Clinical Pharmacy Program Guidelines for Short-Acting Opioid Products- OHIO
Program

Prior Authorization/Medical Short-Acting Necessity – ShortActing Opioid Products- OHIO
Short-Acting Opioids:
Includes both brand and generic versions of the listed
products unless otherwise noted:
All salt forms, single and combination ingredient products, and all
brand and generic formulations of the following: Butorphanol
nasal spray, codeine, morphine, hydrocodone, hydromorphone,
oxycodone, oxymorphone, pentazocine, tramadol, tapentadol,
meperidine, levorphanol tartrate, dihydrocodeine

Medication

Markets in Scope
(i)

Ohio

Background:
The CDC and the American Academy of Neurology recommends the following best
practices in the prescription of opioids:
• Non-pharmacologic therapy and non-opioid pharmacologic therapy are preferred for
chronic pain.
• Before starting opioid therapy, treatment goals should be established with patients
that include realistic goals for pain and function and should consider how therapy will
be discontinued if benefits do not outweigh risks. Track pain and function at every
visit (at least every 3 months) using a brief, validated instrument. Continue opioid
therapy only if there is clinically meaningful improvement in pain and function that
outweighs risks to patient safety.
• When starting opioid therapy for chronic pain, clinicians should prescribe immediaterelease opioids instead of extended release/long-acting opioids.
• Document the daily morphine equivalent dose (MED) in mg/day from all sources of
opioids. Access the state prescription drug monitoring program (PDMP) data at
treatment initiation and periodically during treatment. Currently all states except for
Missouri have a PDMP.
• To avoid increased risk of respiratory depression, long-acting opioids should not be
prescribed concurrently with benzodiazepines. Screen for past and current substance
abuse and for severe depression, anxiety, and PTSD prior to initiation.
• Use random urine drug screening prior to initiation and periodically during treatment
with a frequency according to risk.
• Use a patient treatment agreement, signed by both the patient and prescriber that
addresses risks of use and responsibilities of the patient.
• Methadone should not be the first choice for a long-acting opioid. Only clinicians
who are familiar with methadone’s unique risk profile and who are prepared to
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educate and closely monitor their patients should consider prescribing methadone for
pain.
CDC recommends avoiding escalating doses above 50-90 mg/day MED unless
sustained meaningful improvement in pain and function is attained, and not without
consultation with a pain management specialist. A list of MED for the long-acting
opioids is available in Table 1.
The American Academy of Neurology recommends avoiding escalating doses above
80-120 mg/day MED unless sustained meaningful improvement in pain and function
is attained, and not without consultation with a pain management specialist. A list of
MED for the long-acting opioids is available in Table 1.
Clinicians should evaluate benefits and harms of continued therapy at least every 3
months. If benefits do not outweigh harms, opioids should be tapered and
discontinued. Evaluation should include assessment of substance use disorder/opioid
dependence. Validated scales (such as the DAST-10) are available
at www.drugabuse.gov.

Table 1. CDC Recommended Opioid Maximum Morphine Equivalents per Day*
Active Ingredient

FDA Label Max Daily
Doses

Morphine
Hydromorphone
Hydrocodone
Tapentadol
Tramadol IR
Oxymorphone
Oxycodone
Codeine
Pentazocine
Meperidine
Butorphanol

None
None
None
600mg IR products
400mg IR products
None
Xtampza Only =288mg
360mg
None
600mg
None

60 MED equivalent
(mg/day)
(non treatment naïve)

60mg
15mg
60mg
149mg
600mg
20mg
40mg
396mg
161mg
594mg
8.5mg

*Doses are not considered equianalgesic and table does not represent a dose conversion chart.

Max MED is the maximum dose per day based on morphine equivalent dose allowed without
consultation or prescription by a pain specialist. Max MED is based upon the CDC guidelines
and adjusted for currently available product strengths. Fentanyl is dosed in mcg/hr rather than
mg/day.
(ii) Short Acting Opioids: Criteria for Quantity Limits and Days Supply Limits for New
Patients
NOTE: A new patient is defined as a patient with a claim history showing less than 90
days cumulative supply of opioids in the last 120 days. Prior authorization will be
required for any of the following:
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Prescription is greater than a 7 days supply
The patient has exceeded 14 days of total opioid therapy in a rolling 45-day
window
A. ONE of the following:
1. BOTH of the following:
a. Patient has one of the following conditions: active cancer treatment, palliative
care, end-of-life/hospice care, sickle cell, severe burn, traumatic crushing of
tissue, amputation, or major orthopedic surgery.
-ANDb. If the request is for a non-preferred medication the patient must have a history of
failure, contraindication or intolerance to a trial of at least three preferred shortacting opioids.
Authorization will be issued for the requested duration of therapy, not to exceed
90 days.
-OR2. ALL of the following:
a. Prescriber has attested that the patient is not opioid naïve.
-ANDb. Non-pharmacologic treatment and/or non-opioid analgesics are ineffective or
contraindicated.
-ANDc. Diagnosis of somatic or visceral type pain.
-ANDd. Benefits and risks of opioid therapy have been discussed with patient.
-ANDe. Prescriber has attested that he/she has checked Ohio Automated Rx Reporting
System (OARRS).
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f. If the request is for a non-preferred medication the patient must have a history of
failure, contraindication or intolerance to a trial of at least three preferred shortacting opioids.
Authorization will be issued for the requested duration of therapy, not to exceed
90 days.

(iii) Short Acting Opioids: Criteria for Quantity Limits
• Maximum dose per day exceeding 60 MED per product
A. ONE of the following:
1. ALL of the following:
a. Patient has one of the following conditions: active cancer treatment, palliative
care, end-of-life/hospice care, sickle cell, severe burn, traumatic crushing of
tissue, amputation, or major orthopedic surgery.
-ANDb. The requested dose cannot be achieved by moving to a higher strength of the
product.
-ANDc. The requested dose is within FDA maximum dose per day, where an FDA
maximum dose per day exists (see table).
-ANDd. If the requested drug contains acetaminophen, the requested dose does not exceed
four grams of acetaminophen per day.
-ANDe. If the requested drug contains ibuprofen, the requested dose does not exceed
3200mg of ibuprofen per day.
-ANDf. If the requested drug contains aspirin, the requested dose does not exceed 2080mg
of aspirin per day.
-ANDConfidential and Proprietary, © 2018 UnitedHealthcare Services Inc.
4

g. If the request is for a non-preferred medication the patient must have a history of
failure, contraindication or intolerance to a trial of at least three preferred shortacting opioids.
Authorization will be issued for the requested duration of therapy, not to exceed
90 days.
-OR2. ALL of the following:
a. Prescriber has attested that the patient is not opioid naïve.
-ANDb. Non-pharmacologic treatment and/or non-opioid analgesics are ineffective or
contraindicated.
-ANDc. Diagnosis of somatic or visceral type pain.
-ANDd. Benefits and risks of opioid therapy have been discussed with patient.
-ANDe. Prescriber has attested that he/she has checked Ohio Automated Rx Reporting
System (OARRS).
-ANDf. The requested dose cannot be achieved by moving to a higher strength of the
product.
-ANDg. The requested dose is within FDA maximum dose per day, where an FDA
maximum dose per day exists (see table).
-ANDh. If the requested drug contains acetaminophen, the requested dose does not exceed
four grams of acetaminophen per day.
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-ANDi. If the requested drug contains ibuprofen, the requested dose does not exceed
3200mg of ibuprofen per day.
-ANDj. If the requested drug contains aspirin, the requested dose does not exceed 2080mg
of aspirin per day.
-ANDk. If the request is for a non-preferred medication the patient must have a history of
failure, contraindication or intolerance to a trial of at least three preferred shortacting opioids.
Authorization will be issued for the requested duration of therapy, not to exceed
90 days.
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Prior Authorization - Short-Acting Opioid Pain MedicationsOHIO
Change Control
Change
Created Ohio specific policy since they will not be going live
with the UPC 90 MED edit on 10/1/17. Updated methadone max
daily MED. Added Ohio specific criteria for short-acting opioids.
Updated methadone daily max MED in background. Updated
SAO and LAO Max MED for certain products that either do not
have long or short acting MED requirements.
Separated short-and long-acting opioids into individual policies.
Updated background. Added butorphanol to medications section
and MED table.
Updated background and references.
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