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Harm Reduction  
at the Pharmacy 
By Chelsea Boyd

Leveraging pharmacists’ expertise as healthcare providers is one way to 
improve health outcomes for people who may struggle to access other 
healthcare providers and traditional harm reduction service providers.

Introduction 
In many areas, pharmacies are among the most accessible loca琀椀ons to receive healthcare. 
In fact, according to es琀椀mates from the Centers for Disease Control and Preven琀椀on (CDC), 
90 percent of the U.S. urban popula琀椀on lives within 2 miles of a pharmacy, and 70 percent 
of the rural popula琀椀on lives within 15 miles of a pharmacy.1  Pharmacists are also highly 
trained medical professionals, and the United States Surgeon General and the CDC have 
recognized that pharmacists are clinicians who can expand the preven琀椀ve care workforce 
and improve popula琀椀on health.2 

Pharmacies have begun o昀昀ering a number of preven琀椀ve services including administering 
vaccina琀椀ons, conduc琀椀ng medica琀椀on therapy management and providing point-of-
care tests (POC) for diabetes, cardiovascular diseases and infec琀椀ous diseases.3  This 

expanded role also enables pharmacists to provide harm reduc琀椀on and other services. 
Harm reduc琀椀on encompasses a pragma琀椀c set of strategies to reduce nega琀椀ve outcomes 
from risky behaviors.4  Drug use and sexual health are two areas where harm reduc琀椀on 
strategies are par琀椀cularly e昀昀ec琀椀ve and where pharmacies could have a signi昀椀cant impact if 
provisions were expanded for harm reduc琀椀on services. 

Pharmacies could provide services such as selling nonprescrip琀椀on syringes (NPS); dispensing 
naloxone; o昀昀ering POC tests for human immunode昀椀ciency virus (HIV) and hepa琀椀琀椀s C virus 
(HCV); prescribing pre-exposure prophylaxis (PrEP) or post-exposure prophylaxis (PEP); 
and dispensing medica琀椀on for opioid use disorder (MOUD). Although many of the changes 
required to implement these services must be made at the pharmacy level, there are some 
policy changes that should be implemented to encourage pharmacies to o昀昀er more harm 
reduc琀椀on services. This policy short summarizes harm reduc琀椀on as a public health strategy, 
explains the importance of harm reduc琀椀on, describes harm reduc琀椀on ini琀椀a琀椀ves that 
pharmacies can provide and suggests policies that can improve harm reduc琀椀on access at 
pharmacies to posi琀椀vely impact drug- and sexual-health-related outcomes.

About Harm Reduction
Harm reduc琀椀on encompasses a set of strategies aimed at mi琀椀ga琀椀ng nega琀椀ve outcomes 
for those who engage in risky behaviors.5  The concept of harm reduc琀椀on is applicable to a 
number of risky behaviors but is most frequently associated with decreasing the nega琀椀ve 
consequences of drug use and improving sexual health.

Tradi琀椀onally, harm reduc琀椀on services have been provided by community organiza琀椀ons and 
health departments.6  For example, syringe service programs (SSPs) are harm reduc琀椀on 
programs that provide sterile syringes and injec琀椀ng equipment to people who use drugs 
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(PWUD). These programs also o昀琀en o昀昀er wraparound services such as naloxone; HIV and 
HCV tes琀椀ng; equipment for smoking drugs; referrals to treatment services; wound care; 
food and housing assistance; syringe disposal; and safer sex supplies.7  Despite strong 
evidence that SSPs are cost-e昀昀ec琀椀ve ways to decrease infec琀椀ous disease transmission that 
do not increase crime, drug use or syringe li琀琀er, they remain controversial.8  S琀椀gma against 
PWUD and local opposi琀椀on o昀琀en prevent new SSPs from opening.9  

Although the number of SSPs in the United States nearly doubled from 2015 to 2017, as of 
September 2021, there were only 392 known SSPs in opera琀椀on.10  This presents signi昀椀cant 
barriers for people trying to access harm reduc琀椀on services. One study of 29,382 people 
with HCV between 15 and 29 years of age found that 80 percent of people lived more than 
10 miles from an SSP, and the median distance to an SSP was 37 miles.11  The same study 
found that to reach 95 percent of the people currently living more than 10 miles from an 
SSP, about 2,200 addi琀椀onal programs need to be established.12  These es琀椀mates show how 
expanding access to harm reduc琀椀on services through pharmacies could be bene昀椀cial, as 
about 90 percent of Americans live within 5 miles of a pharmacy.13 

Why Harm Reduction Services Are Needed
The United States faces a number of public health challenges that could be at least par琀椀ally 
alleviated by expanded harm reduc琀椀on services. From April 2020 to April 2021, the CDC 
es琀椀mates that 100,306 fatal drug overdoses occurred in the United States, most of them 
a琀琀ributable to opioids.14  PWUD, especially those who inject drugs, are also at a higher risk 
of contrac琀椀ng HIV, HCV and hepa琀椀琀椀s B viruses.15  Harm reduc琀椀on services o昀昀er a pragma琀椀c 
strategy for reducing these risks.

When it comes to harm reduc琀椀on, drug use and sexual health are intertwined. Injec琀椀on 
drug use is also associated with higher odds of contrac琀椀ng syphilis, chlamydia or 
gonorrhea.16  Furthermore, having sex with a person who injects drugs or being a 
person who exchanges money or drugs for sex are both risk factors in acquiring sexually 
transmi琀琀ed infec琀椀ons and are associated with injec琀椀on drug behaviors.17  

The bene昀椀ts of harm reduc琀椀on programs extend beyond decreasing the spread of 
infec琀椀ous diseases.18  U琀椀lizing harm reduc琀椀on programs is associated with a decrease in 
injec琀椀on drug use.19  Also, compared to people who do not use harm reduc琀椀on programs, 
new harm reduc琀椀on program users are 昀椀ve 琀椀mes more likely to enter substance use 
treatment and three 琀椀mes as likely to stop using drugs en琀椀rely.20  Naloxone distribu琀椀on 
alone is associated with decreasing drug use among PWUD by up to 53 percent and 
increasing treatment u琀椀liza琀椀on by 25 percent.21  For these reasons, access to harm 

reduc琀椀on services are necessary.

Pharmacies Can Provide Harm Reduction Services
Dispari琀椀es in access to harm reduc琀椀on services exist across a spectrum of demographic 
factors, and geography is a signi昀椀cant barrier for many people.22  Be it lack of public 
transporta琀椀on, distance, mobility limita琀椀ons or other factors, there are limits to how 
accessible tradi琀椀onal harm reduc琀椀on programs and SSPs can be, whether they are located 
in an urban, suburban or rural loca琀椀on. Pharmacies are a viable solu琀椀on for elimina琀椀ng 
geographic and other barriers to these services.

NPS Sales

While SSPs are one loca琀椀on where PWUD can access sterile syringes, pharmacies o昀昀er 
another opportunity for syringe distribu琀椀on. According to one study, only three to 18 
syringes are distributed for every 100 injec琀椀on events.23  Furthermore, of the 220 rural 
coun琀椀es that the CDC has designated as vulnerable to HIV and HCV outbreaks due to 
injec琀椀on drug use, only 7 percent have SSPs.24  Expanding access to sterile syringes through 
NPS sales is one way to increase syringe supplies for PWUD. 

State law governs the legality of NPS sales. Most state laws allow NPS sales at the 
discre琀椀on of pharmacists or make NPS sales voluntary.25  Some states require pharmacists 
to log the names and addresses of people who buy NPS, which can deter PWUD from 
accessing sterile syringes from a pharmacy.26  Research indicates that regardless of the 
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legality of NPS sales, pharmacies and pharmacists o昀琀en have their own policies that 
prohibit or restrict NPS sales.27  In fact, the es琀椀mated percentage of pharmacies that refuse 
to sell NPS in Colorado, Missouri, Kentucky and Connec琀椀cut—states that do not prohibit 
the prac琀椀ce—is between 25 and 47 percent.28  

Surveys show that fewer than 30 percent of pharmacists say they are willing to sell NPS to 
someone who they suspect uses illicit drugs, and some evidence suggests that pharmacies 
in regions with the highest opioid overdose rates are less likely to sell NPS.29  This runs 
counter to the recommenda琀椀ons of the American Pharmacists Associa琀椀on recognizing that 
“pharmacists are well-posi琀椀oned to provide sterile syringes to people who inject drugs.”30  

Overall, research indicates that decreasing barriers to NPS sales reduces syringe sharing, 
although the degree to which barriers are reduced is variable due to lack of clarity in state 
laws and inconsistent pharmacy uptake.31 

Naloxone Distribu琀椀on
Pharmacies also have a role to play in naloxone distribu琀椀on. Legisla琀椀on passed in all 50 
states and the District of Columbia allowing pharmacists to dispense naloxone without a 
prescrip琀椀on, although how this is accomplished varies by state.32  A survey of pharmacists 
in North Carolina found that 44 percent reported dispensing naloxone less than once per 
month.33  Similarly, a survey of California pharmacists found that only 24 percent correctly 
indicated that they could dispense naloxone without a prescrip琀椀on.34  Nevertheless, 
evidence shows that expanding access to naloxone in pharmacies increases naloxone 
prescrip琀椀ons and decreases opioid overdose deaths.35  Although naloxone access laws 
have been expanded across the country, pharmacists need addi琀椀onal educa琀椀on about the 
drug and their ability to provide it without a prescrip琀椀on.36  It should also be noted that 
the American Medical Associa琀椀on and American Pharmacists Associa琀椀on have released 
statements that recommend making naloxone available over the counter to further increase 
access.37  This would require naloxone manufacturers to submit applica琀椀ons to the Food and 
Drug Administra琀椀on (FDA), something policymakers have urged.38 

HIV and HCV Tes琀椀ng
The need for expanding access to HIV and HCV tes琀椀ng is also signi昀椀cant. In 2018, 10 
percent of new HIV cases were a琀琀ributed to people who inject drugs.39  According to the 
CDC, people who inject drugs should be tested for HIV at least annually; however, only 
55 percent of this popula琀椀on report being tested in the last 12 months.40  As for HCV, it 
is es琀椀mated that more than 40 percent of people who inject drugs are HCV posi琀椀ve.41  

Among the whole popula琀椀on, one in seven people living with HIV and 50 percent of 
people living with HCV are unaware of their diagnosis.42  Expanding access to tes琀椀ng could 
help iden琀椀fy cases of HIV and HCV more quickly, allowing for more rapid engagement in 
treatment, resul琀椀ng in be琀琀er health outcomes.

Both HIV and HCV tests are available as POC tests.43  There are several steps that pharmacies 
must accomplish before being allowed to conduct POC tests. Under the Clinical Laboratory 
Improvement Amendments of 1988 (CLIA), pharmacies can apply through the Centers for 
Medicare and Medicaid Services for a CLIA waiver to perform POC tests.44  State-speci昀椀c 
regula琀椀ons must also be met and sta昀昀 must be appropriately trained to conduct the test.45  

COVID-19 led to an increase in the number of CLIA-waivered pharmacies.46  Between 2015 
and 2020, pharmacies represented the largest growth in CLIA-waivered facili琀椀es, with about 
28 percent of pharmacies possessing a waiver by 2020.47 

Currently, HIV tes琀椀ng in community pharmacy se琀�ngs is more common than HCV tes琀椀ng.48  

Studies in pharmacies demonstrate the feasibility of o昀昀ering HIV and HCV tes琀椀ng and 
suggest that providing this service would expand access to tes琀椀ng and improve chronic 
disease management.49  Importantly, pharmacists report willingness to conduct these 
POC tests, with one survey 昀椀nding that 81 percent reported that they would be likely or 
very likely to provide POC tes琀椀ng for HIV if there were structures in place for referral in 
the event of a posi琀椀ve test result and if they were provided with a script as a template for 
post-tes琀椀ng counseling.50  Another considera琀椀on for POC tes琀椀ng in pharmacies is pa琀椀ent 
acceptability. One study found that less than 10 percent of pa琀椀ents surveyed were aware 
that a 昀椀nger-s琀椀ck POC test for HCV is available; however, about 72 percent were willing 
to receive HCV tes琀椀ng at a community pharmacy once they were made aware of the 

Expanding access to tes琀椀ng could 
help iden琀椀fy cases of HIV and HCV 
more quickly, allowing for more rapid 
engagement in treatment, resul琀椀ng 
in be琀琀er health outcomes.
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test.51  Expanding access to HIV and HCV tes琀椀ng increases diagnos琀椀c opportuni琀椀es, which 
poten琀椀ally expedites pa琀椀ents’ connec琀椀on to treatment.

PrEP and PEP Ini琀椀a琀椀on
Regular tes琀椀ng for HIV is vital to preven琀椀on e昀昀orts; however, there are also medica琀椀ons 
that can help people protect themselves. PrEP is a pill or shot taken to prevent HIV 
infec琀椀on.52  PEP di昀昀ers from PrEP in that it is used to prevent HIV a昀琀er a known exposure.53  

PEP should only be used in emergency situa琀椀ons, and a pa琀椀ent must begin treatment 
within 72 hours of exposure.54 Both are highly e昀昀ec琀椀ve at preven琀椀ng HIV infec琀椀on.55 

California Senate Bill No. 159, passed in 2019, makes California the 昀椀rst state to allow 
pharmacists to prescribe PrEP and PEP.56  The law speci昀椀es that pharmacists must 
complete a training program approved by the California State Board of Pharmacy to obtain 
cer琀椀昀椀ca琀椀on before prescribing these medica琀椀ons.57  Notably, the bill s琀椀ll requires physician 
involvement, as pharmacists are restricted to providing each pa琀椀ent a 60-day prescrip琀椀on 
for PrEP every two years and a 28-day supply of PEP with no restric琀椀ons on frequency.58  

The bill also requires pharmacists to comply with CDC guidelines for prescribing these 
medica琀椀ons and requires referral to a primary care physician to furnish re昀椀lls of PrEP.59  

Addi琀椀onally, the bill mandates reimbursement of pharmacists at 85 percent of the rate of 
physicians for providing PrEP and PEP services.60 

California’s move to allow pharmacists to provide PrEP and PEP ini琀椀a琀椀on is a policy-level 
solu琀椀on to expanding access to these preven琀椀ve services. However, collabora琀椀ve prac琀椀ce 
agreements are another method that allow pharmacists to prescribe.61  Collabora琀椀ve 
prac琀椀ce agreements involve a partnership between a physician and a pharmacy and have 
been shown to improve HIV health outcomes and medica琀椀on adherence.62  Under this 

model, pharmacists ini琀椀ate PrEP in one visit, taking a history, making a risk assessment 
and comple琀椀ng laboratory tes琀椀ng and educa琀椀on before dispensing the medica琀椀on.63  At 
one such program in Sea琀琀le, Washington, 75 percent of par琀椀cipants remained engaged in 
the program a昀琀er three years.64  Collabora琀椀ve prac琀椀ce agreements are legal in 48 states 
and supported by the U.S. Surgeon General and the Centers for Medicare and Medicaid 
Services.65  In fact, Washington, Missouri, Colorado and Iowa have pharmacist-led PrEP 
programs under these agreements already.66  Unfortunately, collabora琀椀ve prac琀椀ce 
agreements are not necessarily easy to establish, can present reimbursement challenges 
and require a signi昀椀cant 琀椀me commitment from pharmacists, which can all be barriers to 
program establishment.67 

MOUD Distribu琀椀on
U琀椀lizing pharmacists to dispense MOUD is another way to incorporate harm reduc琀椀on 
services into the pharmacy se琀�ng. Although these programs are not currently permissible 
in the United States, they are not without precedent interna琀椀onally. Canada, Australia and 
the United Kingdom permit some form of pharmacy-based distribu琀椀on of methadone, 
which is one form of MOUD.68  Under these programs, a physician or addic琀椀on specialist 
prescribes methadone, then sends the pa琀椀ent to a pharmacy to receive the daily, observed 
dose of medica琀椀on.69  This di昀昀ers from the United States model, in which methadone must 
be provided by an opioid treatment program cer琀椀昀椀ed by the Substance Abuse and Mental 
Health Services Administra琀椀on.70  Interes琀椀ngly, pharmacies in the United States were 
allowed to dispense methadone un琀椀l opioid treatment programs were mandated in 1972.71  

Expanded access to methadone is necessary because there are many areas of the country 
where pa琀椀ents have limited access to opioid treatment programs.72 

Another MOUD is buprenorphine. Unlike methadone, pa琀椀ents are not required to take 
buprenorphine under direct observa琀椀on by an opioid treatment program, which allows 
them to access treatment through a pharmacy with a valid prescrip琀椀on. Nevertheless, 
there is accumula琀椀ng evidence that pharmacies may limit access to buprenorphine due 
to unclear Drug Enforcement Administra琀椀on (DEA) regula琀椀ons.73  Because controlled 
substance wholesalers are required to monitor orders from pharmacies and report 
suspicious ac琀椀vity to the DEA under The SUPPORT for Pa琀椀ents and Communi琀椀es Act 
(SUPPORT Act) of 2018, pharmacists some琀椀mes limit the amount of buprenorphine 
they order or the number of prescrip琀椀ons they dispense.74  One study found barriers to 
obtaining a buprenorphine prescrip琀椀on at 30 percent of pharmacies in coun琀椀es with a high 
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opioid overdose burden and addi琀椀onally found that one in 昀椀ve pharmacies were unable or 
unwilling to 昀椀ll an en琀椀re buprenorphine prescrip琀椀on.75  Exploring the possibility of allowing 
pharmacies to dispense methadone and clarifying that there is no DEA mandated “cap” on 
buprenorphine dispensing could improve access to MOUD.

Policy Considerations
Although many of the changes required to expand the availability of harm reduc琀椀on 
services at pharmacies are not policy-level changes, there are some policy considera琀椀ons 
that could encourage pharmacies to expand their harm reduc琀椀on services. 

First, clarifying (and when necessary, relaxing) NPS sale laws and removing requirements 
to record personal informa琀椀on for people who inject drugs would decrease barriers to 
obtaining NPS from pharmacies. Second, states should explore passing legisla琀椀on that 
expands pharmacists’ ability to ini琀椀ate PrEP and PEP. For states in which collabora琀椀ve 
prac琀椀ce agreements are not permi琀琀ed, these may become the 昀椀rst step toward providing 
PrEP and PEP access at pharmacies. In states that allow collabora琀椀ve prac琀椀ce agreements, 
exploring legisla琀椀on similar to California Senate Bill No. 159 could further expand access to 
necessary medica琀椀ons. Third, federal policymakers should consider removing buprenorphine 
from the list of controlled substances that must be monitored by wholesalers.76  In the 

mean琀椀me, the DEA should clarify that there is no “cap” on buprenorphine dispensing to 
encourage pharmacies to stock and 昀椀ll these prescrip琀椀ons.77  

Fourth, federal policymakers should consider allowing pharmacies to dispense methadone 
rather than limi琀椀ng dispensing to opioid treatment programs. In fact, legisla琀椀on was 
introduced in the U.S. House of Representa琀椀ves (H.R. 6279) and Senate (S.3629) in 
December 2021 and February 2022, respec琀椀vely, that would allow pharmacies to dispense 
methadone and expand take-home 昀氀exibili琀椀es for pa琀椀ents.78  Fi昀琀h, federal policymakers 
can con琀椀nue to encourage naloxone manufacturers to seek FDA approval to make naloxone 
available over the counter.79  Although naloxone is available behind the counter without a 
prescrip琀椀on, making it over the counter will further expand access and decrease barriers to 
accessing this lifesaving medica琀椀on.

Finally, state policymakers should convene pharmacist representa琀椀ve organiza琀椀ons 
and healthcare creden琀椀aling groups to appropriately prepare for expanding the scope 
of prac琀椀ce for pharmacists and to understand the implica琀椀ons of expansion for health 
providers. Washington, Texas and Tennessee have passed legisla琀椀on recognizing 
pharmacists as healthcare providers and allowing pharmacists to bill for clinical services.80  

This could clear the way for pharmacists to provide more POC tes琀椀ng, PrEP and PEP 
because it would make providing these services more 昀椀nancially sustainable.81 

Conclusion 
Pharmacies are one of the most accessible healthcare establishments.82  As the United 
States confronts the opioid epidemic, more than 1.5 million annual cases of chlamydia 
and high rates of undiagnosed HIV and HCV, pharmacies can play an important role 
in harm reduc琀椀on for PWUD and for the community as a whole.83  Policymakers can 
remove barriers to pharmacies o昀昀ering harm reduc琀椀on services by passing legisla琀椀on 
that reimburses pharmacists as healthcare providers and allows expanded scope of 
prac琀椀ce. Addi琀椀onally, policymakers can clarify exis琀椀ng policies to ensure that they are not 
unnecessarily deterring pharmacists from providing NPS or buprenorphine.

Despite the barriers to o昀昀ering harm reduc琀椀on services, examples of pharmacies that 
provide them are available and are demonstrably successful. Leveraging pharmacists’ 
exper琀椀se as healthcare providers is one way to improve health outcomes for people who 
may struggle to access other healthcare providers and tradi琀椀onal harm reduc琀椀on service 
providers.

State policymakers should convene 
pharmacist representa琀椀ve 
organiza琀椀ons and healthcare 
creden琀椀aling groups to appropriately 
prepare for expanding the scope 
of prac琀椀ce for pharmacists and 
to understand the implica琀椀ons of 
expansion for health providers. 



www.rstreet.org—6R Street Shorts—Harm Reduc琀椀on at the Pharmacy

R Street Shorts

No. 115

July 2022

Harm Reduction  

at the Pharmacy

Endnotes
1.  Kimberly McKeirnan et al., “Addressing Barriers to HIV Point-of-Care Tes琀椀ng in Community Pharmacies,” Pharmacy 9:2 (2021). h琀琀ps://www.mdpi.com/2226-
4787/9/2/84.
2.  Eric K. Farmer et al., “The Pharmacist’s Expanding Role in HIV Pre-Exposure Prophylaxis,” AIDS Pa琀椀ent Care and STDs 33:5 (May 6, 2019). h琀琀ps://www.liebertpub.
com/doi/abs/10.1089/apc.2018.0294.
3.  Amy C. Min et al., “Pharmacist Comfort and Awareness of HIV and HCV Point-of-Care Tes琀椀ng in Community Se琀�ngs,” Health Promo琀椀on Prac琀椀ce 21:5 (July 1, 2019), 
pp. 831-837. h琀琀ps://journals.sagepub.com/doi/abs/10.1177/1524839919857969.
4.  “Principles of Harm Reduc琀椀on,” Na琀椀onal Harm Reduc琀椀on Coali琀椀on, last accessed June 15, 2022. h琀琀ps://harmreduc琀椀on.org/about-us/principles-of-harm-reduc琀椀on.
5.  Ibid.
6.  “Syringe Services Programs (SSPs) Developing, Implemen琀椀ng, and Monitoring Programs,” Centers for Disease Control and Preven琀椀on, February 2016. h琀琀ps://www.
cdc.gov/hiv/pdf/risk/cdc-hiv-developing-ssp.pdf; “Syringe Services Programs (SSPs),” Centers for Disease Control and Preven琀椀on, May 23, 2019. h琀琀ps://www.cdc.gov/
ssp/index.html.
7.  “Syringe Services Programs,” Na琀椀onal Ins琀椀tute on Drug Abuse, last accessed June 15, 2022. h琀琀ps://nida.nih.gov/research-topics/syringe-services-programs.
8.  Amie Goodin et al., “Pharmacists’ role in harm reduc琀椀on: A survey assessment of Kentucky community pharmacists’ willingness to par琀椀cipate in syringe/needle 
exchange,” Harm Reduc琀椀on Journal 15:4 (Jan. 25, 2018). h琀琀ps://harmreduc琀椀onjournal.biomedcentral.com/ar琀椀cles/10.1186/s12954-018-0211-4; David P. Wilson et al., 
“The cost-e昀昀ec琀椀veness of harm reduc琀椀on,” Interna琀椀onal Journal of Drug Policy 26:1 (February 2015), pp. S5-11. h琀琀ps://pubmed.ncbi.nlm.nih.gov/25727260; “Syringe 
Services Programs.” h琀琀ps://nida.nih.gov/research-topics/syringe-services-programs.
9.  Ibid.
10.  Benjamin T. Hayes et al., “Harm Reduc琀椀on, By Mail: the Next Step in Promo琀椀ng the Health of People Who Use Drugs,” Journal of Urban Health 98 (March 12, 2021), 
pp. 532-537. h琀琀ps://link.springer.com/ar琀椀cle/10.1007/s11524-021-00534-1; “Syringe Services Programs: Summary of State Law,” Legisla琀椀ve Analysis and Public Policy 
Associa琀椀on, October 2021. h琀琀ps://legisla琀椀veanalysis.org/wp-content/uploads/2021/11/Syringe-Services-Programs-FINAL.pdf.
11.  Lauren Canary et al., “Geographic Dispari琀椀es in Access to Syringe Services Programs Among Young Persons With Hepa琀椀琀椀s C Virus Infec琀椀on in the United States,” 
Clinical Infec琀椀ous Diseases 65:3 (Aug. 1, 2017), pp. 514-517. h琀琀ps://academic.oup.com/cid/ar琀椀cle/65/3/514/3217637.
12.  Ibid.
13.  Rachel A. Parry et al., “Pharmacist a琀�tudes and provision of harm reduc琀椀on services in North Carolina: an exploratory study,” Harm Reduc琀椀on Journal 18:70 (July 8, 
2021). h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s12954-021-00517-0.
14.  Na琀椀onal Center for Health Sta琀椀s琀椀cs, “Drug Overdose Deaths in the U.S. Top 100,000 Annually,” Centers for Disease Control and Preven琀椀on, Nov. 17, 2021.  
h琀琀ps://www.cdc.gov/nchs/pressroom/nchs_press_releases/2021/20211117.htm.
15.  Na琀椀onal Ins琀椀tute on Drug Abuse, “Viral Hepa琀椀琀椀s—A Very Real Consequence of Substance Use,” Na琀椀onal Ins琀椀tutes of Health, last accessed June 15, 2022.  
h琀琀ps://nida.nih.gov/research-topics/viral-hepa琀椀琀椀s-very-real-consequence-substance-use; Magally Torres-Leguizamon et al., “HaRePo (harm reduc琀椀on by post): an 
innova琀椀ve and e昀昀ec琀椀ve harm reduc琀椀on programme for people who use drugs using email, telephone, and post service,” Harm Reduc琀椀on Journal 17:59 (Aug. 24, 2020). 
h琀琀ps://harmreduc琀椀onjournal.biomedcentral.com/ar琀椀cles/10.1186/s12954-020-00403-1; Kinna Thakarar et al., “Injec琀椀ons and infec琀椀ons: understanding syringe service 
program u琀椀liza琀椀on in a rural state,” Harm Reduc琀椀on Journal 18:74 (July 17, 2021). h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s12954-021-00524-1.
16.  Kathryn A. Brookmeyer et al., “Sexual risk behaviors and STDs among persons who inject drugs: A na琀椀onal study,” Preven琀椀ve Medicine 126:105779 (September 
2019). h琀琀ps://www.ncbi.nlm.nih.gov/pmc/ar琀椀cles/PMC6816039.
17.  Ibid.
18.  Logan S. Baker et al., “Community Percep琀椀ons of Comprehensive Harm Reduc琀椀on Programs and S琀椀gma Towards People Who Inject Drugs in Rural Virginia,” Journal 
of Community Health 45 (2020), pp. 239-244. h琀琀ps://link.springer.com/ar琀椀cle/10.1007/s10900-019-00732-8.
19.  Ibid.
20.  Ibid.
21.  Bridget L. Hanson et al., “Preven琀椀ng opioid overdose with peer-administered naloxone: 昀椀ndings from a rural state,” Harm Reduc琀椀on Journal 17:4 (Jan. 9, 2020).  
h琀琀ps://harmreduc琀椀onjournal.biomedcentral.com/ar琀椀cles/10.1186/s12954-019-0352-0.
22.  Canary et al. h琀琀ps://academic.oup.com/cid/ar琀椀cle/65/3/514/3217637.
23.  Patrick Janulis et al., “Es琀椀mated e昀昀ect of US state syringe sale policy on source of last-used injec琀椀on equipment,” Interna琀椀onal Journal of Drug Policy 76:102625 
(February 2020). h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S0955395919303391.
24.  Hayes et al. h琀琀ps://link.springer.com/ar琀椀cle/10.1007/s11524-021-00534-1.
25.  Catherine E. Paque琀琀e and Robin A. Pollini, “Injec琀椀on drug use, HIV/HCV, and related services in nonurban areas of the United States: A systema琀椀c review,” Drug and 
Alcohol Dependence 188 (July 1, 2018), pp. 239-250. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S0376871618302618.
26.  Chris Stock et al., “Harm Reduc琀椀on Strategies for People Who Inject Drugs: Considera琀椀ons for Pharmacists,” College of Psychiatric and Neurologic Pharmacists,  
2018, p. 13. h琀琀ps://www.opioidlibrary.org/wp-content/uploads/2019/06/CPNP_HarmReductPharmacists.pdf.
27.  Monica Fadanelli et al., “A qualita琀椀ve study on pharmacy policies toward over-the-counter syringe sales in a rural epicenter of US drug-related epidemics,” 
Harm Reduc琀椀on Journal 19:1 (Jan. 8, 2022). h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s12954-021-00569-2; Stephen M. Davis et al., “Barriers to using new 
needles encountered by rural Appalachian people who inject drugs: implica琀椀ons for needle exchange,” Harm Reduc琀椀on Journal 16:23 (April 2, 2019). h琀琀ps://
harmreduc琀椀onjournal.biomedcentral.com/ar琀椀cles/10.1186/s12954-019-0295-5.
28.  Wilson M. Compton et al., “A mul琀椀state trial of pharmacy syringe purchase,” Journal of Urban Health 81:4 (December 2004) pp. 661-670. h琀琀ps://link.springer.com/
ar琀椀cle/10.1093/jurban/jth149.
29.  Lucas G. Hill et al., “Pharmacists are missing an opportunity to save lives and advance the profession by embracing opioid harm reduc琀椀on,” Journal of the American 
Pharmacists Associa琀椀on 59:6 (November-December 2019), pp. 779-782. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S1544319119303267; Parry et al.  
h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s12954-021-00517-0.
30.  Ilisa B.G. Bernstein, “Re: Docket No. CDC-2021-0031; Proposed Informa琀椀on Collec琀椀on Project 琀椀tled Harm Reduc琀椀on Toolkit for Non-Prescrip琀椀on Syringe Sales in 
Community Pharmacies,” American Pharmacists Associa琀椀on, June 4, 2021. h琀琀ps://www.pharmacist.com/Advocacy/Issues.
31.  Paxton Bach and Daniel Hartung, “Leveraging the role of community pharmacists in the preven琀椀on, surveillance, and treatment of opioid use disorders,” Addic琀椀on 
Science & Clinical Prac琀椀ce 14:30 (Sept. 2, 2019). h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s13722-019-0158-0.
32.  “Naloxone Access: Summary of State Laws.” h琀琀ps://legisla琀椀veanalysis.org/wp-content/uploads/2021/05/Naloxone-Access-Summary-of-State-Laws-Final.pdf; 
Goodin et al. h琀琀ps://harmreduc琀椀onjournal.biomedcentral.com/ar琀椀cles/10.1186/s12954-018-0211-4.
33.  Parry et al. h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s12954-021-00517-0.
34.  Bach and Hartung. h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s13722-019-0158-0.
35.  Ibid.
36.  Ibid.
37.  “Increasing Availability of Naloxone H-95.932,” American Medical Associa琀椀on, last accessed June 23, 2022. h琀琀ps://policysearch.ama-assn.org/policy昀椀nder/detail/
naloxone?uri=%2FAMADoc%2FHOD-95.932.xml; “Ac琀椀ons of the March 15, 2021 Virtual House of Delegates,” American Pharmacists Associa琀椀on, March 15, 2021. 
h琀琀ps://www.pharmacist.com/Portals/0/PDFS/HOD/March_15_2021_Virtual_HOD_Session_Ac琀椀ons_FINAL.pdf?ver=lxb_o_r0k5IG0UiHVosA_g%3d%3d.



www.rstreet.org—7R Street Shorts—Harm Reduc琀椀on at the Pharmacy

R Street Shorts

No. 115

July 2022

Harm Reduction  

at the Pharmacy

38.  “Brown, Bipar琀椀san Group of Colleagues Call on Drug Manufacturers to Make Naloxone Available Over the Counter,” Sherrod Brown: U.S. Senator for Ohio, Press 
Release, April 12, 2022. h琀琀ps://www.brown.senate.gov/newsroom/press/release/sherrod-brown-drug-manufacturers-naloxone-over-counter.
39.  “HIV and People Who Inject Drugs,” Centers for Disease Control and Preven琀椀on, last accessed July 5, 2022. h琀琀ps://www.cdc.gov/hiv/group/hiv-idu.html.
40.  Ibid.
41.  Emma Day et al., “Hepa琀椀琀椀s C elimina琀椀on among people who inject drugs: Challenges and recommenda琀椀ons for ac琀椀on within a health systems framework,” Liver 
Interna琀椀onal 39:1 (January 2019), pp. 20-30. h琀琀ps://www.ncbi.nlm.nih.gov/pmc/ar琀椀cles/PMC6868526.
42.  Min et al. h琀琀ps://journals.sagepub.com/doi/abs/10.1177/1524839919857969.
43.  Nadine Y. Isho et al., “Pharmacist-ini琀椀ated hepa琀椀琀椀s C virus screening in a community pharmacy to increase awareness and link to care at the medical center,” 
Journal of the American Pharmacists Associa琀椀on 57:3 (May-June 2017), pp. S259-S264. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S154431911730136X; 
McKeirnan et al. h琀琀ps://www.mdpi.com/2226-4787/9/2/84.
44.  Ibid.
45.  Ibid; Parry et al. h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s12954-021-00517-0.
46.  Nicklas S. Klepser et al., “Impact of COVID-19 on prevalence of community pharmacies as CLIA-waived facili琀椀es,” Research in Social and Administra琀椀ve Pharmacy 
17:9 (September 2021), pp. 1574-1578. h琀琀ps://www.ncbi.nlm.nih.gov/pmc/ar琀椀cles/PMC7737532.
47.  Ibid.
48.  Isho et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S154431911730136X.
49.  Ibid.
50.  McKeirnan et al. h琀琀ps://www.mdpi.com/2226-4787/9/2/84.
51.  Brewer et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S1544319118302073.
52.  “About PrEP,” Centers for Disease Control and Preven琀椀on, June 30, 2022. h琀琀ps://www.cdc.gov/hiv/basics/prep/about-prep.html.
53.  “PEP: Post-Exposure Prophylaxis,” Centers for Disease Control and Preven琀椀on, May 25, 2021. h琀琀ps://www.cdc.gov/hiv/basics/pep.html.
54.  Ibid.
55.  “PrEP E昀昀ec琀椀veness,” Centers for Disease Control and Preven琀椀on, June 6, 2022. h琀琀ps://www.cdc.gov/hiv/basics/prep/prep-e昀昀ec琀椀veness.html; “PEP: Post-Exposure 
Prophylaxis.” h琀琀ps://www.cdc.gov/hiv/basics/pep.html.
56.  Roderick Hopkins et al., “Support and perceived barriers to implemen琀椀ng pre-exposure prophylaxis screening and dispensing in pharmacies: Examining concordance 
between pharmacy technicians and pharmacists,” Journal of American Pharmacists Associa琀椀on 61:1 (January-February 2021), pp. 115-120. h琀琀ps://www.sciencedirect.
com/science/ar琀椀cle/abs/pii/S1544319120304891.
57.  Ibid.
58.  Kimberly A. Koester et al., “A琀�tudes about community pharmacy access to HIV preven琀椀on medica琀椀ons in California,” Journal of the American Pharmacists 
Associa琀椀on 60:6 (November-December 2020), pp. e179-e183. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/pii/S1544319120302715.
59.  Ibid.
60.  Lopez et al., “Community pharmacy delivered PrEP to STOP HIV transmission: An opportunity NOT to miss!,” Journal of American Pharmacists Associa琀椀on 60:4 (July-
August 2020), pp. e18-e24. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/pii/S154431912030039X.
61.  Hopkins et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S1544319120304891.
62.  Ibid.
63.  Julie E. Myers et al., “Pharmacists in HIV Preven琀椀on: An Untapped Poten琀椀al,” American Journal of Public Health 109 (May 8, 2019), pp. 859-861.  
h琀琀ps://ajph.aphapublica琀椀ons.org/doi/full/10.2105/AJPH.2019.305057.
64.  Ibid. 
65.  Lopez et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S1544319119303280.
66.  Donna Hubbard McCree et al., “Roles for Pharmacists in the “Ending the HIV Epidemic: A Plan for America” Ini琀椀a琀椀ve,” Public Health Reports 135:5 (Aug. 11, 2020), 
pp. 547-554. h琀琀ps://journals.sagepub.com/doi/full/10.1177/0033354920941184.
67.  Koester et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/pii/S1544319120302715; Myers et al. h琀琀ps://ajph.aphapublica琀椀ons.org/doi/full/10.2105/
AJPH.2019.305057.
68.  Bach and Hartung. h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s13722-019-0158-0.
69.  Ibid.
70.  Substance Abuse and Mental Health Services Administra琀椀on, “Methadone,” U.S. Department of Health and Human Services, June 23, 2022.  
h琀琀ps://www.samhsa.gov/medica琀椀on-assisted-treatment/medica琀椀ons-counseling-related-condi琀椀ons/methadone.
71.  Bach and Hartung. h琀琀ps://link.springer.com/ar琀椀cle/10.1186/s13722-019-0158-0.
72.  Chris琀椀ne Vestal, “Long S琀椀gma琀椀zed, Methadone Clinics Mul琀椀ply in Some States,” The Pew Charitable Trusts, Oct. 31, 2018. h琀琀ps://www.pewtrusts.org/en/research-
and-analysis/blogs/stateline/2018/10/31/long-s琀椀gma琀椀zed-methadone-clinics-mul琀椀ply-in-some-states.
73.  Neda J. Kazerouni et al., “Pharmacy-related buprenorphine access barriers: An audit of pharmacies in coun琀椀es with a high opioid overdose burden,” Drug and 
Alcohol Dependence 224:108729 (July 1, 2021). h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S0376871621002246.
74.  Kazerouni et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S0376871621002246; Bayla Ostrach et al., “DEA Disconnect Leads to Buprenorphine 
Bo琀琀lenecks,” Journal of Addic琀椀on Medicine 15:4 (July/August 2021), pp. 272-275. h琀琀ps://journals.lww.com/journaladdic琀椀onmedicine/Abstract/2021/08000/DEA_
Disconnect_Leads_to_Buprenorphine_Bo琀琀lenecks.3.aspx.
75.  Kazerouni et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S0376871621002246.
76.  Hannah L.F. Cooper et al., “Buprenorphine dispensing in an epicenter of the U.S. opioid epidemic: A case study of the rural risk environment in appalachian,” 
Interna琀椀onal Journal of Drug Policy 85:102701 (November 2020). h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/abs/pii/S0955395920300426.
77.  Ostrach et al.  h琀琀ps://journals.lww.com/journaladdic琀椀onmedicine/Abstract/2021/08000/DEA_Disconnect_Leads_to_Buprenorphine_Bo琀琀lenecks.3.aspx.
78.  “H.R.6279 - Opioid Treatment Access Act of 2022,” Congress.gov, last accessed July 14, 2022. h琀琀ps://www.congress.gov/bill/117th-congress/house-bill/6279/
text; “All Informa琀椀on (Except Text) for S.3629 - Opioid Treatment Access Act of 2022,” Congress.gov, last accessed July 14, 2022. h琀琀ps://www.congress.gov/bill/117th-
congress/senate-bill/3629/all-info.
79.  “Brown, Bipar琀椀san Group of Colleagues Call on Drug Manufacturers to Make Naloxone Available Over the Counter.” h琀琀ps://www.brown.senate.gov/newsroom/
press/release/sherrod-brown-drug-manufacturers-naloxone-over-counter; Kendra L. Walsh and Je昀昀rey P. Bratberg, “Plan N: The Case For Over-The-Counter Naloxone,” 
Health A昀昀airs, July 2, 2021. h琀琀ps://www.healtha昀昀airs.org/do/10.1377/forefront.20210630.42921/full.
80.  Lopez et al. h琀琀ps://www.sciencedirect.com/science/ar琀椀cle/pii/S154431912030039X.
81.  Ibid.
82.  McKeirnan et al. h琀琀ps://www.mdpi.com/2226-4787/9/2/84.
83.  “Sexually Transmi琀琀ed Disease Surveillance 2020,” Centers for Disease Control and Preven琀椀on, April 12, 2022. h琀琀ps://www.cdc.gov/std/sta琀椀s琀椀cs/2020/overview.
htm#Chlamydia; Min et al. h琀琀ps://journals.sagepub.com/doi/abs/10.1177/1524839919857969.


