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 For patients with epilepsy as the first diagnosis, mean £ SD
difference in the number of visits per patient after CBD initiation was ]
—-0.05 £ 0.89 (P=0.098) for ED and -0.13 = 3.02 (P=0.001) for Conclusions
physician’s office visits.

* The mean cost of ED and physician’s office visits per patient was
47% and 14% lower (both P=0.002) for patients with epilepsy as the
first or second diagnosis after CBD initiation.

* The mean cost of ED and physician’s office visits was reduced by
39% (P=0.014) and 17% (P<0.0005) per patient, respectively, after
CBD initiation for patients with epilepsy as the first diagnosis.

- After the initiation of CBD, the average physician’s office and ED visits and their costs were lower in the study period among the commercially insured patients in the US.

 Patients had significant trends toward lower epilepsy-related physician’s office and outpatient office visits. There was also a significantly lower trend of epilepsy-related physician’s office medical costs. Other epilepsy-related HCRUs and their
associated medical costs had flat (non-increasing) trends of post-CBD initiation versus pre-CBD initiation.

 Patients had significant trends toward lower all-cause HCRU, except for physician’s office visits (underpowered), and a significant trend toward lower all-cause associated medical costs for ED visits and flat (non-increasing) trends for other HCRU
categories post-CBD initiation versus pre-CBD initiation.
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