
RESOLUTION 50-20 1 

 2 

Title: Remove Clinic-Specific Caps on Buprenorphine Prescriptions 3 

 4 

Introduced by: Nabiha Hashmi for the Medical Student Section 5 

 6 

Original Authors:  Amer Abu-kwaik, Connor Buechler, May Chammaa, Jody Chou, Peter 7 

Dimitrion, Preetha Ghosh, Aileen Haque, Leya Maliekal, Michael Moentmann, 8 

Tabitha Moses, Anneliese Petersen, Brianna Sohl, and Lucas Werner 9 

 10 

Referred To:  Reference Committee B 11 

 12 

House Action:  REFER 13 

 14 

 15 

 Whereas, in 2017, there were 21.2 opioid overdose deaths per 100,000 persons in Michigan, 16 

which is higher than the national rate of 14.6 deaths per 100,000 persons, and 17 

 18 

Whereas, nationally, over 2 million people have an opioid use disorder (OUD) but fewer 19 

than 10 percent have accessed treatment, and 20 

 21 

 Whereas, opioid agonist treatment (OAT), such as buprenorphine, is well documented to 22 

reduce rates of relapse, decrease self-reported opioid cravings, and increase opioid free urine 23 

samples in clinical trials, and is being formulated into extended release and implantable drug 24 

eluting systems to improve adherence, and 25 

 26 

 Whereas, buprenorphine is a long acting partial opioid agonist used in the treatment of 27 

OUD and to alleviate the symptoms of opioid withdrawal; it is commonly formulated as suboxone - 28 

a sublingual film combined with naloxone, and 29 

 30 

 Whereas, the Drug Addiction Treatment Act of 2000 (DATA-2000) allows physicians to 31 

obtain a waiver from the Narcotic Addict Treatment Act registration requirements to treat OUD 32 

with Schedule III, IV, and V drugs or a combination of them (including buprenorphine), and 33 

 34 

 Whereas, the DATA-2000 law states that physicians are eligible to prescribe buprenorphine-35 

based medications if they pass an eight-hour course through the American Osteopathic 36 

Association after obtaining their current state medical license and a valid DEA registration number, 37 

then apply for a special waiver, and 38 

 39 

 Whereas, the DATA-2000 law states that eligible physicians during their first year following 40 

certification can treat at one time up to 30 patients, after which physicians may expand their patient 41 

cap to 100, and one year thereafter physicians and other qualifying practitioners who meet certain 42 

criteria can apply to increase their patient limit to 275, and 43 

 44 

 Whereas, the SUPPORT act of 2018 expands the ability of certain physicians and other 45 

qualified practitioners to treat up to 100 patients in the first year of waiver receipt if they are board-46 

certified in addiction medicine or addiction psychiatry, or if they provide medication treatment in a 47 

“qualified practice setting,” and 48 

 



 Whereas, between 2016 and 2018, there was a 175 percent increase in the number of 49 

providers with buprenorphine waivers; however, as of 2018 there were still an estimated 47 percent 50 

of counties in the United States lacking a physician with a buprenorphine waiver, and 51 

 

 Whereas, physicians in the U.S. cite regulations on buprenorphine prescribing as one of the 52 

barriers to their ability and willingness to prescribe the medication, and 53 

 54 

 Whereas, since 1995, France has allowed all registered medical doctors to prescribe 55 

buprenorphine without any waivers, specific training, or licensure, and has since seen an 80 percent 56 

reduction in opioid overdoses with no resultant difference in buprenorphine diversion rates 57 

compared to the USA, which has much more stringent buprenorphine prescribing policies, and 58 

 59 

 Whereas, a 2015 survey of 706 opioid users in San Francisco found that less than 1 percent 60 

of those prescribed buprenorphine reported using it to get high, serving as evidence of the low 61 

misuse potential of buprenorphine in the USA, and 62 

 63 

 Whereas, one-third of counties within the state of Michigan have no medication treatment 64 

programs - including opioid treatment programs, buprenorphine, and naltrexone - for substance 65 

use disorder available, and only 18 percent of counties in Michigan have access to OAT programs, 66 

and 67 

 68 

 Whereas, as of September 2019, 2,756 Michigan practitioners - including MDs, DOs, APRNs, 69 

NPs, and PAs - have obtained a waiver to prescribe buprenorphine but only 54 percent of counties 70 

in Michigan had access to buprenorphine prescribers, and 71 

 72 

 Whereas, Michigan approved the Bureau of Community and Health System Substance Use 73 

Disorder Service Programs Administrative Rules which require any individual or individuals in group 74 

practices (excluding pharmacists) who provide buprenorphine or naltrexone treatment to more 75 

than 100 individuals at any one time at a specific property to apply for a substance use disorder 76 

service program license, and 77 

 78 

 Whereas, these administrative rules contradict state and federal efforts to expand access to 79 

OAT as it severely limits the capabilities of physicians in group practice settings (e.g., family practice 80 

offices) to manage patients with OUD with medication treatments; therefore be it 81 

 82 

 RESOLVED:  That MSMS oppose state legislation that attempts to limit the prescription of 83 

medication for opioid use disorder beyond those regulations set forth by federal laws; and be it 84 

further 85 

 86 

 RESOLVED:  That MSMS advocate the Michigan Bureau of Community and Health System 87 

Substance Use Disorder Service Programs Administrative Rules be amended to remove the cap on 88 

the number of patients receiving buprenorphine prescriptions from a single site or group practice 89 

as a condition of licensure. 90 

 91 

 92 

WAYS AND MEANS COMMITTEE FISCAL NOTE:  $16,000-$32,000 for legislative and 93 

regulatory/industry advocacy. 94 

 

 



Relevant MSMS Policy: 

 

Addiction Treatment, Facilities, and Services 

MSMS supports enhanced availability of and access to addiction treatment, facilities, and services within the 

State of Michigan. 

 

Referral to Addiction Medicine Specialists 

MSMS encourages the referral of persons with an opioid use disorder who would benefit from medication-

assisted treatment to buprenorphine-waivered physicians when the physician has determined that the 

patient has an opioid use disorder. Further, MSMS encourages physicians to obtain the DATA 2000 waiver to 

prescribe opioid replacement for individuals with an opioid use disorder. 

 

  



Relevant AMA Policy: 

 

Expanding Access to Buprenorphine for the Treatment of Opioid Use Disorder D-95.972 

1. Our AMA’s Opioid Task Force will publicize existing resources that provide advice on overcoming barriers 

and implementing solutions for prescribing buprenorphine for treatment of Opioid Use Disorder. 

2. Our AMA supports eliminating the requirement for obtaining a waiver to prescribe buprenorphine for the 

treatment of opioid use disorder. 

 

Third-Party Payer Policies on Opioid Use Disorder Pharmacotherapy H-95.944 

Our AMA opposes federal, state, third-party and other laws, policies, rules and procedures, including those 

imposed by Pharmacy Benefit Managers working for Medicaid, Medicare, TriCare, and commercial health 

plans, that would limit a patient's access to medically necessary pharmacological therapies for opioid use 

disorder, whether administered in an office-based opioid treatment setting or in a federal regulated Opioid 

Treatment Program, by imposing limitations on the duration of treatment, medication dosage or level of 

care. 

 

Support the Elimination of Barriers to Medication-Assisted Treatment for Substance Use Disorder D-

95.968 

1. Our AMA will: (a) advocate for legislation that eliminates barriers to, increases funding for, and requires 

access to all appropriate FDA-approved medications or therapies used by licensed drug treatment clinics or 

facilities; and (b) develop a public awareness campaign to increase awareness that medical treatment of 

substance use disorder with medication-assisted treatment is a first-line treatment for this chronic medical 

disease. 

2. Our AMA supports further research into how primary care practices can implement medication-assisted 

treatment (MAT) into their practices and disseminate such research in coordination with primary care 

specialties.  

3. The AMA Opioid Task Force will increase its evidence-based educational resources focused on methadone 

maintenance therapy (MMT) and publicize those resources to the Federation. 
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