OPIOID PRESCRIBING TRENDS IN MISSISSIPPI MEDICAID
BACKGROUND
The opioid epidemic and its devastating impacts have led to extensive changes in the way opioids
are prescribed across the United States. Mississippi Medicaid DUR has been involved in assessing
multiple opioid-related quality measures and implementing various DUR initiatives over the past
several years. In 2016 the Centers for Disease Control and Prevention (CDC) published the CDC
Guidelines for Prescribing Opioids for Chronic Pain.1 At the April 2016 DUR Board meeting, the
Board reviewed the CDC guidelines along with Medicaid claims data analysis and made several
recommendations for the prescribing of opioids. Over the next several years the Mississippi
Division of Medicaid (DOM) carefully developed criteria based on those DUR Board
recommendations. As an initial step, in late 2016 MS-DUR began conducting multiple patientspecific provider notices focused on educating prescribers on the CDC guidelines. In August 2019,
DOM implemented four Opioid Initiatives in response to the DUR Board’s recommendations which
aligned with the CDC’s guidelines, the Mississippi State Board of Medical Licensure prescribing
regulations, the Governor's Opioid and Heroin Task Force recommendations, and Medicaid
requirements under section 1004 of the Substance Use-Disorder Prevention that Promotes Opioid
Recovery and Treatment for Patients and the Communities Act (SUPPORT Act).1–4
The four Opioid Initiatives implemented were:
1. New opioid prescriptions (first opioid fill within 90 days) for opiate-naïve patients must
be for short-acting (SA) opioid.*
2. For new starts (first opioid fill within 90 days) a SA opioid can be filled for a maximum of
two 7-day supplies in a 30 day period. Use of SA opioids for longer periods will require a
manual PA.*
3. Any prescriptions (whether individual and/or cumulative daily sum of all prescriptions
for the patient) with a Morphine Equivalent Daily Dose (MEDD) of ≥ 90 will require a
manual PA with documentation that the benefits outweigh the risks and that the patient
has been counseled about the risks of overdose and death.*
(* Patients with a diagnosis of cancer or sickle-cell disease are exempt from the 3 edits above.)
4. Concomitant use of opioids and benzodiazepines should require a manual PA.
To allow for the short-term treatment of pre-procedure anxiety or other short-term
anxiety, a prescription for up to 2 units of a solid oral dosage form of a benzodiazepine
can be overridden at the point-of-sale by the dispensing pharmacist based upon his/her
clinical judgment and consultation with the prescriber. A maximum of two, 2-unit
prescriptions may be overridden in a 60 day period. Prospective DUR billing directions can
be found on DOM’s website.

MS-DUR analyzed opioid claims for the period from January 2018 through June 2020 to examine
prescribing trends related to CDC Guidelines and DOM’s Opioid Initiatives among Medicaid
beneficiaries.
METHODS
A retrospective analysis was conducted using Mississippi Medicaid administrative claims data from
January 2018 to June 2020. The analysis included data from the Fee-for-Service (FFS) program and
the Coordinated Care Organizations (CCOs) which include Magnolia Health (MAG), Molina
Healthcare (MOL), and UnitedHealthcare (UHC). All opioid claims during the study period were
identified in pharmacy claims data and monthly trends in prescription-related factors were
analyzed.
RESULTS
Table 1: All opioid prescriptions were analyzed and classified as short-acting or long-acting opioids
based on CDC’s Injury Center list of NDCs prescription data and morphine milligram equivalent
(MME) conversion factor information (https://www.cdc.gov/drugoverdose/resources/data.html).
The first prescription was identified as the index opioid prescription. Beneficiaries were identified
as new starts if they did not have an opioid prescription in the 90-day period prior to the index
opioid prescription. Opioid prescriptions for beneficiaries with a diagnosis for cancer or sickle cell
disease from January 2017 to June 2020 were excluded from this analysis.

From Table 1:
• Total number of opioid prescription fills consistently trended down until May 2020.
• The percentage of beneficiaries taking SA opioids was approximately 90% after the Opioid
Initiatives were implemented.
• A minimal number of beneficiaries were initiated on LA opioids. This number continued to
decrease after the Opioid Initiatives were implemented.
Table 2: Among new starts, beneficiaries with short-acting opioid prescriptions were identified.
Prescriptions were classified into different categories based on prescription days of supply (1 to 3,
4 to 7, 8 to 15, 16 to 29 and 30+ days). Based on the Opioid Initiative regarding days supply for
initial SA opioid fills, new starts who either had more than 2 prescriptions for 7-day supply each or
prescriptions with day supply lasting more than 7 day were flagged as beneficiaries exceeding the
fill limit.

From Table 2:
• The percent of new start claims for 7 days or less has remained above 90% since
implementation of the Opioid Initiatives.
• The percentage of new starts exceeding the fill limit has averaged only 6.3% since
implementation of the Opioid Initiatives.
Table 3: All opioid prescriptions (excluding cancer and sickle cell patients) were included in this
analysis. MME daily dose was calculated for individual and/or cumulative opioid prescriptions for
beneficiaries during the study period. Beneficiaries with MME > 90 mg were flagged. In instances

where the High MME (≥ 90 MG) event spanned over multiple months for a beneficiary, the High
MME was attributed to the month in which the first day of high MME use occurred.

For Table 3:
• The percentage of beneficiaries with MME > 90 mg decreased to an average of 1.1%
monthly after the implementation of the Opioid Initiatives.

Table 4: All opioid prescriptions were included for this analysis. Cancer and sickle cell disease
patients were NOT excluded. Concomitant use of benzodiazepines and opioids was defined as
at least one overlapping day of use between the drug classes. Concomitant use for the
beneficiary was attributed to the month of first day of overlapping use.

From Table 4:
• The percentage of beneficiaries with concomitant opioid and benzodiazepine use has
dropped to an average of 3.8% since the implementation of the Opioid Initiatives.

In addition to conducting analyses specifically aimed at assessing the impact of the Opioid
Initiatives for this report, MS-DUR also runs 2 quality measures which DOM annually reports to
CMS that are directly impacted by the Opioid Initiatives. The “Concurrent Use of Opioids and
Benzodiazepines” (COB-AD) measure was developed by the Pharmacy Quality Alliance. The COBAD assesses the percentage of beneficiaries who are taking opioids that have concurrent use of
benzodiazepines for 30 or more days.
Table 5 shows the
COB-AD quality
measure rates for CY
2019 for all
Mississippi Medicaid
beneficiaries
meeting the
inclusion criteria for
the denominator.
The overall rate
within Mississippi
Medicaid was 7.5%.
This shows a
continued significant
decrease for this
measure compared
to prior years
reported (20.0% for
CY 2017, 13.7% for
CY 2018 and 7.5%
for CY 2019).

The “Use of Opioids at High Dosage in Persons Without Cancer” (OHD-AD) was developed by the
Pharmacy Quality Alliance and added to the Medicaid Adult Core Set in 2016. The OHD-AD
assesses the potentially inappropriate prescribing of opioids at average morphine milligram
equivalents (MME) of 90 or more for treatment periods of 90 or more days.
Table 6 shows the OHD-AD quality measure rates for CY 2019 for all Mississippi Medicaid
beneficiaries meeting the inclusion criteria for the denominator. The overall rate within
Mississippi Medicaid was 1.7% which was significantly lower than the rate of 2.5% for CY 2018.

CONCLUSIONS
Working with prescribers to appropriately prescribe opioids is a process that Medicaid has been
working on for several years. With the implementation of DOM’s Opioid Initiatives in 2019, a
major step was taken toward regulating the appropriate prescribing of opioids for Medicaid
beneficiaries. This study provides data demonstrating that prescribing trends for opioids are
moving in a positive direction. Although significant progress has been made, the opioid epidemic
fight continues. Assessing the impact of COVID-19 on the prescribing of opioids is an area that
warrants further study.
RECOMMENDATIONS
1.
DOM should continue monitoring trends in opioid prescribing related to the Opioid
Initiatives and explore other metrics for measuring appropriate opioid prescribing.
2.
MS-DUR, at the direction of DOM, should explore the impacts of COVID-19 on the
prescribing of opioids.
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