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ABSTRACT | Rapidly rising drug overdose rates in the United States during the past three decades underscore the criti-
cal need to prevent overdose deaths and reduce the development of opioid and related substance use disorders (SUDs).
Traditional public health models of prevention emphasize the biological and physical risks of SUDs, often neglecting to
consider the broader environmental and social factors that influence health and well-being. Taking a socioecological ap-
proach, the authors aim to illustrate the complex interplay among individual, interpersonal, societal, and structural factors
that contribute to the development of SUD and overdose risk. The authors propose evidence-informed strategies and inter-
ventions across primary, secondary, and tertiary levels of prevention. By doing so, the authors hope to encourage policy
makers, funders, service providers, and community leaders to broaden their approaches to SUD prevention and consider
how they can create and advocate for a health-promoting environment by addressing the social and structural factors that
drive rising SUD and overdose trends.

Glossary of Terms and Concepts

Biomedical Model of
Health

Focuses on the biological and physiological factors of disease and illness

Harm Reduction

Aims to minimize the negative health, social, and legal impacts associated with drug use

Individual Level of
Influence

The biological, behavioral, and psychosocial factors within an individual that influence
health and disease

Interpersonal Level of
Influence

The relationships, social dynamics, and ways of interacting between individuals, including
family relationships, that influence health and disease

Macro Level of
Influence

The policies, culture, norms, laws, and systems that exist across groups of people and
institutions that influence health and disease

Primary Prevention

Approaches that aim to prevent disease conditions from developing

Secondary Prevention

Approaches that seek to identify a health condition as early as possible to halt or slow its
progression

Socioecological Model
of Health

Focuses on the interaction among the individual-, interpersonal-, and macro-level (e.g.,
community, social, and political) factors that influence disease and illness, and improve
overall well-being

Structural
Vulnerabilities

The intersecting structural and social factors (e.g., socioeconomic, political, racial, and
cultural) that create and perpetuate inequalities, increase risk of experiencing negative
health outcomes, and reduce opportunities for overall well-being

Tertiary Prevention

Approaches that strive to minimize acute negative consequences, such as death, among
those who have a disease, while promoting recovery and the management of long-term

effects to improve overall well-being
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Introduction

Clinical medicine and public health have long held dueling per-
spectives of illness. Leading public health thinkers have consis-
tently connected socioeconomic factors to illness, while some
traditional clinical medicine professionals have held views re-
stricted to the somatic parameters and “the organic elements . . .
of human malfunction” (Jones-Eversley and Dean, 2018; Engel,
1977). The biomedical model described in the latter half of the
previous sentence forms the basis of classical Western medical
training, in which illness can be reduced to a biological or physi-
ological physical element. Rudolf Virchow (1848), considered
the father of modern pathology, stated that “medicine is a social
science” and understood that disease operates at the cellular
level. He also recognized the social conditions that facilitated
the spread of disease, yet this acknowledgment had minimal in-
fluence in the evolution of the biomedical model.

In many ways, the American health care system still struggles
with the same dilemma today: reimbursement structures incen-
tivize delivery of high acuity care and surgical procedures and
rarely pay for care coordination, case management, or other
services known to impact long-term health outcomes. But there
is an increasingly urgent need, made more salient during the
co-occurring COVID-19 and overdose epidemics, to resolve the
philosophical debate over clinical medicine’s scope of responsi-
bility for identifying, treating, and preventing substance use dis-
order (SUD). While the importance of understanding the social
and economic conditions of patients is a common component of
medical training, the application of this notion to people who use
drugs (PWUD) is less common (Yoast et al., 2008). Furthermore,
training on the importance of patient socioeconomic conditions
may not translate to an understanding of how medical profes-
sionals can play an active role in addressing them, through pre-
vention, treatment, or policy advocacy.

Effectively addressing SUDs and their associated social deter-
minants of health requires a collaborative, cross-sector approach
involving not only health care systems and professionals, but also
schools, social service organizations, and local communities. By
working together, partners can have a greater impact and yield
more significant outcomes. They can realize collective impact by
fostering strategic partnerships to invest in and implement pre-
vention programs and by improving both the capacity to treat
SUDs and the awareness of available supportive service (Health
and Human Services Office of the Surgeon General, 2016).

The urgency of such collaborative strategies has been under-
scored in an era marked by the COVID-19 pandemic, which has
heightened society’s awareness of nonbiomedical influences on
health. The pandemic has exacerbated risk factors for increased
substance use and SUD, disrupting employment, housing, health
care access, and social connection, and heightening fear,
anxiety, financial stress, and grief—particularly among those
with preexisting structural vulnerabilities (Collins et al.,, 2022).

Pandemic-related stressors have been tied to escalation of the
ongoing overdose epidemic and increases in substance use
(Ghose, Forati, and Mantsch, 2022). For example, caregiving
responsibilities, stress, depression, and anxiety were associated
with increased substance use during the pandemic (Schmidt et
al., 2021). After a historic 30 percent year-to-year increase in
overdose fatalities from 2019 to 2020, estimates suggest that
the United States again experienced a 15 percent increase in
overdose fatalities in 2021, with a record-breaking 109,179
deaths—75 percent of which were related to opioids (Centers
for Disease Control and Prevention, 2021). Overdose fatali-
ties remained steady in 2022, with provisional data indicating
109,680 deaths (Ahmad et al., 2023).

Among those in the United States who died of overdose, the
racial inequity that existed before the pandemic was amplified
by the heavier economic, social, and health burdens carried by
non-Hispanic Black individuals during the pandemic. This group
had the greatest annual increase in drug-related overdose deaths
in 2020 (Mistler et al., 2021; SAMHSA, 2020a). While rates
of drug overdose death have consistently been higher among
the White versus Black population, Black people have seen a
3.6-fold increase in overdose deaths since 2015, compared
to the 1.7-fold increase among White individuals. In 2021, the
age-adjusted drug death rates of Black (44 per 100,000) and
American Indian/Alaskan Native (56 per 100,000) people
were significantly higher than the rate for White people (36.8
per 100,000; National Center for Health Statistics, n.d.). To
mitigate the worsening overdose crisis, the broader health and
human services system must consider the structural and social
determinants behind these growing disparities.

To make this case, this paper first explores the historical events
that have informed the current US biomedical paradigm for SUD
prevention, using the example of opioid use disorder (OUD), and
the problems that have, in part, resulted from this approach. The
authors then discuss how a socioecological framework—which
considers the complex interplay among individual, interper-
sonal, societal, and structural factors—can offer a more compre-
hensive and effective means of understanding SUD prevention.
The paper concludes with an exercise in which the authors apply
a socioecological lens to the traditional public health model of
OUD prevention, elucidating evidence-informed strategies and
interventions across primary, secondary, and tertiary levels of
prevention that aim not only to prevent disease but also to pro-
mote overall health and well-being.

The authors recognize the pivotal role the socioecological ap-
proach has played in shaping responses to various health con-
ditions, including mental health conditions (Akers et al., 2023;
National Institute on Minority Health and Health Disparities,
2017). However, despite its proven merits, the socioecological
approach remains underused and its integration into the field of
SUD prevention has been limited. Therefore, the primary purpose
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of this paper is to articulate the application of this approach and
underscore its significance within the overarching context of SUD
prevention. Further, this paper seeks to catalyze the expansion
and uptake of this approach, empowering stakeholders to iden-
tify strategies that align with their circumstances and available
resources.

From Moralization to Medicalization

The United States has a long history of politicizing, moralizing,
and racializing drug use, a history that existed for nearly a cen-
tury before President Richard Nixon formally declared the “war
on drugs” in the 1970s (Rosino and Hughey, 2018). Political
rhetoric preceding legislation that restricted or criminalized the
possession of opium, cocaine, and cannabis featured statements
that stoked fears of lost virtues and moral hygiene, and often
cited unsubstantiated claims of the victimization of White women
at the hands of people of certain races and ethnicities. For ex-
ample, prior to the enactment of the 1914 Harrison Narcotics
Act, proponents of racial prejudice warned Congress, claiming
that “[m]ost of the attacks upon [W]hite women of the South
are the direct result of a cocaine-crazed Negro brain” (Nunn,
2002). Congress passed the act, which regulated and taxed the
production, importation, and distribution of opiates, and spurred
federal agencies to prohibit physicians from prescribing opioids
to persons with addiction, effectively initiating the criminaliza-
tion of SUD in the United States at the federal level (Courtwright,
2015; Kleber, 2008).

Contrary to popular belief, the process of “scheduling” —which
categorizes drugs based on their potential for abuse— as con-
trolled substances was not informed by a systematic examination
of relative drug risk, but rather by geopolitical and commercial
interests and xenophobic ideologies that marginalized certain
racial and ethnic populations (Daniels et al., 2021). For instance,
the Controlled Substance Act of 1970, which laid the founda-
tion for the current US drug scheduling system, emerged amid a
broader cultural and political shift during the Nixon administra-
tion. Strategically aiming to neutralize the 1960s counterculture,
the Nixon administration “knew [they] couldn’t make it illegal to
be either against the war or [B]lack, but by getting the public to
associate hippies with marijuana and [B]lacks with heroin, and
then with criminalizing both heavily, [they] could disrupt those
communities” (Baum, 2016).

In the ensuing years, US drug policy has consistently priori-
tized addressing the perceived moral outrage against drug use
through tough-on-crime policies and a seemingly unrestricted
cascade of federal dollars invested in drug interdiction (Shepard
and Blackley, 2004). However, rather than serving as an ef-
fective public health strategy, this punitive approach has only
served to perpetuate stigmatizing attitudes by erroneously as-
sociating drug use with social deviance and criminality (Dineen
and Pendo, 2021). Prevention strategies have often relied on

harsh criminal legal actions and fear-based educational cam-
paigns, ostensibly to send a warning to individuals who might
sell or use drugs. Nevertheless, research suggests that compul-
sory detention, other harsh criminal penalties, and youth-focused
scare tactics have had little impact on reducing drug supply or
curbing demand (Substance Abuse and Mental Health Services
Administration, 2015; Global Commission on Drug Policy, 2011;
Degenhardt et al., 2010).

To counter the prevailing erroneous theories of addiction as a
moral failing, the medical community put forth the brain disease
model, which expressed addiction in scientific terms, namely ex-
plaining that SUD resulted from a brain system that had been
dysregulated by drug use (Heilig et al., 2021; Leshner, 1997).
However, the mechanistic view of drugs “hijacking” the brain
was not in conflict with the interdiction paradigm that similarly
targeted drugs as the source of growing social ills. The mechanis-
tic causal narrative continued to focus on regulating drugs and
the drug supply instead of interrogating the social factors that
drove the demand for drugs (El-Sabawi, 2019; Office of the Sur-
geon General, 2016; Institute of Medicine et al., 1994; Hawkins,
Catalano, and Miller, 1992). In more recent years, and in re-
sponse to greater attention to racial disparities in the criminal le-
gal system, advocates within the medical community have called
for reform of the criminal legal response to SUD and targeted
broader social change, including increased access to housing,
education, and health care (AMA, 2022; AMA, 2021; ASAM,
2021a; ASAM, 2021b; AMA, 2020).

From Medicalization to a Socioecological
Approach

Prescriptive biomedical views of SUD prevention have led to sim-
plistic problem statements and unidimensional solutions. For ex-
ample, the United States experienced an excessive focus on in-
creased opioid prescribing as a response to the opioid overdose
crisis, often at the expense of supportive strategies (Dasgupta,
Beletsky, and Ciccarone, 2018). The increase in prescribing
stemmed from a complex interplay between predatory market-
ing of opioids and the need to address the undertreatment of
chronic pain in the 1990s and early 2000s (DeWeerdt, 2019).
However, the disproportionate emphasis on pharmaceuticals in
the public narrative obscured other important drivers of the cri-
sis, while fostering a defensive dynamic between patients and
prescribers.

Key factors—such as the high prevalence of illicitly manufac-
tured opioids, the counterproductive role of prohibition policies
in creating an increasingly toxic drug supply, and evolving trends
in substance use —have been largely overlooked. This reduction-
ist view diverted attention from the myriad of contextual factors
related to the onset and progression of SUD (Herzberg et al.,
2016; Wailoo, 2014). A case in point is the rigid misapplication
of prescribing limits outlined in the 2016 “CDC [Centers for Dis-
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ease Control and Prevention] Guideline for Prescribing Opioids
for Chronic Pain,” which contributed to many patients with pain
who benefited from opioid therapy being nonconsensually ta-
pered or denied further treatment (Kroenke et al., 2019; Dowell,
Haegerich, and Chou, 2016). Consequently, some individuals
resorted to seeking illicit alternatives for pain relief, paradoxi-
cally exacerbating the very issue that the guideline sought to ad-
dress (Coffin et al., 2020).

The focus on reducing opioid prescriptions may have the ve-
neer of a less punitive and more medical approach to preventing
SUD but s still a supply-side narrative (El-Sabawi, 2019). More-
over, a purely biomedical focus for preventing SUD offers limited
insight info the structural and systemic factors driving racial and
ethnic disparities in overdose deaths.

Service providers and policy makers should consider how
they can create a health-promoting environment regardless of
whether an individual has ever used drugs, is diagnosed with
SUD, or engages in high-risk substance use. Indeed, the health
care industry depends on the biomedical model, with a focus
on diagnosis, precise and prescriptive treatment, and decision-
chart resolutions (Fricton et al., 2015). However, expanding
the broader health care system’s understanding of prevention
beyond the body’s mechanistic functions is critical to stemming
the nation’s ongoing rise in overdoses and future substance use
epidemics.

While it is now socially acceptable in many circles to state
that addiction is not a moral failing—an advancement that goes
against a long history of socially accepted condemnation of
PWUD—the debate has now shifted to whether addiction is a
brain disease, a chronic disease, or not a disease at all (Volkow
and Boyle, 2018; Racine, Sattler, and Escande, 2017; Szalavitz,
2016; ASAM, n.d.). The conversation needs to be elevated be-
yond individual positions on the matter to include structural and
societal factors. Here, the authors seek not to discredit the bio-
medical view but merely to provide support for more inclusive
problem statements and solutions.

A Socioecological Theoretical Framework for
SUD Prevention

A socioecological framework for SUD prevention recognizes the
complex interactions between people and their environments
at the individual, interpersonal, and macro levels (Agency for
Toxic Substances and Disease Registry, 2015; Bronfenbrenner,
1979). Social epidemiologists have established causal mecha-
nisms to support the application of a socioecological frame-
work to health broadly and to clarify how structural and social
determinants of health create socially patterned distributions of
disease (Berkman, Kawachi, and Glymour, 2015; Krieger, Dor-
ling, and McCartney, 2012; Glass and McAtee, 2006; Link and
Phelan, 1995). Social epidemiologic research supports the as-
sertion that the context in which individuals make health-related
choices serves as a barrier to or facilitates health (Galea, Nandi,

and Vlahov, 2004; DuBois, 2003). Race, often treated in bio-
medical perspectives as biologically defined (loannidis, Powe,
and Yancy, 2021), is recognized as a socially constructed factor
that is not biologically determined but does create differences in
biological outcomes (Krieger, Dorling, and McCartney, 2012;
Roberts, 2012).

Figure 1 illustrates the nested levels of factors considered in a
socioecological framework, which have been highly simplified
for the purpose of organizing the current argument. Macro-level
factors, such as policies and practices, can have direct impacts
on individuals’ health by subjecting them to stigma, trauma, and
discrimination stemming from these broader influences. These
experiences then physically manifest via stress response mecha-
nisms (Hatzenbuehler et al., 2015; Geller et al., 2014). Addi-
tionally, macro-level factors shape the interpersonal structures
in communities, influencing individuals’ access to resources and
opportunities, and their health-related behaviors and beliefs.
Importantly, the interplay among levels is interdependent and
multidirectional, with influences at one level often facilitated or
inhibited by elements at another level.

Understanding this interplay, social epidemiology recognizes
that people make places and places make people (Macintyre
and Ellaway, 2003). Due to the complex feedback loops and
interactions between people and their environments (e.g.,
people may not buy healthy foods because stores do not carry
healthy foods, and stores may not carry healthy foods because
of a perception that people will not buy them), reductionist views
of health can be antithetical to the socioecological perspective.
While not the focus of this current work, the authors recognize
that this complex person-environment interaction can occur
across the life course and is intergenerational (Latimore et al.,
in press).

The application of a socioecological framework to SUD is not
new (American Institutes for Research, 2022; Park et al., 2020;
Jalali et al., 2020; Galea, Nandi, and Vlahov, 2004), but the
addiction field has been slow to adopt the framework in prac-
tice. Macro-level risk factors such as restrictive drug policies and
stigma isolate people with SUD from social and economic re-
sources, such as services associated with SUD prevention, treat-
ment, recovery, and harm reduction. These resources influence
health at the individual level through physiological, psychoso-
cial, and health behavior pathways. Similarly, racial disparities
in SUD result from the experience of race in society and the dis-
tribution of economic and social resources that affect health. For
the remainder of the paper, the authors focus on OUD, because
of its relative contribution to the current overdose epidemic and
the availability of resources targeted to OUD. However, the au-
thors recognize the evolving nature of drug trends, the need for
attention to other SUDs, and the applicability of this theoretical
approach and related strategies to related SUDs.
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Applying a Socioecological Framework for a
More Nuanced View of OUD and Public Health
Prevention

In the biomedical model of health and health care, prevention in-
terventions have traditionally been classified according to three
distinct levels: primary, secondary, and tertiary (Leavell and
Clark, 1965). Primary prevention strategies aim to mitigate risk
factors and prevent health conditions from ever developing. Sec-
ondary prevention interventions seek to identify a health condi-
tion as early as possible to halt or slow its progression. Tertiary
prevention approaches strive o minimize acute negative conse-
quences, like death, among those who have the disease.

In the context of OUD, a primary prevention approach under
the traditional biomedical model aims to avoid the onset of OUD
by, for example, educating clinicians and patients on alternative
modalities and non-opioid medications for effective pain man-
agement to reduce exposure to prescribed opioids. Similarly,
screening and referring patients to be prescribed medications
for OUD constitute one approach to achieving the secondary
prevention goal of identifying, diagnosing, and treating OUD
as early as possible. Lastly, providing naloxone to those using
opioids is an example of tertiary prevention, as naloxone can
reduce the risk of opioid overdose and death among individuals
with OUD.

While the primary, secondary, and tertiary classification can
be useful for partitioning types of responses, its typical applica-
tion to a biomedical model focuses on a clinical response and

does not include efforts to address structural determinants of
health and the complex interactions among the human body, the
environment, and an individual’s life circumstances included in
the socioecological perspective.

For example, negative stereotypes persist about people with
OUD that do not exist for people with other chronic conditions;
the latter are met with relatively clear pathways to additional
testing, treatment, and support. Comparatively, upon discov-
ery of their nonprescribed opioid use, too often individuals face
judgement or blame and are left without connections to appro-
priate, evidence-based care (Tsai et al., 2019). Such counterpro-
ductive interactions with health care professionals and the health
care system deter individuals from seeking help at critical mo-
ments before and after the development of OUD and associated
negative health and social consequences. Widespread recog-
nition that OUD is a treatable condition, and that stigmatizing
language has negative impacts on people with OUD, is critical
for reducing the continuous rise in overdoses.

The primary, secondary, and tertiary prevention classifica-
tion is somewhat ill fitting for the nonlinear nature of addiction
and other chronic health conditions, particularly if the treatment
approach does not consider the social and environment factors
impacting disease and health. OUD is a medical diagnosis de-
fined by a pattern of opioid use that leads to problems or distress
(e.g., physical, mental, interpersonal, and financial; American
Psychiatric Association, 2013). Most people who are exposed
to opioids do not develop OUD. Of the estimated 10.1 million

FIGURE 1 | Examples of Nested Levels of Influence in a Socioecological Approach to Health

SOURCE: Developed by authors.
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individuals 12 years or older who reported problematic use of
opioids in 2019, 1.6 million met The Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition, Text Revision, crite-
ria for OUD (SAMHSA, 2020b). Among individuals prescribed
opioids long term for chronic pain, between 8 percent and 12
percent will develop an addiction to opioids, although nuance
exists in the reported estimates (Dowell, Haegerich, and Chou,
2016; Volkow and Mclellan, 2016; Vowles et al., 2015). Indi-
viduals can move in and out of the “diagnosed” and “high-risk”
categories as they reduce their drug use and no longer meet the
criteria for OUD. Among those with an OUD diagnosis, the ex-
tent o which they participate in drug use behaviors that place
them at high risk for overdose can fluctuate.

The definitions of recovery and remission are hotly debated
topics that involve differing schools of thought (Office of the
Surgeon General, 2016). While there is general agreement that
recovery involves achieving a state of improved well-being,

varying perspectives exist on the nature of addiction, the goals
of treatment, the necessity of treatment, and the possibility of
complete remission. At one end of the spectrum, proponents
argue that long-term abstinence is the primary criterion for re-
covery. Conversely, alternative schools of thought adopt a more
inclusive approach to recovery, recognizing that complete ab-
stinence may not be immediately feasible or desirable for every-
one. Instead, they emphasize harm reduction approaches and
focus on positive behavior changes and improved well-being as
indicators of recovery.

Socioecological Levels of Prevention for OUD

To address the limitations of the classical prevention categoriza-
tions, the authors have recast OUD prevention with a socioeco-
logical framework that recognizes the nonlinear interconnectivity
between people and their environments. Hood et al. (2016) es-
timate that individual health behavior accounts for about one-

FIGURE 2 | Primary Prevention: Examples of Risk and Protective Factors for Those at Risk for Developing Opioid Use Disorder

PRIMARY A Risks v Protective factors
ju—|
* Adverse childhood experiences * In-school and out-of-school programs that
1 * Trauma and stress support youth achievement of age-
b= | * Co-occurring psychiatric conditions appropriate milestones
Q * Adult unemployment * Accessible and affordable health care services
a * Abrupt cessation of pain medication and
o lack of alternatives
Z

a

childhood

Racial discrimination

Lack of consistent caring adult during

In utero exposure to maternal stress

Stress buffering (e.g., factors that mitigate
stress)

Sufficient provider capacity and
reimbursement

Social support, connectedness, and
opportunity for socialization

Investments in evidence-based prevention (in-
and out-of-school time)

Promotion of parental and intergenerational
health

Community disinvestment and poverty
Insufficient insurance coverage for mental
health and medical services

Insufficient capacity of pain management
and pain management alternatives (and
subsequent pursuit of less expensive and
more toxic illegal options)
Structuralfinstitutional racism

* Community vitality and economic opportunity
* Support for resource-limited families and
individuals

Punitive drug laws

SOURCE: Latimore A. D., E. Salisbury-Afshar, N. Duff, E. Freiling, B. Kellett, R. Sullenger, A. Salman, and the Prevention, Treatment, and Re-
covery Services Working Group of the National Academy of Medicine’s Action Collaborative on Countering the U.S. Opioid Epidemic. 2023.
Primary, Secondary, and Tertiary Prevention of Opioid Use Disorder through Socioecological Strategies. NAM Perspectives. Discussion Paper,
National Academy of Medicine, Washington, DC. https://doi.org/10.31478 /202309b.

NOTE: Figure created by American Institutes for Research. Copyright 2023. All rights reserved.
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third of health outcomes; the remaining two-thirds of health fac-
tors can be broadly defined as social determinants and include
social and economic factors (47 percent), the physical environ-
ment (3 percent), and access to quality health care (16 percent).
These social determinants can be broken into two categories: risk
factors and protective factors. Protective factors—such as com-
munity safety, supportive relationships, financial stability, and
access to care—are associated with positive health outcomes.
Conversely, unsafe living conditions, food insecurity, poverty,
and social isolation are associated with negative health out-
comes.

Risk and protective factors exist within the contexts in which
a person interacts and exists. Combining the socioecological
framing of risk and protective factors with the classical framing
of prevention (Figures 2, 3, and 4) is a start to identifying indi-
vidual, interpersonal, and macro-level strategies that can pro-
mote or deter health for those at different stages of the prevention
continuum.

Primary Prevention of OUD Using a Socioecological
Model

Primary prevention using a socioecological framework seeks
to prevent the onset of disease and acknowledges that an in-
dividual’s risk of developing OUD is shaped by a combination
of intersecting biopsychosocial and environmental risk and pro-
tective factors, as outlined in Figure 2. Evidence-based primary
prevention interventions address both biopsychosocial and envi-
ronmental risk and protective factors at the individual, interper-
sonal, and macro levels to prevent the onset of OUD (Office of
the Surgeon General, 2016).

An example could involve adverse childhood experiences
(ACEs) and positive childhood experiences (PCEs), which both
play crucial roles in shaping a person’s life trajectory. ACEs—
which encompass negative, stressful, and traumatizing events
that occur before the age of 18—are strongly associated with
increased risk of developing OUD over the life span (Guarino
et al., 2021). On the other hand, PCEs, such as supportive re-
lationship and safe environments, can act as protective factors
against the harmful effects of ACEs (Bethell et al., 2019). Factors
that contribute to ACEs include the lack of a consistent caring
adult during childhood and/or growing up with food insecurity,
while factors that promote PCEs involve creating and sustain-
ing safe, stable, and nurturing relationships and environments in
which children and families can thrive (CDC, 2022; CDC, 2019).
Recognizing the prevalence of ACEs and their strong association
with opioid use and related behavioral health outcomes, it is cru-
cial to prioritize prevention of ACEs. Further research is needed
to describe the cultivation of PCEs and impact on incidence of
OUD. (National Academies of Science, Engineering, and Medi-
cine, 2019).

Applying the socioecological lens to primary prevention pro-
vides targets at the individual, interpersonal, and macro levels for

preventing the onset of OUD (Figure 2). Examples of interven-
tions at each of these levels include the following:

Individual: Mentoring and Out-of-School Programs
Research demonstrates that school completion, stable career
employment, and quality relationships are associated with re-
duced high-risk substance use patterns, including opioid use,
leading into young adulthood (Merrin et al., 2020). Mentoring
and out-of-school programs—such as Big Brothers Big Sisters of
America (n.d.), After School Matters (n.d.), and Powerful Voices
(n.d.)—support the growth and development of youth and ado-
lescents by addressing the need for positive adult contact and of-
fering skills development opportunities, resources, and platforms.
The enhanced support helps to increase confidence and foster
professional values, such as leadership, teamwork, and respect,
all of which have been shown to reduce problematic drug use
among youth (Erdem and Kaufman, 2020; CDC, 2019).

Interpersonal: Family Support Programs

Data support the assertion that close family relationships can
ameliorate the impact that trauma, stress, and adversity have on
an individual’s physical health over their life span (Chen, Brody,
and Miller, 2017; Brody et al., 2016). Culturally relevant and
asset-based family support programs, such as the Strong African
American Families Program (University of Georgia, Center for
Family Research, n.d.), help to foster positive family environments
and improve supportive parenting practices, including positive
racial socialization, communication, and consistent discipline,
thereby enhancing parents’ and caregivers’ efforts to help youth
develop positive goals as well as skills to resist involvement in risk
behaviors, like early initiation of opioid or other drug use (Brody

et al. 2006).

Macro: Federal and State Policies and/or Invest-
ments That Support Resource -Limited Families
The harmful effects of economic hardship and financial instability
on child health and development are well documented (Sand-
strom and Huerta, 2013). Research shows that when families
can meet their basic needs—such as food, housing, and health
care—parents and caregivers can better provide the critical
emotional and material support that children need to grow into
healthy, productive adults (Masten, Lombardi, and Fisher, 2021).
Policies and investments in social programs—including livable
minimum wage requirements, child care subsidies, and federal
tax credits—can be important levers to reduce the strain on low-
income families to meet their basic needs, thereby reducing so-
cioeconomic risks for parents and their children, which in turn
decreases the risk of developing OUD (Cooper, Mokhiber, and
Zipperer, 2021; Milligan and Stabile, n.d.).

For additional examples of socioecological primary preven-
tion interventions for OUD, please refer to Table A-1.
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Secondary Prevention of OUD Using a Socioecological
Model
Secondary prevention interventions using a socioecological
framework focus on biopsychosocial and environmental strate-
gies that target early identification of OUD and support for those
with OUD. As illustrated in Figure 3, several risk factors impede
and/or challenge the success of screening and treatment refer-
ral, including stigma, discrimination, and insufficient provider
competency and/or knowledge, all of which can influence an
individual’s engagement in their health and human services.
Applying the socioecological lens to secondary prevention
provides targets at the individual, interpersonal, and macro
levels for supporting those in the early or mild stages of OUD.
Examples of interventions at each of these levels include the fol-
lowing:

Individual: Access to Trauma-Informed Care

Based on a large population-based survey, an estimated 50
percent to 60 percent of adults in the United States have expe-
rienced some type of traumatic event at least once in their lives
(Husarewycz et al., 2014). Given the strong link between ex-
posure to trauma and OUD, receiving trauma-informed care—
which includes considering a person’s traumatic experiences
when providing care and adopting policies, procedures, and
practices that avoid retraumatization and support healing and
recovery—can help to improve patient engagement, OUD treat-

ment adherence, and health outcomes (SAMHSA, 2014a).

FIGURE 3 | Secondary Prevention: Examples of Risks and Protective Factors for Those with Opioid Use Disorder

SECONDARY A Risks @ Protective factors
N
4 N
~ ~
* Co-occurring mental health conditions * |nitiation of, and retention in, medication for
-l and other comorbidities opioid use disorder (MOUD) treatment
g * Internalization of stigma due to drug use * Receiptof early diagnosis and referral to
[a] and discrimination treatment
- « Lack of affordable or accessible * Basic needs met, affording opportunity for
Q treatment services self-actualization
! * Stable housing
* Economic stability
* Adeguate insurance coverage for SUD services

settings
Social isolation
Insufficient provider capacity

service providers

Stigma against people with SUD
Punitive interactions in treatment

Lack of cultural competency among

Lack of provider knowledge about SUD

Peer recovery support and other
interpersonal service retention
approaches in non-traditional settings

Services with wrap-around supports

mental health training

limiting accessibility

MACRO

INTERPERSONAL

related to addiction

behavioral therapy)

AN

Societal stigma and discrimination
Lack of addiction content in medical and

Low treatment reimbursement and
payer policies (e.g., pre-authorization)

Punitive drug policies and programs

High threshold treatment policies (e.g.,
requiring abstinence or cognitive

Insufficient coverage for SUD services

Housing and workplace policies that
support people with SUD

Access to case management and other
supportive services

Community socioeconomic opportunity

Availability of quality treatment, including
MOouD

Availability of addiction consultation for
primary care or other non-specialty
providers

Improving health care access through
Medicaid expansion

SOURCE: Latimore A. D., E. Salisbury-Afshar, N. Duff, E. Freiling, B. Kellett, R. Sullenger, A. Salman, and the Prevention, Treatment, and Re-
covery Services Working Group of the National Academy of Medicine’s Action Collaborative on Countering the U.S. Opioid Epidemic. 2023.
Primary, Secondary, and Tertiary Prevention of Opioid Use Disorder through Socioecological Strategies. NAM Perspectives. Discussion Paper,
National Academy of Medicine, Washington, DC.https://doi.org/10.31478 /20230%b.

NOTE: Figure created by American Institutes for Research. Copyright 2023. All rights reserved.
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Interpersonal: Training in Structural and Cultural
Competency

Culturally and linguistically diverse populations face greater
challenges to accessing OUD treatment (Gainsbury, 2016).
Consequently, it is vital that health and treatment providers cre-
ate a more inclusive care environment by developing a greater
awareness and understanding of the cultural, structural, and lin-
guistic factors that may help their patients feel more comfortable
in accessing care. Training and education programs for health
professionals that focus on developing cultural and structural
competencies—such as the National Culturally and Linguistical-
ly Appropriate Services Standards (Office of Minority Health,
n.d.)—can help to improve patient engagement in services, ther-
apeutic relationships between patients and providers, and treat-
ment retention and outcomes to advance health equity (Jones
and Branco, 2021; SAMHSA, 2014b).

Macro: Comprehensive, Interprofessional Addiction
Curricula and Training Programs

OUD touches nearly every aspect of the health care system. In-
dividuals who experience a nonfatal opioid overdose are likely
to interact with at least one health professional in the six months
preceding their overdose (Wagner et al., 2015). Given this con-
text, it is critical that all health professionals have the requisite
knowledge, skills, abilities, and attitudes to effectively identify
and support those with problematic substance use. Adoption of
interprofessional curricula and training programs, such as those
outlined in the National Academy of Medicine’s 3Cs Framework
for Pain and Unhealthy Substance Use (Holmboe et al., 2022),
provide the opportunity to better prepare health professionals
across the care continuum to identify and meet the complex and
varied needs of patients with unhealthy substance use behaviors.
(See Table A-2 for additional examples of secondary prevention
interventions using the socioecological framework.)

Tertiary Prevention of OUD Using a Socioecological
Model
Tertiary prevention strategies seek to mitigate the negative con-
sequences and worsening of symptoms among those with OUD
through a wide range of services and supports. These could
include treatment and recovery services, self-help, and mutual
aid groups, as well as harm reductions services to support indi-
viduals who are active in their substance use. Tertiary prevention
strategies do not stop new cases of OUD from emerging, yet they
do significantly reduce opioid-related morbidity and mortality
and improve overall well-being. Many of the interventions at this
stage are typically categorized as harm reduction; however, it
is worth noting that harm reduction includes a spectrum of infer-
ventions, including strategies across the primary and secondary
levels of prevention.

The socioecological model acknowledges that more can be
done to address and prevent collateral consequences and co-

morbidities associated with OUD, including incarceration and
spread of infectious diseases (see Figure 4).

Applying the socioecological lens to tertiary prevention pro-
vides targets at the individual, interpersonal, and macro levels for
preventing severe consequences among those with OUD, such
as overdose death and infectious diseases like HIV and hepatitis
C (HQV) related to injection drug use. Examples of interventions
at each of these levels include the following:

Individual: Low-Barrier Access to Harm Reduction
Services and Supplies

Harm reduction services, which include interventions such as the
distribution of sterile syringes and naloxone, have been proven
to be effective at preventing morbidity and mortality associated
with injection drug use. However, a significant number of PWUD
do not have access to these services, a gap that frequently stems
from geographical limitations (e.g., for those residing in rural
areas) and the enduring stigma associated with the receipt of
such services (Harm Reduction International, 2020). Innova-
tive, remote harm-reduction platforms like NEXT Distro have
emerged to address these obstacles, leveraging the reach and
convenience of digital technologies (e.g., internet, text messag-
ing, and e-mail) to mail essential harm reduction supplies direct-
ly to those in need (NEXT Distro, n.d.). These platforms not only
dismantle geographical and stigma-related access barriers but
also provide comprehensive harm reduction resources and sup-
port (Barnett et al., 2021; Yang, Favaro, and Meacham, 2021).
With an emphasis on anonymity and privacy, these services ex-
pand accessibility, offering a practical, transformative solution

for PWUD.

Interpersonal: Education on Safer Injection Practices
Higher risk of HIV and HCV infections, abscesses, cellulitis, and
other skin infections is associated with certain drug injection
practices (CDC, n.d.). Promoting safer injection practices among
PWUD through education and training—like that of the National
Harm Reduction Coadlition’s Getting Off Right: A Safety Manual
for Injection Drug Users (National Harm Reduction Coalition,
2020)—empowers individuals to minimize potential harms as-
sociated with injection drug use (Roux et al., 2021).

Macro: Syringe Service Programs

Nearly 30 years of research strongly support the conclusion that
syringe service programs (SSPs) play an important role in pro-
moting community safety and reducing the transmission of HIV,
HCV, and other blood-borne infections commonly associated
with injection drug use (Javed et al., 2020). Policies that remove
barriers to the development of SSPs are critical to increasing ac-
cess to this evidence-based prevention practice. (An example
is Florida's Infectious Disease Elimination Act [IDEA] of 2016,
which permitted county commissions to authorize SSPs through
grants and donations from private resources and funds, enabling
the University of Miami to open the state’s first and only SSP:

nam.edu/perspectives
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IDEA Exchange [IDEA Exchange, n.d.]). These programs are
instrumental in ensuring that high-risk individuals have access
to the full range of services made available by SSPs, including
access to and disposal of sterile syringes and injection equip-
ment, vaccination, testing, and links to infectious disease care
and OUD treatment. (Table A-3 includes additional examples of
tertiary prevention interventions.)

Interconnected and Multidirectional Levels of
Influences

The above examples highlight the complex interplay among the
three levels of prevention and the socioecological levels of influ-
ence, wherein multidirectional interactions among levels means
that factors at one level are often facilitated or restricted by fac-
tors at another. For example, individual-level factors—such as

individual behaviors, psychological state, and physiological
mechanisms—are both supported and limited by interpersonal
factors like social support, sense of community cohesion, and
access to person-cenfered care. However, these inferpersoncl
factors do not exist in isolation; they are influenced and shaped
by macro-level factors, such as drug control policies, fragment-
ed and unaccountable treatment delivery systems, concentrated
poverty, and stigmatizing cultural narratives about people with
OUD. Thus, each level is not only dependent on but also instru-
mental in shaping the dynamics of the others, thereby creating a
complex web of interconnected influences.

Additional examples of socioecological primary, secondary,
and tertiary interventions that further illustrate this dynamic are
provided in Tables A-1, A-2, and A-3. The interventions included
in the tables have been limited to those with promising evidence

FIGURE 4 | Tertiary Prevention: Examples of Risks and Protective Factors for Those at Risk for Acute Consequences of Opioid Use Disorder

A Risks

v Protective factors
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~3
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E incarceration services/supplicates (e.g., overdose education
E - Collateral consequences of incarceration on and naloxone distribution, syringe services,
g . individual social determinants of health fentanyl test strips)
- * Unaddressed comorbidities (HIV, Hepatitis * Psychosocial and economic stability
C, wound care)
* Stigma against people with SUD + Co-prescribing of naloxone along with
= « Sacial isolation medications with elevated risk profiles for
* Discrimination D
* Lack of provider knowledge about SUD * Low threshold access t{.) MouD trggtment
X + Peer recovery support in non-traditional
E * Lack of provider structural, cultural, or settings
4 linguistic co.rnpetency « Bystander naloxone provision and other
ﬂ * Lack of provider knowledge of best approaches to make naloxone widely available
> practices for prescribing + Coordinated care
L + Case management for the social determinants
\ of health |
* Societal stigma and discrimination + Availability of overdose education and
* Lack of accountability for or ineffective naloxone programs
implementation of harm reduction laws + Availability of syringe service programs
* lllicitmarket trends toward increasingly + Availability of safe consumption spaces
toxicdrug supply + Community penetration of naloxone;
* Punitive criminal legal policies naloxone access legislation
* High threshold treatment policies (e.g., * Good Samaritan laws with proper
requirements for abstinence) implementation
* Jails and prisons that do not offer + Availability of affordable housing and
medication for opioid use disorder employment that support people who use
(MOUD) drugs
* Lack of access to comprehensive health + Availability of quality treatment, including
services MOouD
S | |

SOURCE: Latimore A. D., E. Salisbury-Afshar, N. Duff, E. Freiling, B. Kellett, R. Sullenger, A. Salman, and the Prevention, Treatment, and Re-
covery Services Working Group of the National Academy of Medicine’s Action Collaborative on Countering the U.S. Opioid Epidemic. 2023.
Primary, Secondary, and Tertiary Prevention of Opioid Use Disorder through Socioecological Strategies. NAM Perspectives. Discussion Paper,
National Academy of Medicine, Washington, DC. https://doi.org/10.31478 /202309%b.

NOTE: Figure created by American Institutes for Research. Copyright 2023. All rights reserved.
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to reduce the risks associated with precursors of OUD, OUD in-
cidence, OUD morbidity, and OUD-related mortality; however,
their inclusion does not suggest, and should not be taken as, an
endorsement by the National Academy of Medicine or any of
the authors’ organizations.

The goal of this exercise is neither to provide an exhaustive
list of all possible interventions, nor to grade the available evi-
dence for various interventions. Instead, the focus is specifically
to provide a socioecological public health prevention framework
to support a holistic vision for OUD policy, research, and service
delivery solutions. Additionally, the socioecological foundation
of this framework will foster adaptable and effective solutions
that are responsive to the underlying needs of those who are
most affected by OUD.

The outlined inferventions and strategies can serve as a start-
ing point and inspiration for stakeholders interested in address-
ing OUD and other related SUDs. By offering examples that
make a socioecological approach to OUD prevention practical,
the authors hope to provide tangible strategies that can be ap-
plied to other SUDs more broadly and that will encourage and
empower practitioners, policy makers, funders, service provid-
ers, and community leaders to take action through relational dy-
namics, institutional practices, policy, and advocacy. The tables
do not prioritize specific interventions, since each advocate
operates within a unique context. Therefore, when determining
which strategies and interventions to adopt, advocates should
consider their target population and sphere of influence, and the
resources they have at their disposal.

Conclusion

Given the severity of the impact of overdose deaths on the nation
and the dramatically increasing rates of OUD and other related
SUDs in the United States over the past 20 years, it is critical that
a public health framework is applied when considering policy,
research, and service delivery solutions. This approach is par-
ticularly important in light of the structural and systemic factors
driving the growing racial and ethnic disparities in SUD treatment
and care (Center for Behavioral Health Statistics and Quality,
2021). This discussion paper applies principles of social epide-
miology to a traditional public health prevention framework and
elucidates contextual and structural points of intervention.

The authors hope to expand the purview of action and respon-
sibility beyond the individual, encourage an expanded lens for
those who ascribe only to the biomedical approach to health
and well-being, and promote an evergreen focus on SUD pre-
vention that elevates the conversation beyond any particular
drug. Leveraging a socioecological approach empowers lead-
ers to champion prevention strategies that address health eqg-
vity and amend the nation’s historically unjust practices, some
of which persist today. With health equity in mind, the authors
encourage US leaders to sharpen their attention toward macro-
level solutions for prevention; these hold the greatest potential for

sustainably improving health for all citizens across a broad set of
health outcomes.

While there are a variety of evidence-based and promising
practices related to SUD and overdose prevention, there remain
significant gaps in researchers’ and practitioners’ understand-
ing. Public funds addressing overdose trends should ensure in-
dividual-, interpersonal-, and macro-level investments across
the primary, secondary, and tertiary prevention spectrum and
support continued research on intended and unintended health
outcomes of all funded interventions.

The nation can no longer solely target individuals for one of
the greatest social ills of modern times (Reinarman and Levine,
1997). Rather, it must embrace a more comprehensive, multi-
tiered approach that also considers the interpersonal, societal,
and structural factors in which individuals interact. This view will
ensure that the health care system not only treats the symptoms
of disease but also concentrates on the underlying drivers that
have fueled the unrelenting rise in incidence of SUD and over-
dose. In turn, this broader focus on prevention and treatment
can also contribute significantly to promoting overall health and
well-being. Addressing these underlying determinants of health
has the potential to enhance not only addiction outcomes but
also broader societal health outcomes, fostering healthier, more
resilient communities.
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Table A-1 | Evidence-Based Interventions at the Primary Level of Prevention

Primary Prevention

I. Targeted Level Il. Risk(s) at the IIl. Protective | IV. Intervention V. Intervention Description VI. Examples of
of Action Targeted Level of Factor(s) Programs/Models
Action Addressed
Individual Adult unemployment Social support, Out-of-school School completion, obtaining stable career employment, and quality | 1.  Powerful Voices:
connectedness, programs relationships are associated with reducing high-risk substance use https:/ /www.
and opportunity for patterns leading into young adulthood. [1] powerfulvoices.org/about
socialization 2. Big Brothers Big
Mentoring and out-of-school programs (such as Big Brothers Big Sisters of America:
In-school and out- Sisters of America, After School Matters, and Powerful Voices) https://www.bbbs.org/
of-school programs support the growth and development of youth and adolescents by of- | 3, After School Matters:
that support youth fering skills development opportunities, resources, and platforms that https:/,/www.sesp.
achievement of help to increase confidence and foster professional values, such as northwestern.edu/docs/
age-appropriate leadership, teamwork, and respect. These qualities have been shown publications/ 107022402
milestones to reduce the use of drugs and drug-related activity. [2] 95536767809t pdf
Interpersonal Adverse childhood Promotion of parental | Family skills training | Family skills training programs (such as the Nurse-Family Partner- 1. Nurse-Family
experiences and intergenerational | programs ship and Strengthening Families Program) empower and support Partnership:
health vulnerable and high-risk families by equipping them with tools and https:/ /www.
In utero exposure to resources that help to reduce risk factors (e.g., substance misuse) nursefamilypartnership.
maternal stress and improve protective factors, leading to improved health and life org/about/
outcomes. [3,4] 2. Strengthening
Families Program:
https:/ /strengtheningfami-
liesprogram.org/
Interpersonal Adverse childhood Stress buffering (e.g., | Support programs Family support programs, such as the Strong African American 1. Strong African
experiences factors that mitigate | focused on Families Program, help to foster positive family environments and thus American Families
stress) strengthening the reduce the impact that childhood stressors can have on biological Program: https://cfr.
family environment | processes and health behaviors over one’s lifetime, including the uga.edu/saaf-programs/
Promotion of parental development of risky behaviors like substance misuse. [5,6] saaf/
and intergenerational
health
Interpersonal Racial discrimination Prejudice habit- Intervention strategies can reduce the implicit bias of service provid- | 1. Long-Term Reduction
breaking strategies | ers (e.g., stereotype replacement, perspective taking, individuation). in Implicit Bias: A
Such interventions include Multi-Faceted Prejudice Habit-Breaking Prejudice Habit-
Intervention and also increase bias awareness and concern about Breaking Intervention:
discrimination. Thus, they help to decrease social stressors that can https:/ /www.ncbi.nlm.
impact the biological processes and health behaviors that can lead nih.gov/pmc/articles/
to substance use and development of a SUD. [7,8] PMC3603687/




Interpersonal

Adverse childhood

experiences

Investment in
evidence-based
prevention (in- and
out-of-school time)

Social-emotional
learning programs

Social-emotional learning programs—such as LifeSkills Training,

the Good Behavior Game, and Promoting Alternative THinking
Strategies (PATHS)—promote positive behavior and help youth and
adolescents to develop emotional and social competencies, leading
to a range of positive outcomes, including reduced youth alcohol,
tobacco, and drug use; depression; anxiety; and suicidal thoughts.

[9,10,11,12]

LifeSkills Training:
https:/ /www.lifeskillstrain-
ing.com/Ist-overview/
Good Behavior Game:
https://goodbehavior-
game.air.org/about_gbg.
html

PATHS: hitps://national-
gangcenter.ojp.gov/spt/
Programs/ 104

Interpersonal

Adverse childhood

events

In utero exposure to
maternal stress

Promotion of parental
and intergenerational

health

Social determinants
of health and
adverse childhood
events screening

in primary care
settings, with follow-
up and linkage
services

The integration of screening for social determinants of health and
adverse childhood events in primary care settings helps primary
health care professionals address common psychosocial problems,
such as parental depression and substance use. This integration also
provides early intervention and counsel, which may lead to reduced
child maltreatment. [13,14]

Safe Environment for
Every Kid: https://
seekwellbeing.org/about-
seek-2/

Interpersonal (teacher/
student)

Macro (state and local
school systems)

Trauma and stress

Co-occurring psychiat-
ric conditions

Investment in
evidence-based
prevention (in- and
out-of-school time)

Wellness and
resilience programs

Wellness and resilience programs, such as Project Advancing Well-
ness and Resiliency in Education (AWARE), focus on building part-
nerships between state and local school systems to increase aware-
ness of mental illness among school-aged children. The programs
also provide school personnel with the skills and training necessary
to identify mental health problems and connect students in need of
care. Such programs can improve student support at school, which
has been shown to help decrease the prevalence of nonmedical use
of prescription drugs among school-aged children. [15,16,17]

Project AWARE:
https:/ /www.samhsa.
gov/grants/grant-an-
nouncements/sm-20-016

Macro

Insufficient insurance
coverage for mental
health and medical
services

Accessible and
affordable health

care services

Medicaid expansion

The Affordable Care Act provided state funds to expand Medicaid to
adults with incomes below 138 percent of the federal poverty level.
The expansion gave millions of previously uninsured adults coverage
and expanded access to services that can reduce the risk of an SUD,
such as mental, behavioral, and physical health care for chronic
conditions. [18,19]

Status of State
Medicaid Expansion
Decisions: https://
www.kff.org/medicaid/
issue-brief/status-of-state-
medicaid-expansion-deci-
sions-interactive-map/

Macro

Community disinvest-
ment and poverty

Support for resource-
limited families and
individuals

Federal and state
policies and/or
investments that
support resource-
limited families

Macro-level policies reduce low-income families’ strain to meet
basic needs and decrease socioeconomic risks for parents and their

children. They also decrease risk for SUD. [20,21,22]

Examples include the following:

*  Minimum wage increases

e Child care subsidies

e Federal tax credits (e.g., Earned Income Tax Credit, and child
and dependent care tax credit)

Child Cash Benefits:
https:/ /www.nber.org/
papers/w21101




Macro Insufficient capacity Accessible and Policies that expand | Policies that expand coverage of non-opioid pain management alter- | 1. Medicaid Strategies
of pain management affordable health access to pain natives improve access to high-quality, evidence-based pain care for Non-Opioid
alternatives (and sub- | care services management and decrease opioid overuse and exposure. [23] Pharmacologic and
sequent pursuit of less Non-Pharmacologic
expensive and more Chronic Pain
toxic illegal options) Management: hitps://

www.medicaid.gov/
federal-policy-guidance/
downloads/cib022219.
pdf

Macro Community disinvest- Support for resource- | Homelessness While social selection and social adaptation explain the relationship | 1. Michigan’s Shelter
ment and poverty limited families and | diversion programs | between homelessness and substance misuse, research suggests a Diversion Pilot

individuals greater proportion of individuals develop an SUD after experienc- Program: https://www.
ing homelessness. [24,25] Programs such as Bridges to Housing michigan.gov/mshda/
Stability aim to prevent homelessness by helping individuals identify homeless/homeless-
immediate alternate housing arrangements and connecting them with and-special-housing-
services and financial assistance to help them return to permanent needs-programs/shelter-
housing, if necessary. [26,27] diversion-pilot
2. Bridges to Housing
Stability: https://
bridges2hs.org/
bridges-housing-stability-
programs/
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NOTES: Some interventions address both risks and protective factors; other interventions may address only one.

The interventions included in the table have been limited to those with promising evidence to reduce the risks associated with precursors of SUD, SUD incidence, SUD morbidity, or SUD-related mortality; however,
their inclusion does not suggest, and should not be taken as, an endorsement by the National Academy of Medicine or any of the authors’ organizations. Additionally, it should be noted that this table does not

encompass an exhaustive list of all primary level interventions.

The selection process involved a thorough review of existing scientific literature, including published studies, meta-analyses, systematic reviews, and program evaluations. In determining the inclusion of interven-
tions, the authors considered various factors, such as the strength of evidence supporting the program'’s effectiveness, the quality of research studies conducted on the intervention, the consistency of positive
outcomes across multiple studies, and the intervention’s relevance to the prevention of OUD and its associated risks.



Table A-2 | Evidence-Based Interventions at the Secondary Level of Prevention

Secondary Prevention

VI. Examples of Programs/Models

I. Targeted Level

Il. Risk(s) at the

I1l. Protective

IV. Intervention

V. Intervention Description

in services, therapeutic relationships between clients and
providers, and treatment retention and outcomes. [33]
However, providers should also be trained in structural
competency and recognize that different economic and
sociopolitical conditions can shape the interpersonal
interactions between a provider and patient, thus affecting
outcomes.

of Action Targeted Level of Factor(s)
Action Addressed
Individual Stigma against people Access to trauma- Trauma-informed care, an evidence-based approach, 1. CABridge—Trauma-Informed Care
with an SUD informed care encourages health care providers to consider a per- for Opioid Use Disorder: https://
son’s traumatic experiences when providing care. It also cabridge.org/resource/trauma-informed-
encourages providers to adjust policies, procedures, and care-for-opioid-use-disorder/
practices to minimize perceived threats, avoid retrau- 2. The Missouri Model: A
matization, and support healing and recovery. Having Developmental Framework for
access to this type of care has been shown to improve an Trauma-Informed Approaches:
individual's engagement with care, adherence to SUD https://dmh.mo.gov/media/pdf/
treatment, and overall health outcomes. [28] missouri-model-developmental-framework-
trauma-informed-approaches
Interpersonal Services with Community-based An interpersonal care management approach combines 1. Camden Core Model: hitps://camden-
wraparound care management the benefits of clinical care services with the ongoing sup- health.org/care-interventions/camden-
supports port of community-based care coordination. Community- core-model/
based care management can improve health outcomes 2. Michigan Medicaid Program’s
for those with SUD and enhance efficiency along the care substance use disorder community-
continuum. [29,30] based treatment: hitps://www.wmc-
mhs.org/wp-content/uploads/2019/10/
Attachment-A-SUD-Community-Based-
Treatment.pdf
Interpersonal Social isolation Peer recovery Peer recovery These services are designed and delivered by people 1. Enhancing Permanency in Children
support and other | support services who have experienced both SUD and recovery. Such an and Families: https://bmcpublichealth.
interpersonal approach can help people become and stay engaged in biomedcentral.com/articles/10.1186/
retention the recovery process and reduce the likelihood of relapse. $12889-021-10668-1
approaches in [31] 2. Imani Breakthrough Project: https://
nontraditional www.tandfonline.com/doi/abs/10.1080
settings /15332985.2021.1930329
Interpersonal Lack of cultural com- Culturally relevant National Culturally and Linguistically Appropriate Servic- | 1. Incorporating a Race
petency among service and linguistically ap- | es (CLAS) are respectful of, and responsive to, the health Equity Framework into
providers propriate services beliefs, practices, and needs of diverse populations. [32] Opioid Use Disorder Treatment:
These services help to advance health equity, improve https://link.springer.com/chap-
Training in structural | quality, and reduce health care disparities. For behavioral ter/10.1007 /978-3-030-80818-1_13
competence health specifically, CLAS can improve client engagement | 2. Structural Competency in Mental

Health and Medicine: https://link.
springer.com/book/10.1007 /978-3-
030-10525-9




Macro Punitive drug policies Community Restorative justice Macro-level policies aim to reinvest savings and revenues | 1. Justice Reinvestment Initiative:
and programs related | socioeconomic reinvestment previously channeled into criminal justice systems into https:/ / csgjusticecenter.org/projects/
to addiction opportunity productive, community-based initiatives that aim to tackle justice-reinvestment/
the underlying problems that give rise to criminal behav- | 2.  California Community Reinvestment
iors, including risky substance use. Examples of initiatives Grants Program: https:/ /www.grants.
include the following: ca.gov/grants/california-community-
e Job placement reinvestment-grants-program/
*  Mental health treatment
e SUD treatment
e System navigation services
e Legal services to address barriers to reentry
e Llinkages to medical care
Macro Availability of MOUD Medications for OUD include buprenorphine, methadone, | 1.  Medication-Assisted Treatment
quality treatment, and extended-release naltrexone. Individuals who receive Models of Care for Opioid Use
including MOUD are more likely to remain in treatment and less Disorder in Primary Care Settings:
medications likely to use illicit opioids, compared to individuals who https:/ /www.ncbi.nlm.nih.gov/books/
for opioid use receive treatment services without medication. Buprenor- NBK402343/
disorder (MOUD) phine and methadone have also been shown to reduce 2. Primary Care-Based Models for the
opioid-related mortality. Although counseling should not Treatment of Opioid Use Disorder:
be required to initiate or continue MOUD, case manage- A Scoping Review: https://pubmed.
ment and counseling services should be offered when ncbi.nlm.nih.gov/27919103/
available. [34,35] 3. Innovations in Methadone Medica-
tion for Opioid Use Disorder—A
Scoping Review: https://www.
nationalacademies.org/documents/em-
bed/link/LF2255DA3DD 1C41COA42D-
3BEFO989ACAECE3053A6A9B /file/
D5D2ACO18C5BED2881735AC4FF-
36BEAOCF2C89ED2803
4. Medications for Opioid Use
Disorder Save Lives: https://nap.
nationalacademies.org/catalog/25310/
medications-for-opioid-use-disorder-save-
lives
Macro Societal stigma and Housing and Housing First Model | This homelessness assistance approach is premised on 1. Pathways to Housing PA: https://
discrimination workplace policies the philosophy that all people deserve housing and that pathwaystohousingpa.org/
that support adequate housing is a precondition for recovery from 2. Housing First in Canada: https://

people with SUD

addiction. The model prioritizes providing permanent,
stable housing and additional support services without a
requirement of abstinence. [36,37]

www.homelesshub.ca/sites/default/files/
HousingFirstinCanada.pdf




Macro Societal stigma and Housing and Workplace In this approach, employers use evidence-based policies | 1. C€DC’s Workplace Supported
discrimination workplace policies | supported recovery | and programs to prevent exposure to workplace risk Recovery Program: https://www.cdc.
that support factors that could cause or perpetuate SUD. Employers gov/niosh/topics/opioids/wsrp/default.
people with SUD also lower barriers to seeking care, receiving care, and html
maintaining recovery. 2. Recovery Friendly Workplaces
Pennsylvania: htps:/ /recoveryfriend-
lypa.org/
3. Nevada Recovery Friend
Workplace Toolkit: https://
www.opioidlibrary.org/wp-content/
uploads/2020/12/Nevada-Recovery-
Friendly-Workplace-Toolkit.pdf
Macro Low treatment reim- Enforcement of The Mental Health Parity and Addiction Equity Act 1. ParityTrack—State parity
bursement and payer mental health and (MHPAEA) requires most health plans to apply similar reports: https://www.paritytrack.org/
policies (e.g., pre- SUD parity laws rules to mental health and SUD benefits as those applied reports/#state-disparities
authorizations) limiting to medical/surgical benefits, but enforcement of these 2. Know Your Rights: Parity for
accessibility laws has not been universal. [38,39] The Consolidated Mental Health and Substance Use
Appropriations Act of 2021 requires group health plans to Disorder Benefits: https://store.sam-
provide to the Departments of Labor and Health and Hu- hsa.gov/product/know-your-rights-parity-
man Services an evaluation of their compliance with the for-mental-health-substance-use-disorder-
MHPAEA (e.g., visit limits, pre-authorization requirements, benefits/pep21-05-00-003
comparative analyses with medical/surgical coverage). | 3.  Understanding Parity: A Guide
[40] Enforcement of MHPAEA is critical to ensuring access to Resources for Families and
to mental health and SUD treatment. Caregivers: https://store.samhsa.gov/
product/understanding-parity-guide-to-
resources-for-families-caregivers/pep21 -
05-00-002
4. The Essential Aspects of Parity: A
Training Tool for Policymakers:
https:/ /store.samhsa.gov,/product/
essential-aspects-of-parity-training-tool-
for-policymakers/pep21-05-00-001
Macro Low treatment reim- Section 1115 waiver | Section 1115 of the Social Security Act gives the secretary | 1. Integrating Health and Human

bursement and payer
policies (e.g., pre-
authorizations) limiting
accessibility

demonstrations for
behavioral health

of the Department of Health and Human Services the
authority to approve demonstration projects that are likely
to assist in promoting the objectives of the Medicaid pro-
gram. Demonstration projects for behavioral health, such
as California’s Whole Person Care pilot program, can
improve access to and integration of behavioral health
services, including SUD care, for high-risk, high-cost
patient populations. [41,42]

Services in California’s Whole
Person Care Medicaid 1115
Waiver Demonstration: hitps://
www.healthaffairs.org/doi/10.1377 /
hlthaff.2019.01617




Macro Lack of addiction Comprehensive, These curricula and training programs reflect the inter- 1. Codlition on Physician Education
content in medical and interprofessional disciplinary nature of effective SUD care and educate in Substance Use Disorder (COPE)
mental health training addiction curricula health professionals to approach SUD like other chronic Curriculum Innovation Challenge:

and training conditions. [43] These programs can better prepare health https:/ /www.copenow.org/ curriculum-

programs professionals to more proactively identify and address the innovation-challenge-2-0/

complex needs of patients with unhealthy substance use. | 2. The 3Cs Framework for Pain

and Unhealthy Substance Use:
Minimum Core Competencies
for Interprofessional Education
and Practice: https://doi.
org/10.31478,/202206a

Macro Lack of addiction Availability Telementoring Collaborative approaches may be aided by the use of 1. Maryland Addiction Consultation
content in medical and | of addiction virtual platforms—which allow clinicians to speak to spe- Services: https://www.marylandmacs.
mental health training | consultation for Peer-to-peer cialists to get input on clinical cases, SUD diagnoses, and org/

primary care or consultation management. Such platforms, in effect, extend the reach | 2.  Massachusetts Consultation Service
other nonspecialty ) of specialty care providers. [44,45,46] for Treatment of Addiction and
providers On.-ccll technical Pain: https://www.mcstap.com/
assistance 3. UCSF Substance Use Warmline:
https:/ /nccc.ucst.edu/clinical-resources/
substance-use-resources/

Macro Availability Integrated, Collaborative care models, such as the Hub and Spoke 1. New York State’s Behavioral Health
of addiction collaborative care Model, support the integration of behavioral health ser- Care Collaborative: https://omh.
consultation for models vices into primary care and other general medical settings ny.gov/omhweb/bho/bh-vbp.html
primary care or through integrated care systems that incorporate specialist | 2. Vermont’s Hub and Spoke Model:
other nonspecialty collaboration and consultation, expanding access to SUD https:/ /blueprintforhealth.vermont.gov/
providers care. [47,48] about-blueprint/hub-and-spoke

Macro Punitive drug policies Housing and Fair Chance Hiring | This approach includes laws and policies designed to 1. San Francisco’s Fair Chance
and programs related | workplace policies | policies improve the ability of those with past criminal convictions, ordinance: https://sfgov.org/olse /fair-
to addiction that support including those related to drug use and possession, to ob- chance-ordinance-fco

people with SUD tain employment by removing criminal history disclosures. | 2.  New York City’s Fair Chance Act:
Employment is associated with improved treatment adher- https://www 1.nyc.gov/site/cchr/law/
ence and recovery outcomes. [49] fair-chance-law.page

Macro High threshold treat- Availability of Emergency Starting buprenorphine treatment in an emergency 1. CABridge Program: https://
ment policies (e.g., quality treatment, | department- and department and any form of MOUD in hospital settings bridgetotreatment.org/addiction-treat-
requiring abstinence or | including MOUD | hospital-initiated can serve as an important initiation point and bridge ment/ca-bridge/
cognitive behavioral MOUD to community-based treatment for patients not actively 2. Addressing Opioid Use Disorder in
therapy) engaged in SUD care. [50] Emergency Departments: hitps://

www.thenationalcouncil.org/wp-content/

uploads/2021,/02,/NCBH_TEP_Opioid_

Toolkit_v5_021021.pdfedaf=375ateTbd56
3. Inpatient Addiction Consult

Service: Expertise for Hospitalized
Patients with Complex Addiction
Problems: https://pubmed.ncbi.nlm.nih.
gov/29933817/




Macro Housing and Housing programs Housing programs, such as Central City Concern and 1. Central City Concern: https://centralci-
workplace policies | that provide access | the Department of Housing and Urban Development's tyconcern.org/impact/
that support to case management | Recovery Housing Program, combine affordable housing | 2. U.S. Department of Housing and
people with SUD | and support services | with intensive, coordinated services to help people main- Urban Development Recovery
tain stable housing and receive appropriate health care, Housing Program: https://www.hud.
including SUD care. However, exclusionary local housing gov/program_offices/comm_planning/
policies still disproportionately affect people with a drug- rhp
related history, despite federal guidance, and should be
revised. [51]
Macro Punitive drug policies Diversion programs | Diversion programs offer alternatives to incarceration 1. Project EDGE: https://www.samhsa.
and programs related for people who have been arrested for substance use or gov/criminal-juvenile-justice /grants-
to addiction substance use—related crimes. The programs instead divert grantees/early-diversion#project-edge-
them to treatment programs and other social services. colorado

2. Madison Area Addiction Recovery
Initiative: https://www.cityofmadison.
com/police/community/maari/

3. Knoxville Early Diversion Program:
https:/ /www.samhsa.gov/criminal-
juvenile-justice /grants-grantees/early-
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NOTES: Some interventions address both risks and protective factors; other interventions may address only one.

The interventions included in the table have been limited to those with promising evidence to reduce the risks associated with precursors of SUD, SUD incidence, SUD morbidity, or SUD-related mortality. In

some cases the interventions are specific to harms related to opioid use/opioid use disorder, and this is clearly described in the table. However, their inclusion does not suggest, and should not be taken as, an
endorsement by the National Academy of Medicine or any of the authors’ organizations. Additionally, it should be noted that this table does not encompass an exhaustive list of all secondary level interventions.

The selection process involved a thorough review of existing scientific literature, including published studies, meta-analyses, systematic reviews, and program evaluations. In determining the inclusion of interven-
tions, the authors considered various factors, such as the strength of evidence supporting the program'’s effectiveness, the quality of research studies conducted on the intervention, the consistency of positive

outcomes across multiple studies, and the intervention’s relevance to the prevention of OUD and its associated risks.



Table A-3 | Evidence-Based Interventions at the Tertiary Level of Prevention

Tertiary Prevention

I. Targeted Level | Il. Risk(s) at the | Ill. Protective | IV. Intervention V. Intervention Description VI. Examples of Programs/Models
of Action Targeted Level of Factor(s)
Action Addressed

Individual Internalization Receipt of Low-barrier access | Despite the efficacy of harm reduction services in mitigat- | 1. NEXT Distro: https://nextdistro.org/
of stigma and harm reduction to sterile drug ing drug use-related risks, including spread of infectious
discrimination services/supplies | supplies and other disease and overdose deaths, many people who use

(e.g., overdose harm reduction drugs (PWUD) cannot access these services because of
Unaddressed education services geographical constraints and/or the prevailing stigma
comorbidities (HIV, and naloxone tied to these services. [52] Remote harm reduction ser-
hepatitis C virus [HCV], | distribution, Remote harm vices, such as NEXT Distro, overcome these challenges by
wound care) syringe services, reduction services leveraging digital technologies for mail-based distribution
fentanyl test strips) of supplies and information, thus providing low-barrier
access to essential and lifesaving resources. [53,54]

Interpersonal Internalization Knowledge of Education on safer Education for PWUD on safer drug use and overdose risks | 1. Getting Off Right: A Safety Manual
of stigma and safer injection injection practices empowers individuals to take steps to minimize potential for Injection Drug Users: https://
discrimination practices and overdose harms associated with drug use. [55,56] harmreduction.org/wp-content/

prevention uploads/2020,/08/Resource-
Overdose SaferDruguse-GettingOffRightASafetyMan
prevention valforlnjectionDrugUsers.pdf
knowledge 2. Guide to Developing and Managing
Overdose Prevention and Take-
Home Naloxone Projects: https://
harmreduction.org/wp-content/
uploads/2020,/08/Resource-
OverdosePrevention-GuidetoDevelopinga
ndManagingOverdosePreventionandTake
HomeNaloxoneProjects.pdf
3. Overdose training—Chicago
Recovery Alliance: https://
anypositivechange.org/overdose-
training/

Interpersonal Stigma against people | Co-prescribing of | Co-prescribing of Prescribing naloxone along with opioids is recommended | 1. Prescribe to Prevent—Prescribe

with SUD naloxone along naloxone as a best practice, particularly at higher opioid doses, to Naloxone, Save a Life: https://
with medications increase access to naloxone for individuals at high risk of prescribetoprevent.org/

Lack of provider with elevated risk experiencing an opioid overdose and to reduce overdose | 2. Naloxone for Opioid Safety: https://

knowledge about SUD | profiles for SUD deaths. [57] www.dos.pa.gov/Professionallicensing/
BoardsCommissions/Documents/SN%20
-%20Naloxone%20for%200pioid%20
Safety%20-%20A%20Provider%275%20
Guide%20t0%20Prescribing%20t0%20
Patients%20Who%20Use%200pioids.pdf




Interpersonal Stigma against people | Peer recovery Peer support Individuals with lived experience serve as a resource to 1. New Mexico Peer Education Project:
with SUD support in programs PWUD. Peer support workers use their own experiences https:/ /f6f10dcd-f59d-42bc-bec9-
nontraditional to connect with and assist PWUDs. They may assist in c2b204cf568a.usrfiles.com/ugd /f6f10d_
Social isolation settings community building, provide education, and link PWUD c9f0f0d817524f298 4fecce04afd574d.pdf
with resources, such as harm reduction services or freat-
ment. [58,59,60]

Interpersonal Lack of provider Syringe service Faith-based settings, particularly in rural areas, often serve | 1. Faith Leaders’ Perceptions of
structural, cultural, or programs in as important cultural institutions. Syringe service programs Needle Exchange Programs in
linguistic competency culturally relevant in these settings can reach people who may not otherwise the Rural lllinois Delta Region:

settings (e.g., faith- | have access to harm reduction measures. Religion as a Social Determinant of
Social isolation based institutions) Health: https://onlinelibrary.wiley.com/
doi/10.1111 /qjad.13213

Macro High threshold Availability of Low-threshold A treatment approach that emphasizes principles of medi- | 1. Begin the Turn: A Mobile Recovery
treatment policies quality treatment, | MOUD treatment cation access, engagement, and treatment retention, and Program for a Targeted Urban
(e.g., requirements of including minimizes excessive barriers to treatment. In many cases, Population: https://www.ncbi.nlm.nih.
abstinence) medications these programs offer open access or deliver services gov/pmc/articles/PMC7489971/

for opioid use outside of traditional clinic settings. [61,62] 2. Street Medicine and Shelter Health,
disorder (MOUD) San Francisco Department of Public
Health: https:/ /sf.gov/street-medicine

Macro Unaddressed Receipt of Syringe services These programs provide access to and disposal of 1. Guide to Starting and Managing
comorbidities (HIV, harm reduction programs sterile syringes and injection equipment. Syringe service Needle and Syringe Programmes:
HCV, wound care) services/supplies programs are associated with preventing transmission of https:/ /www.unodc.org/documents/hiv-

(e.g., overdose blood-borne infections (such as HIV and HCV), improving aids/NSP-GUIDE-WHO-UNODC .pdf
Stigma against people | education public safety, and increasing linkage to SUD treatment. 2. IDEA Exchange Florida: https://
with SUD and naloxone [63] ideaexchangeflorida.org/
distribution, 3. Expanding the Circle of Care:
syringe services, Practical Guide to Syringe Services
fentanyl test strips) for Tribal and Rural Communities:
https:/ /www.rcorp-ta.org/resources/
Overdose expanding-circle-care-practical-guide-
prevention syringe-services-tribal-and-rural-
knowledge communities
4. Start a Harm Reduction Program:
Knov{le.dg(.e of https:/ /harmreduction.org/take-action/
sofer.|n|echon start-a-harm-reduction-program/
practices 5. Connecting—A Guide to Using Harm

Reduction Supplies as Engagement
Tools: http://ohrn.org/wp-content/
uploads/2021,/06/Connecting_Full-
Guide.pdf




Macro llicit market trends Receipt of Drug checking Drug checking services, which can include the use of 1. The Drug Resource and Education
toward increasingly harm reduction (e.g., fentanyl test fentanyl test strips, provide information to PWUD about Project: https://dredproject.ca/
toxic drug supply services/supplies | strips and/or more | what substance(s) are in the drug supply they are using.
(e.g., overdose robust drug checking | This information allows individuals to adapt and reduce
education services) risks. [64,65,66,67]
and naloxone
distribution,
syringe services,
fentanyl test strips)
Overdose
prevention
knowledge
Macro Stigma against people | Bystander Naloxone These programs distribute naloxone to individuals who 1. Preventing Overdose and
with SUD naloxone and distribution programs | may observe an overdose and provide education on how Naloxone Intervention: https://
other approaches to respond when one occurs. [68] poniri.org/
to make naloxone 2. Find Harm Reduction Resources
widely available Near You: https://harmreduction.org/
resource-center/harm-reduction-near-
you/
3. NEXT Distro: https://nextdistro.org/
4. “Feeling Confident and Equipped”:
Evaluating the Acceptability and
Efficacy of an Overdose Response
and Naloxone Administration
Intervention to Service Industry
Employees in New York City:
https:/ /www.ncbi.nlm.nih.gov/pmc/
articles/PMC6237076/
Macro Lack of accountability | Community Bystander naloxone | Legislation to increase access to naloxone may provide 1. Legal Interventions to Reduce
for or ineffective penetration of legislation civil, criminal, or disciplinary immunity for medical profes- Overdose Mortality: Naloxone
implementation of harm | naloxone sionals who prescribe or dispense naloxone. It may also Access Laws: https://www.
reduction laws provide civil and criminal immunity for laypeople who networkforphl.org/resources/legal-
Naloxone access administer naloxone. It may permit organizations, such interventions-to-reduce-overdose-
lllicit market trends legislation as nonprofits or syringe service programs, to distribute mortality-naloxone-access-and-good-
toward increasingly naloxone. In some cases, such legislation allows naloxone samaritan-laws/
toxic drug supply to be prescribed to individuals who are not themselves at
risk of overdose, allowing them to intervene if an overdose
occurs. [69]
Macro Societal stigma and Good Samaritan | Good Samaritan These laws provide immunity from criminal charges for 1. Good Samaritan Fatal Overdose

discrimination

Punitive criminal legal
policies

law with proper
implementation

laws

individuals who report an overdose to emergency services
and to those who experience the overdose. Such laws
encourage people to seek medical help for individuals
experiencing an overdose. [70,71]

Prevention and Drug-Induced
Homicide: Summary of State

Laws: https://legislativeanalysis.org/
wp-content/uploads/2020,/08 /GSFOP-
laws.8.10.2020-version.FINAL_.pdf




Macro

Jails and prisons that
do not offer MOUD

Forced withdrawal
during recent
incarceration

Transition from
punitive, criminal
legal responses
toward supportive,
person-centered
services

MOUD for people in
jails and prisons or
reentering society

Individuals with OUD who are incarcerated have a
significantly increased risk of death in the days and weeks
following release. Offering MOUD inside the jail /prison,
with linkage to community services for ongoing treatment
at the time of release, is considered a best practice and
has been shown to reduce mortality. [72,73,74] Not al-
lowing an individual to continue MOUD while incarcer-
ated violates the Americans with Disabilities Act. [75]

Medications for Opioid Use
Disorder in Jails and Prisons:
Moving toward Universal Access:
https://americanhealth.jhu.edu/sites/
default/files/2021-08 /JHU-014%20
OUD%20in%20Jail%20Report%20
FINAL%202.pdf

Pennsylvania Department of
Corrections Medication Assisted
Treatment: hitps://www.cor.pa.gov/
About%20Us/Initiatives/Pages/
Medication-Assisted-Treatment.aspx
Behavioral Health Leadership
Institute Project Connections at
Re-Entry: https:/ /www.bhli.org/project-
connections-at-re-entry.htm|

Macro

Punitive criminal legal
policies

Transition from
punitive, criminal
legal responses
toward supportive,
person-centered
services

Diversion programs

Diversion programs, such as Law Enforcement Assisted
Diversion (LEAD), allow police officers the option to
divert individuals away from arrest and incarceration

to a community-based, harm-reduction intervention for
legal violations driven by unmet behavioral health need:s.
[76] While results are encouraging, challenges with low
treatment referral rates and racial disparities in program
enrollment persistent, and the need for staff training

remains. [77,78]

LEAD Support Bureau: https://www.
leadbureau.org/

Macro

Punitive criminal legal
policies

Transition from
punitive, criminal
legal responses
toward supportive,
person-centered
services

Outreach to people
who survive an
opioid overdose

Under the Houston Emergency Opioid Engagement
System [HEROES], police officers are trained to conduct
outreach and provide referrals for individuals who experi-
enced a law enforcement-reported overdose. Enrollment
in HEROES entails MOUD, peer recovery coaching, clini-
cal behavioral counseling, and educational and support
group sessions. [79]

HEROES: https://sbmi.uth.edu/heroes/

Macro

Societal stigma and
discrimination

Availability
of affordable

housing

Employment that
supports PWUD

Employment
programs that
support recovery

These programs support the employment of individuals in
recovery by educating employers on hiring and retain-
ing employees in recovery and connecting people in
recovery to employers and workplaces that support their
recovery. Employment encourages recovery by creating
consistency and purpose, while potentially supporting
financial independence.

Creating Opportunities for
Recovery Employment, Marshall
Health: hitps:/ /www.marshallhealth.
org/services/addiction-medicine/core/
Recovery Friendly Employer
Training Modules: https://
recoveryohio.gov/resources/all-
resources/recovery-friendly-employer-
modules




Macro

Unaddressed
comorbidities (HIV,
HCV, wound care)

Availability of
quality treatment,
including MOUD

Screening and
treatment of
individuals who
inject drugs for HIV,
HCV, and sexually
transmitted infections

(STls)

These macro-level solutions provide strategies for
implementing programs that screen and treat individu-

als who inject drugs for HIV, HCV, and STls. People who
inject drugs are at an increased risk of HIV, HCV, and
STls. Screening ensures that individuals are aware of any
comorbidities and that they can receive appropriate treat-
ment, thus reducing the spread of infectious diseases. [80]

Wound Care: https://www.health.state.
mn.us/people/syringe/woundcare.pdf
An introductory guide for assessing
and understanding common
wounds with people who inject
drugs: https://www.rcorp-ta.org/
resources/introductory-guide-assessing-
and-understanding-common-wounds-
people-who-inject-drugs

Wound Aware: A Resource for
Commissioners and Providers of
Drug Services, GOV.UK: https://
www.gov.uk/government/publications/
wound-aware-a-resource-for-drug-
services/wound-aware-a-resource-for-
commissioners-and-providers-of-drug-
services

Implementing Comprehensive

HIV and HCV Programmes with
People Who Inject Drugs: Practical
Guidance for Collaborative
Interventions: https://www.unaids.
org/sites/default/files/media_
asset/2017_HIV-HCV-programmes-
people-who-inject-drugs_en.pdf

Be in the KNOW: HIV Programming
and Best Practice, Prevention:
https:/ /www.beintheknow.org/
hiv-programming-and-best-practice /
prevention

Macro

Societal stigma and
discrimination

llicit market trends to-
ward increasingly foxic

drug supply

Availability of
safe consumption
spaces

Safe consumption
spaces

Overdose prevention
sites

These spaces are sites where individuals may consume
previously obtained drugs in a hygienic, monitored envi-
ronment without fear of arrest and where trained person-
nel can respond in the event of overdose. [81]

Rhode Island Harm Reduction
Centers: https://health.ri.gov/
addiction/about/harmreductioncenters/
OnPoint NYC: https://onpointnyc.org/

Macro

Punitive criminal legal
policies

Personal drug
possession
decriminalization
policies

These policies remove the criminal penalties for drug pos-
session. Decriminalization can reduce stigma around drug
use, encourage people to access treatment and other
services, and free up resources that can be redirected to
better support PWUD. [82]

Oregon’s Measure 110: https://www.
oregon.gov/oha/hsd/amh/pages/mea-

sure 110.aspx
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