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In 2015, opioids, including all prescription 
options and heroin, killed over 33,000 people 
— more than any previous year recorded.1 It’s 
been estimated that nearly half of all opioid 
overdose deaths involved a prescription.1 As 
a result, providers are seeking alternatives to 
help address their patient’s acute and chronic 
pain needs. So when should providers prescribe 
these "controversial" medications?
continued on next page

THE OPIOID EPIDEMIC 
Information for prescribers
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When should a prescriber consider prescribing opioids2?

Type of 
Therapy Definition

Rationale  
for Opioid 
Prescribing

How to Initiate Suggested 
Duration

Acute  
Pain  

Therapy

Pain lasting  
< 3 months.

Based on 
prescriber 
discretion,  
patient history, 
type and severity 
of pain.

Prescribers should 
initiate the lowest 
effective dose of 
immediate-release 
opioids for the  
shortest therapeutic 
duration of time.

Suggested 
duration of use is 
≤ 3 days, but  
> 7 days is rarely 
needed.

Chronic  
Pain  

Therapy

Pain lasting  
> 3 months or 
past the time of 
normal tissue 
healing.

Primarily for 
active cancer, 
palliative and  
end-of-life care.

Before considering 
opioids for chronic 
pain, prescribers 
should determine how 
effectiveness will be 
evaluated and should 
establish treatment 
goals with patients.

Determined on 
a case-by-case 
basis.

Chronic pain considerations2,3

In general, it is not recommended to prescribe opioids as first-line 
treatment for chronic pain (> 3 months) for adults age 18 or older 
(excluding active cancer, palliative care or end-of-life care). However, 
there are times when opioids are the most appropriate choice for this 
subset of patients. Consider the following. 

› Non-opioid pharmacologic and/or non-pharmacologic therapies 
are preferred in addressing chronic pain; however, prescribers 
should consider the utilization of opioids only if both the 
expected benefits for function and pain outweigh the risks to 
the patient. If a prescriber chooses to utilize an opioid, it should 
be combined with both non-opioid pharmacologic and/or non-
pharmacologic therapies as appropriate to help the patient reach 
their therapeutic goals. 

THE OPIOID EPIDEMIC continued
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› Prior to initiating opioid therapy for chronic pain in a patient, prescribers must establish realistic 
treatment goals for pain and function. In addition, a discontinuation plan must be considered in 
the event that the benefits do not outweigh risks. Opioids should only be continued if there is 
clinical improvement in pain and function, and will not cause harm to the patient.

› Prior to initiating opioid therapy and also periodically during the course of therapy for chronic 
pain, prescribers should discuss the risks and realistic benefits of this therapy, and establish 
responsibilities between both the patient and prescriber to promote the best possible outcome.

Opioid dosing2,4

Higher opioid dosages have not been shown to reduce pain long term, yet, they are associated with a 
higher risk of overdose and death. When opioids are initiated, prescribers should prescribe the lowest 
effective dosage; in addition, immediate-release opioids instead of extended-release/long-acting (ER/
LA) opioids should be considered if initiating for chronic pain. Overall, caution should be used when 
prescribing opioids at ANY dosage. Prescribers should carefully reassess individual benefits and risks 
when looking to increase dosages to ≥50 morphine milligram equivalents (MME) per day, as well as 
avoid increasing/titrating a dosage to ≥90 MME/day unless there is ample justification. There are a 
number of online MME calculators to help calculate the total dosage of opioids. 

Tapering opioids5

Care should be taken when tapering opioids to avoid withdrawal and/or unwanted physical sequelae. 
Turn to the next page for an excerpt from an article by Kral and colleagues, taken from Table 2, in “A 
Practical Guide to Tapering Opioids.”

THE OPIOID EPIDEMIC continued

https://www.google.com/search?q=mme+calculators&oq=MME+calculators&aqs=chrome.0.0j69i59.1339j0j4&sourceid=chrome&ie=UTF-8
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Suggested opioid-tapering guidelines5

American Academy 
of Pain Medicine 

(2009)

Veterans Affairs/
Department

of Defense (2010)

Canadian National 
Opioid Use Guideline 

Group (2010)

ASIPP (2012) Agency
Medical Directors 

Group (2010)

Slow
• 10% reduction weekly

Rapid
• Rapid 25% to 50% 

reduction every  
few days

• Anecdotal evidence 
of rapid tapering at 
oral morphine doses  
> 200 mg daily

• Slow taper of oral 
morphine equivalent 
doses of 60 to  
80 mg daily

Variable
• Taper by 20%  

to 50% weekly
• Slower tapering may 

be warranted

Rapid Tapers
• Decrease by 20% to 

50% daily until  
30 mg daily

Methadone
• Decrease to  

30 mg daily
• Then reduce by 5 mg 

daily every 3–5 days 
until 10 mg daily

• Then reduce by 
2.5 mg daily every 
3–5 days until 
discontinued

Morphine
• Decrease to  

45 mg daily
• Then decrease by 

15 mg daily every 
2–5 days until 
discontinued

Oxycodone
• Decrease to  

30 mg daily
• Then reduce by 

10 mg daily every 
2–5 days until 
discontinued

Slow
• Taper by 10% of 

the total daily dose 
every 1–2 weeks

Rapid
• Taper by 10% of 

the total daily dose 
every day

• Once 1/3 of original 
dose is reached, 
reduce rate of taper 
by at least 50%

• Consider switching 
patient to morphine 
if previously 
experienced 
addiction with 
hydromorphone or 
oxycodone. Use 50% 
of the calculated 
equianalgesic 
dosage to begin the 
tapering process

• Decrease by 10% of 
the original dose  
per week

• Some patients  
may be weaned 
more rapidly over 
6–8 weeks

IMPORTANT: The literature has not clearly outlined the best course for opioid tapers. As observed in 
the table above, dosage schedules and reductions are variable across each of the published guidelines 
referenced. Prescribers are encouraged to use their best judgment regarding which guideline to 
adhere to.

THE OPIOID EPIDEMIC continued

References:
1. https://www.cdc.gov/drugoverdose/index.html
2. https://turnthetiderx.org/treatment/#
3. https://www.cdc.gov/drugoverdose/prescribing/guideline.html
4. https://www.cdc.gov/drugoverdose/pdf/Guidelines_

Factsheet-a.pdf
5. Kral LA, Jackson K, Uritsky T. A practical guide to tapering 

opioids. Ment Health Clin [Internet]. 2015;5(3):102-8. DOI: 
10.9740/mhc.2015.05.102.

https://www.cdc.gov/drugoverdose/index.html
https://turnthetiderx.org/treatment/#
https://www.cdc.gov/drugoverdose/prescribing/guideline.html
https://www.cdc.gov/drugoverdose/pdf/Guidelines_Factsheet-a.pdf
https://www.cdc.gov/drugoverdose/pdf/Guidelines_Factsheet-a.pdf
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OBESITY
Obesity is a chronic disease with global epidemic 
prevalence, and clinicians are encouraged to screen 
patients on an annual basis.1 

Facts
› Affects 35% of people age 65 and older.2 

› Comorbid manifestations may include diabetes, 
cardiovascular disease and cancer. 

› Linked to a reduction in life expectancy. 

› Health care for obese people costs approximately 
$147 million dollars.3 

Risk factors
› Sedentary lifestyle.

› Less than seven hours of sleep – leads to  
increased hunger.

› Preexisting physical or mental illnesses.

› Smoking cessation – can cause food intake  
to replace cigarettes.

› Low socioeconomic status – can lead to the 
cheaper, calorie-dense foods.

› Medication classes that include: 

● Antidepressants/epileptics/psychotics.

● Beta-blockers.

● Glucocorticoids.

● Insulin.

● Sulfonylureas.

Subjective questions
Like other chronic illnesses, the diagnosis of 
obesity needs to be supported through appropriate 
documentation. Clinicians should know the answer to 
questions such as:

› How long has the patient been obese?

› Has the patient undergone any treatment strategies 
to reduce their body weight?

› Are there any comorbid conditions that are related 
to being obese?

continued on next page
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OBESITY continued
Objective measurements
The diagnosis of obesity is further  
supported by:

› Waist circumference.

› Body mass index (BMI).

The ICD-10 nomenclature utilizes the term 
morbid obesity and the NHLBI uses a 
classification method to define the severity of 
obesity. The National Health and Lung Blood 
Institute (NHLBI) transitioned away from the 
term morbid obesity and classified the disorder 
in the following stages. 

Overweight 
BMI 25.0–29.9 kg/m2

Class 1 Obesity
BMI 30.0–34.9 kg/m2

Class 2 Obesity
BMI 35.0–39.9 kg/m2

Extreme Obesity
BMI ≥ 40 kg/m2

Normal weight 
BMI 18.5–24.9 kg/m2

Patients who have class 2 obesity are considered 
to be a higher mortality risk when they acquire 
the following conditions.4

› Coronary artery disease.

› Peripheral vascular disease.

› Abdominal aortic aneurysm.

ICD-10-CM code ICD-10-CM description Coding tip

E66.01 Morbid (severe) obesity due to excess calories

Use additional code to identify BMI, 

if known (Z68.-)

E66.1 Drug-induced obesity

E66.2 Morbid (severe) obesity w/alveolar hypoventilation 
(Pickwickian syndrome)

E66.3 Overweight

E66.8 Other obesity

E66.9 Obesity, not otherwise specified (NOS)

› Carotid artery disease.

› Diabetes mellitus, Type 2.

› Sleep apnea.

› Hypertension.

› Hyperlipidemia.

Clinicians have the option of electively linking 
one of the comorbid manifestations above to 
the primary diagnosis of class 2 obesity by 
using the linking word “with” or “in” when the 
BMI is documented concurrently. For example, 
Obesity in a BMI of 37.0 kg/m2 with diabetes 
mellitus type 2. Clinicians need to remember 
that a chronic disease needs to have at least one 
associated treatment plan, such as:

› Diet 

› Referral 

› Medication 

› Monitoring and/or 

› Diagnostic lab. 

Documentation of BMI without clarifying the 
patient’s nutritional status of obesity alongside 
the application of a specific treatment plan(s) 
is not acceptable. The ICD-10 codes below 
represent the BMI calculations (Z68.-) and for 
classifying obesity (E66.-).
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ICD-10-CM code ICD-10-CM description

Z68.25 Body Mass (BMI) 25.0–25.9, adult

Z68.26 Body Mass (BMI) 26–26.9, adult

Z68.27 Body Mass (BMI) 27.0–27.9, adult

Z68.28 Body Mass (BMI) 28–28.9, adult

Z68.29 Body Mass (BMI) 29–29.9, adult

Z68.30 Body Mass (BMI) 30.0-30.9, adult

Z68.31 Body Mass (BMI) 31–31.9, adult

Z68.32 Body Mass (BMI) 32.0–32.9, adult

Z68.33 Body Mass (BMI) 33–33.9, adult

Z68.34 Body Mass (BMI) 34–34.9, adult

ICD-10-CM code ICD-10-CM description

Z68.35 Body Mass (BMI) 35–35.9, adult

Z68.36 Body Mass (BMI) 36–36.9, adult

Z68.37 Body Mass (BMI) 37–37.9, adult

Z68.38 Body Mass (BMI) 38–38.9, adult

Z68.39 Body Mass (BMI) 39–39.9, adult

Z68.41 Body Mass (BMI) 40.0–44.9, adult

Z68.42 Body Mass (BMI) 45–49.9, adult

Z68.43 Body Mass (BMI) 50.0–59.9, adult

Z68.44 Body Mass (BMI) 60–69.9, adult

Z68.45 Body Mass (BMI) 70 or greater, adult

OBESITY continued
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The American College of Cardiology/American Heart Association Guidelines recommend moderate- to high-
intensity statin therapy for primary prevention in diabetic patients age 40–75. 

Q: What CMS changes are expected to affect the SUPD Star Quality measure?

A: CMS has indicated their intent to: 

› Make SUPD a triple-weighted Star measure for 2018 dates of service. 

› CMS confirmed results from 2017 dates of service will count as a single-weighted measure for Star 
Ratings released in October 2018.

Q: How is the SUPD measure fulfilled?

A: One fill of a statin medication per calendar year satisfies the SUPD measure. 

 Remember: The SUPD measure does NOT assess all diabetic patients.

STATIN USE IN DIABETIC PATIENTS 
Provider updates affecting Star Quality Ratings

Patients age 40 to 75 
who used their insurance 
coverage to fill diabetes 
medication(s) two or 
more times during the 
measurement year.

PATIENTS
ASSESSED

PATIENTS
NOT

ASSESSED
Patients who control diabetes without 
prescription medications or do not use 
their insurance coverage to pay for them.

Patients who had only one fill of diabetes 
medication in measurement year.

Patients in hospice or who have 
documented ESRD.

Q: Which diabetic patients are most likely to benefit from statin therapy?

A: According to the ACC and AHA, statin therapy for the primary prevention of Atherosclerotic Cardiovascular 
Disease (ASCVD) is strongly recommended for individuals with diabetes age 40–75 with LDL 70 to  
189 mg/dL and without clinical ASCVD.1

Q: What is the leading cause of death for individuals with diabetes?

A: ASCVD is the leading cause of morbidity and mortality for individuals with  diabetes, and the largest 
contributor to the direct and indirect costs of diabetes.2

continued on next page
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Moderate-intensity statin therapy 
reduced the risk for CVD by 27%1

Moderate-intensity statin therapy 
reduced the risk for CVD by 37%1

STATIN USE IN DIABETIC PATIENTS continued

Diabetic adults 
without CVD

Diabetic adults with one  
or more CVD risk factors

Q: What if a patient shows intolerance to a statin medication?

A: Consider options such as: 

› A different statin medication.

› Alternate-day dosing.

› A coenzyme (CoQ10) supplement 

› Increased water intake.

Q: What statin medications does Cigna-HealthSpring cover?*

A: 
High-intensity statin therapy Moderate-intensity statin therapy Low-intensity statin therapy

Daily dose lowers LDL-C 
by ≥ 50%, on avg.

Daily dose lowers LDL-C 
by 30–50%, on avg.

Daily dose lowers LDL-C 
by < 30%, on avg.

TIER 1: Atorvastatin 40 mg–80 mg
TIER 2: Rosuvastatin 20 mg–40 mg
TIER 1: Crestor** 20 mg–40 mg

TIER 1: Atorvastatin 10 mg–20 mg
 Simvastatin 20 mg–40 mg
 Pravastatin 40 mg–80 mg
TIER 2: Rosuvastatin 5 mg–10 mg
 Lovastatin 40 mg
TIER 3: Livalo** 2 mg–4 mg
TIER 4: Crestor** 5 mg - 10 mg

TIER 1: Simvastatin10 mg 
 Pravastatin 10 mg–20 mg
 Lovastatin 20 mg
TIER 3: Livalo** 1 mg

*C-HS MAPD 5-tier formulary.

References
1 Stone N.J., Robinson J., Lichtenstein AH, et. al. 2013 ACC/AHA Guidelines on Treatment of Blood Cholesterol to Reduce Atherosclerotic 

Cardiovascular Risk in Adults: A Report of the American College af Cardiology/American Heart Association Task Force on Practice Guidelines. 
Cirulation. 2014; 129 (25 suppl 2): S1–45.

2 American Diabetes Association. Standards of Medical Care in Diabetes – 2015. Diabetes Care. 2016; 39 (Suppl.1): S1–S112.

DEFINITIONS
ACC = American College of Cardiology;
ADA = American Diabetes Association;

AHA = American Heart Association;
ASCVD = Atherosclerotic Cardiovascular Disease;

CMS = The Centers for Medicare & Medicaid Services;
CVD = Cardiovascular Disease;
LDL = Low-density Lipoprotein
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NEW CLARITHROMYCIN WARNING
Potential for increased long-term risks in patients with heart disease

February 22, 2018 - The FDA released a 
drug safety communication cautioning use 
of clarithromycin in patients with heart 
disease.1 This warning is based on a 10-year 
follow-up study of the CLARICOR trial, which 
demonstrated an unexpected increase in 
deaths among patients with coronary heart 
disease who received a two-week course  
of clarithromycin. 

This increase in deaths became apparent after 
patients had been followed for one year or 
longer, and increased cardiovascular mortality 
was demonstrated for up to three years 
after clarithromycin administration.2,3 These 
observations have warranted addition of a  
new warning about this increased risk of 
death in patients with heart disease, as 
well as addition of the study results to the 
clarithromycin drug labels.1 

Macrolide antibiotics, such as clarithromycin, 
erythromycin and azithromycin, already 
carry warnings regarding QT prolongation 
and Torsades de pointes (TdP); however, 
these new warnings are unrelated to these 
established effects of QT prolongation and TdP. 
Researchers have no clear explanation of the 
mechanism leading to increased cardiovascular 
events and deaths after short courses of 
clarithromycin. There is currently no evidence 
to suggest that azithromycin or erythromycin 
increases long-term cardiovascular risk.1,4

The benefit of using clarithromycin in patients 
with heart disease should be weighed against 
the risks, and alternative antibiotics should be 
used, if possible. Patients taking clarithromycin 
should be made aware of signs and symptoms 
of worsening cardiovascular problems and 
advised to report these symptoms, if they 
were to develop. If clarithromycin is required 

in a patient with coronary artery disease, 
prescribers should document the need for 
the medication and ensure the patient is 
prescribed other evidence-based therapies 
to reduce cardiovascular risk, such as HMG-
CoA reductase inhibitor (statin) therapy. 
Clarithromycin and other macrolides should 
continue to be avoided, if possible, in 
patients with QT prolongation or taking other 
medications with QT-prolonging potential.1,4

1. Food and Drug Administration. FDA Drug Safety Communication: 
FDA review finds additional data supports the potential for increased 
long-term risks with antibiotic clarithromycin (Biaxin) in patients with 
heart disease. Available at: https://www.fda.gov/Drugs/DrugSafety/
ucm597289.htm. Accessed on March 21, 2018.

2. Winkel P, Hilden J, Fischer Hansen J, et al., Clarithromycin for stable 
coronary heart disease increases all-cause and cardiovascular 
mortality and cerebrovascular morbidity over 10 years in the 
CLARICOR randomized, blinded clinical trial. International Journal 
of Cardiology 2015; 182:459–465.

3. Jespersen CM, Als-Nielsen B, Damgaard M, et al. Randomized 
placebo controlled multicenter trial to assess short term 
clarithromycin for patients with stable coronary heart disease: 
CLARICOR trial. BMJ 2006;332:22–7.

4. Article, Manage New Warnings About Clarithromycin and 
Cardiovascular Risk, Pharmacist's Letter, April 2018.

https://www.fda.gov/Drugs/DrugSafety/ucm597289.htm
https://www.fda.gov/Drugs/DrugSafety/ucm597289.htm


 NETWORK INSIDER  •  FALL 2018     11     

NETWORK INSIDER

ARIZONA MEDICARE ADVANTAGE
New claim processing policies and edits

To assure consistency in provider reimbursement, we are working with our external business partners 
to extend applicable billing/coding policies and edits currently used in processing Cigna commercial 
plan claims for services covered under all Cigna HealthCare of Arizona, Inc. Medicare Advantage 
benefit plans. 

Cigna’s reimbursement policies are developed, based on:

› Nationally accepted industry standards and coding principles.

› Applicable law and regulatory requirements.

› CMS and AMA coding guidelines and policies. 

Cigna reserves the right to review and update its policies in accordance with these requirements  
and guidelines.
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CAHPS AND HOS SEASON IS HERE
These three tools encourage patient engagement

It’s that time of year. CAHPS and HOS are in your area. Your patients are providing feedback on their 
experience with you, their health plan and their health outcomes.

Encourage patients to provide honest feedback of their experience in your office. Use our available  
tools to help improve patient recall and prompt important patient/doctor conversations. 

Remember: Ask your patients six important questions.

1. Are you having any issues with urinary incontinence?

2. Have you fallen recently or have any concerns  
about falling?

3. What are you doing to stay active?

4. Are you feeling sad or depressed, or have you suffered a traumatic experience recently?

5. Do you have any questions about any tests or blood results you have had recently?

6. Do you have any questions about any medications you are taking?

If your local Network Operations representative has not reached out to you with these tools, please 
ask for more information. Thank you for your partnership. Working together works.

See next page for 
sample of third tool,

Converstation starter card Share your thoughts table tent
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CAHPS AND HOS SEASON IS HERE continued
Ask your doctor flyer
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ATTENTION:  
AMBULATORY SURGERY CENTERS
Accepted claim forms have changed

Effective September 1, 2018 – To ensure the timely processing of submitted claims, 
Cigna-HealthSpring requires ASC providers to use the forms listed in the left 
column. CHS will not accept forms listed in the right column. Remember: inaccurate 
information in the claim fields may cause denial or incorrect payment.

CLAIM FORMS ACCEPTED CLAIM FORMS NOT ACCEPTED

 Form 837p  Form 837I

 Form CMS 1500
› List the NPI for the ASC in box 24J
› List ONLY the name of surgeon and 

NPI in box 17 and 17b
 Form UB-04

Cigna-HealthSpring is consistent with CMS coding and billing guidelines. Chapter 14 
Section 10.1 of the CMS Medicare Claims Processing Manual instructs ASC providers 
that meet the CMS requirements for an Ambulatory Surgery Center to bill the 
Medicare contractor using the ASC X12 837 professional claim format or, in rare cases, 
Form CMS-1500.
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PAPER CLAIM SUBMISSION

Cigna would like to ensure that any paper claim submissions are submitted with a font size 

of 12 point and the preferred font of Verdana or Courier. While Cigna prefers electronic 

submission of claims, paper claims are accepted. If you are interested in submitting claims 

electronically, please contact Cigna Provider Services for assistance at 1-800-230-6138.

Important anti-discrimination notice
1. Any health care provider wishing  

to contract with Cigna may submit an 
interest form located on the  
Cigna website at www.Cigna.com.

2. Cigna reviews all interest forms and 
accepts or denies the request, based 
on a needs assessment related to the 
provider’s specialty

3. Should a provider be denied 
participation, a written notice is 
provided outlining the reasoning 
behind the denial. 

IMPORTANT: No health care provider shall be 

discriminated against by Cigna in reimbursement, 

participation or based on the population served.

Medical record 
documentation
Standards checklist
Let’s work together to make sure your patient 
medical records include:

 ¨ Identifying patient information

 ¨ Identification of providers participating in 
care, and information on services furnished by 
these providers

 ¨ A problem list, including significant illnesses 
and medical and psychological conditions

 ¨ Presenting complaints, diagnoses and 
treatment plans

 ¨ Prescribed medications, including dosages 
and dates of initial or refill prescriptions

 ¨ Information on allergies and adverse reactions 
(or a note that patient has no known allergies 
or history of adverse reactions)

 ¨ Information on advanced directives

 ¨ Past medical history, including physical 
examinations, necessary treatments and risk 
factors relevant to the particular treatment

IMPORTANT: Cigna may conduct site visits to 
determine whether the site conforms to the 
organization’s standards for medical record keeping 
practices and confidentiality requirements. 

How to contract  
with Cigna

www.Cigna.com
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