubmed/25340227
https://www.ncbi.nlm.nih.gov/pubmed/25340227
https://www.mscbs.gob.es/estadEstudios/estadisticas/encuestaNacional/encuesta2017.htm
https://www.mscbs.gob.es/estadEstudios/estadisticas/encuestaNacional/encuesta2017.htm
https://www.mscbs.gob.es/estadEstudios/estadisticas/encuestaNacional/encuesta2017.htm
http://www.boneandjointburden.org
http://www.boneandjointburden.org


Therapeutic Advances in Musculoskeletal Disease 13

18	 journals.sagepub.com/home/tab

	25.	 Wright EA, Katz JN, Abrams S, et al. Trends 
in prescription of opioids from 2003–2009 in 
persons with knee osteoarthritis. Arthritis Care 
Res(Hoboken) 2014; 66: 1489–1495.

	26.	 Centers for Disease Control and Prevention, 
Public Health Service, U.S. Department of 
Health and Human Services. Guideline for 
prescribing opioids for chronic pain. J Pain Palliat 
Care Pharmacother 2016; 30: 138–140.

	27.	 Kalkman GA, Kramers C, van Dongen RT, 
et al. Trends in use and misuse of opioids in 
the Netherlands: a retrospective, multi-source 
database study. Lancet Public Health 2019; 4: 
e498–e505.

	28.	 Ackerman IN, Zomer E, Gilmartin-Thomas JF, 
et al. Forecasting the future burden of opioids for 
osteoarthritis. Osteoarthritis Cartilage 2018; 26: 
350–355.

	29.	 McLachlan AJ, Bath S, Naganathan V, et al. 
Clinical pharmacology of analgesic medicines 
in older people: impact of frailty and cognitive 
impairment. Br J Clin Pharmacol 2011; 71: 
351–364.

	30.	 Ministerio de Sanidad, Servicios Sociales e 
Igualdad. Utilización de medicamentos opioides 
en España durante el periodo 2010– 2018, https://
www.aemps.gob.es/medicamentos-de-uso-humano/
observatorio-de-uso-de-medicamentos/utilizacion-
de-medicamentos-opioides-en-espana-durante-el-
periodo-2010–2019 (2019, accessed July 2020).

	31.	 Sicras-Mainar A, Tornero-Tornero C, Vargas-
Negrín F, et al. Health outcomes and costs in 
patients with osteoarthritis and chronic pain 
treated with opioids in Spain: the OPIOIDS real-
world study. Ther Adv Musculoskelet Dis 2020; 12: 
1759720X20942000.

	32.	 Husereau D, Drummond M, Petrou S, et al. 
Consolidated Health Economic Evaluation 
Reporting Standards (CHEERS) statement.  
BMJ 2013; 16: e1–e5.

	33.	 Sicras-Mainar A, Rejas-Gutierrez J, Vargas-
Negrín F, et al. Disease burden and costs in 
moderate-to-severe chronic osteoarthritis pain 
refractory to standard of care: ancillary analysis 
of the OPIOIDS real-world study. Rheumatol 
Ther. Epub ahead of print 7 January 2021. DOI: 
10.1007/s40744-020-00271-y.

	34.	 Consejo General de Colegios de Farmacéuticos 
Oficiales de España. Base de Datos del 
Conocimiento Sanitario, https://botplusweb.
portalfarma.com/botplus.aspx (2020, accessed 
June 2020).

	35.	 WHO Collaborating Centre for Drug Statistics 
Methodology. The Norwegian Institute of 

Public Health, https://www.who.int/medicines/
regulation/medicines-safety/about/collab-centres-
norwegian/en/ (2020, accessed June 2020).

	36.	 INE. Padrón Municipal y proyecciones del censo, 
https://www.ine.es/dyngs/INEbase/es/categoria.
htm?c=Estadistica_P&cid=1254734710984 
(2020, accessed June 2020).

	37.	 López-Bastida J, Oliva J, Antoñanzas F, et al. 
Spanish recommendations on economic 
evaluation of health technologies. Eur J Health 
Econ 2010; 11: 513–520.

	38.	 Berterame S, Erthal J, Thomas J, et al. Use of 
and barriers to access to opioid analgesics: a 
worldwide, regional, and national study. Lancet 
2016; 387: 1644–1656.

	39.	 Ministry of Finance. Indicadores sobre gasto 
farmacéutico y sanitario, https://www.hacienda.
gob.es/es-es/cdi/paginas/estabilidadpresupuestaria/
informacionaapps/indicadores-sobre-gasto-
farmac%c3%a9utico-y-sanitario.aspx (2019, 
accessed October 2020).

	40.	 Brand CA, Harrison C, Tropea J, et al. 
Management of osteoarthritis in general practice 
in Australia. Arthritis Care Res 2014; 66: 
551–558.

	41.	 Safiri S, Kolahi A, Smith E, et al. Global, regional 
and national burden of osteoarthritis 1990–2017: 
a systematic analysis of the Global Burden of 
Disease study 2017. Ann Rheum Dis 2020; 79: 
819–828.

	42.	 da Costa BR, Nuesch E, Kasteler R, et al. Oral 
or transdermal opioids for osteoarthritis of the 
knee or hip. Cochrane Database Syst Rev 2014; 9: 
CD003115.

	43.	 Benyamin R, Trescot AM, Datta S, et al. Opioid 
complications and side effects. Pain Physician 
2008; 11(Suppl. 2): S105–S120.

	44.	 Dublin S, Walker RL, Gray SL, et al. Prescription 
opioids and risk of dementia or cognitive decline: 
a prospective cohort study. J Am Geriatr Soc 
2015; 63: 1519–1526.

	45.	 Pilgrim JL, Yafistham SP, Gaya S, et al. 
An update on oxycodone: lessons for death 
investigators in Australia. Forensic Sci Med Pathol 
2015; 11: 3–12.

	46.	 Musich S, Wang SS, Schaeffer JA, et al. Safety 
events associated with tramadol use among 
older adults with osteoarthritis. Popul Health 
Manag. Epub ahead of print 2 March 2020. DOI: 
10.1089/pop.2019.0220.

	47.	 Trouvin AP, Berenbaum F and Perrot S. The 
opioid epidemic: helping rheumatologists prevent 
a crisis. RMD Open 2019; 5: e001029.

https://journals.sagepub.com/home/tab
https://www.aemps.gob.es/medicamentos-de-uso-humano/observatorio-de-uso-de-medicamentos/utilizacion-de-medicamentos-opioides-en-espana-durante-el-periodo-2010
https://www.aemps.gob.es/medicamentos-de-uso-humano/observatorio-de-uso-de-medicamentos/utilizacion-de-medicamentos-opioides-en-espana-durante-el-periodo-2010
https://www.aemps.gob.es/medicamentos-de-uso-humano/observatorio-de-uso-de-medicamentos/utilizacion-de-medicamentos-opioides-en-espana-durante-el-periodo-2010
https://www.aemps.gob.es/medicamentos-de-uso-humano/observatorio-de-uso-de-medicamentos/utilizacion-de-medicamentos-opioides-en-espana-durante-el-periodo-2010
https://www.aemps.gob.es/medicamentos-de-uso-humano/observatorio-de-uso-de-medicamentos/utilizacion-de-medicamentos-opioides-en-espana-durante-el-periodo-2010
https://botplusweb.portalfarma.com/botplus.aspx
https://botplusweb.portalfarma.com/botplus.aspx
https://www.who.int/medicines/regulation/medicines-safety/about/collab-centres-norwegian/en/
https://www.who.int/medicines/regulation/medicines-safety/about/collab-centres-norwegian/en/
https://www.who.int/medicines/regulation/medicines-safety/about/collab-centres-norwegian/en/
https://www.ine.es/dyngs/INEbase/es/categoria.htm?c=Estadistica_P&cid=1254734710984
https://www.ine.es/dyngs/INEbase/es/categoria.htm?c=Estadistica_P&cid=1254734710984
https://www.hacienda.gob.es/es-es/cdi/paginas/estabilidadpresupuestaria/informacionaapps/indicadores-sobre-gasto-farmac%c3%a9utico-y-sanitario.aspx
https://www.hacienda.gob.es/es-es/cdi/paginas/estabilidadpresupuestaria/informacionaapps/indicadores-sobre-gasto-farmac%c3%a9utico-y-sanitario.aspx
https://www.hacienda.gob.es/es-es/cdi/paginas/estabilidadpresupuestaria/informacionaapps/indicadores-sobre-gasto-farmac%c3%a9utico-y-sanitario.aspx
https://www.hacienda.gob.es/es-es/cdi/paginas/estabilidadpresupuestaria/informacionaapps/indicadores-sobre-gasto-farmac%c3%a9utico-y-sanitario.aspx


J Rejas-Gutierrez, A Sicras-Mainar et al.

journals.sagepub.com/home/tab	 19

	48.	 Zeng C, Dubreuil M, LaRochelle MR, et al. 
Association of tramadol with all-cause mortality 
among patients with osteoarthritis. JAMA 2019; 
321: 969–982.

	49.	 Bélanger P, West CR and Brown MT. Development 
of pain therapies targeting nerve growth factor 
signal transduction and the strategies used to 
resolve safety issues. J Toxicol Sci 2018; 43: 1–10.

	50.	 Berenbaum F. Targeting nerve growth factor 
to relieve pain from osteoarthritis: what can we 
expect? Joint Bone Spine 2019; 86: 127–128.

	51.	 Walsh DA and Neogi T. A tale of two TrkA 
inhibitor trials: same target, divergent results. 
Osteoarthritis Cartilage 2019; 27: 1575–1577.

	52.	 Kaplon H and Reichert JM. Antibodies to watch 
in 2018. MAbs 2018; 10: 183–203.

	53.	 Chang DS, Hsu E, Hottinger DG, et al. Anti-
nerve growth factor in pain management: current 
evidence. J Pain Res 2016; 9: 373–383.

	54.	 Therapeutic Guidelines Ltd. Osteoarthritis. 
Therapeutic guidelines rheumatology, 
https://tgldcdp.tg.org.au/viewtopic? 
topicfile¼osteoarthritis#toc_d1e226  
(2017, accessed 24 November 2020).

	55.	 Silva MJ and Kelly Z. The escalation of the 
opioid epidemic due to COVID-19 and resulting 
lessons about treatment alternatives. Am J Manag 
Care 2020; 26: e202–e204.

	56.	 Becker WC, Fiellin DA, Becker WC, et al. When 
epidemics collide: coronavirus disease 2019 
(COVID-19) and the opioid crisis. Ann Intern 
Med 2020; 173: 59–60.

Visit SAGE journals online 
journals.sagepub.com/
home/tab

SAGE journals

https://journals.sagepub.com/home/tab
https://tgldcdp.tg.org.au/viewtopic
https://journals.sagepub.com/home/tab
https://journals.sagepub.com/home/tab



