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Learning Objectives

• Identify the risks of untreated opioid use disorder or disruptions in 

treatment

• Review barriers to buprenorphine access in community pharmacies and 

consensus, evidence-based solutions.

• Create a plan to initiate and continue pharmacotherapy for opioid use 

disorder during transitions between the health system and community 

settings



Disclaimers and Disclosures 

Dr. Varisco receives funding from the Texas Targeted Opioid Response, a 

public health initiative operated by the Texas Health and Human Services 

Commission through federal funding from the Substance Abuse and Mental 

Health Services Administration grant award number 1H79TI087739-01.

The views expressed do not reflect the official policies of the Department 

of Health and Human Services or Texas Health and Human Services; nor 

does mention of trade names, commercial practices, or organizations imply 

endorsement by the U.S. or Texas Government.

The information in this presentation is for general informational purposes 

only and does not constitute legal advice. This information is not intended 

to be, and should not be taken as, a substitute for legal advice from a 

qualified attorney. 
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Part 1: Understanding the Risks of 
Untreated OUD



A Nation in Pain

20.9% of US adults (51.6 million 

persons) living with chronic pain

6.9% of US adults (17.1 million 

persons) living with high-impact chronic 

pain 

$560 billion in lost productivity annually

5
Rikard SM, Strahan AE, Schmit KM, Guy GP Jr.. Chronic Pain Among Adults — United 
States, 2019–2021. MMWR Morb Mortal Wkly Rep 2023;72:379–385. 
DOI: http://dx.doi.org/10.15585/mmwr.mm7215a1.

http://dx.doi.org/10.15585/mmwr.mm7215a1


Why are we all in pain? 
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• Odds of chronic pain are 1.4-3.9 times higher in 
patients with six or more chronic conditionsMultimorbidity: 

• 30-56% of people with chronic pain have co-occurring 
depression

Mental Health 
Conditions: 

• Patients who are overweight or obese are 1.5-2.2 
times more likely to experience chronic pain than 
those who are not. 

Metabolic 
Syndrome: 

Dominick CH, Blyth FM, Nicholas MK. Unpacking the burden: understanding the relationships between chronic pain and comorbidit y in the general population. Pain. 2012 
Feb;153(2):293-304. doi: 10.1016/j.pain.2011.09.018. Epub 2011 Nov 8. PMID: 22071318.

Wright, L. J., Schur, E., Noonan, C., Ahumada, S., Buchwald, D., & Afari, N. (2010). Chronic pain, overweight, and obesity: f indings from a community-based twin registry. The 
Journal of Pain, 11(7), 628-635.



Five Sentences to the Fifth Vital Sign: 

7
Porter J, Jick H. Addiction rare in patients treated with narcotics. N Engl J Med. 1980 Jan 10;302(2):123. doi: 
10.1056/nejm198001103020221. PMID: 7350425.



We know where that went: 
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The US Opioid Overdose Crisis: 

9

Hydrocodone Products 

Rescheduled



Prohibition! 
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The US Opioid Overdose Crisis: 

11

Hydrocodone 

Products 
Rescheduled

CDC Opioid 

Prescribing 

“Guideline”



12

2016 Centers for Disease Control and 
Prevention (CDC) Prescribing Guidelines: 

• Recommendation: “When prescribing opioids for chronic pain, clinicians should use urine 
drug testing before starting opioid therapy.”

• “The clinical evidence review did not find studies evaluating the effectiveness of urine drug 
screening for risk mitigation during opioid prescribing for pain”

Risk mitigation strategies 
were recommended without 

evidence: 

• “Three days or less will often be sufficient; more than seven days will 
rarely be needed.”

Limits on duration of 
treatment: 

• “Clinicians should evaluate benefits and harms of continued therapy 
with patients every 3 months or more frequently.”

Ambiguous 
recommendations:



Changes in Opioid Dispensing
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The US Opioid Overdose Crisis: 

14

CDC Opioid 

Prescribing 

“Guideline”

2022 CDC Opioid Prescribing 

“Guideline”



Codifying the Guidelines: 

“Although not the intent of the 2016 CDC Opioid 

Prescribing Guideline, design and implementation of 

new laws, regulations, and policies also appeared to 

reflect its recommendations.”

CDC Clinical Practice Guideline for Prescribing 

Opioids for Pain, 2022
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Perceived 

Administrative 

Risk

Clinical

Necessity

Tipping the Scales
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Stigma toward 

people who use 

drugs

Adverse clinical 

decision making

Adverse state, federal, 

and administrative policy

Micro

Meso

Macro

Understanding the Risk Environment:

Adapted from Figure 1 in: Cooper HL, Cloud DH, Freeman PR, et al. Buprenorphine dispensing in an epicenter of the U.S. opioid epidemic: A case study of the 

rural risk environment in Appalachian Kentucky. Int J Drug Policy. Mar 26 2020:102701. doi:10.1016/j.drugpo.2020.102701



There’s a whole book on this! 

18



The Actual Solution

19



2021

Hill et al

• 297/704 pharmacies in Texas were willing to 
dispense a one-week supply of 

buprenorphine/naloxone.

2022

Hill et al

• 2,406/4,984 pharmacies in an 11-state sample 
were able to dispense a one-week supply of 

buprenorphine/naloxone. 

• 64% of those without availability were willing to 

order.

2023

Weiner et al

• 57.9% of pharmacies in an analysis of a multi-
state administrative database of 5,283 pharmacy 

calls. 

• Demonstrated significant variation in availability 

by pharmacy corporation and state. 

TLDR: Half of 
Pharmacies Don’t 
Dispense Buprenorphine. 
A third won’t order it.



Is oversight a good thing? 

21
Thornton JD, Varisco TJ, Downs CG. Factors associated with the use of the prescription monitoring program by 

prescribers and pharmacists in Texas.  https://doi.org/10.1002/pds.5198. Pharmacoepidemiology and drug safety. 

2021/01/17 2021;n/a(n/a)doi:https://doi.org/10.1002/pds.5198



Texas-a public health leader

22
Weiner SG, Qato DM, Faust JS, Clear B. Pharmacy Availability of Buprenorphine for Opioid Use Disorder 

Treatment in the US. JAMA Netw Open. 2023;6(5):e2316089. doi:10.1001/jamanetworkopen.2023.16089



Decision Making at the Wrong Bench: 



Decision Making at 
the Wrong Bench: 

24
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Nobody messes with HEB…
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“I’m always looking at my narcotic-only profiles, and of course, being a 
hospice pharmacy, I know my fentanyl is higher. The state board [of 

pharmacy] will even look and check and see that it’s hospice prescriptions 
so I know I’m given a little leeway. Your wholesaler does not care but at 
least the board does. So we stopped dispensing any type of Suboxone.”

-Independent Pharmacist | Nacogdoches, Texas

Fun Facts About Nacogdoches County: 

• Population: 64,653

• 32,147 residing in Nacogdoches

• 23.3% of families below the poverty line 

• Land Area: 35 mi2

• Community pharmacies in the county: 9

• Independent community pharmacies in the county: 2

Varisco TJ, Bratberg J, Hill LG, et al. Consensus Recommendations to 

Improve Buprenorphine Distribution: Results from the PhARM-OUD 
Expert Panel. Manuscript under review. 



Stigma makes denying care more convenient 
than providing care. 

27

“Nobody will sell insulin needles unless you have an injectable prescription at that 
pharmacy, and there's no law against it. The problem is that at the first pharmacy 
that does it, there will be people going to get needles and a 17 year old girl will be 
ringing up all these people and you know and so nobody wants that business. I feel 

like how would the community [sic], what would the community perception be?”

-Independent community pharmacist, Texas



Let’s check 
the 
guidelines! 



“Any pharmacy can fill a 
prescription for sublingual 
or buccal [buprenorphine] 

formulations”

-SAMHSA, TIP 63



What went wrong? 

Decades of letting one party control the 
conversation: 

• Pharmaceutical manufacturers (1995-2015)

• Enforcement and legal entities (2015-2020)

Limited patient and provider input

Lack of evaluation: 

• Untested assumptions

• Newton’s third law

30



Part 2: Developing the PhARM-OUD 
Guidelines

31



Stakeholder engaged research

32

Research that involves individuals, organizations or 
communities that have a direct interest in the process 
and outcomes of a project, research or policy endeavor. 

Must traverse the entire 
contimuum of care: 

Patients

Prescribers

Pharmacists

Distributors

Regulators

Integrates experience and evidence

Deverka PA, Lavallee DC, Desai PJ, Esmail LC, Ramsey SD, Veenstra DL, et al. Stakeholder participation in 

comparative effectiveness research: defining a framework for effective engagement. J Comp Eff 

Res. 2012;1(2):181–94



Setting the Scope

• Focus group with pharmacists 
in Texas, California, and West 
Virginia:

• Disparate policy, practice, and 
need environments

• Prioritized “bench” pharmacists

• Moderator guide grounded in 
the Theory of Planned Behavior: 

• Clarified purpose of interviews

• Intended to identify barriers to 
dispensing and adaptive 
practices

• Facilitated open discussion as 
much as possible



More than stigma and time constraints: 

34

Stigma: 
“Nobody will sell insulin needles unless you 

have an injectable prescription at that 
pharmacy, and there's no law against it. The 

problem is that at the first pharmacy that does 
it, there will be people going to get needles 
and a 17-year old girl will be ringing up all 
these people and you know and so nobody 

wants that business. What would the 
community perception be?”

Enforcement:

“You know, I recently had a visit from the 
DEA, just a random inspection, and that 

[buprenorphine] was one of the key drugs 
they were interested in looking at”

Wholesale Restrictions

“If we dispense a hundred prescriptions, 20 
of them can be controlled substances. One 

we hit that quota, game over. You can 
order whatever you want. They won't ship 

anything.”
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The Delphi Study: 

36
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The 
Recommendations: 

39



Newton’s 
Third Law:

40

Theme Example Quote

Awareness of Thresholds

We ran a report. We know now. So the percentage is that we have to 

dispense 20% of our total prescriptions, so for example, if we dispense 
a hundred prescriptions, 20 of them can be controlled substances. 

One we hit that quota, game over. You can order whatever you want. 

They won't ship anything.

Buprenorphine Rationing

So now you've got your patients, your regular customers who live in 

town, who, you know, have cancer or whatever and you got to ensure 
that you've got medication for them and that's why we try to limit 

sometime these out of town prescriptions because we gotta make sure 

we have it for our regular customers.

Care Interruptions

And then one of my sister stores actually was cut off for a month. They 

had hit their limit.... They're literally sharing a corner with a treatment 
facility and there's another one about 10 minutes from where they are 

So once they were out, they were out.

Payer Limitations

I don't know, it's nothing bad, but it's always made me kind of raise my 

eyebrow that our state Medicaid will only pay for name brand for 
Suboxone films unless they get something from the provider…, but I've 
always felt like that was a little odd, which I'm going to assume is due 

to some contractual things with pharmaceutical providers, but that I 
always thought was odd, kind of restricting what we can offer to 

patients.”

Enforcement

You know, I recently had a visit from the DEA, just a random 

inspection, and that [buprenorphine] was one of the key drugs they 
were interested in looking at and you know if they're going to be 

coming and you know if that's what they're interested in then that's not 

what I want to be dispensing obviously..



Recommendations to Distributors: 

41

Use one distributor
Buprenorphine orders should be concentrated with one 

distributor rather than multiple.

Don't let thresholds dictate decisions

Pharmacists should not decline to dispense buprenorphine 

based on speculative concerns about potential distributor-

controlled substance purchasing restrictions.

DEA must provide concrete guidance to 

distributors

The Drug Enforcement Administration (DEA) should provide 

guidance to pharmaceutical distributors to ensure that 

Suspicious Order Reporting Systems (SORS) do not interfere 

with a pharmacy’s ability to dispense buprenorphine.

Distributors should revise thresholds

Pharmaceutical distributors should urgently revise the 

parameters of their buprenorphine SORS with or without input 

from DEA.

Buprenorphine thresholds should be 

set independently of other substances

SORS should be designed by distributors to monitor 

buprenorphine orders in isolation from other controlled 

substances.

Approve threshold change requests 

quickly 

Pharmaceutical distributors should clarify procedures for 

threshold change requests and ensure that threshold change 

requests are urgently approved for buprenorphine orders. 



Part 3: Follow the Process 

42
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What we know: 

•Less than 60% of pharmacies stock 
buprenorphine

• Interruptions in care increase risk of 
mortality

•Fewer than 60% of patients will 
complete 180 days of agonist 
pharmacotherapy. 



44

What we don’t know: 

•How can we enhance collaborative care? 

•How can we effectively enhance the 
perceived value of providing care to persons 
with OUD? 

•What strategies can we use to improve the 
efficiency of transitions of care? 



How does your health system manage 
transitions of care for people with OUD? 

1) What are the barriers?
 

2) Who are the key 
players? 

3) How do you promote 
continuity after 
discharge?



Pitfalls: 

• Lack of interconnected systems

• Stigma

• Fear of regulation

• Absence of clinical champions

• Figuring out where to start

46



The Study: 

• Participatory design with three health systems 

• Inpatient, outpatient, pharmacy, administration,  and administration

• Central objective: 

• Identify opportunities to improve transitions of care for 
persons with OUD

• Design:

• Monthly meetings with clinical subject matter experts

• Monthly implementation meetings with health system 
participants

• Participatory draft of an implementation toolkit to guide 
transitions of care

47



The Participants: 

48

• Established, advanced SUD programs

• Expanded access models for methadone and tele-buprenorphine

• Desire to improve acceptance of SUD care through clinical 

champions 

• Nascent SUD service line

• Interested in a whole person approach 

• Peer-centric model with a need for value demonstration and 

clinical champions

• Established inpatient SUD service line

• Excellent EMR tools

• Desire to improve transitions from the ED and to the community



49



Better than 
anything a 
professor has 
ever made: 



Recommendations 

51

Be proacting with discharge planning and coordinate with community 
pharmacies prior to discharge

Plan

Leverage hospital pharmacists to coordinate warm handoffs to their 
community counterparts

Coordinate

Ensure that buprenorphine prescriptions are complete and that the prescriber 
can be easily contacted

Verify

Leverage opportunities to engage hospital leadership to discuss and evaluate 
policies that interfere with continuity of SUD care after admission

Champion



Use the 72 Hour Rule
1. Build relationships between 

pharmacy champions and 
leadership

2. Develop policies for methadone 
dispensing

3. Develop a communication 
workflow between providers and 
dispensing pharmacists

4. Develop an EMR documentation 
strategy

5. Engage Opioid Treatment 
Programs early

52

“practitioners . . . are allowed to dispense not more than 

a three-day supply of narcotic drugs to one person or for 

one person's use at one time for the purpose of initiating 
maintenance treatment or detoxification treatment (or 

both).”-21 CFR 1306.07(b)



Pragmatic Solutions: 



A seat at the table: 

54

Potential individuals to include in the conversation: clinical champion(s), 
hospital pharmacists, community pharmacists, pharmacy trainees, pharmacy 
technicians, addiction consult, and/or physicians and advanced practice 
providers who provide clinical care to patients with OUD/StUD, social workers, 
peer supporters

How can hospital-based pharmacists better provide support to 
clinicians when they have questions about MOUD?

How can the hospital pharmacy team support identification and 
documentation of MOUD in the EHR?

What additional training may be helpful for the hospital-based 
pharmacy team?

How can pharmacists support effective peer-to-peer communication 
between inpatient pharmacy staff and their community counterparts?

What strategies can pharmacists use to reduce the stigma of OUD and 
StUD among pharmacy teams?



“Treat every prescription as a transition in 
care. Utilize hospital-based pharmacists to 

educate patients and their community pharmacy 
counterparts about the importance of successful 

treatment continuation.”

55



Assessment Questions

56



The 72-hour rule allows providers to ___a three-
day supply of methadone for the emergency 
treatment of opioid withdrawal. 

A. Dispense

B. Prescribe

C. Provide

D. A or B

57



Which of the following accurately describes the 
effects of hydrocodone rescheduling on opioid 
prescribing and mortality? 

A. Opioid prescriptions decreased and overdose deaths decreased. 

B. Opioid prescriptions increased and overdose deaths decreased. 

C. Opioid prescriptions decreased and overdose deaths increased. 

D. Opioid prescriptions decreased and overdose deaths decreased. 

58



Which of the following is not a reason that 
community pharmacies do not stock medication 
for opioid use disorder? 

A. Fear of enforcement

B. Stigma toward persons who use drugs

C. Prioritizing other medications over buprenorphine

D. Drug shortages

59



Claim Codes

• Pharmacists:

60

Tyler J. Varisco, PharmD, PhD

Website: 

https://www.pharmprogram.org/

The Texas Opioid Training Initiative: 

https://txoti.org/

Email: 
tyler.Varisco@austin.utexas.edu

Contact Information
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