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Reducing Opioid-Related Morbidity and Mortality:
Payer Strategies

GOAL. By January 2019, every payer (including health plans, purchasers, and risk-bearing provider organizations) should
launch an organization-wide opioid safety initiative. Its goal should be to lower overprescribing (decrease new starts on
long-term opioids and more safely manage chronic pain) and to reduce opioid-related harm (improve access to addiction
treatment and naloxone).
METRICS. Total MME pmpm (morphine milligram equivalents, from CA Opioid Dashboard),1 high-dose prescribing
(>120 MME pmpm, HEDIS measure),2 concurrent use of opioids and benzodiazepines (PQA measure),3 percent of patients
who are identified with alcohol or drug disorder who received a prescription for FDA-approved medication for alcohol or
drug use disorder or a referral for addictions treatment (The Joint Commission),4 acute low back pain treated with opioids
(Institute for Clinical Systems Improvement)5
CORE PRIORITIES

APPROACH (all interventions should have exceptions for palliative care)

1. PREVENT
Decrease the number of new
starts — fewer prescriptions,
lower doses, shorter durations

Medical management. Remove prior authorization requirements for initial physical therapy
series for acute lower back pain episodes, streamline access to nonpharmacological
pain treatments (e.g., physical medicine/rehabilitation, acupuncture, chiropractic care,
complementary therapy)6
Benefit design. Lower copay burden for physical therapy (e.g., one copay for series of
physical therapy treatments) 6
Pharmacy benefit. Implement quantity limits for new starts (e.g., three or seven days’
supply),7 ensure access to nonopioid pain medications 6

2. MANAGE
Identify patients on risky
regimens (high-dose opioids,
or opioids and sedatives) and
work with them to taper to
safer doses

Provider network. Offer or support programs that help providers develop tapering plans
for patients on high opioid doses or combinations (e.g., opioids and benzodiazepines) 8,9

3. TREAT
Streamline access to
evidence-based treatment
for substance use

Provider network. Evaluate network adequacy for opioid addiction treatment with
buprenorphine and methadone, develop action plan to meet demand and incentivize
providers to prescribe buprenorphine11,13

4. S
 TOP overdose deaths
Streamline access to naloxone
for overdose reversal

Provider network. Offer or support provider education on co-prescribing naloxone14,15

Medical management. Offer case management services for patients with chronic pain on
high-risk regimens
Pharmacy benefit. Limit concurrent prescriptions for opioids and benzodiazepines,9
remove high-dose formulations from formulary, 8 remove methadone from pain formulary10

Pharmacy benefit. Remove authorization requirements and implement lower copays for
buprenorphine11,12

Pharmacy benefit. Remove authorization requirements and implement lower copays for
naloxone14,15
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GOAL. By January 2019, every payer (including health plans, purchasers, and risk-bearing provider organizations) should
launch an organization-wide opioid safety initiative. Its goal should be to lower overprescribing (decrease new starts on
long-term opioids and more safely manage chronic pain) and to reduce opioid-related harm (improve access to addiction
treatment and naloxone).

Core Priorities

How will
we know a
change is an
improvement?

PREVENT

MANAGE

TREAT

STOP

Decrease the number
of new starts —
fewer prescriptions,
lower doses, shorter
durations1,2

Identify patients on risky
regimens (high dose, or
opioids and sedatives)
and work with them to
taper to safer doses 3,4

Streamline access
to evidence-based
treatment for
substance use5,6

Stop overdose deaths:
Streamline access to
naloxone for overdose
reversal7

$$

$$

Provider
Approaches

Percentage of patients
with acute low back
pain prescribed
opioids8
Timely access to
nonpharmacologic
modalities (physical
therapy, alternative
therapy)9

$$

$$

Number of patients
taking both opioids
and benzodiazepines
per 1,000 patients (CA
Opioid Dashboard)10,11
Use of Opioids at
High Dosage (>90 or
>120 MME)10,12

$$

$$

Number of
buprenorphine
prescriptions per
1,000 patients (CA
Opioid Dashboard)10

$$

Percentage of patients
on daily opioids
prescribed naloxone

Percentage of patients
with alcohol or drug
disorder who received
a medication or a
referral for addictions
treatment13

Guidelines. Adopt national or state prescribing guidelines (e.g., CDC, medical board)
Provider education. Offer or support provider education on:
$$

Pain management based on guidelines

$$

Buprenorphine prescribing

$$

Naloxone co-prescribing

$$

Tapering plans for high-risk regimens

$$

Addressing stigma

Acute pain management.
$$

$$

Use nonopioid alternatives for acute pain (e.g., physical therapy, acupuncture, chiropractic,
complementary therapy, nonopioid medications)14
Refer to physical medicine/rehabilitation before nonemergent spine surgery15

Data. Use data to identify and reduce variations in opioid prescribing practices
Integrated care. Increase numbers of buprenorphine prescribers in primary care
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