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Objectives: A pilot study was conducted to identify whether an opioid education and naloxone
distribution (OEND) service affected (1) willingness to accept naloxone; (2) naloxone
dispensation; and (3) patient knowledge about opioids, overdose symptoms, and naloxone in
patients receiving buprenorphine prescriptions for opioid use disorder (OUD).
Methods: Participants were enrolled from January 2, 2019, to February 15, 2019, in this pro-
spective noncontrolled study when receiving a buprenorphine prescription at the study site. The
exclusion criteria included prescriptions being picked up by someone other than the patient and
those whowere below 18 years of age. The participants completed a written pre- and postsurvey
containing “Yes” or “No,” “Select all that apply,” and open-ended questions assessing (1) will-
ingness to accept naloxone and (2) change in opioid and naloxone knowledge.
Results: Fifty-two participants were enrolled, and all completed the pre- and postsurveys.
After the education, there was a not statistically significant change in the proportion of par-
ticipants willing to accept naloxone from the pharmacy (28.8% vs. 36.5%; P ¼ 0.31). In addition,
there was an improvement in the proportion of participants believing that they need to carry
naloxone with them (15.4% vs. 40.4%; P < 0.001). Naloxone dispensing increased 400% after the
intervention implementation. Improvements in opioid knowledge also occurred. More par-
ticipants correctly identified buprenorphine as an opioid (48.1% vs. 86.5%; P < 0.001), and
correctly identified that methamphetamine (19.2% vs. 3.8%; P ¼ 0.02) and cocaine (17.3% vs.
3.8%; P ¼ 0.03) are not opioids. Of the 52 participants enrolled, 11.5% correctly identified all
opioids on the presurvey, whereas 50% correctly identified all opioids on the postsurvey.
Conclusion: Patients diagnosed with OUD who are prescribed buprenorphine may be at high
risk of an overdose if they return to use; yet, few OEND programs specifically target this
population. This study suggests that OEND based in community pharmacies may be a strategy
to increase naloxone access among these patients.

© 2020 American Pharmacists Association®. Published by Elsevier Inc. All rights reserved.
Background

In 2017,West Virginia had the highest rate of opioid-related
overdose deaths in the United States, with 57.8 deaths per
100,000.1 Many of these deaths may have been preventable if
naloxone was available to and administered in a timely
manner by laypeople, first responders, family, friends, or other
people who use drugs.2,3 Naloxone, a mu-receptor antagonist,
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quickly and effectively reverses opioid-induced respiratory
depression.4 In the absence of opioids, naloxone produces no
clinical effect, making it safe to distribute to the lay public and
people who use drugs.2-4 In January 2019, the Food and Drug
Administration (FDA) announced efforts to increase availabil-
ity of naloxone by encouraging development of an over-the-
counter (OTC) naloxone product. As of 2019, all 50 states
have regulations allowing standing orders or third-party
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prescribing provisions for naloxone.5,6 West Virginia phar-
macists can dispense naloxone by prescription, statewide
standing order, or behind-the-counter protocol. Standing or-
ders eliminate the barrier of needing a provider on site towrite
a prescription, which may especially be beneficial to Medicaid
beneficiaries who struggle with identifying providers who
accept Medicaid, or who have transportation issues.7

Community pharmacies can play an important role in opioid
education and naloxone distribution (OEND), and changes in
naloxone-prescribing regulations have led to a 79% increase in
naloxone dispensed from such pharmacies; nevertheless, the
quantity of naloxone dispensed remains relatively low
compared with the substantial need.5,7 A 2018 Morbidity and
Mortality Weekly Report found that 1 naloxone prescription
was dispensed for every 69 high-dose opioid prescriptions in
the United States.8 It is thought that continued barriers to access
include cost of the product, stigma, lack of prescribing, and lack
of knowledge about the laws and the product itself.9 A survey of
West Virginia pharmacists found that only 20.4% of the re-
spondents were comfortable with selling naloxone without a
prescription, and 71.3% agreed that letting patients buy OTC
naloxonewould increase opioid overdoses.10 Conversely, a 2019
study out of Indiana showed that in the 2 years after enacting a
statewide standing order, both stocking and dispensing of
naloxone greatly increased.11

Research has demonstrated that bystanders can be suc-
cessfully trained to identify and respond to an overdose,
including naloxone administration.12 Patients receiving FDA-
approved medications for an opioid use disorder (OUD),
particularly in the early phase of treatment, are a priority
population for naloxone distribution because of the potential
high risk of overdose mortality if they return to illicit opioid
use after a period of abstinence.13

Although there is published research on OEND in com-
munity pharmacies, this research has primarily targeted
patients on high doses of opioids for pain management or
patients co-dispensed opioids and benzodiazepines. There is
limited research specifically targeting patients receiving
buprenorphine prescriptions for OUD.14-16
Objectives

The primary objective of this pilot project was to determine
if overdose education for patients receiving a buprenorphine
prescription increased their willingness to accept naloxone.
The secondary objectives were to assess improvement in pa-
tient knowledge and changes in naloxone dispensation from
the study site.
Methods

Study design and participants

A cross-sectional study was conducted to determine
whether the intervention increased participants’ willingness to
accept naloxone, knowledge of opioids and overdose, and the
quantity of naloxone dispensed. The study participants were
recruited between January 2, 2019, and February 15, 2019, at an
independent community pharmacy in Morgantown, WV. In-
dividuals were eligible to participate if they were filling a pre-
scription for a buprenorphine (including both buprenorphine
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and buprenorphine-naloxone) product approved for the treat-
ment of OUD. The exclusion criteria included (1) the person
picking up the prescriptionwas someone other than the person
named on the prescription, (2) the person named on the pre-
scription was below 18 years of age, and (3) could not read and
write in English. This study was approved by the West Virginia
University Institutional Review Board.
Procedures

Participants were recruited for the study when they pre-
sented to the pharmacy to drop off or pick up a prescription for
a buprenorphine-containing product. At the pharmacywindow,
customers were asked by a study team member if they would
be interested in participating in an overdose education study
while they waited for their prescription to be filled. Customers
interested in participating were directed to a private counseling
area where verbal consent was obtained and study procedures
were conducted to protect the participants’ privacy. The pre-
education knowledge survey was self-administered, and a
study team member was available to respond to questions as
needed. The presurvey included items on demographic char-
acteristics, receipt of education on overdose and opioid com-
pounds and the provider type that delivered the education,
having ever been offered or received naloxone, opioid and
naloxone knowledge (compound names, overdose reversal ef-
fects, and overdose symptoms), safety considerations (children
in the home and keeping naloxone), and willingness to receive
naloxone from the pharmacy. The survey instrument was
developed for this study, and it was informed by the study team
members’ experience conducting similar research.17 A study
team member documented the buprenorphine product pre-
scribed to the participant and their health insurance type.

The overdose education was delivered by a pharmacy resi-
dent at the site, consistent with the West Virginia naloxone
protocol, and the participants were provided with an educa-
tionalbrochure fromtheprotocol (Appendix1). Importantly, the
West Virginia naloxonebrochurewasnot tailored for patients in
recovery from OUD, and it does not list buprenorphine as an
opioid; therefore, this information gap was addressed in the
verbal education delivered. The education included content on
the symptoms of an opioid overdose, identification of opioid
compounds, appropriate use of naloxone, and how to access
naloxone. The education was interactive, and the participants
were encouraged to ask questions. The postsurvey reassessed 9
items from the presurvey to measure knowledge improvement
associated with the intervention. The survey questions are dis-
played in the Appendix 2. Naloxone was provided to willing
participantsbyprescription fromtheirprovider. The researchers
called the providers’ offices for these prescriptions when
needed. The standing orderwas not used because at the time of
the study the provider onWest Virginia’s standing order did not
have a National Provider Identifier (NPI), and they were not
enrolled inWestVirginiaMedicaid. Thishas sincebeen resolved,
and the standing order can be used.

At the completion of the study, the survey results and
pharmacy data records were analyzed, and the amount of
naloxone dispensed 2 months before the study was compared
with the amount of naloxone dispensed during the 2-month
study period to determine if an increase in dispensing
occurred. Data were manually entered in an Excel spreadsheet



Table 1
Characteristics of participants in the study (n ¼ 52)

Participants’ characteristics Initial survey,
n (%)

Male 28 (54.9)
Age, y, mean (SD) 39.2 (10.2)
Insurance payer
Medicaid 29 (59.2)
Medicare 4 (8.2)
Private 10 (20.4)
None (self-pay) 6 (12.2)

Type of buprenorphine product prescribed
Buprenorphine-naloxone sublingual film

(Suboxone [Indivior])
39 (79.6)

Buprenorphine tablets 9 (18.4)
Buprenorphine-naloxone buccal film (Bunavail

[BioDelivery Sciences])
1 (2.0)

Table 2
Change in primary and secondary outcomes (n ¼ 52)

Question Presurvey
(%)

Postsurvey
(%)

P value

Primary outcome
Willingness to accept

naloxone today
28.8 36.5 0.31

Secondary outcomes
Can naloxone reverse the

effects of an opioid
overdose?

Yes 78.8 98 0.003
Opioid compounds
Oxycodone 98.1 98.1 0.999
Fentanyl 82.7 92.3 0.059
Heroin 82.7 92.3 0.059
Buprenorphine 48.1 86.5 < 0.001
Methamphetamine 19.2 3.9 0.021
Cocaine 17.3 3.9 0.035
Codeine 55.8 65.4 0.166

Signs of opioid-related
overdose
Shallow breathing 94.2 96 0.564
Gasping for air 57.7 90.4 < 0.001
Bluish/pale skin/lips 82.7 90.4 0.206
Rapid heartbeat 42.3 17.3 < 0.001
Responds to sternal rub 25 13.5 0.109
Bloodshot eyes 25 13.5 0.058
Slurred speech 77 30.8 < 0.001

Do you think you need
naloxone to keep with you?
Yes 15.4 40.4 < 0.001

Reasons to not keep naloxone
with you
Opioid-abstinent 21.1 9.6 d

Don’t need 15.3 7.7 d

Don’t understand overdose 9.6 3.8 d

They/someone else already
has

3.8 d d

Miscellaneous 1.9 d d

Reasons uninterested in
receiving naloxone
Don’t need 13.4 11.6
Have it 7.7 13.5
Opioid-abstinent 3.8 1.9
Don’t understand overdose 13.5 1.9
Miscellaneous 3.8 5.8

What else did you learn from
the education session today
that wasn’t asked about in
the questions above?
Naloxone is available at

pharmacies
N/A; only
asked on
postsurvey

9.6

What naloxone is used for d 11.5
Drugs that are opioids d 9.6
Signs of overdose d 3.8
Importance of having

naloxone
d 3.8
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(Microsoft Corporation) by 1 of the researchers. The primary
outcome was a change in participant willingness to accept
naloxone. The secondary outcomes included percent change in
naloxone dispensing, and change in knowledge about drugs
that were classified as opioids, symptoms of an opioid-related
overdose, and naloxone. The sample characteristics were
summarized using descriptive statistics, including frequencies
and means. Change in willingness to accept naloxone and
change in knowledge about opioid medications and overdose
were assessed using the Wilcoxon signed-rank test for the
following survey questions: (1) Can naloxone reverse an
overdose?, (2) Do you think you should keep naloxone with
you?, and (3) Are you interested in receiving naloxone from
our pharmacy? The McNemar chi-square test was used for the
survey questions, “Check all that are opioids” and “Check all
that are signs of opioid overdose.” A sensitivity analysis of the
primary outcome was conducted by (1) excluding the 4 sub-
jects who reported already having naloxone and (2)
comparing only the proportion of subjects who wanted
naloxone preintervention versus postintervention. The latter
was accomplished using the “prtesti” command in Stata (Sta-
taCorp LLC). The results were analyzed using Stata/MP 15.1.18

Results

The pre- and postsurveys were completed by 52 partici-
pants. Two declined to participate in the study owing to time
constraints. The overdose education took an estimated 5-20
minutes, with the average session lasting 10 minutes. Some
participants had questions orwanted to share their experiences,
making their education session longer. The participants’ mean
age was 39.2 years (SD ¼ 10.2). A little more than half of the
participants were male (54.9%), and most (59.2%) were insured
byWest VirginiaMedicaid. Buprenorphine-naloxone sublingual
film (Suboxone [Indivior]) was the buprenorphine product
prescribed most frequently (79.6%); the participants also
received buprenorphine tablets (18.4%) and buprenorphine-
naloxone buccal film (Bunavail [BioDelivery Sciences]) (2.0%).
The participants’ demographic characteristics are in Table 1.

Most of the participants (94.2%) reported being familiar with
naloxone on the presurvey and knew that naloxone was used
for overdose. Regarding previous education, 55.8% had received
overdose education, 48% had received naloxone education, and
80.1% had received education on how to take buprenorphine.
When asked who provided the previous education (“Select all
that apply”), 69.2% answered physician, 30.8% answered phar-
macist, and 46.2% answered counselor/therapist, with other
answers including nurse, family member, friend, or other.

Primary outcome

There was a not statistically significant change in the
proportion of subjects who were willing to accept naloxone
(28.8% vs. 36.5%; P¼ 0.31), and the sensitivity analysis was also
e207
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Figure 1. Comparison between pre- and postsurvey results when asked the question: do you think you need naloxone to keep with you?
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not statistically significant. Nineteen participants were willing
to receive naloxone from our pharmacy; however, only 15
were willing to receive it on the day of the education, and 4
were interested in receiving it in the future.

Secondary outcomes

During the 2 months before the intervention, 2 individuals
received naloxone products from the pharmacy. In the subse-
quent 2 months, 15 individuals were dispensed naloxone
products. A prescription from their doctor’s office was used for
all 15 of these individuals, as stated previously, to bill their in-
surance for the naloxone. All 15 were participants in the study.

After the education, there was a statistically significant
improvement in the proportion of participants who correctly
identified buprenorphine as an opioid (48.1% vs. 86.5%; P <
0.001) and correctly identified that methamphetamine (19.2%
vs. 3.8%; P¼ 0.02) and cocaine (17.3% vs. 3.8%; P¼ 0.03) are not
opioids. Regarding identification of opioids, 11.5% correctly
identified all opioids on the presurvey, whereas 50% correctly
identified all opioids on the postsurvey.

Before the education, 15.4% of the participants said “Yes” to
“Do you think you should keep naloxone with you?,” whereas
40.4% said “Yes” after receiving the education (P < 0.001). In
the presurvey, 40% (n ¼ 21) said they did not need to keep
naloxone with them because they were no longer using opi-
oids, and nor were they around anyone who did (Figure 1).

The results from all the closed-ended survey questions are
available in Table 2. In response to the open-ended question
regarding what else the participant learned, 9.6% (n ¼ 5)
responded that naloxone is available at pharmacies, and 11.5%
(n ¼ 6) responded what naloxone is used for. For example, 1
participant stated “that it [naloxone] is available for people
without a prescription from a doctor.” Another participant
stated, “I learned what it [naloxone] is used for and that it can
save a person that has overdosed.”

Discussion

Although OEND programs have rapidly expanded in recent
years, fewhave specifically targetedpatientswithOUDreceiving
buprenorphine prescriptions in community-based pharma-
cies.13,14 This feasibility study demonstrates 1way to implement
naloxone education in this setting. Existing research has iden-
tified persistent barriers in naloxone resulting from high
e208
insurance co-pays, lack of education provided by pharmacists
and physicians, and public perception.5 Insurance co-pays and
lack of educationproved to be barriers in this study aswell, with
1 participant unable to afford their naloxone co-pay.

Only 38% of the participants in this study had previously
received naloxone. Although legislative changes have removed
barriers to naloxone access, dissemination and implementation
of these changes may be slow. West Virginia Medicaid does
allow for third-party prescribing of naloxone, and West Vir-
ginia’s standing order allows third-party dispensing from
pharmacies, which further breaks down the barriers to access.
Access to Medicaid in general has shown to result in favorable
outcomes for people with OUD, with data showing that
Medicaid expansion has been associated with a 6% reduction in
overdose deaths.19 In addition, although there has historically
been a lack of naloxone prescribing, we found that some
treatment centers in our area are co-prescribing buprenorphine
and naloxone. Furthermore, although steps are continually
taken to improve naloxone access, individuals at high risk of
overdose may not be aware of these changes. For pharmacists
practicing in the community, it is important to check local laws
and determine which products are covered by insurance com-
panies. Prescribe to Prevent provides information on naloxone
products, patient education, and individual state laws.20

Although there was an increase in the number of partici-
pants willing to accept naloxone from the study pharmacy, the
improvement was not statistically significant and shows that
more work needs to be done educating this patient population.
Thirteen participants reported on the posttest that they did not
need naloxone, and this may not be surprising considering that
overdose is primarily associated with active drug use. Patients
in recovery may not anticipate returning to use and hence
minimize the risk of future overdose. Anecdotally, among those
whowerewilling to receive naloxone, they frequently indicated
that they wanted it for loved ones or to keep at work.

Before the study was implemented, the study site did not
have any policies or procedures in place for naloxone
dispensing. Owing to the success of this intervention, the cur-
rent pharmacy resident at the site is in the process of devel-
oping a business plan to keep it going. Implementing an OEND
program may not be feasible in all pharmacies owing to time
constraints. Although most sessions lasted less than 10 mi-
nutes, thismaynotbe possible dependingonpharmacy staffing
and prescription volume. Some states have taken notice of this
and begun paying pharmacists for these education sessions.
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Intranasal naloxone (Narcan [Adapt Pharma]) was the only
product dispensed to the participants because it was the
preferred product on insurance formularies, and it was easier for
the site pharmacy to keep 1 naloxone product in stock.21

Although intramuscular naloxone formulations are more cost-
effective, they are not recommended for layperson use owing to
complication of administration. A naloxone auto-injector is
available, but use has historically been limited owing to its cost of
approximately $4000 (vs. approximately $125 for intranasal
naloxone). A generic auto-injector has recently been approved
with a cash price of approximately $178; therefore, a potential
gain in market share for this product could be seen. A generic
intranasal naloxone product is not currently available to the lay
public.20

There are several limitations worth noting. First, the inter-
vention was conducted at a single pharmacy in a small metro-
politan area, and it is unknown whether the results would
generalize to other areas. The study was conducted over a 2-
month time period, and it is unknown whether there are any
temporal patterns in naloxone dispensing in pharmacies that
couldhaveaffected thestudyfindings. Inaddition, anonvalidated
survey was used in the study, and the exclusion criteria limited
those enrolled in the study to only a small subset of the popula-
tion (above18years of age receiving abuprenorphine-containing
prescription). The studymay have been underpowered to detect
a statistically significant change in willingness to accept
naloxone. Finally, West Virginia’s standing order was not used
during the study because the provider on the standing order did
not have anNPI number, norwere theyenrolled inWVMedicaid.

Conclusion

Despite the study limitations, these findings suggest that
providing naloxone education to patients prescribed bupre-
norphine improves their knowledge of opioids, overdose
symptoms, and the availability of naloxone without a prescrip-
tion. In addition, the education resulted in a 400% naloxone
dispensing increase postintervention in the pharmacy. This
population should be a priority for OEND owing to the potential
high risk of overdosemortality should they return to opioid use.
Community pharmacists may not want to assume that bupre-
norphine treatment programs have integrated OEND, or even if
they have, patients may still benefit from repeated education.

Future initiatives include providing education on cumula-
tive risk with combining medications from the same class,
physician detailing on the need for naloxone in their patients,
and increasing naloxone education programs to include other
patient populations in community pharmacies. To provide
optimal care to patients diagnosed with OUD, a collaboration
across all disciplines must exist.

Acknowledgments

We would like to thank Karl Sommer, BSPharm, for his
support in implementing the project. Because this is a small
pilot study, the data will not be made publicly available.

References

1. National Institute on Drug Abuse. West Virginia opioid summaries by
state. Available at: https://www.drugabuse.gov/drug-topics/opioids/
opioid-summaries-by-state. Accessed May 20, 2019.
2. Wheeler E, Jones TS, Gilbert MK, Davidson PJ. Opioid overdose prevention
programs providing naloxone to laypersons e United States, 2014.
MMWR Morb Mortal Wkly Rep. 2015;64(23):631e635.

3. Strang J, McDonald R, Campbell G, et al. Take-home naloxone for the
emergency interim management of opioid overdose: the public health
application of an emergency medicine. Drugs. 2019;79(13):1395e1418.

4. Boyer EW. Management of opioid analgesic overdose. N Engl J Med.
2012;367(2):146e155.

5. Xu J, Davis CS, Cruz M, Lurie P. State naloxone access laws are associated
with an increase in the number of naloxone prescriptions dispensed in
retail pharmacies. Drug Alcohol Depend. 2018;189:37e41.

6. The PDAPS Expert Advisory Committee. Prescription drug abuse policy
system. Naloxone overdose prevention laws. Available at: http://www.
pdaps.org/datasets/laws-regulating-administration-of-naloxone-15016951
39?ui_state¼eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3
Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc
3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjA
wMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251
bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0
YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dH
J1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlv
bnMiOltdfQ¼¼. Accessed March 16, 2019.

7. Gertner AK, Domino ME, Davis CS. Do naloxone access laws increase
outpatient naloxone prescriptions? Evidence fromMedicaid. Drug Alcohol
Depend. 2018;190:37e41.

8. Guy Jr GP, Haegerich TM, Evans ME, Losby JL, Young R, Jones CM. Vital
signs: pharmacy-based naloxone dispensing - United States, 2012-2018.
MMWR Morb Mortal Wkly Rep. 2019;68(31):679e686.

9. Lamdin BH, Davis CS, Wheeler E, Tueller S, Kral AH. Naloxone laws facilitate
the establishment of overdose education and naloxone distribution pro-
grams in the United States. Drug Alcohol Depend. 2018;188:270e376.

10. Thornton JD, Lyvers E, Scott VGG, Dwibedi N. Pharmacists’ readiness to
provide naloxone in community pharmacies in West Virginia. J Am Pharm
Assoc (2003). 2017;57(2S):S12eS18.e4.

11. Eldridge L, Agley J, Meyerson BE. Naloxone availability and dispensing in
Indiana pharmacies 2 years after implementation of a statewide standing
order. J Am Pharm Assoc (2003). 2020;60(3):470e474.

12. Clark AK, Wilder CM, Winstanley EL. A systematic review of community
opioid overdose prevention and naloxone distribution programs. J Addict
Med. 2014;8(3):153e163.

13. Sordo L, Barrio G, Bravo MJ, et al. Mortality risk during and after opioid
substitution treatment: systematic review and meta-analysis of cohort
studies. BMJ. 2017;357:j1550.

14. Bratberg JP, Smothers ZPW, Collins K, Erstad B, Ruiz Veve J, Muzyk AJ.
Pharmacists and the opioid crisis: a narrative review of pharmacists’
practice roles. J Am Coll Clin Pharm. 2019;3(2):478e484.

15. Jones CM, Lurie PG, Compton WM. Increase in naloxone prescriptions
dispensed in US retail pharmacies since 2013. Am J Public Health.
2016;106(4):689e690.

16. Zaman T, Rife TL, Batki SL, Pennington DL. An electronic intervention to
improve safety for pain patients co-prescribed chronic opioids and
benzodiazepines. Subst Abus. 2018;39(4):441e448.

17. Winstanley EL, Clark A, Jamison S. Evaluation of an Opioid Overdose
Prevention Program: final report for the Center for Chemical Addiction
Treatment (CCAT). Cincinnati, Ohio. January, 2015.

18. StataCorp. Stata Statistical Software: Release 15. TX: College Station. College
Station: StataCorp LLC; 2017.

19. Kravitz-Wirtz N, Davis CS, Ponicki WR, et al. Association of Medicaid
expansion with opioid overdose mortality in the United States. JAMA
Netw Open. 2020;3(1):e1919066.

20. Lim JK, Bratberg JP, Davis CS, Green TC, Walley AY. Prescribe to Prevent:
overdose prevention and naloxone rescue kits for prescribers and
pharmacists. J Addict Med. 2016;10(5):300e308.

21. Winstanley EL. Tangled-up and blue: releasing the regulatory chokehold
on take-home naloxone. Addiction. 2016;111(4):583e584.

Kelsi L. Hines, PharmD, CTTS, Clinical Pharmacist, Specialty Pharmacy, West
Virginia University School of Medicine; at time of the study, Postgraduate Year 1,
Community Pharmacy Resident, West Virginia University School of Pharmacy
and Waterfront Family Pharmacy, Morgantown, WV

Gretchen K. Garofoli, PharmD, BCACP, CTTS, Clinical Associate Professor, West
Virginia University School of Pharmacy, Morgantown, WV

Mark P. Garofoli, PharmD, MBA, BCGP, CPE, Clinical Assistant Professor and
Director of Experiential Learning, West Virginia University School of Pharmacy,
Morgantown, WV

Betsy M. Elswick, PharmD, Clinical Associate Professor, West Virginia University
School of Pharmacy, Morgantown, WV

Erin L. Winstanley, PhD, Associate Professor, West Virginia University School of
Medicine, Morgantown, WV
e209

https://www.drugabuse.gov/drug-topics/opioids/opioid-summaries-by-state
https://www.drugabuse.gov/drug-topics/opioids/opioid-summaries-by-state
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref2
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref2
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref2
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref2
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref2
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref3
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref3
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref3
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref3
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref4
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref4
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref4
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref5
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref5
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref5
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref5
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://www.pdaps.org/datasets/laws-regulating-administration-of-naloxone-1501695139?ui_state=eyJhY3RpdmVfcXVlc3Rpb25zIjpbIjU5ODIwY2E4ZDZjOWU3Yjc3NzcxYTkwYiJdLCJxdWVyeSI6eyJqdXJpc2RpY3Rpb25zIjpbXSwicXVlc3Rpb25zIjoibm9uZSIsImRhdGUiOiIyMDE3LTA3LTAxVDA0OjAwOjAwLjAwMFoiLCJzb3J0QnkiOiJuYW1lIiwiYWN0aXZlX3F1ZXN0aW9ucyI6W251bGxdLCJyZXNldCI6bnVsbH0sInF1ZXJ5X3ZpZXdfaGlkZGVuIjp0cnVlLCJ0YWJsZV92aWV3X2FjdGl2ZSI6ZmFsc2UsIm1hcF92aWV3X2FjdGl2ZSI6dHJ1ZSwibWFwX2xhYmVscyI6ZmFsc2UsImZpbHRlcmVkX2p1cmlzZGljdGlvbnMiOltdfQ==
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref7
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref7
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref7
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref7
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref8
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref8
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref8
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref8
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref9
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref9
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref9
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref9
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref10
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref10
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref10
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref10
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref11
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref11
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref11
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref11
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref12
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref12
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref12
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref12
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref13
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref13
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref13
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref14
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref14
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref14
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref14
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref15
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref15
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref15
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref15
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref16
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref16
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref16
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref16
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref18
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref18
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref19
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref19
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref19
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref19
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref20
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref20
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref20
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref20
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref21
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref21
http://refhub.elsevier.com/S1544-3191(20)30340-X/sref21


Appendix 1

K.L. Hines et al. / Journal of the American Pharmacists Association 60 (2020) e205ee214

SCIENCE AND PRACTICE
e210



Impact of naloxone education at an independent community pharmacy

SCIENCE AND PRACTICE

e211



K.L. Hines et al. / Journal of the American Pharmacists Association 60 (2020) e205ee214

SCIENCE AND PRACTICE

e212



Impact of naloxone education at an independent community pharmacy

SCIENCE AND PRACTICE
Appendix 2

Pre-Training Survey

1. Age: ________
2. Gender:
, Male
, Female
, Prefer to self describe ___________________
, Prefer not to specify
3. Race:

, White/Caucasian
, Black/African American
, Other (Please list: __________________________)
4. Are you familiar with naloxone (Narcan)?

, Yes
, No
4a. If you answered “yes” to 4, please explain what it is?

__________________________________
___________________________________
____________________________________
5. Have you ever received education on (check all that
apply):

, Overdose prevention
, Using naloxone to reverse a drug overdose
, How to properly take your buprenorphine
, None of the above
5a. If you received education, who provided it (check all
that apply)?

, Physician
, Pharmacist
, Nurse
, Counselor/therapist
, Family member
, Friend
, Other (Please list

_________________________________)

6. Have you ever received take-home naloxone to use in

the future (exclude times when someone had to
administer it to you)?
Administrative Use Only

What buprenorphine-containing medication is the participant taking?
_______________________
, Yes
, No
, I’m not sure
What prescription insurance does the participant have? If none, write
6a. If you answered “no” to 6, was it offered to you?

, Yes ->Is there a reason why you chose not to get

naloxone when it was offered to you?
_________________________________
___________________________________
______________________________

, No

7. Can naloxone reverse the effects of an opioid overdose?
, Yes
, No
, I’m not sure
8. Which of the following are opioids (check all that
apply)?

, Oxycodone (Oxycontin, Percocet)
, Fentanyl (Duragesic)
, Heroin
, Buprenorphine (Suboxone, Subutex, Bunavail,

Zubsolv)
, Methamphetamine
, Cocaine
, Codeine
9. Which of the following are signs of an opioid overdose
(check all that apply)?

, Shallow or slow breathing
, Gasping for air when sleeping
, Bluish or pale skin or lips
, Rapid heartbeat
, Responds to a sternal rub (rubbing their chest)
, Bloodshot eyes
, Slurred speech
10. Do you think you need naloxone to keep with you?

, Yes
, Maybe
, No
, I don’t know
10a. If you answered “no” to 10, why not?

______________________________________
____________________________________
__________________________
11. Do you have children in your home?

, Yes
, No
, I don’t know
12. Are you interested in receiving naloxone from our
pharmacy?

, Yes
, No
, I don’t know
12a. If you answered “no” to 12, why?

______________________________
__________________________________
_____________________________________
12b. If you answered “yes” to 12, would you like the phar-
macist to provide a prescription for naloxone for you
today? (This prescription would be provided under a
standing order by the State of West Virginia)

, Yes
, No
Post-Training Survey

1. Can naloxone reverse the effects of an opioid overdose?

none __________________
, Yes
, No
, I’m not sure
2. Which of the following are opioids (check all that
apply)?

, Oxycodone
, Fentanyl
, Heroin
, Buprenorphine
, Methamphetamine
, Cocaine
, Codeine
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3. Which of the following are signs of an opioid overdose
(check all that apply)?
e214
, Shallow or slow breathing
, Gasping for air when sleeping
, Bluish or pale skin or lips
, Rapid heartbeat
, Responds to a sternal rub (rubbing their chest)
, Bloodshot eyes
, Slurred speech
4. Do you think you need naloxone to keep with you?

, Yes
, Maybe
, No
, I don’t know
4a. If you answered “no” to 10, why?

_________________________________
____________________________________
_______________________________
5. Are you interested in receiving naloxone from our
pharmacy?

, Yes
, No
, I don’t know
5a. If you answered “no” to 5, why?

___________________________________
____________________________________
______________________________
5b. If you answered “yes” to 5, would you like the phar-
macist to provide a prescription for naloxone for you
today? (This prescription would be provided under a
standing order by the State of West Virginia)

, Yes
, No
6. What else did you learn from the education session
today that wasn’t asked about in the questions above?
______________________________
_______________________________
________________________________
________________________________
________________________________
________________________________
_______________________
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