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OPIOID UTILIZATION, TRACKING, AND EDITS/CRITERIA 
BACKGROUND HISTORY: 
Arkansas Medicaid Pharmacy Program (Program) has tracked the opioid utilization as well as the edits 
implemented to reduce inappropriate opioid utilization since 2003.  Some examples of edits the Program 
implemented to reduce inappropriate opioid utilization include the following: in 2003, removed the ability 
for the community pharmacists to override the early refill alert message for controlled drugs without a prior 
authorization approval from the Medicaid Pharmacy Program; in 2005, implemented prior authorization 
criteria that eliminated widespread inappropriate use of transmucosal fentanyl agents (suckers, lozenges, 
buccal tablet, sublingual tablets, nasal spray, SL spray, etc.) from being used off-label for non-cancer 
acute pain; in late 2008 implemented the short-acting quantity limit of 186 per 31 days’ supply, and 
although the monthly quantity limit for short-acting opioids was reduced twice more through the years the 
6 units/day for acute pain remained in effect although the total monthly quantity could not be exceeded.  
Today the quantity limit for short-acting opioid (SAO) drugs will allow up to 93 units per 31 rolling days 
supply as long as the MME edits are not exceeded. Additional edits were applied through the years to the 
SAO drugs and some of those edits include: “favorite” brand name opioids were added to a manual 
review Prior Authorization list; tramadol, injectable SAO, and nasal sprays were added to the therapeutic 
duplication (TD) lists, and solid oral dosage forms are denied at point of sale for beneficiaries less than 6 
years of age.  
 
For long-acting opioid drugs, the quantity limits were also implemented in 2008 and these limits are 
specific for each drug and take into account the FDA approved dosing frequency, e.g., allow 1 per day for 
the opioids dosed once per 24-hours, allow 2 per day for those dosed every 12 hours, and 3 per day for 
those dosed every 8 hours.  In addition, a “dose-optimization” edit was applied to the long-acting opioids 
to prevent large quantities of the lower dosage strengths dispensed, e.g., for a medication given every 8 
hours that is available in 30 mg and 60 mg, the quantity allowed for each strength would be #90/30-day 
supply rather than allowing double the quantity of the 30 mg to equal the 60 mg dose.   
 
In addition to opioid quantity limits, therapeutic duplication edits were implemented to prevent multiple 
short-acting agents for concurrent therapy or multiple long-acting agents for concurrent therapy. Today 
the opioid Therapeutic Duplication edit will allow a beneficiary to have one long-acting opioid and one 
short-acting opioid for breakthrough pain as long as the beneficiary meets all other edits, including the 
MME limit.  The MME limit trumps all other opioid edits.  The Program continued implementing various 
edits through the years that were aimed at closing loopholes, decreasing inappropriate opioid utilization, 
tweaking the quantity edits, and the tweaking the therapeutic duplication edits to reduce inappropriate 
“doctor-shopping”, and moved some specific “favorite” long-acting opioids to non-preferred status on the 
Preferred Drug List (PDL) to discourage use of certain opioids in non-cancer patients.   
 
Additional edits that were implemented in SFY 2016 include a Refill Too Soon Accumulation Quantity 
Edit, which is an edit that limits habitual early refills for a drug during the course of the year.  The edit was 
implemented in February 2016 and it limited the amount of early filled opioid drug claims to an 
accumulation of up to a total of a “15 days’ supply” filled early during a 180 day look-back period.  Once 
the beneficiary had accumulated a 15 days’ supply of the opioid (same drug, same strength, and same 
dosage form) during the 180 day period, any incoming claim that was submitted even one day early was 
denied until the oldest “early” claim was outside of the 180-day lookback period. In addition, the MME 
limitation was implemented in November 2016, which is also in the state’s SFY 2017. 
 
 
METHADONE 
In August 2016, the Medicaid Pharmacy Program moved methadone 10 mg to the PDL’s non-preferred 
list for non-cancer chronic pain beneficiaries and requested physicians to change the long-acting opioid 
medication to one of the preferred medications for non-cancer chronic pain beneficiaries. Methadone is 
available for treatment of pain for the malignant cancer patient beneficiary whose diagnosis meets point 
of sale prior authorization criteria.  There are only a very small handful of malignant cancer beneficiaries 
receiving methadone for cancer pain.  
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MME LIMITS IMPLEMENTED 
Arkansas Medicaid Pharmacy Program tried many types of opioid edits through the years, reduced opioid 
quantity limits, and implemented clinical criteria to prevent inappropriate therapeutic duplication, but the 
opioid data did not improve. The 2016 CDC U.S. Prescribing Rate Map report data showed that Arkansas 
was an “emerging hot spot” for opioid prescribing with 114.6 opioid prescriptions per 100 residents, 2nd in 
the nation only to Alabama.  In 2016, that CDC report showed that the overall opioid prescribing rate was 
66.5 prescriptions per 100 people.  The Program began another opioid limitation by applying a limit based 
on total Morphine Milligram Equivalents (MME) per day in November 2106 for the non-cancer chronic 
pain patients.  The existing opioid criteria and quantity limits remained in effect and the MME limit was set 
up as the final edit over all other opioid criteria and quantity limits.   
 
 
TOTAL DAILY MME LIMIT FOR NON-CANCER CHRONIC PAIN BENEFICIARIES 
On November 8, 2016, the Program implemented the MME limit and started with the total daily MME 
≤300 MME/day with the plan to decrease the MME limit by 50 MME every 6 months until the Program 
reached a limit that was within the CDC guidelines. The initial MME edit calculated the MME for all opioids 
paid by Medicaid that the beneficiary received.  Any incoming opioid claim, whether short-acting opioid or 
and long-acting opioid, that had at least a 3-day or more overlap with an opioid claim in history was 
considered as concurrent therapy and the total MME/day was calculated.  If the incoming claim was 
greater than the allowed daily MME, or if the incoming claim caused the total daily MME limit to be 
exceeded, the incoming claim was denied at point of sale.  Allowing 6 months between the MME 
reductions allowed prescribing providers to taper their patients down without requesting prior 
authorizations to exceed the limit. If a prescriber requested a prior authorization (PA), a short-term PA 
was approved to taper the patient’s dose down below the MME limit. 
 
The initial opioid MME utilization reports indicated that the Medicaid program had a total of 311 
beneficiaries receiving greater than 300 MME/day before any notices to providers were mailed, with the 
highest being a beneficiary who was receiving a quantity of 720 methadone 10 mg tablets monthly for 
lumbago. 
 
The prescribers received personal letters approximately 2 to 3 months in advance at each MME reduction 
along with a list of his/her patients exceeding the MME/day limit to allow prescribers time to titrate the 
doses down to a level that was below the MME limit to avoid the opioid prescriptions denying at the point 
of service.  In addition, the Provider Memo that explained the MME edit was mailed to each enrolled 
prescribing provider as well as the pharmacy providers and the memos were posted on the Medicaid 
Pharmacy Program website.   
 
The MME reduction schedule was every 6 months: May 2017 to ≤250 MME/day; November 2017 to ≤200 
MME/day, May 2018 to ≤150 MME/day.  The next, and probably final, decrease for chronic non-cancer 
pain beneficiaries receiving an opioid will be November 14, 2018 and the total daily MME allowed limit will 
be ≤90 MME/day. 
 
TOTAL DAILY MME LIMIT FOR “NEW STARTS” TO OPIOID THERAPY 
In addition to the total daily MME limit for the chronic non-cancer pain beneficiaries, AR Medicaid 
Pharmacy Program implemented a separate MME limit for “new starts” to opioid therapy.  A “new start” 
was defined as no opioid claim is found in Medicaid drug history in the previous 60-days.  A “new start” to 
opioid therapy beneficiary is limited to 50 MME/day, and this first opioid claim cannot exceed a 7-day 
supply of drug, and in addition, the existing quantity limits applied to all short-acting opioids still applies, 
which is the daily quantity limit cannot exceed 6 units/day.  It is important to note that the MME daily limit 
trumps all other opioid edits, which means the dispensed quantity of the higher strength MME short-acting 
opioids (e.g., Percocet 10/325) will be less than the lower strength MME opioids.  For example, the 
allowed dispensed quantity of Percocet 10/325 will be 3.3 tablets per day or a total of 23 tablets (45 
MME/day) for a 7 days’ supply, versus the allowed dispensed quantity of Lortab 10/325 will be 5 tablets 
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per day or a total of 35 tablets (50 MME/day) for a 7 days’ supply, versus the allowed dispensed quantity 
of Acetaminophen codeine 30 mg will be 6 tablets per day or a total of 42 tablets (27 MME) for a 7 days’ 
supply. Again, malignant cancer patients meeting our diagnosis criteria are exempt from this MME limit.  
And while the edit was aimed at acute pain patients (e.g., patients seen at an ER) or chronic pain patients 
receiving their first opioid prescription, the edit also affects the post-op patient discharged directly from 
recovery room home and we are finding that at least some surgeons write for much higher MME/day for 
the first several days post-op. 
 
TRACKING MME DATA 
DATA LIMITATIONS IN TRACKING MME 
One limitation of the data is that the MME data includes the beneficiaries with a diagnosis of malignant 
cancer pain; however, these cancer pain beneficiaries are exempt from the MME daily limit.  Even though 
the data includes the malignant cancer pain beneficiaries who are allowed to remain above the MME limit, 
these cancer beneficiaries were never the beneficiaries with the excessive opioid doses.  The overall 
number of beneficiaries receiving opioids above the MME limit has still been greatly reduced at each 
MME reduction time.   
 
The beneficiary count is the unduplicated beneficiary count for the SFY listed below for the specific HIC3 
opioid description groups being tracked, meaning the beneficiary is only counted one time for that HIC3 
description group although that beneficiary may have had multiple opioid claims during that time period. 
However, a beneficiary may have received or was receiving concurrently an opioid from 2 different opioid 
HIC3 group descriptions (e.g., a long-acting opioid plus a short-acting opioid) so there may be some 
beneficiary duplication found between the different HIC3 group descriptions.  
 
And lastly, the MME edit is only a Medicaid edit and as such only affects the opioid claims paid by 
Medicaid and does not have an effect on “cash” opioid claims and cash opioid claims cannot be tracked 
in Medicaid data.  
 
THE MME DATA 
The MME data was tracked prior to each MME reduction implementation and prescribing providers were 
notified via personal letter of the upcoming reduction and provided a list of his/her patients currently 
exceeding the next reduction. The data for the May 2018 reduction to ≤150 MME/day is not yet available, 
but the trend shows the number of beneficiaries on high MME dose decreases as the MME limit 
decreases. 
 

 
 

 
 
 
 
 

MME LIMIT Reduced to ≤300 MME/day 

TIME PERIOD 
# BENEFICIARIES ≥300 MME/DAY  (These 
numbers may include cancer pain patients) 

APRIL 2016 - JUNE 2016 before implementation edit 311 
OCT 2016 - DEC 2016  49 

JAN 2017 - MAR 2017  (after implementation) 15; (13 are=300, 2 are>300). 

MME LIMIT Reduced to ≤250 MME May 2017 
 
 TIME PERIOD 

# BENEFICIARIES ≥250 MME/DAY 
may include cancer pain patients) 

(These numbers 

JAN 2017- MAR 2017  (before implementation edit) 105 

APRIL-JUNE 2017  (after implementation edit) 57 bene >250 MME (MME between 255 to 339) 
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# of Opioid Members By Average Daily MME,  OCT. 1 2017 – DEC. 31, 2017 
MME 10/1/17 - 12/31/17 
< 30                                21,774  

30-49.9                                13,168  
50-89.9                                   2,693  

90-119.9                                      543  
120-200                                     399  

>200                                        97  
Total                               38,674  

 

 

  

MME LIMIT Reduced to ≤200 MME Nov 2017 

 TIME PERIOD 
# BENEFICIARIES ≥250 MME/DAY (These 
numbers may include cancer pain patients) 

April-June 2017  (before implementation edit decrease) 609 (57 are  MME 255 to 339) 

July 1 2017- Sept 30, 2017  97 

Oct. 1, 2017 – Dec. 31, 2017 97 

# of Opioid Members By Average Daily MME,  JULY 1, 2017 – SEPT. 30, 2017 
MME 7/1/17 - 9/30/17 
< 30                                21,091  

30-49.9                                12,965  
50-89.9                                   2,682  

90-119.9                                      528  
120-200                                     486  

>200                                        97  
Total                               37,849  
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TRACKING OPIOID CLAIMS AND UNDUPLICATED BENEFICIARY COUNT RECEIVING OPIOIDS 
AR Medicaid Pharmacy Program also tracks expenditures of drug categories by the HIC3 code by quarter 
and by State Fiscal Year (SFY), which is July 1 – June 30.  A HIC 3 Class Code is also known as the 
Hierarchical Specific Therapeutic Class Code. This value is assigned to a product by First Data Bank 
(FDB).   
 
There are four HIC3 codes that include opioid medications used for pain: 
H3A ANALGESICS, NARCOTICS                              
H3U NARCOTIC ANALGESIC & NON-SALICYLATE ANALGESIC COMB 
H3N ANALGESICS, NARCOTIC AGONIST AND NSAID COMBINATION   
H3X NARCOTIC ANALGESIC AND SALICYLATE ANALGESIC COMB   
 
Of those four HIC3 codes, the two HIC3 codes with the most utilization are code H3A, which is an opioid 
that is a single entity agent (e.g., oxycodone, OxyContin ER, morphine IR, morphine ER, etc.), and H3U, 
which is an opioid + acetaminophen (e.g., oxycodone + acetaminophen, hydrocodone + acetaminophen, 
and acetaminophen-codeine).   
 
The beneficiary count is the unique or unduplicated beneficiary count for the SFY listed for the specific 
HIC3 opioid group being tracked so that the beneficiary is only counted one time for that HIC3 although 
that beneficiary may have filled multiple opioid claims during that period of time.  In addition, the 
beneficiary may have filled an opioid from 2 different HIC3 code groups, for example if the beneficiary 
received a short-acting opioid and a long-acting opioid as concurrent therapy. 
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THE SHIFT 
The graphs below show a distinct shift in the type of opioid drugs being prescribed beginning in SFY 2016 
with the MME implementation and it continues as the total daily MME is reduced every 6 months. 
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COMPARING CURRENT SFY DATA TO PREVIOUS SFY 
In addition to the data in the above graphs that show a distinct shift in prescribing habits due to the MME 
limits, the overall opioid data shows a decrease in opioid claim counts and a decrease in Medicaid dollars 
paid. 
 
The data is not yet complete for the current SFY 2018 that will end June 30, 2018, however, the data 
comparing TOTAL OPIOID CLAIMS for JULY 2016 – MARCH 2017 of SFY 2017 to the current JULY 
2017 – MARCH 2018 for SFY 2018 is available and does look promising.  The comparison charts below 
show a reduction of total opioid claims when SFY 18 is compared to SFY17 for the same time period in 
each SFY.  And when there is an overall reduction in the number of opioid claims, there is a 
corresponding reduction of Medicaid dollars paid for opioid claims.    
 

 
 

 
 

CONCLUSIONS 
 
Although Arkansas Medicaid implemented many quantity limits and clinical criteria through the years on 
all opioid drug claims there was little improvement in the overall opioid picture until the MME limits were 
implemented. 
 
The Arkansas Medicaid MME limits began November 2016 (in FFY2017) and the information contained in 
this report carry the information forward to the current MME limits and the expected future MME limit.  The 
Arkansas Medicaid system calculates the total daily MME for each beneficiary, which means the MME for 
all opioid claims are additive if there is at least a 3 day overlap.  The incoming claim that causes the total 
daily MME to exceed the MME limit will deny at point of sale.  Prescribers are notified via a personal 
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letters in advance of the next MME reduction and the prescriber’s list of patients that will exceed the MME 
limit is included in the letter. 
 
The MME limit, although implemented gradually over a 2 year period of time, is having a positive effect at 
shifting the types of opioids prescribed and dispensed, at decreasing the Medicaid dollars paid for all 
opioid claims, at decreasing the overall number of Medicaid beneficiaries receiving an opioid, and finally, 
at decreasing the overall total opioid claims count.  
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