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Abstract 
Pharmacists are caught in the throes of a relentless overdose crisis that has already claimed half a 
million lives and threatens to claim thousands more. The addiction treatment system is 
fragmented and inadequate to meet demand. Few physicians provide medications for opioid use 
disorder (MOUDs), the most effective forms of evidence-based treatment, and insufficient 
treatment options leave patients vulnerable to overdose.  
 
Pharmacists routinely interact with patients who have opioid use disorders, but lack ways to treat 
them. The primary tools that pharmacists have received to curb the crisis are prescription drug 
monitoring programs (PDMPs), big data surveillance technologies that pharmacists can use to 
track patients¶ drug acquisition patterns. Pharmacists like PDMPs because they help them make 
decisions efficiently. However, PDMPs are enforcement technologies, not healthcare tools, so 
pharmacists typically use PDMPs to police patients instead of treat them. Policing patients not 
only fails to help combat overdose, but can also exacerbate harm. 
 
Informed by a decade¶s worth of interviews with pharmacists before and after PDMP 
implementation, I argue that pharmacists should be better equipped to help patients with opioid 
use disorders. Specifically, clinical and community pharmacists should mobilize to provide 
MOUDs through collaborative practice agreements with physicians. Studies show that 
collaborative practice models are effective at reducing the risk of overdose and saving money 
and physicians¶ time. And pharmacists have the clinical competencies necessary to provide 
MOUDs for patients. Pharmacists must overcome legal, economic, and interprofessional barriers 
to do so, but giving pharmacists the tools to treat patients will affirm their professional 
commitment to caring for patients and saving lives.           
 
Key points 
 

What was already known: 
x The overdose crisis has claimed over half a million lives and overdose rates are 

skyrocketing during the pandemic, yet addiction treatment options are inadequate. 
x Pharmacists are caught in the throes of the overdose crisis and find themselves 

responsible for deciding who receives access to opioids. 
x Key tools that pharmacists use to address the overdose crisis are prescription drug 

monitoring programs (PDMPs) that track patients¶ drug acquisition patterns. 
 
What this study adds: 

x PDMPs are enforcement technologies, not healthcare tools. Pharmacists who use them 
without healthcare resources tend to police patients instead of treat them. 

x Pharmacists have an opportunity to expand access to addiction treatment by providing 
medications for opioid use disorder (MOUDs) through collaborative practice agreements 
with physicians. 

x Pharmacists have the clinical capacity and the workforce necessary to provide addiction 
treatment and save lives.  
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Facing the Overdose Crisis 

Pharmacists are caught in the throes of an overdose crisis that has claimed over half a million 
lives and threatened many more.1 In 2019, twenty percent of overdose deaths involved 
prescription opioids, medications like oxycodone and hydrocodone used to treat pain.2 To 
combat the overdose crisis, state legislatures provided pharmacists with prescription drug 
monitoring programs (PDMPs), law enforcement surveillance technologies that amass 
information about patients¶ medication acquisition patterns.3 However, PDMPs are no substitute 
for healthcare tools and pharmacists are not police officers. Pharmacists can be an essential force 
for preventing overdose and saving lives, but only if they seize the opportunity.     

Pharmacists are healthcare providers. They go into pharmacy to care for patients and have the 
clinical training necessary to do so. Yet, efforts to curb the overdose crisis place pharmacists in a 
policing role that compromises their ability to provide care. Specifically, the widespread 
adoption of PDMPs encourages pharmacists to closely monitor patients for signs of opioid use 
disorders (OUDs) and diversion and to refuse to care for those patients. Pharmacies that have 
adopted this enforcement tool have not equally expanded treatment tools that would enable 
pharmacists to care for patients who are struggling.  
 
My research shows that pharmacists appreciate PDMPs because they provide critical information 
that makes their work easier.4,5 Yet, PDMPs come at a cost. I find that pharmacists who have 
PDMPs but lack treatment tools tend to police patients with OUDs and dismiss them from the 
pharmacy instead of helping them.6 In conjunction with the PDMP, pharmacists call physicians 
to clarify prescriptions and have conversations with patients, but as other researchers have 
shown, instead of using PDMPs to counsel patients, pharmacists use them to detect ³doctor 
shopping´ and ³abuse.´7 Caught between law, pressure from their employees, and a lack of 
treatment tools, pharmacists feel they have no other choice. But what if another choice was 
available? What if pharmacists were poised to help? The good news is that pharmacists are 
perfectly situated to expand access to care for people with opioid use disorders. At a time when 
addiction treatment is sorely lacking8 and overdose rates are skyrocketing9, pharmacists should 
collaborate with physicians and other healthcare providers to prescribe medications for opioid 
use disorders (MOUDs). Imagine the good pharmacists could do if they embraced tools to treat, 
instead of police, patients with OUDs.  
 
Pharmacists face the difficult task of deciding which patients should receive opioids and find 
themselves caught in an impossible situation. The Federal Controlled Substances Act and 
corresponding state laws prohibit pharmacists from dispensing medications for non-medical 
purposes. However, pharmacists lack the patient information and clinical tools necessary to 
determine whether a patient is using opioids to treat pain, is coping with a substance use 
disorder, or is planning to sell opioids to others. Not only that, pressure from employers to 
perform efficiently means that pharmacists must decide quickly, in the 3-4 minutes they have 
with each patient or risk falling behind. This results in a tension between legal obligations and 
clinical shortcomings that hamstrings pharmacists and puts patients at risk.  
 
The Controlled Substances Act requires physicians to prescribe in ³good faith´ and assigns 
pharmacists a ³corresponding responsibility´ to avoid ³knowingly´ dispensing medications for 
non-medical purposes (addiction and diversion).10 State pharmacy practice acts echo these 
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requirements. Community pharmacists cannot legally diagnose substance use disorders, but how 
can they obey the Controlled Substances Act without attempting to do so? Pharmacists are in a 
precarious position because there is no clear path for deciding whether a patient is using a drug 
non-medically and if they try to diagnose disease, they venture far beyond their scope of 
practice.  
 
Without clear guidance, pharmacists struggle to determine why patients are using medications 
and, in the past, had few resources to help them. When I began interviewing pharmacists in 2009, 
they felt overwhelmed by patients whom they believed were lying to them²claiming to be in 
pain while behaving in ways that suggested they were not. Pharmacists told me they looked for 
³red flags´ to spot patients whom they believed were using drugs non-medically. They 
elaborated: ³It¶s the way they act, the way they look, the ones with the rotted teeth.´ It was also 
the way they talked to the pharmacist. ³They are really chatty and have specific demands²they 
want the bar Xanax, they want specific colors of opioids, that is because they have higher street 
values.´ Patients who traveled a long distance or who wanted to pay cash also raised 
pharmacists¶ suspicions. Other ³red flags´ that pharmacists noted were patients who often went 
out of town, whose pain pills were frequently lost or stolen, and who had insurance but wanted to 
pay cash. Many pharmacists experienced a ³gut feeling´ that told them something wasn¶t right. 
Several told me, ³you can spot them as soon as they walk in the door.´ Pharmacists¶ assumptions 
about patients based on their appearance and behavior²often grounded in stereotypes about 
people who use drugs²affected whether they provided or refused to provide care.11±13 
 
Pharmacists developed tactics to deter patients who exhibited ³red flags´ from their 
pharmacies²they ran the prescription through insurance to see when it was last filled, they 
called pharmacies nearby to gather patient information, and when they felt uncomfortable 
dispensing, they told the patient the medication was out of stock. These tasks were time-
consuming and pharmacists feared making a mistake by dispensing to someone who would 
misuse the medication or denying medications to a patient in need.12 They worried that these 
mistakes could result in the loss of their license and their livelihood. They also felt 
uncomfortable trying to decide if patients were following the law, a process I call ³legal 
gatekeeping.´11,12 Like many other pharmacists I interviewed, Sarah,i a chain pharmacist in 
Kansas, told me, ³I¶m in the business of patient safety, I¶m not in the police business . . . that¶s 
the least fun part of my job is being, feeling like you¶re a police.´12  
 
Prescription Drug Monitoring Programs 
 
Enter the prescription drug monitoring program. At a time when the spotlight of blame shone on 
healthcare providers, when journalists and enforcement agents labeled physicians ³drug dealers 
in white coats,´14 when pharmacies and drug manufacturers doled out millions in legal 
settlements,15 PDMPs became popular components of healthcare practice. Community 
pharmacists liked PDMPs because they offered patient information that pharmacists could not 
easily glean from other sources. Pharmacists, who rarely knew the patient¶s diagnosis or course 
of treatment, could see, with the click of a button, what medications a patient had obtained, 
where, and from whom, and could use that information to make dispensing decisions quickly and 
efficiently.5 Not only did this please employers for whom speed translates into profit, but it 
helped pharmacists to fulfill their ³corresponding responsibility´ under the federal Controlled 
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Substances Act.10 Instead of taking the physician¶s word, a pharmacist could independently 
determine whether a prescription was appropriate and protect their license in the process.       
  
When I first heard about PDMPs, I thought pharmacists would hate them. I had already 
interviewed over 100 pharmacists across the nation who bemoaned the little time they had to 
spend with patients and the stress of feeling constantly behind.11,12 A PDMP, I thought, would 
simply add another task to an already harrowing workload. To my surprise, pharmacists loved 
them. Pharmacists I interviewed after PDMPs were implemented explained that the database 
helped them to categorize patients and treat them accordingly. Even though diagnosing patients 
is not the pharmacist¶s job and PDMPs are not diagnostic tools, they used the PDMP to 
determine why patients were using medications. No longer did they have to rely on gut feelings 
to separate patients in pain from patients with OUDs nor did they have to lie to patients and say 
the medication was out of stock. They could simply cite the PDMP report to justify refusing to 
dispense with the added benefit (in their eyes) of deterring the patient from the pharmacy. 
Parker, a chain pharmacist in South Florida, told patients ³we looked at the drug monitoring 
program and see that you have been filling from multiple doctors.´16 He found that patients left 
quickly after that. To be sure, pharmacists do not check the PDMP for every patient with an 
opioid prescription. Doing so would consume an unreasonable amount of time.17 However, other 
researchers have found that when pharmacists check PDMPs they find them useful for 
identifying addiction and diversion.18   
 
Pharmacists also reported that the PDMP put them in a better position when it came to 
relationships with physicians and law enforcement. Past experiences of being yelled at or 
degraded by physicians left many pharmacists hesitant to call when they were concerned about a 
patient or a prescription.12 However, armed with PDMPs, pharmacists felt far more comfortable. 
Not only could they justify the call by citing store policy, but they could also share information 
about the patient¶s prescriptions that physicians²less inclined to check the PDMP²did not 
know.5  
 
Before the PDMP, pharmacists called law enforcement about egregious cases where there 
seemed to be clear evidence of fraud.12 With the PDMP, pharmacists partnered with law 
enforcement more frequently.6,19 Pharmacists I interviewed reported calling the police on 
patients they believed were passing fraudulent scripts and law enforcement agents reported 
getting leads from pharmacists. Joe, a California Sheriff¶s Deputy told me, ³We usually get our 
tips from pharmacies…when it comes to a patient doctor shopping…we arrested a lady recently 
who went to 126 physicians in one year and got over 10,000 Dilaudid pills...the pharmacist said 
µHey, I ran a CURES [California¶s PDMP] report when she came here to fill the script, it¶s out of 
control, you¶re going to need to look at her.¶ So we did and we arrested her for doctor 
shopping.´5 These relationships are dicey, however, since the legal guidance around when to 
share PDMP information with law enforcement is unclear, varies by state, and can have serious 
consequences.20,21  
 
With PDMPs available, pharmacists also began to own their professional discretion. They told 
patients ³in my professional judgment I can't fill your prescription´ then gave the prescription 
back.16 Pharmacists now see legal gatekeeping as part of their job. They engage in what I call an 
³embrace and reframe´ technique²they consider policing patients a way to ensure patient 
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safety, a key aspect of pharmacy work, instead of rejecting it as something that law enforcement 
should do.22  
 
Addiction Treatment Inadequacies and PDMP Harms 
 
PDMPs might make pharmacists¶ work easier, but they do little to help patients.21 That is 
because PDMPs are enforcement technologies, not healthcare tools. Even if pharmacists try to 
use the PDMP to differentiate pain from addiction and diversion, pharmacists still lack 
healthcare resources to help patients with opioid use disorders (OUDs). A handful of pharmacists 
I interviewed had a list of places to refer patients to addiction treatment, but they knew little 
about those providers and were ill-prepared to make any kind of referral. Lack of addiction 
training in pharmacy school also limits pharmacists¶ ability to care for patients.23 Further, 
attempting a warm hand-off would consume pharmacists¶ already limited time. Instead, 
pharmacists cast patients with OUDs out of the pharmacy and hoped they found help. This might 
help explain why policies that require PDMP access are associated with increased heroin 
overdose deaths and increased overdose deaths overall.24,25 Research suggests that turning 
patients away from prescription opioids makes them more likely to purchase illegal opioids 
which increases likelihood of overdose and death. As a tool commonly used to justify declining 
to fill certain prescriptions, the PDMP may have helped to foster patients¶ transition to heroin 
and synthetic fentanyl use.26,27 
 
Pharmacy has an addiction problem, but it is not alone. Cultural stigma towards addiction runs 
deep. Addiction is an incompletely medicalized condition, one that gets framed alternatively as 
³sickness´ and ³badness.´28 Though many call it a disease, it certainly isn¶t treated like one. The 
addiction treatment system in the United States is highly fragmented and rarely evidence-based. 
Only 11% of people with OUDs receive any form of treatment8 and for those fortunate enough to 
get access, care is often expensive and even harmful.29 Abstinence-based in-patient programs, 
what many imagine to provide the highest standard of care, often provide little in the way of 
actual treatment so when they release patients with a lowered drug tolerance, patients who use 
again risk overdose and death.30 Physicians, too, have failed to tackle addiction as a medical 
problem. Medical schools offer little to no training on addiction and the number of addiction 
specialists are few.31  
 
In this context where resources pale in comparison to need, pharmacists interact with patients 
with OUDs regularly because they are the ultimate gatekeepers to opioids.11 Pharmacists find 
themselves frustrated with these patients, sometimes because they internalize popular myths 
about people who use drugs like the idea that they are manipulative or dangerous, and sometimes 
because they think that denying patients care will help them hit ³rock bottom´ and motivate them 
to get help.  
 
Replacing Policing with Treatment 
 
Imagine for a moment how pharmacists¶ attitudes might change if they could easily care for 
these patients instead? What if pharmacists could prescribe evidence-based treatments for opioid 
use disorders? If, instead of fighting with a patient over their refusal to dispense opioids, they 
were prepared to help? The most effective evidence-based treatments for OUDs are methadone 
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and buprenorphine. Research shows that these medications reduce the likelihood of overdose and 
reduce the likelihood of serious opioid-related acute care.32 Yet they are extremely difficult to 
access because physicians rarely prescribe them and pharmacists rarely dispense them.  
 
Due to legal restrictions created in the 1970s, methadone is only administered and dispensed at 
federally certified opioid treatment programs.33 However, buprenorphine, a newer medication, 
can be prescribed at a hospital or clinic and dispensed in a pharmacy. Still, buprenorphine 
prescribing is inadequate. This is partly due to federal law that restricts the physician¶s patient 
load to 30 in the first year and 100 thereafter and requires 8 hours of training for physicians who 
are not certified in addiction medicine.34 As a result, less than 10% of primary care physicians 
have an X-waiver, a special dispensation from the Drug Enforcement Administration that allows 
them to dispense opioids to treat addiction.35 Of the physicians with an X-waiver, most see far 
fewer than their allotted patient load.36,37 In April 2021, the Department of Health and Human 
Services amended the guidelines to remove the training requirements as long as the practitioner 
keeps their patient load below thirty,38 but it is not yet clear if or how this will expand access. 
The irony here is striking. Physicians straight out of medical school can prescribe powerful 
opioids like oxycodone for pain, but they must navigate strict restrictions to prescribe less 
powerful opioids to treat addiction. U.S. pharmacies often do not carry buprenorphine, further 
limiting patient access.39,40,41  
 
Pharmacies can carry buprenorphine, and they should. However, pharmacists can do even more 
to help patients in need. Recent studies have shown that pharmacists are quite effective at 
managing patients on buprenorphine. A NIDA-funded study published in Addiction last January 
shows that when community pharmacists provided buprenorphine through collaborative practice 
agreements with physicians, patients adhered to treatment regimens and reported high levels of 
satisfaction.42 These findings echo other studies that show how clinical pharmacists¶ 
management of opioid use disorders can save money43 and free up physician time.44 These 
studies demonstrate that pharmacists can effectively treat patients with opioid use disorders. The 
National Association for Boards of Pharmacy has a new initiative urging pharmacists to do their 
part to prevent overdose deaths by helping to expand MOUDs.45 These promising approaches 
should be implemented widely with the help of community pharmacy leadership.   
 
Pharmacists are the most available healthcare providers. Pharmacists keep long hours, work on 
weekends, and work in communities with few or no physicians. Pharmacists have also proven 
their clinical competence by providing flu and COVID vaccines, monitoring blood pressure, 
treating HIV/AIDS, and providing MOUDs. Some pharmacies have proven their commitment to 
reducing overdose deaths by carrying naloxone.46,47 There are 224,000 pharmacists in 60,000 
community pharmacies the United States.48 By contrast, there are only 3,200 addiction 
specialists49 and fewer than 100,000 providers have X-waivers.50 It takes an average of four and 
a half times longer for patients to drive to an opioid treatment program than to drive to a 
pharmacy.51 The situation is especially bleak in rural areas. Seventy-one percent of rural counties 
lacked a single publicly available MOUD provider in 2017,36 85.4% of people living outside 
large metro counties had to drive more than 30 minutes each day to reach an opioid treatment 
program, and 36.8% had to drive more than 60 minutes.51 With few physicians to provide 
MOUDs, patients face treatment bottlenecks that pose high risks of overdose and death. 
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Collaborative practice approaches can eliminate bottlenecks by harnessing pharmacists¶ full 
potential.  
 
A Call to Action 
 
Clinical and community pharmacists should mobilize to provide MOUDs through collaborative 
practice agreements. Despite widespread misinformation about buprenorphine diversion, 
buprenorphine is extremely safe and difficult to misuse.52 It is effective even without additional 
talk therapy as medication-first studies have shown.53 Alongside methadone, it is the best tool 
available to fight overdose and save lives.32 Studies show that providing buprenorphine even 
without additional services reduces the use of illicit opioids and intravenous drugs which, in turn, 
reduces the risk of overdose and death.54,55 Pharmacy leaders agree. The American College of 
Clinical Pharmacy,56 the American Journal of Health-System Pharmacy,57 and ASHP58 have all 
urged pharmacists to provide MOUDs. 
 
Collaborative Practice Agreements (CPAs) empower pharmacists to provide medication therapy 
to patients through a protocol with a prescriber. Currently, 48 states allow pharmacists and 
prescribers to enter into CPAs and at least 21 enable pharmacists to initiate medication therapy.47  
Pharmacists have successfully expanded access to MOUDs through a variety of CPA models. A 
popular approach is to task a clinical pharmacist with managing MOUDs after the patient¶s 
initial visit with the prescriber.59 Another burgeoning model involves transferring patients in 
office-based buprenorphine treatment programs to specially-trained pharmacists at community 
pharmacies.42 Under each model, pharmacists receive support from DATA-waivered physicians. 
Both clinical and community-based programs have proven successful for managing patients with 
opioid use disorders. Further, evidence from other countries such as Canada, Australia, and the 
United Kingdom reveal that community pharmacies can successfully dispense methadone.60,61  
 
To be sure, empowering pharmacists to provide MOUDs requires overcoming significant legal, 
economic, and inter-professional barriers. Currently, most pharmacists cannot legally prescribe 
medication and some states do not permit the provision of controlled substances through a 
collaborative practice agreement.62 Methadone provision is restricted by federal law. In many 
states, pharmacists cannot bill insurance for their services because they are not recognized as 
healthcare providers.63,23 The economic model of pharmacy depends on getting the most 
prescriptions out in the shortest amount of time, so it would be a major shift for pharmacies to 
enable pharmacists to care for patients with OUDs. However, if pharmacists could treat patients 
and charge for an office visit, employers would be more amenable. Legal changes to the Narcotic 
Addiction Treatment Act would permit pharmacies to dispense methadone and would change the 
focus of the law from preventing diversion to providing methadone to treating OUDs.61 The 
federal government has relaxed methadone restrictions somewhat during COVID by allowing 
patients to take doses home instead of come to the clinic each day. Some experts support 
continuing this practice after the pandemic is over, and changes of this kind could pave the way 
for pharmacists to provide methadone.64   
 
Perhaps the biggest barrier is physician resistance. Physicians have spent decades protecting their 
professional territory from competitors, including pharmacists.65,66 However, despite a handful of 
physicians pushing hard to expand access to addiction treatment and efforts to incorporate 
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MOUD training into medical education,67 physicians writ large have indicated that they are not 
interested in taking up this mantle. At the current rate of uptake, it will take years for MOUD-
trained physicians to become the norm. Yet, physicians continue to receive a disproportionate 
share of blame for the opioid crisis, something that leaves them feeling frustrated at work and 
vulnerable to law enforcement. This is also what might make them more receptive to pharmacists 
providing MOUDs. 
 
By collaborating with physicians and other health professionals like nurse practitioners and 
physician assistants, pharmacists can ease interprofessional tensions and make a meaningful 
impact on a crisis that has consumed America for the last two decades. Instead of using PDMPs 
to police patients and deny them care, pharmacists can stake their claim on MOUDs, treatment 
tools that are effective, but underused. Overdose rates are rising as the pandemic exacerbates the 
isolation and economic insecurity known to drive drug use,68 yet remedies are shrinking.69 
Pharmacists are the best equipped healthcare providers to step into the breach. The time to act is 
now. People¶s lives depend on it.    
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Endnotes 
                                                 
i All names used in this article are pseudonyms to protect the participant¶s confidentiality. Jo
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