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Executive Summary 

The PMIX Operations Subcommittee conducted a series of meetings, surveys, and role-mapping 

audits to address inconsistencies in how Prescription Drug Monitoring Programs (PDMPs) across 

the country register and map certain user roles. These variations create operational 

inefficiencies, complicate interstate data sharing, and reduce transparency. 

This report provides best-practice recommendations in areas where consensus has been 

reached and provides suggested approaches where additional information or action may be 

needed before formalizing a best practice. 

 

Methods & Inputs 

The Subcommittee’s work drew from four sources: 

1. Subcommittee Working Sessions (March 20, April 17, May 15, 2025; February 27, 2026) 

on VHA/IHS, Telehealth, and Other Prescriber/Midwives. 

2. Survey of PDMP Administrators (October 29, 2024; 19 respondents) focused on 

telehealth registration practices and perspectives on potential PMIX roles. 

3. Role-Mapping Audit of 44 states, focusing on application of the Other Prescriber and 

Midwives with Prescriptive Authority roles. 

4. PMIX Updates Presentation and Discussion (NABP PMPi Steering Committee Annual 

Meeting, June 2025) providing comparative state practices and data visualizations and 

collecting feedback from participating states. 

5. PMIX Updates Presentation and Discussion (NASCSA Annual Meeting, October 2025) 

including discussion of unresolved issues and edge cases for Other Prescriber role. 

 

  



Findings 

I. Federal (VHA & IHS) Providers 

Current Practice: 

• Some states register federal providers under their state licensure role, while others 

use VHA/IHS-specific roles. 

• Out-of-state VHA/IHS access varies: Some states prohibit registration, others permit 

it but map inconsistently. 

• PMIX mapping is inconsistent; “Other Prescriber” is sometimes used as a catch-all 

but is ill-suited for programmatic tracking of roles and transparent interstate data 

sharing permissions. 

Analysis: 

• Registering providers under their state licensure role aligns with automated board 

licensing validation logic, a core PDMP function. 

• For out-of-state providers, unique roles are needed to distinguish them for access 

and policy decisions. 

• A PMIX gap exists: There are no consistent roles for federal prescribers and 

dispensers. 

Recommendation: 

Create new Federal Prescriber and Federal Dispenser roles for interstate data sharing (with 

timing coordinated so as not to delay currently approved PMIX versions). The creation of 

these roles will allow states the flexibility to register these users in specific roles for policy 

and analysis and provide states with the ability to make informed decisions when setting up 

interstate data sharing permissions. 

Once these new PMIX roles are created, the Operations Subcommittee recommends the 

following for registration and role mapping: 

1. For VHA/IHS providers that are also licensed in-state, register users according to their 

role of state licensure and map them to the corresponding PMIX role. For example, a 

VHA Physician would be registered the same as any other in-state Physician and 

mapped to the PMIX Physician role. 

a) Alternately, states may elect to register VHA/IHS providers in specific roles for 

Federal Prescriber and Federal Dispenser within the PDMP. States may opt to 



create more granular roles, such as Federal Physician, Federal Nurse 

Practitioner, etc. These roles should be mapped to the corresponding PMIX 

roles for either Federal Prescriber or Federal Dispenser. This allows the state 

to make a distinction between federal and state-licensed Physicians within 

their PDMP, while the PDMP users remain registered in appropriate roles to 

facilitate informed decision-making for interstate data sharing permissions. 

2. For VHA/IHS providers that are not licensed in-state, register under specific roles for 

Federal Prescriber and Federal Dispenser roles within the PDMP. These roles should 

be mapped to the corresponding PMIX roles for Federal Prescriber or Federal 

Dispenser. 

Regarding registration eligibility, states should permit both in-state and out-of-state 

VHA/IHS provider registration unless explicitly prohibited by statute. 

Additional Considerations: 

There was insufficient analysis to determine whether to create an additional Federal 

Delegate role. This topic needs additional research before a recommendation can be made. 

 

II. Telehealth Providers 

Current Practice: 

• Most states register telehealth providers under their role of licensure. 

• South Carolina uses a distinct Telehealth role to limit interstate queries and enforce 

penalties. 

• Concerns include telehealth providers using one state registration to query multiple 

states. 

Analysis: 

• While divergent practices exist, survey data and current state approaches indicate 

that the default best practice is to register providers under their role of licensure. 

Some states may still wish to distinguish telehealth through state-level roles for 

policy reasons. 

Recommendation: 

Register telehealth providers under their role of licensure. This approach ensures that 

credential validation and approval/deactivation processes function consistently, and that 



telehealth providers are held to the same administrative standards as in-person providers. 

This also accounts for providers that perform both in-person and telehealth services. 

States that wish to place limits on telehealth-specific access may create state-level roles for 

Telehealth Prescriber or Telehealth Dispenser. These roles should be mapped to the 

corresponding PMIX role of state licensure (such as Physician, Nurse Practitioner, 

Pharmacist, etc.). This allows states to restrict or audit telehealth activity without requiring 

the creation of a new PMIX role. 

The Operations Subcommittee does not recommend creating a PMIX-specific Telehealth role 

at this time. Survey results show limited demand for such a category, and most states 

indicated that providers should be registered and mapped by licensure. If state or federal 

policy evolves to require clearer differentiation of telehealth practice, this recommendation 

may be revisited. 

 

III. Other Prescriber Role 

Current Practice: 

• Based on an audit of 44 states, the “Other Prescriber” role is applied inconsistently: 

o 17 states → Military Prescriber 

o 9 states → Not used 

o 6 states → Midwife with Prescriptive Authority 

o 3 states → Prescribers without DEA 

o Others → Podiatrist, Chiropractor, Residents, Out-of-State Prescriber, VA 

Prescriber, etc. 

Analysis: 

• Wide variability underscores the need for a consistent standard. 

• The Other Prescriber role is not defined and is therefore often used as a catch-all for 

prescribers that have nuanced access permissions and/or don’t fit neatly into an 

existing role. 

• At the same time, audit findings confirm that there are legitimate use cases for 

maintaining the role in states that grant PDMP access to providers who are not 

traditionally licensed prescribers (e.g., chiropractors, naturopaths) or to prescribers 

without DEA registration. 



Recommendation: 

Rather than deprecating a role that does have utility, the subcommittee recommends 

reducing reliance on the Other Prescriber role by introducing more clearly defined 

alternatives within the PMIX framework. 

Specifically: 

1. Create a new “Prescriber Without DEA” role to address one of the most common 

current uses of “Other Prescriber.” This would provide a standardized option for 

prescribers who are authorized to access the PDMP but do not hold a DEA 

registration. 

2. Encourage registration by licensure role whenever possible, aligning providers to the 

most specific existing PMIX role available. 

3. Reserve “Other Prescriber” for limited, clearly documented edge cases, particularly 

in states that authorize access for provider types that do not align with current PMIX 

role definitions. 

This approach preserves necessary state flexibility while promoting clearer role definitions, 

cleaner data, and greater consistency in interstate data sharing. Over time, the availability of 

better-defined roles should naturally reduce reliance on “Other Prescriber” without 

requiring its immediate elimination. 

 

IV. Midwives with Prescriptive Authority 

Current Practice: 

• Based on an audit of 44 states, the “Midwives with Prescriptive Authority” role is 

applied inconsistently: 

o 24 states map to Other Prescriber 

o 14 states map to Nurse Practitioner 

o A few use unusual mappings 

Analysis: 

• Role mapping for midwives is inconsistent, nearly split between two categories. 

Recommendation: 



Register midwives with prescriptive authority under the Nurse Practitioner role. Scope of 

practice and credentialing considerations align most closely with advanced practice nurses, 

and mapping them to the Nurse Practitioner role ensures consistent treatment across states 

while avoiding the ambiguity created by placing them under the Other Prescriber role. 

States that have historically registered midwives under “Other Prescriber” should transition 

these users to the Nurse Practitioner role to support consistency in interstate data sharing. 

 

V. Interstate Data Sharing Worksheet Updates 

Analysis: 

• At the June 2024 PMPi Committee meeting, members recommended updating and 

posting PMPi worksheets to consoles annually before June. 

• The Subcommittee agreed this should apply to both hubs (PMPi and RxCheck). 

Recommendation: 

• Adopt as a best practice that all worksheets for interstate data sharing hubs (PMPi 

and RxCheck) be updated and posted annually by June 1. 

 


