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Abstract
Medication-assisted treatment (MAT) is an effective intervention used to treat opioid use disorder. Patients are often unable to access MAT, however, due to many legal, financial, and cultural barriers. Buprenorphine is a safe, evidence-based, and cost-effective form of MAT that can be accessed in the primary care setting, diminishing the need for patients to use subspecialty care. Among patients with insurance, Medicaid patients often experience the most disparities in accessing Buprenorphine. Thus, increasing its accessibility in the community has been a major focus of federal and state governments in recent years. Michigan policies that can be changed to increase patient access to Buprenorphine will be discussed by providing an appropriate overview of federal and state regulations affecting Michigan Medicaid patients in particular. Through this discussion, this review aims to highlight the need to increase Buprenorphine accessibility in Michigan for Medicaid patients by removing prior authorization requirements, increasing Medicaid patients’ network of substance use disorder providers, and improving access to generic, FDA-approved forms of Buprenorphine.
Overview of Buprenorphine and Buprenorphine Accessibility
Opioid dependence and addiction claims on average 116 lives in the United States daily.1 Michigan’s rate of opioid overdose-related deaths was 18.5/100,000 in 2016, the 10th highest in the nation. Despite the increased public health campaigns over these past few years to limit opioid use and prescriptions, overdose rate deaths still rose 13.9% between 2016 and 2017 in Michigan.2 While there are various modalities to treat opioid use disorder, different patients require different interventions. One of the most effective interventions against opioid dependence and addiction is Buprenorphine, a partial opioid agonist that can much more effectively help patients end their opioid dependence. As Buprenorphine is an opioid agonist, it can help prevent symptoms of severe withdrawal in patients and has “been shown to normalize brain function” in opioid addicts.3 In addition to having been proved highly safe, Buprenorphine has also been proven to have substantial impact in reducing mortality, reducing overdose-related admissions, reducing the illicit use of opioids, and increasing treatment retention when used in maintenance therapy.4 Like other forms of medication-assisted treatment (MAT), Buprenorphine has been available for decades and has been shown to cut mortality rates among opioid addicts by more than 50%.5,6 Furthermore, it is generally combined with Naloxone when administered, which makes it much safer to administer for patients. Buprenorphine/Naloxone can even be safely prescribed by primary care providers, and so patients theoretically would not have to access specialty services in order to access this treatment. The ability of Buprenorphine/Naloxone and other forms of MAT to impact population health has been well-recognized by the federal government. In fact, in September 2018, the federal government allocated a $352 million grant to increase MAT access in community health care settings throughout the United States.1
Despite Buprenorphine’s multiple advantages, however, access throughout the United States, and particularly in Michigan, is extremely limited.1,7 The multiple regulations surrounding Buprenorphine prevent many primary care providers from being able to provide it, especially to patients who need it the most, such as those on Medicaid.8 Patients are instead forced to seek out mental health providers who provide substance use disorder treatment, but due to the scarcity of such providers, only 10% of patients with substance use disorder in the United States are even able to access specialty services.9 One of the biggest reasons for this is because Buprenorphine is an opioid, and like other opioid medications, it has unfortunately been heavily affected by increasingly stringent opioid prescription laws throughout Michigan.10 Barriers to accessing it also exist because certain policymakers worry that the medication may be used recreationally, even though when it is often prescribed to patients it is combined with Naloxone to prevent patients from being able to get high off the medication. In fact, the barriers physicians face in prescribing Buprenorphine are more stringent than those faced in prescribing regular opioids, such as the attainment of a specialized waiver for Buprenorphine.11 While chance of Buprenorphine diversion exists, research has found that many individuals illegally obtain Buprenorphine in order to self-treat their addiction given how difficult it is to access effective opioid addiction treatment.12,13 And while there are significant hurdles faced in accessing Buprenorphine for many patients, these barriers to access disproportionally impact Medicaid patients who on average are twice as likely to be prescribed opioids and have six times the risk of dying from an opioid overdose-related death compared to non-Medicaid patients. In the state of Michigan, the largest barriers for Medicaid patients to access Buprenorphine include prior authorization requirements, reduced ability to find generic forms of Buprenorphine, and policy barriers restricting patients from accessing certain providers.14 Removal of these barriers could substantially impact population health. For instance, when France was undergoing an opioid epidemic in the 1980s that affected hundreds of thousands of patients, they were able to reduce the rate of opioid overdose deaths by 79% in four years. This remarkable feat was accomplished by removing special training requirements for physicians to prescribe Buprenorphine, so that patients could readily access care through their primary care provider.15 
The Impact of Prior Authorization
Foremost, prior authorization is “a process implemented by the department or its contractual agents that conditions, delays, or denies delivery or particular pharmacy services to beneficiaries upon application of predetermined criteria.”16 It is identified as one of the largest barriers to substance use disorder treatment in the United States. In fact, in the United States, researchers have found that addiction treatment programs located within states that require prior authorization for Medicaid have a 50% lower odds of offering Buprenorphine to patients.17 In order to attain prior authorization for patients to receive Buprenorphine, patients may sometimes have to trial multiple less efficacious alternative treatment strategies and jump through other regulatory barriers and hurdles.18,19 Filling out prior authorization paperwork can further be a major hindrance preventing providers from prescribing Buprenorphine; an American Medical Association survey, for instance, found that 90% of physicians reported that prior authorization delays access to necessary patient care and nearly 60 percent reported that patient care was delayed by at least a day because of prior authorization.20 A window period of even 1-2 days of waiting for prior authorization paperwork to be approved can be critical for patients with opioid dependence as they may be facing severe withdrawal symptoms at this time. This puts these patients at a higher risk for overdosing as well.21 This severe impact on patients’ abilities to access treatment was most famously noticed by the New York Attorney General Schneiderman several years ago. In particular, he believed that these prior authorization practices violated a law passed in October 2008 termed The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act (MHPAEA), Public Law 110-343.22
Overview of Federal Laws Impacting Mental Health Treatment
	MHPAEA was the first federal policy that enhanced Buprenorphine accessibility for patients throughout the United States. Specifically, the law aimed to stop insurers from discriminating in health insurance coverage for patients who had mental health and substance use disorder needs versus medical and surgical needs. The law did not specifically define a scope of services for patients, but said that benefit packages must be consistent with “generally recognized independent standards of current medical practice” which left significantly more leeway for insurers and state authorities to apply parity should they choose.23 This impacted key provisions of the law, such as those aimed at establishing parity for non quantitative treatment limitations, such as prior authorization. Hence, significant disparities still existed for patients with mental health needs and many insurers were not in compliance with these laws. Thus, when the Affordable Care Act (ACA) passed just a few years later, it sought to extend parity benefits particularly for privately insured patients and the vulnerable populations served by Medicaid.24 Given that the ACA now required insurers to cover at least one drug from every class of the US Pharmacopeia, more and more plans began to cover Buprenorphine. In 2014, the MHPAEA and ACA were also expanded to provide coverage for Buprenorphine. Additional laws were also passed to increase funding for substance use disorder programs and encourage state local health authorities to expand access to Buprenorphine; these laws include the Comprehensive Addiction and Recovery Act and the 21st Century Cures Act. Despite the passage of these various laws, however, state authorities and many private insurers still limited accessibility to Buprenorphine through the utilization of multiple barriers, most notably, prior authorization.8
MHPAEA Case Example—State of New York 
The New York Attorney General sought to implement MHPAEA by investigating private insurers’ coverage of substance use disorder treatment initially. He established that certain private insurers were not implementing parity, particularly through denying high percentages of overall requests for MAT. His team then showed how these delays in providing prior authorization delayed opioid users from accessing treatment or even being able to obtain treatment. Hence, the attorney general specifically gathered data to show how these private insurers were violating the tenets of the MHPAEA.22 Thus, through larger settlements, the New York Attorney General caused the private insurers such as Anthem and Cigna to enact a policy change to stop prior authorization requirements for all of their privately insured patients.21,25 Blue Cross Blue Shield, another major insurer investigated by the New York Attorney General, and also Michigan’s largest insurer, has also recently removed prior authorization requirements.26 New York was further able to end Medicaid prior authorization requirements for Buprenorphine as well by enhancing its parity for mental health care through the passage of three bills: S8137, S8138, and S8139.27 These specific bills aimed to reinforce the tenets of MHPAEA by eliminating ambiguity in its state legal code. Language in the bill clearly targeted “insurance law and the public health law” and said the state was now “prohibiting prior authorization for a prescription of Buprenorphine.” The law also established legal grounds for enforcing “evidence-based and peer reviewed” standards for providing health care coverage for substance use disorder treatment for all future patients in the State of New York. In order to further remove ambiguity regarding insurance laws in the state, policymakers also specifically amended specific subsections of the insurance law (i.e. subsection (1) of section 3221) to ensure that the wording of the state’s insurance law matched the wording of MHPAEA.28
States like Illinois have already followed suit in removing prior authorization for MAT in private insurance and Medicaid.29,30 Other states, like Minnesota, are also attempting to follow the former New York Attorney General’s lead; in 2016, Minnesota Attorney General Lori Swanson sued a drug manufacturer and reached out to multiple health insurers to similarly enhance Buprenorphine accessibility by ending prior authorization.31 It is further worth noting that implementing parity in the commercial market may be more easily attainable from a policy perspective because the structure is much simpler than Medicaid. In Medicaid, there are multiple delivery model structures. Another reason that Medicaid patients across the country have generally struggled to access Buprenorphine is because CMS only “urged” states to apply the principles of parity following the passage of MHPAEA in 2013; CMS did not mandate MAT coverage. The significant flexibility given by the republic to states in implementing substance use disorder treatment parity has negatively impacted Medicaid patients’ abilities to access Buprenorphine which is why coverage of substance use disorder treatment varies among state Medicaid programs.32 
Basic overview of Michigan Mental Health Services Provisions for Medicaid Patients
New York models an excellent example of what can be done by policymakers in the state of Michigan to expand access to substance use disorder treatment. Before taking a deeper dive into Michigan policies affecting Buprenorphine, it is necessary to provide an overview of Michigan mental health service provisions for Medicaid patients. In particular, Michigan is viewed as a “limited” mental health parity state.33 Mental health and substance abuse treatment is specifically regulated through the Michigan Department of Health and Human Services (MDHHS) which operates two different branches to manage this: Behavioral Health and Developmental Disabilities Administration (BHDDA) and Medical Services Administration (the State’s Medicaid Agency). Per the Michigan Mental Health Code and the Michigan Public Health Code, BHDDA is responsible for state substance use disorder appropriations, prevention, and Medicaid-funded specialty services and supports. They work with county governments to provide mental health services for patients. Public behavioral health services are delivered through community mental health services programs (CMHSP). These are specifically designed to meet everyone’s mental health needs, regardless of the ability to pay, and Medicaid patients oft use CMHSP to access services. CMHSP may then connect them with other providers that are in network with them. Based on patient’s disease severity, CMHSP will allocate treatment to them through Michigan’s 11 Medicaid Health Plans or through Michigan’s 10 Prepaid Inpatient Health Plans (PIHP). For patients who are classified as having higher disease severity indices, as many Medicaid patients may be, they will be required to work through the limited network of providers that are in network with CMHSP. 34
Statewide Discussion Surrounding Medicaid Mental Health Policy Reform
In the state of Michigan, there has been significant discussion over the past few years on methods to better coordinate medical and mental health services under the state’s $13 billion Medicaid program. The Lieutenant Governor specifically created a workgroup that provided recommendations to the Michigan State Legislature to revise Public Act 268 of 2016, Section 298. The aim of this revised statute was to create “the most effective financing model and policies for behavioral health services in order to improve the coordination of behavioral and physical health services for individuals with mental illnesses, intellectual and developmental disabilities, and substance use disorders.” There have hence been multiple efforts under this revision to improve patients' ability to access mental health and substance use disorder treatment. 
One section that has been under significant scrutiny is Section 298 (e), which aims to increase the number of providers that can treat Medicaid patients with substance use disorder treatment. Section 298 Boilerplate details that an expanded network of providers for Medicaid patients will be piloted in three sites across the state. Specifically, Section 298 (e) states “That selected Medicaid health plans be allowed to contract directly with a service provider […] for managing the physical and behavioral health of Medicaid eligible individuals within the pilot region. The pilots described in this subsection shall not in any way mandate an exclusive arrangement between contracted Medicaid health plans and (community mental health service providers)." While these pilot programs have yet to be implemented, Section 298 has caused significant concern across CMHSP in Michigan given that it seeks to take power away from CMHSP and expand the options of Medicaid patients.34 
Another section under Public Act 268 that requires a reference is section 1704, which places prohibitions upon MDHHS from requiring prior authorization for many psychotropic drugs. However, prior authorization has not been removed, yet, for opioids like Buprenorphine in spite of the significant data that supports the removal of prior authorization.17 
Outside of Public Act 268, another Michigan policy that warrants discussion is the restriction placed on patients from accessing generic forms of Buprenorphine. Despite the fact that generic forms of Buprenorphine/Naloxone are FDA-approved, in Michigan, only brand formularies of Buprenorphine/Naloxone are on the list of preferred medications by the Michigan Department of Health and Human Services.35 This is concerning because research shows that community-based providers may be more likely to offer more forms of MAT when these medications are included on Medicaid formularies and if they perceive that offering the medication is supported by the state.36 Hence, in Michigan, many pharmacies may not carry generic forms of Buprenorphine/Naloxone which necessitates that patients access much more expensive brand name versions.
In practical terms, these various regulations and statutes mean that many Medicaid patients throughout the state may often be limited by where they can be treated, who they can be treated by, and their ability to access affordable medication. Section 298 (e) will expand patients’ ability to access providers in three pilot sites in order to analyze if an expanded provider pool for Michigan Medicaid patients will decrease health disparities. While change may slowly be happening on this front, there are still significant hurdles faced by Medicaid patients in the realm of prior authorization and restrictions placed on accessing generic forms of medication. While the state Medicaid form may appear simple online, the number of hurdles both the provider and patient will have to overcome in order to attain prior authorization approval for Buprenorphine are oft seen as substantial. Accessing treatment can be even more difficult for uninsured patients. As generic forms of Buprenorphine are oft inaccessible in Michigan, the cost of coverage for treatment can range from $750 to $1200 a month or more.35,37 Many privately insured patients do not have to go through many of these same hurdles of having to qualify for prior authorization or being unable to afford Buprenorphine. This means that the privately insured patient may be able to access Buprenorphine the same day he said he wanted to quit his opioid use; he may not have to undergo the painful effects of opioid withdrawal. His same-day ability to access Buprenorphine further implies that he would potentially not have to face a highly expensive detox-related emergency department visit, hospitalization, or rehabilitation facility admission that a Medicaid or uninsured patient may have to face. Most importantly, the privately insured patient’s same-day ability to access Buprenorphine means that he may not anxiously be waiting for several days for his prior authorization paperwork to potentially go through—all the while facing the painful effects of opioid withdrawal and at severe risk for overdose. The privately insured patient will further likely be much more able to quickly and painlessly resume many of his day to day activities while on this medication, such as being a student or an employee. These are hence major hurdles that prevent Medicaid and uninsured patients from accessing opioid use disorder services and physicians from offering Buprenorphine services to the patients who oft need it the most.
Conclusion
The opioid epidemic is one of the largest health crises affecting America; no community is safe from its devastating ramifications. Buprenorphine, however, is a safe, evidence-based, cost-effective treatment that can help restore millions of addicts’ lives and cut mortality of overdose-related deaths by more than 50%. It is one of the only medications in the primary care setting that can help patients fight addiction. While there are certain reasons that policymakers seek to bar access to Buprenorphine, such as the risk of medication diversion, these potential negatives do not justify all the substantial regulatory barriers placed on patients and providers. From a policy perspective, substance use disorder parity coverage for Medicaid recipients should expand throughout the United States to better meet the specific goals set forth by MHPAEA. Language in law revision should be specific enough that key medications, such as Buprenorphine, are covered by state Medicaid plans, are not restricted by prior authorization, and generic forms are endorsed by the state and have widespread accessibility. The procedures followed and bills created by policymakers in the State of New York set a good example for how policymakers in the State of Michigan can approach handling the opioid epidemic and revising insurance code in order to remove ambiguity from state law and better comply with the goals set forth by the federal government through the passage of MHPAEA. Several of the nation’s largest private insurers and several states have already recognized the crucial importance of eliminating prior authorization. Moreover, in the State of Michigan level, Public Act 268 of 2016 Section 298 should be revised to even further expand the pool of providers that Medicaid patients can access for substance use disorder treatment across the state. Mental health and substance abuse parity should not only apply to ability to access certain medications, but should also extend to ability to access qualified providers in the same amount of time for both Medicaid and privately insured patients. Enacting such policy revisions and regulations will help eliminate the huge injustices faced by Medicaid recipients in today’s healthcare system in accessing Buprenorphine. While these various regulations and tiers of governmental levels are extremely complex, it is further important that healthcare professionals, organizations, policymakers, patients, and other key stakeholders know about the significant health disparities faced by poorer Americans in accessing life-saving opioid addiction treatment in order to be effective advocates of change. 
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