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ABSTRACT

BACKGROUND: In 2012, hydrocodone combination products (HCPs) were
the most prescribed medications in the United States. Under the Controlled
Substance Act of 1970, hydrocodone alone was classified as a Schedule

Il drug, while HCPs were classified as Schedule Ill, indicating a lower risk
for abuse and misuse. However, according to a Drug Enforcement Agency
analysis, the addition of nonopioids has not been shown to diminish abuse
potential of hydrocodone. In response to concerns for drug abuse and
overdose, the Drug Enforcement Agency rescheduled HCPs to Schedule II
in October 2014, with the intent of limiting overprescribing and increasing
awareness of their abuse potential. However, it is unknown whether this
has affected the overall claims for HCPs in a Medicaid population.

OBJECTIVES: To (a) compare the trend in HCP prescription claims with
select non-HCP (opioid and nonopioid) analgesic claims before and after
the HCP schedule change in the Massachusetts Medicaid fee-for-service/
Primary Care Clinician plan population and (b) identify if there was a
change in HCP new start member and claim characteristics before and
after the HCP schedule change.

METHODS: This quasi-experimental, retrospective study used enroliment
and pharmacy claims data to evaluate all members in the study population
1 year before and after the HCP schedule change. The number of claims
for HCPs and select non-HCP analgesics was reported as the monthly rate
per total population, and an interrupted time series analysis compared the
change in the monthly rate of claims across groups. Members with 1 or
more pharmacy claims for a new HCP prescription during a 5-month period
before or after the HCP schedule change were analyzed to determine mem-
ber demographics (age, gender, and number of claims) and claim charac-
teristics (average daily dose, average quantity per claim, and days supply).

RESULTS: The rate of HCP claims increased before and decreased after the
HCP schedule change. Controlling for the trend during the period before
the HCP schedule change, the rate of HCP claims per 1,000 members per
month decreased at a greater rate than non-HCP analgesics in the period
after the HCP schedule change (P<0.001). The percentage of HCP claims
for new start members decreased after the HCP schedule change (44.9%
vs. 34.1% of all HCP claims pre- to post-schedule change; P<0.001). In the
group of new starts, there was not a significant difference in the average
daily dose (26.3 mg vs. 26.4 mg; P=0.69), while there was a decrease in
average number of tablets dispensed per claim (from 37.1 to 20.3 tablets;
P<0.001) and an increase in the percentage of claims for a shorter days
supply (from 57.7% to 81.6%; P<0.001).

CONCLUSIONS: The findings of this study suggest that the HCP schedule
change may have contributed to the decrease in claims for HCPs in a
Medicaid population. After the HCP schedule change, there was a trend
towards decreased HCP use among new starts.
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What is already known about this subject

Hydrocodone combination products (HCPs) have a high potential
for abuse and misuse and are frequently prescribed for the treat-
ment of moderate to moderately severe pain.

According to the Drug Enforcement Administration’s final rule,
HCPs, which were previously Schedule III medications, were
reclassified as Schedule IT medications on October 6, 2014.

What this study adds

This study showed that claims for HCPs decreased after the HCP
schedule change without a corresponding increase in claims for

non-HCP analgesics in a Medicaid population.

After the HCP schedule change, claims for new starts showed a
decrease in average number of tablets per claim and an increase
in percentage of claims for a shorter days supply.

(CDO) show that increased numbers of opioid prescrip-

tions are directly correlated with an alarming increase
in deaths from opioid overdose.! The CDC reports that every
day in the United States 46 people die as a result of prescription
pain reliever overdose and that, in 2013, drug overdoses were
the leading cause of death due to injury.? In 2014, National
Institute on Drug Abuse (NIDA) of the National Institutes of
Health (NIH) testimony to Congress regarding prescription
pain relievers noted that opioids have a high potential for abuse,
which could lead to severe psychological or physical depen-
dence.® Furthermore, the NIDA stated that the greater avail-
ability of opioids has been associated with increases in abuse of
these substances by patients and other unintended users who
diverted these substances for nonmedical use.’

When Congress passed the Controlled Substance Act in
1970, hydrocodone combination products (HCPs) were classi-
fied as Schedule 11T drugs, while hydrocodone alone was clas-
sified as Schedule I1.* The Drug Enforcement Administration
(DEA) classifies drugs based on potential for abuse, currently
accepted medical use in the United States, and the degree of
dependence. Substances classified as Schedule III are consid-
ered to have less potential for abuse than substances classified

D ata from the Centers for Disease Control and Prevention
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as Schedule I or I1.> HCPs contain hydrocodone in combination
with 1 or more therapeutically active nonopioid ingredients
(such as acetaminophen or ibuprofen), are approved by the
U.S. Food and Drug Administration (FDA) for the treatment
of moderate to moderately severe pain, and are intended to be
used as needed for treatment of acute pain.® Notably, accord-
ing to an analysis by the DEA, the addition of nonopioid sub-
stances, such as acetaminophen, has not been shown to dimin-
ish the abuse potential of hydrocodone.” In 2012, over 135
million HCP prescriptions were dispensed, making them the
most widely dispensed agents in the United States. The volume
was nearly 25% greater than the second top-ranked medica-
tion, levothyroxine, and about 50% greater than lisinopril,
the third-ranked medication.® The high use of hydrocodone
is correlated with safety concerns, since a 2011 report cites
that approximately 97,000 drug-related emergency room visits
may be attributed to the abuse and misuse of hydrocodone
products.®

In light of the increasing concerns for HCP overuse and
overdose risk, the DEA, in its final rule regarding the resched-
uling of HCPs, reclassified all HCPs as Schedule II medications
effective October 6, 2014.° Refills are not allowed for Schedule
II medications, whereas Schedule III medications may be
refilled up to 5 times within 6 months from the date that a
prescription was written.!” The intent of reclassifying HCPs to
Schedule II was to curb overprescribing and inform prescrib-
ers of the abuse potential of HCPs. Two published studies have
examined the effect of the schedule change on HCP prescrib-
ing. One found a decline in HCP prescribing after the schedule
change, while the second found a decrease in HCP use and an
increase in use of less restricted analgesics.'"? It is possible
that an unintended effect of the HCP schedule change is that
instead of prescribing less medication, prescribers will shift
towards Schedule III or other less restricted analgesics for the
treatment of pain.

To our knowledge, no studies have evaluated the effect of
the HCP schedule change on a Medicaid population. Compared
with individuals with private insurance, the prevalence of
opioid abuse is estimated to be over 10 times higher among
Medicaid enrollees.!® This may be because the Medicaid popu-
lation is generally associated with a lower health status and
higher rate of mental disorders than private insurance enroll-
ees.*” Thus, there is a compelling need to evaluate the effect of
a federal schedule change on this population. The primary aim
of this study was to evaluate the effect of the federal controlled
substance schedule change on prescribing patterns by compar-
ing trends in HCP and non-HCP analgesic claims before and
after the HCP schedule change in the Massachusetts Medicaid
fee-for-service/Primary Care Clinician (FFS/PCC) plan popula-
tion. Our secondary aim was to identify if there was a change
in HCP new start member and claim characteristics before and
after the HCP schedule change.

www.jmep.org  Vol. 23, No. 5

Methods
Design, Data Source, and Sample Selection
This quasi-experimental study used enrollment and pharmacy
claims data from the Massachusetts Medicaid pharmacy claims
processing system. The study was approved by the University
of Massachusetts Medical School Institutional Review Board
before study initiation.

Members who were aged 18 years or older and enrolled in
the FFS/PCC plan between November 1, 2013, and September
30, 2015, were included in the primary analysis. The HCP
new start analysis included members enrolled in the FFS/PCC
plan with 1 or more HCP claims during a 5-month period
before (November 1, 2013-March 31, 2014) or after (May 1,
2015-September 30, 2015) the HCP schedule change. Members
were excluded if they could not be linked to enrollment data,
had Medicaid as a secondary insurance, did not have continu-
ous enrollment before and after the change periods plus the
preceding 6 months for each time period, or had inconsistent
data (e.g., multiple date of births or gender listed). Finally, to
ensure that chronic HCP users were excluded from the final
population, members were excluded if they had 1 or more
claims for any HCP in the 6 months before the first HCP claim.

This analysis focused on new HCP members because it
was felt that members receiving chronic therapy would be less
likely to be affected by the schedule change. The dates of the
pre-HCP schedule change period were chosen to minimize
the effect of anticipatory prescribing changes in the months
leading up to the October 6, 2014 schedule change, while the
dates of the post-HCP schedule change period were chosen
to account for the allowance of existing HCP refills through
April 8, 2015.

Measures

In order to compare the number of claims
for HCPs with those of non-HCP analgesics during the study
period, pharmacy claims data were extracted from the phar-
macy claims processing system using generic sequence num-
bers (GSNs). Total Medicaid enrollment was identified on a
monthly basis for the same time period.

Claims were categorized into 5 comparator groups: HCPs,
other Schedule II analgesics, Schedule III analgesics, trama-
dol, and nonscheduled analgesics (Appendix, available in the
online article). Tramadol was examined separately because of
the DEA’s 2014 final rule regarding the placement of trama-
dol into Schedule IV and high use based on an internal drug
utilization review.!® Non-Schedule II analgesic combination
products that contain acetaminophen or nonsteroidal anti-
inflammatory drugs were excluded because these medica-
tions may be prescribed for indications other than chronic
pain (e.g., over-the-counter and prescription cough and cold
products and medications intended to treat migraines). For
each comparator arm, the total number of monthly claims was
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divided by the total number of Medicaid members each month
to derive the rate of claims per 1,000 members. Although the
days supply varied from claim to claim, the maximum days
supply was limited to 30 days in this population. Because the
HCP schedule change was implemented on October 6, 2014,
the month of October 2014 was excluded from the analysis.

The number of HCP claims from
November 1, 2013, to March 31, 2014 (pre-HCP schedule
change) and May 1, 2015, to September 30, 2015 (post-HCP
schedule change) in the HCP new start population was com-
pared with the number of HCP claims in the total Medicaid
population for the same periods.

HCP new start characteristics included member age and
gender, average daily hydrocodone dose per claim, average
number of tablets dispensed per claim, and number of claims
by days supply. Member age and gender were identified from
claims data. Member age was categorized as 20-39 years,
40-59 years, and 60 years and older to be consistent with
the CDC/National Center for Health Statistics reporting mea-
sures; a group was added to account for 18 and 19 year olds."”
Whenever members aged within the 5-month periods before
and after the HCP schedule change, the younger age was used

in the analysis. Average daily hydrocodone dose was calcu-
lated by multiplying the paid quantity and hydrocodone dose
for each claim and then dividing by days supply. The average
number of tablets dispensed per claim was found by adding the
quantity dispensed for all claims and dividing it by the total
number of claims. Liquid formulations were excluded from this
portion of the analysis.

Statistical Analysis

An interrupted time series was conducted to examine the effect
of the HCP schedule change on the rate of monthly claims per
1,000 members before and after the HCP schedule change.
The pre- and post-schedule change monthly rates of HCP
claims per 1,000 members were compared using a segmented-
regression model fit with a generalized estimating equation,
assuming a Poisson distribution and autoregressive correlation
structure. For member demographics and claim characteristics
in the HCP new start analysis, the chi-square test was used to
test for differences between discrete variables, and the t-test
was used to test for differences between continuous variables.
All statistical analyses were conducted using the SAS software
version 9.3 (SAS Institute, Cary, NO).
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FIGURE 2

Analysis of Enrollment in HCP New Starts

Members enrolled in
FFS/PCC plan with =1 HCP
claim between November 2013
and March 2014
N=9,215

Members enrolled in
FFS/PCC plan with =1 HCP
claim between May 2015 and
September 2015
N=8,678

Excluded for FFS/PCC plan
>K as secondary payer

n=2,135

Excluded for breaks
in coverage
n=1,354

\
[
! \

Excluded for
identifier issues
n=41

Excluded for FFS/PCC plan\

> as secondary payer
K n=1,764

Excluded for breaks
in coverage
n=790

\
[
' \

Excluded for
identifier issues
n=19

A A

Members eligible for
study enrollment
n=5,685

Members eligible for
study enrollment
n=6,105

Excluded for HCP claim
within 6 months of new
start claim
n=989

)
)
)
)

[
N

\

Excluded for HCP claim
within 6 months of new
start claim
n=1,736

[
.

\

New starts on HCP
included in the study
n=4,696

New starts on HCP
included in the study
n=4,369

FFS/PCC = fee-for-service/Primary Care Clinician; HCP =hydrocodone combination product.

Results

Primary Analysis

The mean monthly member count for the FFS/PCC plan
between November 1, 2013, and September 30, 2014 (before the
HCP schedule change) was 972,198 members (range = 841,284-
1,101,674) and 1,011,968 members (range =923,489-1,165,059)
between November 1, 2014, and September 30, 2015 (after the
HCP schedule change).

During the year before the HCP schedule change, the rate of
monthly HCP claims increased by 8.2 claims per 1,000 mem-
bers per month, while the rate of claims for other Schedule 1T
analgesics, Schedule III analgesics, tramadol, and nonsched-
uled analgesics decreased by 9.6, 0.1, 3.2, and 0.3 claims per
1,000 members per month, respectively. During the year after
the HCP schedule change, the rate of HCP claims decreased by
141.9 claims per 1,000 members per month, while the rate of
claims for other Schedule 11 analgesics, Schedule 111 analgesics,
tramadol, and nonscheduled analgesics decreased by 231.6,
33.9, 77.1, and 154.8 claims per 1,000 members, respectively.
Controlling for the trend during the pre-HCP schedule change

www.jmcp.org  Vol. 23, No. 5

period, the decrease in the rate of HCP claims per 1,000 mem-
bers was greater than for non-HCP analgesics in the post-HCP
schedule change period (P<0.001; Figure 1).

HCP New Start Analysis

After application of exclusion criteria, 4,696 and 4,369 members
had new start HCP claims in the pre- and post-HCP schedule
change periods, respectively, and 19 members belonged to both
study periods (Figure 2). With respect to HCP claims, 7,052 of
15,702 (44.9%) claims in the pre-HCP schedule change period
and 5,423 of 14,904 (36.4%) claims in the post-HCP schedule
change period were for new start members (P<0.001).

The age distribution of HCP new
start members changed before and after the HCP schedule
change, with a higher percentage of members aged 18-19 years
and 20-39 years in the period after the HCP schedule change
compared with the period before the HCP schedule change
(P<0.001). Female members received the majority of new HCP
prescriptions in the pre- and post-HCP schedule change periods
(68.6% and 68.0%, respectively; P=0.51; Table 1).
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HCP New Start Member Characteristics

HCP New Start Claim Characteristics

Before HCP After HCP Before HCP After HCP
Schedule Change|Schedule Change Schedule Change|Schedule Change
(November 2013- (May 2015- (November 2013- (May 2015-
March 2014) |September 2015) March 2014) |September 2015)
n=4,6962 n=4,3692 n=7,052 n=5423
n (%) n (%) P Value n (%) n (%) P Value
Age groups (years) Average daily dose of 26.3 (26.0-26.6)* | 26.4 (26.1-26.7)2 0.690
18-19 216 (4.6) 306 (7.0) <0.001 hydrocodone (mg)
20-39 1,810 (38.5) 1,954 (44.7) Average number of tablets| 37.1 (36.3-37.9)2| 20.3 (19.8-20.8)2| <0.001
40-59 2230 (47.5) | 1747 (40.0) dispensed per claim
>60 440 (94) 362 (83) LEvS S
Canilar 1-6 4,069 (57.7) | 4,428 (81.6) <0.001
Male 1473 (G149 | 1399 (32.0) o510 I3 o4l (U133 | 558 (103
Female 3223 (68.6) | 2,970 (68.0) 14-20 567 80 | 211 G9
Number of Members by Total Claims During Study Period 21-30 1475 (21.0) 226 .2)
1 3414 (72.7) 3,677 (84.2)b <0.001 aMean (95% confidence interval).
25 1225 26.1) 676 (15.5) HCP=hydrocodone combination product.
>6 57 (1.2) 16 (0.4
Total number of claims 7,052 5423
for all members

aNinteen members belonged in the before and after HCP schedule change groups.
bTotal percentage does not add up to 100% due to rounding.
HCP=hydrocodone combination product.

There was not a significant dif-
ference in the average daily dose of hydrocodone for new start
member claims in the periods before and after the HCP sched-
ule change (26.3 mg vs. 26.4 mg; P=0.69; Table 2). The number
of tablets dispensed per claim was greater in the period before
the HCP schedule change compared with the period after the
HCP schedule change (37.1 vs. 20.3; P<0.001; Table 2). The
distribution of the number of claims per member changed pre-
to post-HCP schedule change periods, with a higher percent-
age of members receiving only 1 claim after the HCP schedule
change (72.7% and 84.2%, P<0.001, before and after the HCP
schedule change, respectively; Table 1).

Between study periods, there was a difference in the dis-
tribution of days supply for new start HCP prescriptions
(P<0.001). In both periods, the majority of claims were for
prescriptions written for 1-6 days supply. The percentage of
prescriptions for 1-6 days supply increased pre- to post-HCP
schedule change (57.7%-81.6%), while the percentage of pre-
scriptions written for 7 or more days supply decreased (42.3%-
18.4%; Table 2).

Discussion
Short-acting opioids, such as HCPs, are effective for treating
acute pain but should be avoided as the sole analgesic for the
treatment of chronic pain.'® While this study does not exam-
ine whether HCPs in this Medicaid population were used
as monotherapy for acute pain or as part of a combination
regimen for chronic pain, it does show a decrease in the overall

rate of claims for HCPs after the schedule change. Before the
schedule change, prescribers may have been inclined to pre-
scribe HCPs because there were fewer restrictions in place. The
movement of HCPs into DEA Schedule II may have increased
prescriber awareness of their abuse potential and may have had
an effect on decisions to prescribe HCPs.

Prescription opioid analgesic abuse and dependence, as well
as the incidence of overdose death, has been on the rise for the
past 2 decades.” One analysis found that hydrocodone was
among the top 10 substances named on death certificates in
terms of number of times listed.** The HCP schedule change
is one of many interventions aimed at addressing the prescrip-
tion opioid abuse epidemic in recent years. For example, in
October 2015, the White House announced public and private
sector efforts to combat prescription drug abuse, including
opioid prescriber training for more than 540,000 health care
providers, expanded access to buprenorphine and naloxone,
and increased provider registration with state prescription
drug monitoring programs.** In February 2016, $1.1 billion in
funding was proposed to expand access to treatment, prevent
overdose deaths, and increase community prevention strate-
gies.?? Furthermore, in March 2016, the CDC published guide-
lines for the prescribing of opioids for chronic pain, targeting
primary care clinicians.?

Two studies examined the use of HCPs and other analgesics
after the HCP schedule change. One study, a retrospective
analysis of 88,428 prescription orders at a large, academic,
level one trauma center, examined analgesic use 6 months
before and 6 months after the rescheduling of HCPs and
found a decrease in HCP use but a concomitant increase
in tramadol and codeine products.!” Meanwhile, our study
found a decrease in HCP use, as well as use of the non-HCP
analgesic comparators studied. A second study compared
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trends in analgesic exposures in Texas Poison Centers to
assess whether there were changes in exposures to prescription
analgesics and heroin in the 6 months after the HCP schedule
change.?* This study found that there was a temporary decrease
in the reported exposure to hydrocodone and increases in
exposure to codeine, oxycodone, and tramadol and theorized
that this may have reflected a shift in prescribing, changes in
hydrocodone availability, or decreased hydrocodone diver-
sion.?* Based on the literature, we anticipated a shift towards
the use of less restricted opioid analgesics, such as Schedule
11T medications or tramadol, as alternative medications for the
treatment of moderate to moderately severe pain. However, our
study of a single Medicaid population shows that the decrease
in the monthly rate of HCP claims was not accompanied by
a concomitant increase in claims for non-HCP analgesics,
regardless of whether those medications were in similarly or
less-restrictive DEA Schedules.

Because we assumed that members who received chronic
HCP therapy before the HCP schedule change would be likely
to continue on those regimens, our study examined whether
the schedule change affected prescribing of HCPs for members
who had not filled HCP prescriptions within the preceding
6 months. After the HCP schedule change, we observed a
significant decrease in the percentage of HCP claims for new
start members as a function of all HCP claims. This decrease
suggests that the HCP schedule change may have played a role
in decreasing use in a portion of the HCP new start population;
however, the degree to which the HCP schedule change played
this role is unknown in light of other concurrent measures
aimed at decreasing the use of opioid analgesics.

The average daily hydrocodone dose was similar between
both study periods, reflecting that prescribers continued to
write for the FDA-approved dosing for moderate to moderately
severe pain (1-2 tablets every 4-6 hours as needed) with a
shorter overall days supply. After the schedule change, there
was an overall trend towards more conservative HCP prescrib-
ing as evidenced by the decrease in the average number of
tablets per claim, shift towards shorter days supply per claim,
and increase in the number of new start members who received
only 1 HCP claim. These metrics are consistent with the DEA’s
intent for rescheduling HCPs as Schedule II substances to curb
overprescribing.

Among the new start members, there was a demographic
shift toward younger users after the HCP schedule change.
This change may reflect a shift to more appropriate prescribing,
since younger members tend to have more episodes of acute
pain rather than chronic pain. More women than men in both
periods received new HCP prescriptions. While it cannot be
inferred that the overall use of opioid analgesics is higher in
women than men in the general population, this is what was
observed in this particular Medicaid population. The CDC has
reported that deaths from prescription opioid overdoses have

www.jmcp.org  Vol. 23, No. 5

increased more substantially in women and that prescription
drug overdose is an underrecognized and growing concern
among women."”

One study evaluated IMS Health National Prescription
Audit data and found that HCP prescriptions and total HCP
tablets were declining in the years before the HCP sched-
ule change, with a more accelerated decline after the HCP
schedule change.!! National IMS data from 3 years before and
1 year after the HCP schedule change found that the number
of dispensed HCP prescriptions and tablets decreased substan-
tially after the HCP schedule change, with 26.3 million fewer
HCP prescriptions and 1.1 billion fewer HCP tablets dispensed
1 year after the HCP schedule change."" This study found that
there were decreases in dispensed HCP prescriptions, with
more pronounced decreases among primary care physicians
and surgeons.' Our findings are similar to this study in that we
found a decrease in HCP use but did not find modest increases
for non-HCP combination analgesics. Our study did not carve
out non-HCP combination analgesics but included them in the
other Schedule II medications comparator.

Limitations

Our findings are subject to several limitations. With the excep-
tion of tramadol, claims within comparator groups were not
stratified by individual drug, so it was not possible to assess
whether the use of a single analgesic changed in proportion to the
overall use. Additionally, this study did not capture all HCP and
non-HCP analgesic prescriptions filled from November 1, 2013,
to September 30, 2015, since members could have paid out-of-
pocket for prescriptions, which would not have been captured
in the claims data.

Claims for the comparators decreased between December
and February in both study periods (2013-2014 and 2014-2015).
This observed decline in claims may be a result of either the
change in the composition of Medicaid membership or other
interventions that were not addressed by this study, such as an
increased awareness of opioid safety on the part of prescribers
and members.

The Medicaid plan employs formulary management strate-
gies, such as prior authorization, that may affect the use of
analgesics. During this study time period, the majority of
generic HCPs were managed with prior authorization only
if the total daily dose of acetaminophen in the combination
product exceeded 4,000 mg. Select HCPs (hydrocodone/acet-
aminophen 5/300 mg, 7.5/300 mg, 10/300 mg, 10/750 mg;
Maxidone, Stagesic, Vicodin, Vicodin ES, Vicodin HP) were
also managed with prior authorization regardless of the dose
prescribed because of the availability of less costly and thera-
peutically comparable analgesics; this may have affected HCP
use to some extent because it could have affected how prescrib-
ers prescribe. However, since no new formulary management
strategies were implemented during this study period, it is

May 2017 JMcP Journal of Managed Care & Specialty Pharmacy 537



The Effect of a Federal Controlled Substance Act Schedule Change on
Hydrocodone Combination Products Claims in a Medicaid Population

unlikely that these restrictions had any substantial effects on
overall use.

Conclusions
This study’s findings suggest that the HCP schedule change
may have contributed to the decrease in claims for HCPs in
a Medicaid population. After the HCP schedule change, there
was a trend towards decreased HCP use among new starts.
Future studies may investigate whether the HCP schedule
change affected the incidence of opioid overdoses.
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The Effect of a Federal Controlled Substance Act Schedule Change on
Hydrocodone Combination Products Claims in a Medicaid Population

a1 Comparator Groups, Analgesic Drugs, and Generic Sequence Numbers

Comparator Groups

Analgesics

Generic Sequence Numbers?2

HCPs

Hydrocodone/acetaminophen

004201, 030623, 047430, 047431, 053582, 060338, 060533

Hydrocodone/ibuprofen

034068, 054674

Other Schedule 1T analgesics

Buprenorphine patches

059589, 059590, 059591, 071432

Codeine 004185, 004186, 004187

Fentanyl 015880, 015881, 015882, 015883, 059102

Hydromorphone 004110, 004112, 015190, 016156, 016847, 069890

Levorphanol 004228

Meperidine 004053

Methadone 004238, 004239, 004240, 004242

Morphine 004076, 004087, 004089, 004090, 004091, 004092, 004096, 004097, 011886, 011887,
011886, 011887, 060355, 061748, 016522, 031465, 060356, 060357

Oxycodone 004224, 004225, 013467, 015065, 024507, 045298, 046474, 046475, 072862, 072863,

072864, 072865, 072866, 072867, 072868

Oxycodone/acetaminophen

004222, 013998, 048976, 048977

Oxycodone/aspirin 060638
Oxymorphone 061086, 061091, 061094, 063784, 070397, 070400
Tapentadol 065319, 065321, 067267

Schedule III analgesics

Acetaminophen/codeine

004163, 004165, 004169, 045155

Tramadol

Tramadol

023139, 043536, 043537, 048456, 060274

Nonscheduled analgesics

NSAIDs

004285, 004438, 004439, 004443, 008336, 008337, 008338, 008340, 008341, 008346,
008348, 008349, 008350, 008354, 008357, 008358, 008359, 008360, 008361, 008362,
008363, 008365, 008366, 008367, 008370, 008371, 008372, 008373, 008374, 008379,
008380, 011933, 012080, 013556, 015960, 015961, 016404, 016406, 016574, 016575,
017204, 018293, 018435, 018436, 020175, 021380, 021980, 022530, 023855, 027368,
029156, 029157, 031613, 039500, 041285, 041286, 050832, 051971, 060179, 062001,
062176, 066844, 071910

Acetaminophen

004473, 004475, 004477, 004481, 004484, 004485, 004489, 004490, 004493, 004494,
016943, 016947, 022123, 065756, 068842

Lidocaine patches

043256

aGeneric Sequence Numbers are not all inclusive; those that did not yield claims were not reported in this table.
HCP =hydrocodone combination product; NSAIDs = nonsteroidal anti-inflammatory drugs.
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