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The opioid epidemic has resulted in significant morbidity and mortality in the U.S. Health systems,
policymakers, payers, and public health have enacted numerous strategies to reduce the harms of
opioids, including opioid use disorder (OUD). Much of this implementation has occurred before
the development of OUD‒related comparative effectiveness evidence, which would enable an
understanding of the benefits and harms of different approaches. This article from the American
College of Preventive Medicine (ACPM) uses a prevention framework to identify the current
approaches and make recommendations for addressing the opioid epidemic, encompassing strate-
gies across a primordial, primary, secondary, and tertiary prevention approach.

Key primordial prevention strategies include addressing social determinants of health and reduc-
ing adverse childhood events. Key primary prevention strategies include supporting the implemen-
tation of evidence-based prescribing guidelines, expanding school-based prevention programs, and
improving access to behavioral health supports. Key secondary prevention strategies include
expanding access to evidence-based medications for opioid use disorder, especially for high-risk
populations, including pregnant women, hospitalized patients, and people transitioning out of car-
ceral settings. Key tertiary prevention strategies include the expansion of harm reduction services,
including expanding naloxone availability and syringe exchange programs.

The ACPM Opioid Workgroup also identifies opportunities for de-implementation, in which
historical and current practices may be ineffective or causing harm. De-implementation strategies
include reducing inappropriate opioid prescribing; avoiding mandatory one-size-fits-all policies;
eliminating barriers to medications for OUD, debunking the myth of detoxification as a primary
solo treatment for opioid use disorder; and destigmatizing care practices and policies to better treat
people with OUD.
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INTRODUCTION
Opioid use disorder (OUD) is a treatable,
chronic medical condition involving complex
interactions among brain circuits, genetics, the

environment, and an individual’s life experiences. OUD
rates dramatically increased in the U.S. and across the
globe over the past several decades, resulting in substan-
tial morbidity and mortality.1−4

In the U.S., the first wave of opioid overdose deaths
was largely attributable to prescription opioids; subse-
quent waves included heroin (starting in 2010) and syn-
thetic opioids (starting in 2013).5 The dramatic rise in
opioid prescribing over the past few decades occurred
despite no evidence showing the benefit of opioids in
treating chronic noncancer pain.6 The first long-term
RCT examining opioids compared with nonopioid ther-
apies found no difference in pain-related function and
worse outcomes in pain intensity and adverse reactions.7

Even though there was no evidence of benefit and the
harms of opioids were well known, the U.S. has far sur-
passed the rest of the world in opioid prescribing per
capita.8

Numerous factors have contributed to the opioid
epidemic, including overabundant opioid prescribing,
aggressive pharmaceutical marketing practices, chang-
ing heroin and illicit drug markets, and worsening
socioeconomic conditions.9−11 The coronavirus dis-
ease 2019 (COVID-19) pandemic further contributed
to an increase in drug overdose deaths in the U.S.,
primarily driven by illicit synthetic opioids.12

In response to the opioid epidemic, clinicians,
health systems, public health practitioners, state legis-
latures, and payers have all implemented a variety of
initiatives. However, many of these were implemented
with insufficient evidence to guide quality decision
making.13,14

The American College of Preventive Medicine
(ACPM) Science and Translation Committee estab-
lished an Opioid Working Group to develop an
ACPM practice statement addressing the opioid epi-
demic. Key areas of foci included applying the pre-
vention framework to evaluate the current key
interventions across the 4 levels of prevention,
highlighting best practice opportunities that may be
underutilized across the prevention continuum, and
identifying potential opportunities for de-implemen-
tation of harmful or ineffective policies and practices.
A nonsystematic review of the literature was con-
ducted to identify summary resources and highlight
key examples with these goals. Recommendations are
focused on areas within the scope of preventive
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medicine. Although there are interrelationships
between criminal legal policies to reduce illicit opioid
supply and incarceration practices, addressing those
strategies is outside this article’s scope.
PREVENTION FRAMEWORK

A prevention framework is often used when developing
population health approaches to chronic diseases. This
article applies a prevention framework that considers
the predisposing factors that increase the risk of OUD
and provides the structural framework for appropriate
action through prevention, treatment, and harm reduc-
tion approaches. With the ever-evolving nature of opioid
consumption and morbidity and mortality trends glob-
ally, applying this prevention framework will enrich how
community and public health practices respond to such
changes.
This article identifies evidence-based strategies and

promising practices across the prevention continuum.
The evidence on the longer-term impact on OUD
incidence and mortality of these strategies is insuffi-
cient in many areas and is actively emerging. Table 1
provides an overview of the key recommended strate-
gies for addressing the opioid epidemic by the 4 lev-
els of prevention.
PRIMORDIAL PREVENTION

Primordial prevention is the earliest prevention
modality, targeting the underlying social and environ-
mental conditions that promote the onset of dis-
ease.15 Primordial prevention strategies for preventing
OUD address potential socioeconomic contributors
(also known as the social determinants of health
[SDOH]), such as poverty, limited socioeconomic
opportunity, structural racism, and adverse childhood
events (ACEs).
On a broad scale, the opioid epidemic disproportion-

ately impacts economically strained communities.16,17

Although life expectancy was generally improving across
the world in wealthy countries, the U.S. saw a decline in
life expectancy, with “deaths of despair” from drug and
alcohol poisonings being a significant contributor to the
worsening rates.9 Evidence is emerging that a variety of
social stressors increase vulnerability for drug use.18

Macroeconomic shocks, which disrupt employment and
housing, have been shown to correlate with increased
opioid death rates, and labor force participation has
been inversely correlated with increased opioid prescrib-
ing in some geographic areas.16,17 Food insecurity is a
predictor of chronic pain and prescription opioid use as



Table 1. Key Strategies to Address the Opioid Epidemic Using the Prevention Framework

Prevention level Definition Key strategy Examples

Primordial Targeting the underlying social and
environmental conditions that
promote the onset of disease

Reduce predisposing risk factors
� Decrease negative SDOH that
increase the risk of OUD

� Increase protective factors

� ACE prevention and mitigation
� Address housing insecurity
� Address structural racism

Primary Preventing the development of
disease

Reduce the risk of developing OUD or
experiencing an overdose
� Decrease access to opioids
� Increase protective factors
� Reduce risk factors

� Improve adherence to opioid
prescribing guidelines

� Support evidence-based
education and training on opioid
prescribing

� Implement electronic health
record clinical decision support
systems

� Increase Prescription Drug
Monitoring Program best
practices

� Expand access to
nonpharmacological pain
therapies

� Expand school-based prevention
programs

� Offer life skills-based education
� Improve access to behavioral
health care

Secondary Early identification of disease and
linkage to evidence-based treatment
services

Improve the screening and diagnosis
of OUD with linkage to effective
treatment
� Increase access to MOUD
� Increase behavioral health and
social supports

� Improve the screening and
diagnosis of OUD with linkage to
effective treatment

� Increase access to MOUD
� Increase behavioral health and
social supports

� Screen for OUD with connection
to MOUD

� Payer strategies to improve
access to MOUD

� Initiation and continuation of
MOUD in carceral settings

� Support primary care in providing
MOUD

�Wraparound supports for
pregnant women with OUD

Tertiary Managing a condition to slow
progression and/or reduce negative
consequences

Harm reduction
� Decrease negative effects of
ongoing drug use

� Facilitate linkages to treatment

� Syringe services programs
� Expand naloxone availability
� Housing first models

ACE, adverse childhood event; MOUD, medications for opioid use disorder; OUD, opioid use disorder; SDOH, social determinants of health.
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well.19 Modifying the structures that contribute to
houselessness, systemic racism, food insecurity, and
other SDOH will require large-scale change, although
the health system’s role in impacting SDOH is still
emerging.20,21

ACEs (such as abuse, neglect, parental divorce, paren-
tal death, or parental incarceration) are associated with a
4 to 10-fold increase in substance use in adults,22 and
decreasing ACEs will hypothetically decrease OUD inci-
dence. The Center for Disease Control and Prevention
(CDC) has identified 6 core evidence-based strategies to
decrease ACEs.23 An example program to reduce ACEs
is Project Nurture, an innovative Oregon Medicaid care
delivery model for pregnant women with OUD, which
integrates prenatal care, OUD treatment, and social-ser-
vice coordination and was found to reduce child mal-
treatment and placement of children in foster care.24

This approach uses a life course model of prevention:
secondary prevention for the mother and primordial
prevention for the infant.
PRIMARY PREVENTION

Primary prevention focuses on preventing the develop-
ment of OUD or opioid overdose deaths. This can be
achieved by preventing exposure to opioids, increasing
www.ajpmonline.org
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protective factors known to reduce the risk of OUD, and
reducing risk factors with direct and demonstrable links
to OUD development and opioid overdose deaths.
Adolescent exposure to opioids is a significant con-

cern for both acute opioid overdose and the future risk
of OUD development. The predictors of adolescent
pharmaceutical opioid overdose include an opioid pre-
scription written for youth (sixfold increased risk) and
concurrent exposure of youth and family members to
opioid prescriptions (13-fold increased risk).25 The key
strategies for reducing risk among adolescents include
reducing unnecessary opioid prescriptions and building
protective factors that help to prevent or delay substance
use. School-based prevention programs (such as Life
Skills Training, Project Towards No Drug Abuse, PROS-
PER, and The Good Behavior Game) and selected fam-
ily-based interventions (such as Strengthening Families
10−14) have shown effectiveness.26 Evidence-based
middle school programs have been found to reduce opi-
oid misuse risk by up to 41%,27 which is promising for
reducing long-term OUD incidence.
Among individuals exposed to prescription opioids, a

history of substance use disorder (SUD), mental health
diagnosis, and concurrent prescription of certain psychi-
atric medications are associated with a higher risk of
developing OUD.28 Therefore, potential prevention
strategies should include interventions to reduce any
substance use, prevention and treatment of mental
health conditions, and efforts to minimize unnecessary
opioid exposure. Because more than 50% of people who
report misusing prescription opioids report getting them
from friends or relatives rather than from a prescriber,29

efforts aimed at reducing community access, such as
reducing overall prescribing and drug take-back pro-
grams, may confer additional benefits.

Opioid Prescribing Guidelines
The CDC Guideline for Prescribing Opioids for Chronic
Pain has been widely adopted as a best practice standard
across the country.30 Per the 2016 guideline, reducing
initial opioid prescription amounts will presumably
decrease the number of people who transition to long-
term opioid therapy, whereas reducing morphine milli-
gram equivalents will contribute to fewer complications
associated with chronic opioid prescribing, including
prescription-related overdose and death.
A variety of interventions have been adopted to

encourage the uptake of and adherence to CDC guide-
lines, including the adoption of public health strategies,
legislative limitations, clinical decision support systems,
required training, and payer interventions.31−34 These
interventions exist along a spectrum, from passive (e.g.,
Prescription Drug Monitoring Programs [PDMPs] and
September 2022
guidelines are available) to active (e.g., previous author-
izations, legal requirements to check PDMPs). Rein-
forcement measures range from more supportive (e.g.,
academic detailing, prescriber report cards) to more
punitive (e.g., legal ramifications for outlier prescribing).
Adoption and enforcement of guidelines and laws have
been criticized for a 1-size-fits-all approach, and misap-
plications of CDC guideline have occurred.35 As of this
writing, CDC guideline is being updated to reflect new
evidence and incorporates guiding principles to address
misapplications of the 2016 guideline.
There is significant variation in prescribing practices

across the continuum of healthcare training and medical
specialties. Among surgeons, substantial variation exists
in postsurgical opioid prescribing.36 Nurse practitioners
and physician assistants are more likely to prescribe
high-frequency, high-dose opioids than physicians.37,38

U.S. dentists’ proportion of opioid prescriptions is
37 times higher than those of dentists in England.39

Several studies have shown improved clinician adher-
ence to opioid prescribing guidelines through enhanced
electronic health record access to PDMPs and safer opi-
oid prescribing practices utilizing clinical decision sup-
port systems.40−42 PDMPs, which enable providers to
see patients’ controlled substance prescribing history,
are largely effective at reducing opioid prescriptions
through evidence showing that their impact on reducing
opioid overdoses is less clear.43,44 The quality and char-
acteristics of PDMPs appear to be associated with
whether or not they are associated with improved
outcomes.45,46

For reducing postoperative opioid prescribing, evi-
dence supports clinician-mediated and organizational-
level interventions.47 An electronic health record inter-
vention that changed the default number of opioid pills
in a postoperative order set plus trainee education
decreased opioid prescribing by 15%.48 In Arizona,
report cards decreased the percentage of outlier prescrib-
ers from 19.2% to 14.2%.49 Given the U.S. prescribing in
comparison with those of other countries and marked
variability in clinical practice compared with that in evi-
dence-based standards, it is clear that broader imple-
mentation of evidence-based guidelines and supports is
necessary.

Opioid Tapering
Given the lack of long-term benefits and known harms
of opioids for chronic noncancer pain, numerous studies
have explored the impact of tapering patients off
opioids.50 A systematic review of 67 studies, including
11 RCTs, found that dose reduction of opioids results in
improvements in pain severity (8 of 8 fair-quality stud-
ies), functioning (5 of 5 fair-quality studies), and quality
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of life (3 of 3 fair-quality studies).51 Recently, published
guidance now exists on the best practice approaches to
opioid tapering.52
Utilization of Opioid Alternatives
Effective pain management that reduces the reliance on
opioids is a key strategy to decrease the potential harms
of unnecessary opioid prescriptions. Opportunities exist
to promote nonpharmacological and nonopioid alterna-
tives for pain relief and simultaneously minimize expo-
sure to opioids.53,54 A variety of nonpharmacologic
strategies are effective for different types of chronic pain,
including exercise (e.g., physical therapy), acupuncture,
cognitive behavioral therapy, and mindfulness practi-
ces.55 To deliver more effective nonopioid-based pain
care through nonpharmacological therapies, policy
changes are needed to promote awareness, availability,
accessibility, and affordability.
To date, most focus in the primary prevention space

has been on reducing the volume of opioids prescribed
for chronic, noncancer pain, with the goal of reducing
opioid exposure. Interventions aimed at increasing the
protective factors and reducing other risk factors for
OUD have been less studied and emphasized. In addi-
tion, approaches focused solely on reducing access to
prescription opioids are unlikely to impact populations
of individuals who initiate with heroin and illicit syn-
thetic opioids such as fentanyl. Therefore, it is critical
that future primary prevention research efforts include
not only prescription opioid supply reduction but also
include efforts to reduce the risk factors for initiating
illicit opioids and enhancing protective factors.
SECONDARY PREVENTION

Secondary prevention focuses on the early identification
of OUD and linkage to evidence-based treatment serv-
ices. The U.S. Preventive Services Task Force recom-
mends that all adults be screened for unhealthy drug use
when accurate diagnosis, effective treatment, and appro-
priate care can be offered or referred.56

Medications for OUD (MOUD), previously referred to
as medication-assisted treatment, is the standard evi-
dence-based treatment of OUD and involves 1 of 3 Fed-
eral Drug Administration‒approved medications:
methadone, buprenorphine, or extended-release naltrex-
one. Treatment with agonist therapy (methadone or
buprenorphine) reduces all-cause mortality by 50% and
is also associated with substantial reductions in suicide,
cancer, and cardiovascular mortality.57 Expanded access
to methadone and buprenorphine is directly related to
reduced opioid-overdose deaths.58 Comparative effec-
tiveness evidence suggests that methadone and
buprenorphine are more effective than antagonist ther-
apy (extended-release naltrexone), intensive behavioral
therapy, and inpatient treatment.59 Among individuals
who are engaged in the criminal justice system, provid-
ing extended-release naltrexone before release decreases
the rates of relapse and reincarceration, although with
higher rates of adverse events.60 Although medically
managed withdrawal (often referred to as detoxification)
is a widely available, highly promoted method for dis-
continuation of opioids, it is ineffective and potentially
harmful when used alone, and the Substance Abuse and
Mental Health Services Administration considers detoxi-
fication as one step in a comprehensive addiction treat-
ment plan.61 Detoxification should be accompanied by
offering evidence-based treatment options, including
MOUD.
Significant barriers exist for people with OUD

to access evidence-based treatment. Historically, in the
U.S., methadone has been the primary treatment of
OUD, available through designated Opioid Treatment
Programs in a high-intensity model, largely limited to
urban areas. The Drug Addiction Treatment Act of 2000
substantially increased access to office-based opioid
treatment with buprenorphine as a more accessible alter-
native to methadone. However, 96% of states have insuf-
ficient buprenorphine capacity to match the rates of
opioid dependence.62 Multiple barriers to expanded pre-
scribing of buprenorphine remain, including limited
numbers of trained clinicians, varying standards, regula-
tory hurdles, and stigma.63 Rural inaccessibility to clini-
cians who prescribe MOUD is especially acute.64

Traditional treatment of OUD has been disrupted by
COVID-19, and the regulatory flexibilities introduced
provide a significant opportunity to understand the
impact of these changes on the care of individuals with
OUD, including expanded use of telemedicine and
increased leniency with traditional program
requirements.65,66

A series of policy options exist to expand access to
MOUD, such as decreasing burdensome state require-
ments for Opioid Treatment Programs and, more
controversially, revising federal law to allow methadone
to be prescribed for OUD in primary care, mirroring
Canada, Great Britain, and Australia.67,68 Less contro-
versial and increasingly available across the country is
expanding low-barrier access to buprenorphine. In
France, eliminating prescribing limitations resulted in
20% of physicians prescribing buprenorphine and was
associated with substantial declines in opioid overdose
deaths.69 The California Bridge Program, which involves
Emergency Department (ED) initiation of buprenor-
phine, resulted in 60% of OUD ED encounters with
buprenorphine administration and 40% attending
www.ajpmonline.org
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follow-up visits.70 In Missouri, a Medication First
approach doubled MOUD, improved timeliness of
receipt of MOUD, improved retention in care, and
resulted in 21% lower costs.71 Lowering barriers to
MOUD is a critical underutilized strategy.
Stigma remains a major barrier to accessing MOUD.58

Persistent beliefs exist among patients, clinicians, and
policymakers that MOUD is simply substituting one
drug for another, with physical dependency being per-
ceived as primarily a failure of self-discipline. Such
beliefs decrease some patients’ and clinicians’ willingness
to adopt MOUD as an evidence-based treatment. Only a
minority of SUD treatment facilities offer evidence-
based MOUD, and many continue to promote absti-
nence-based models.72,73 Given that residential treat-
ment programs are among the most intensive and
expensive treatment options available, promoting evi-
dence-based treatments is a key strategy for improving
cost-effective care.
A critical strategy to improve access to MOUD

involves payer coverage policies. Coverage of MOUD is
not universal among insurers. Medicaid expansion has
been associated with an approximately 10% decrease in
opioid-related inpatient hospitalizations, attributed to
improved access to effective OUD treatment.74 However,
not all Medicaid programs cover methadone for OUD
treatment.75 A variety of toolkits are available to payers
for comprehensive approaches.76 Alberta, Canada makes
MOUD readily available at no cost for those without
coverage.77 The key payer strategies to improve MOUD
access include minimizing coinsurance and copays for
MOUD, decreasing previous authorization require-
ments, eliminating lifetime prescription limits, and
offering care coordination.75,78

Special Populations
Pregnant women with OUD face multiple barriers to
effective treatment, including maternity clinicians often
unable or unwilling to prescribe MOUD and experienc-
ing stigma when seeking care. Expanding the number of
maternity clinicians who can prescribe MOUD is an
essential strategy, as are working partnerships between
addiction and maternity care clinicians.
Carceral settings (prisons and jails) are a critical area

of need to improve access to evidence-based treatment.
Despite a high prevalence of OUD in prisons and dra-
matically increased risk of opioid overdose mortality
upon release, <1% of jails and prisons provide
MOUD.79 A systematic review of studies involving
incarcerated populations found that MOUD in prison
and after release was associated with significant benefits
both within the carceral setting and upon release into
the community.80 A national study in 39 English prisons
September 2022
found that MOUD was associated with a 75% reduction
in all-cause mortality and an 85% reduction in fatal
drug-related poisoning in the first month after release.81

In Rhode Island, a comprehensive MOUD program
implemented in a carceral setting resulted in a 60%
reduction in postincarceration overdose fatalities.82 The
American Society of Addiction Medicine recommends
access to evidence-based OUD treatment, including all
Federal Drug Administration‒approved medications, as
the standard of care within carceral facilities as well as
for individuals under community supervision,83,84 and
implementation toolkits are available.85

Acute care settings are a critical place to ensure that
those with OUD are getting effective treatment. Inade-
quately treated OUD during a hospital stay can compli-
cate the management of the co-occurring conditions,
increasing treatment nonadherence and the rates of dis-
charge against medical advice. In Chicago, consultation
with a Multidisciplinary Substance Use Intervention
Team was associated with a shorter average length of
stay (5.91 vs 6.73 days) and a lower 30-day readmission
rate (13.6% vs 15.7%).86
TERTIARY PREVENTION

Tertiary prevention focuses on managing a condition to
slow progression and/or reduce negative consequences.
For OUD, the tertiary prevention goals are to (1) prevent
complications of OUD, including opioid-induced over-
dose deaths; (2) reduce opioid-associated diseases
(including injection-related infectious diseases); and (3)
reduce medical and psychosocial complications.
Through a harm reduction approach, there is recogni-
tion that not all people with OUD are ready to discon-
tinue nonmedical opioid use, but there are still
substantial opportunities to reduce opioid-associated
morbidity and mortality.

Housing First Models
Houselessness and SUD commonly co-occur and can
exacerbate one another, so addressing houselessness can
be both a tertiary prevention and primordial prevention
strategy. Housing First models address the houselessness
first, assuming that core stability with housing is critical
to being able to effectively engage in substance use and
other treatment. These models have been associated
with decreased medical utilization (fewer ED visits,
fewer hospitalizations, and less time spent hospitalized)
and are considered a best practice for developing com-
prehensive models to support people with SUDs,87

although evidence on outcomes related to OUD is not
yet clear.
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Syringe Services Programs
Syringe services programs (SSPs) can provide a range of
support for patients with OUD who inject drugs, includ-
ing public health services such as vaccinations, testing
and infectious disease treatment, and connection to
OUD treatment. SSPs are effective at reducing HIV
transmission and hepatitis C acquisition, and individuals
who utilize SSPs are 5 times more likely to enter drug
treatment than individuals who do not.88 As a safe, effec-
tive, and cost-saving intervention, SSPs are underutil-
ized, and increased access is an important component of
comprehensive approaches to OUD.
Intensive Harm Reduction Strategies
A novel approach to harm reduction is supervised con-
sumption sites (SCSs), which have been associated with
reductions in overdose deaths.89 SCSs are sites where
people who inject drugs (most often heroin) can con-
sume drugs, with access to clean needles and medical
supervision. Whereas other countries have adopted SCS
(including Australia, Canada, and several countries in
Europe), the U.S. has only considered adoption recently.
In 2021, New York City permitted the opening of 2 SCS
(termed Overdose Prevention Centers). Evidence from
this model of harm reduction in the U.S. context is still
emerging. Additional more intensive harm reduction
strategies (e.g., heroin maintenance, injectable hydro-
morphone) for refractory OUD are offered outside of
the U.S. but are beyond the scope of this article.
Naloxone
Naloxone is an opioid antagonist used to rapidly reverse
opioid-induced respiratory depression. Expanding
access to naloxone is a critical strategy to decrease fatal
overdoses. A variety of distribution models exist, includ-
ing community-based organization distribution, tradi-
tional prescriptions (including for family members and
friends of high-risk individuals), standing medication
orders, and pharmacist prescribing.90 Coprescribing of
naloxone to patients using chronic opioids is associated
with lower ED utilization.91 Increasing the number of
law enforcement officers trained and carrying naloxone
is associated with reducing opioid overdose deaths.92

Observational studies and economic models suggest that
providing naloxone to laypeople is safe, is cost effective,
and reduces death.93 Multiple opportunities to enhance
naloxone distribution exist, including utilizing public
health data to identify where overdoses are most likely
to occur and ensuring that efforts are reaching those
most at-risk.
DE-IMPLEMENTATION OF INEFFECTIVE OR
HARMFUL STRATEGIES

The rapid adoption of various systems-level strategies in
the face of the OUD epidemic has been remarkable.
Along with the emerging research on the effectiveness of
these various strategies is an opportunity to identify
interventions that may have little benefit or may be caus-
ing harm. The ACPM Opioid Workgroup has identified
a series of potential opportunities for de-implementation
or avoidance due to lack of efficacy or concern for harm
(Table 2). Decreasing unnecessary opioid prescribing as
defined by CDC is a key area of de-implementation that
has been robustly discussed in the literature. However, a
concurrent critical area of de-implementation includes
reducing or eliminating barriers to evidence-based
MOUD, enabling more access to this core secondary
prevention strategy.
EFFECTIVE DATA SURVEILLANCE

Data surveillance, such as through CDC’s Annual Sur-
veillance Report of Drug-Related Risks and Outcomes, is
a critical strategy to both identify emerging trends in
opioid-related morbidity and mortality (e.g., rising over-
dose deaths with fentanyl), inform ecologic-level com-
parative effectiveness of different large-scale solutions,
and tailor effective community preventive strategies.2

The Data-Driven Prevention Initiative is one example of
CDC-funded initiatives for states to utilize robust sur-
veillance data and develop comprehensive and commu-
nity-responsive solutions to decreased opioid overdose
rates.
Toolkits have been developed, implementing effective

data surveillance programs,94 and numerous public-fac-
ing state data dashboards exist in addition to a national
overdose detection mapping application program.95

Although evidence continues to emerge on the compara-
tive effectiveness of various policy strategies, data sur-
veillance enables more real-time assessment of emerging
threats and trends. Data surveillance can also help to
inform the effectiveness of de-implementation interven-
tions.
CONCLUSIONS

A preventive medicine framework enables the exami-
nation of current gaps and opportunities in response
to the opioid epidemic across the prevention contin-
uum. ACPM has previously identified the key priori-
ties for research in this space, including addressing
SDOH on opioid misuse, improving prevention pol-
icy implementation, and risk mitigation/harm
www.ajpmonline.org



Table 2. Key Harmful and Unproven Policies and Practices to De-emphasize or Eliminate

Category ACPM recommendations

Opioid prescribing
approaches

� Avoid prescribing quantities that are higher dose and longer duration than is necessary
� Avoid opioids as a first-line treatment when nonopioid pharmacotherapy and nonpharmacological
therapies are more likely to offer a greater benefit/risk profile (key improvement opportunities include
dental prescribing and managing pain in adolescents)

� Avoid abrupt opioid tapering in well-functioning patients who appear to be benefiting and safely using
chronic opioid therapy

� Avoid inflexible mandates (e.g., legislation) on opioid prescribing limits that do not allow for some
individuation (e.g., cancer, palliative care)

� Avoid failing to anticipate and put plans in place to prevent overdoses during pill mill shutdowns
� Restrict and hold accountable pharmaceutical marketing to patients and clinicians

OUD treatment approaches � Do not use detoxification alone as a primary treatment approach for OUD
� Do not require universal participation in behavioral treatment as a condition of receiving ongoing
MOUD in primary care

� Minimize financial barriers to MOUD, including coinsurance, copayments, and repeated previous
authorizations that create barriers to access

� Avoid stigmatizing patients with OUD, including using terms such as addict and dirty/clean
� Clinicians and payers should avoid lifetime limits or required tapering off medication treatment in
patients who are benefiting from effective management of OUD in alignment with evidence-based
guidelines

� Addiction treatment programs and payers should dispense with the concept of abstinence-based
treatment (i.e., prohibits MOUD) being the primary therapeutic strategy for most patients with OUD

� Treating clinicians should not withhold MOUD when someone continues to use other substances (e.g.,
marijuana) as long as that individual is taking the prescribed medication, and the benefits outweigh
the risks

Approaches to special
populations

� Avoid forced discontinuation of MOUD among individuals who are incarcerated or under community
supervision (i.e., probation or parole)

� Avoid failing to develop a transition and support plan, including MOUD, for individuals with OUD being
released from carceral settings

� Do not withhold MOUD for pregnant women with OUD
� Avoid withholding appropriate opioids in specific conditions (e.g., sickle cell disease)

ACPM, American College of Preventive Medicine; MOUD, medications for opioid use disorder; OUD, opioid use disorder
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reduction approaches.96 Although further research is
clearly necessary, there are substantial opportunities
to increase the adoption of evidence-based interven-
tions across the prevention framework. This article
provides a preventive medicine framework to shape
future prevention efforts.
This review highlights the critical areas of prevention-

based intervention that can be used to reduce the risk of
harm from opioids. Low-cost, high-benefit, evidence-
based strategies such as expanding access to naloxone
and implementation supports for opioid prescribing
should be adopted more widely. Changing policies to
expand coverage and access to MOUD by decreasing
payer and regulatory barriers is also a high priority and
likely cost effective but requires greater political effort,
coordination, and time. Interventions focused on sup-
porting the implementation of evidence-based care for
specific populations, including pregnant women, hospi-
talized patients, and those transitioning from carceral
settings to the community, should be prioritized.
Other efforts that require longer-term planning,

require significant legislative policy changes, require
multiagency coordination, or are costly should not be
September 2022
forgotten because these have great potential for long-
term impact. Targeted activities to reduce ACEs and
build resiliency (protective factors) in children and ado-
lescents are critical primordial prevention areas. High-
yield secondary and tertiary prevention activities, includ-
ing incarceration transition programs and housing first
models of care, should be supported.
For short-term and long-term interventions to be sus-

tained, they must be practiced not only in the healthcare
settings but interwoven within the criminal legal, educa-
tion, and social services systems. Adherence to CDC’s
Evidence-Based Strategies for Preventing Opioid Over-
dose 4 Guiding Principles is fundamental for successful
interventions.91 Moreover, the budgetary framework
guiding opioid prevention efforts needs to be fundamen-
tally restructured on the basis of analytics, with the abil-
ity to redirect funds as needed on the basis of
surveillance data. There is ample opportunity for public
health professionals with litigation settlements, includ-
ing The Global Prescription Opioid Litigation Settle-
ment Agreement (signed by all the 50 states and
territories in July 2021) and a recently finalized $26 bil-
lion opioid settlement agreement, to guide the funding
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allocation process.97 This funding needs to be applied
equitably across all geographic regions using an evi-
dence-informed decision tree embedded in the preven-
tion framework.
Using a prevention framework will enable vital stake-

holders (clinicians, public health officials, government
officials, payers, the criminal legal system, community-
based organizations, and the public) to reduce future
OUD and overdose deaths.
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