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More than 70,000 Americans died as a result of a drug overdose in 2017, and a substantial
majority of those deaths involved an opioid. Supply-reduction interventions, such as prescription monitoring programs, tamper-resistant formulations, and prescribing limits have
failed to reverse rising rates of opioid-related morbidity and mortality. Instead, they may be
contributing to this trend by forcing people with opioid use disorder to an increasingly potent
illicit market with scant resources for sterile injection. Pharmacists are recognized by
governmental authorities, public health experts, and other health professionals as key partners
in opioid harm reduction. This is reﬂected by the proliferation of state laws supporting
pharmacy-based access to naloxone, an opioid antagonist that can rapidly reverse the effects
of an opioid overdose. Expanded authority to distribute naloxone without an outside prescription, coupled with the provision of sterile syringes and evidence-based medications for
opioid use disorder, represents a powerful opportunity for pharmacists to save lives while
advancing the role of the profession. However, numerous studies have documented a lack of
readiness among pharmacists to dispense naloxone and little willingness to provide sterile
syringes. As a profession, it is imperative that we ensure all pharmacists receive adequate
education regarding opioid harm reduction interventions and ongoing support to implement
these interventions within their practices.
© 2019 American Pharmacists Association®. Published by Elsevier Inc. All rights reserved.

A crisis of opioid-related death
In 2017, the number of Americans who died due to a drug
overdose exceeded 70,000 for the ﬁrst time in history.1 Twothirds of these deaths involved opioids, with synthetic opioids contributing in most cases. From 2016 to 2017, drug
overdose deaths rose 12%, driven largely by the increased
prevalence of illicitly manufactured fentanyls in the U.S. heroin
supply. This continued a dramatic rise in overdose deaths due
to illicit opioids since 2010.2 In response to this crisis, supplyreduction strategies that aim to decrease the availability of
opioids for misuse and diversion have proliferated. However, a
recent analysis found that supply reduction strategies may be
less effective than a harm-reduction approach at reducing
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opioid-related death.3 Examples of supply-reduction and
harm-reduction strategies pertinent to community pharmacy
practice are presented in Table 1.
A frequently cited supply-reduction intervention in pharmacy is the implementation of prescription-monitoring programs (PMPs). PMPs are state-level databases containing
dispensing data for controlled substances which can be
searched by pharmacists and prescribers to identify concerning patterns of use. A recent systematic review sought to
evaluate the impact of PMPs on nonfatal and fatal drug overdoses, and the ﬁndings were not encouraging.4 Although
several studies suggested an association between PMP
implementation and reduced rates of fatal overdose due to
prescription opioids, a few also found compensatory increases
in heroin overdose mortality rates. Notably, PMP use may
promote a mindset among pharmacists that prioritizes law
enforcement activities rather than compassionate patient
care.5 This is a concerning shift in provider identity that could
undermine public health efforts.
The development of tamper-resistant opioid formulations
represents another well-meaning attempt to prevent prescription opioid misuse, and this approach has been strongly
encouraged by the Food and Drug Administration (FDA).6 A
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Key Points
Background:
 The United States is in the midst of a drug overdose
crisis that is increasingly driven by illicit opioids and
which supply-reduction interventions have not
adequately addressed.
 Almost every U.S. state has recognized an expanded
role for pharmacists in distributing naloxone, an
opioid antagonist, to prevent opioid-related deaths.
Findings:
 Many pharmacists are not prepared to dispense
naloxone without an outside prescription or to provide adequate patient education regarding its use.
 Most pharmacists are not willing to sell sterile syringes without a prescription, indicating limited
knowledge regarding the benefits of harm reduction
interventions.

popular example is the crush-resistant technology that was
applied in Opana ER to deter intranasal and intravenous use.
Paradoxically, the technology seems to have inadvertently
increased the dangerous practice of administering multiple
injections per injection episode by simply requiring a greater
volume of diluent.7 In 2017, the FDA requested voluntary
removal of Opana ER from the U.S. market owing to risks
related to illicit injection, including outbreaks of human immunodeﬁciency virus, hepatitis C virus, and thrombotic
microangiopathy.8-10 At this time, there is a lack of efﬁcacy
data supporting public health beneﬁts of tamper-resistant
opioid formulations, and their high cost represents a substantial burden on payers and patients with a medical indication for use.11
In 2016, the Centers for Disease Control and Prevention
(CDC) issued a guideline to deter primary care providers from
prescribing opioids for chronic pain.12 The guideline contained
12 broad recommendations, most based on low-quality evidence with high heterogeneity, including suggestions to avoid
chronic daily morphine milligram equivalents (MME) greater
than 90 and initial opioid prescriptions exceeding a 7-day
supply. Crucially, these recommendations were offered with
caveats for patient-speciﬁc factors to be considered by the
treating clinician. However, several U.S. states have prohibited
initial opioid prescriptions for more than 7 days, and a growing
number of insurers and pharmacies are implementing duration and dose limits that are cumbersome to override.13 Opponents of these policies note that opioid prescribing was
Table 1
Common supply reduction and harm reduction strategies for opioids
Supply-reduction strategies
Prescription-monitoring
programs
Tamper-resistant formulations
Prescription dose and duration
limits
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Harm-reduction strategies
Naloxone distribution and education
Sterile syringe distribution and
education
Agonist and partial agonist treatment

already decreasing in the United States for several years before
the release of the CDC guideline and has continued to fall
annually, yet the overall rate of opioid overdose death has
risen dramatically due to increasing illicit use.14,15 These concerns prompted the authors of the CDC guideline to release a
public clariﬁcation addressing commonly overlooked nuances
and discouraging policies that prevent clinicians from making
patient-speciﬁc decisions regarding opioid therapy.16
As the U.S. health care system has been restricting access to
prescription opioids, the justice system has been seeking to
decrease the available supply of illicit opioids. As described by
legal and medical experts, the “Iron Law of Prohibition” dictates
that this sort of interdiction invariably leads to a proliferation of
more potent and dangerous substances.17 This effect is clearly
displayed by the gradual replacement of heroin with illicitly
manufactured fentanyls in the illicit drug supply. These more
potent opioids can produce similar effects in much smaller
quantities, reducing the likelihood of detection at legal ports of
entry and during interstate transport. This increased potency
also ampliﬁes overdose risk for people who use illicit opioids.

An opportunity to save lives and advance the profession
Recognizing the unintended consequences of supplyreduction interventions applied in isolation, a growing number of health professionals are embracing harm-reduction
strategies. As a philosophy, harm reduction prioritizes the
minimization of negative consequences associated with risky
behaviors rather than seeking to force abstinence from those
behaviors.18 In the context of opioids, a spectrum of strategies
may be used in the pursuit of harm reduction. The American
Pharmacists Association (APhA) House of Delegates recently
expanded ofﬁcial APhA policies supporting harm-reduction
education and practice to ensure patient-centered care for
people who inject drugs.19
An increasingly common harm-reduction strategy for prevention of fatal opioid overdose is the distribution of naloxone
for layperson administration, paired with the provision of
opioid overdose prevention and response education to ensure
layperson competence. Naloxone, a potent opioid receptor
antagonist, can rapidly reverse the effects of an opioid overdose. Harm-reduction coalitions have been leaders in
naloxone distribution for decades.20 Based in part on the
success of these programs, every U.S. state and the District of
Columbia has enacted naloxone access legislation.21 The exact
speciﬁcations of these laws vary, but nearly all include some
form of expanded authority for pharmacists to provide
naloxone directly to patients without an outside prescription.
This represents a vital test of the pharmacy profession’s ability
to unite and address emerging public health crises.
A substantial body of evidence supports the effectiveness of
opioid overdose education and naloxone distribution to laypersons. State-level enactment of a naloxone access law has
been associated with increased naloxone dispensing and a 14%
reduction in fatal opioid overdose rates.22-24 Granting pharmacists direct authority to dispense naloxone appears to be
the most effective component of these laws and has been
independently associated with a signiﬁcant reduction in
overdose mortality.25 Prescribing of naloxone in primary care
settings has been associated with a 47% reduction in opioidrelated emergency department visits as well.26 Furthermore,
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countering concerns about patient backlash to being offered
naloxone, multiple studies have shown that patients are
receptive to engagement on this topic.27,28
Despite legislation to expand pharmacy-based naloxone
access, many pharmacists are not prepared to dispense
naloxone without an outside prescription. In Indiana, only
about half of surveyed pharmacies stocked naloxone and fewer
than one-fourth had ever dispensed it.29 Importantly, chain
pharmacies and pharmacies that had completed naloxone
training in the preceding 2 years were more likely to stock
naloxone than other pharmacies. Similarly in Pennsylvania,
only half of surveyed pharmacies stocked naloxone. In those
that stocked naloxone, one-third of surveyed pharmacists
responded incorrectly to questions assessing their understanding of the statewide standing order.30 In addition to
assessing whether pharmacies stocked naloxone, recent
studies in California and Texas assessed through telephone
audit whether the pharmacist on duty would dispense
naloxone without an outside prescription.31,32 In California,
only one-fourth of pharmacies contacted would provide
naloxone, whereas in Texas 84% were willing. Although the
Texas study showed divergently positive results compared
with other states, it still demonstrated a substantial gap in
naloxone accessibility, with 30% of pharmacies not having
naloxone immediately available.
In addition to these studies demonstrating poor accessibility of naloxone in pharmacies, several recent surveys have
identiﬁed pervasive stigma and knowledge deﬁcits among
pharmacists related to opioid overdose prevention and
reversal.33-36 A study in Massachusetts was the latest to raise
serious concerns regarding the readiness of pharmacists to
dispense naloxone and provide vital patient education.37
Nearly one-third either thought that or weren’t sure whether
naloxone could be used to reverse an overdose due to barbiturates or alcohol. The majority of respondents were unaware
that available naloxone formulations differed in strength, or
that pregnant women could safely receive naloxone. Furthermore, only 4% of surveyed pharmacists demonstrated the
knowledge necessary to thoroughly educate potential overdose responders, with most missing key components such as
providing rescue breathing and placing victims in the recovery
position.

More than just naloxone
Several recent analyses have demonstrated that injection
use of opioids is becoming more prevalent, and that rates of
related complications, such as infective endocarditis and
hepatitis C, are rising.38-41 A key strategy for prevention of
these complications that has been endorsed by the CDC is
widespread implementation of syringe service programs that
provide sterile injection equipment and training to people
who inject drugs.42,43 However, these programs are not legally
allowed to operate in 15 U.S. states, and they face substantial
barriers to successful implementation in others.44 Pharmacies
could serve as a valuable access point for sterile injection
equipment and education, but fewer than one-third of community pharmacists indicate that they are willing to sell syringes to people they suspect of illicit drug use.45-47 This is
notably inconsistent with a recently enacted APhA policy
strongly supporting the provision of sterile injection

equipment, which suggests that sentiments around this issue
may be evolving.19
Managed use of opioids, including transition to safer
pharmaceutical alternatives (e.g., methadone, buprenorphine), has the potential to prolong and improve the lives of
many people with opioid use disorder.48 However, access to
these medications remains grossly inadequate due to substantial regulatory barriers that limit their prescribing. As
opioid-related morbidity and mortality continue to rise, these
regulatory barriers have been criticized by leading addiction
experts who advocate for widespread integration of
medication-based treatment of opioid use disorder in primary
care.49-51 Pharmacists can support patient access to treatment
by maintaining an adequate stock of buprenorphinecontaining products and offering administration of
extended-release naltrexone.

The time is now
Supply-reduction interventions have failed to turn the tide
of fatal opioid overdoses and may instead be contributing to
their rise. Embracing opioid harm reduction in community
pharmacies has the potential to save lives while also advancing
the role of the profession in addressing public health crises.
However, many pharmacists are not prepared to dispense
naloxone or provide thorough patient education, and pharmacists’ willingness to provide access to sterile syringes is
concerningly low. As a profession, we must address this deﬁcit
by ensuring that all licensed pharmacists receive adequate
education regarding opioid harm reduction interventions and
ongoing support to implement these interventions within
their practices. Numerous resources are available to achieve
this goal, including a resource guide for engaging in opioid
overdose prevention discussion that was developed by the
Pain, Palliative Care, and Addiction Special Interest Group of
the APhA Academy of Pharmacy Practice and Management.52
Student pharmacists should also receive foundational education regarding these topics in the required curriculum, and this
knowledge should be reinforced through exposure to preceptors who provide patient-centered care for people who use
illicit opioids. Finally, pharmacists must earn reimbursement
for providing opioid harm reduction interventions in a community pharmacy setting to incentivize the availability of
these services. It is essential that we meet this challenge and
prepare to face future crises as the most accessible health
professionals in the United States.
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