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Funding Priority 5: Simultaneously Deploy and Evaluate Select Primary, Secondary,
and Tertiary Prevention Strategies

Rationale

Public health efforts to address the opioid overdose crisis can be categorized as primary, secondary, or
tertiary prevention. Preventive efforts can be considered across the lifespan, from youth through old age.
In general, primary prevention focuses on averting development of harms or disease and, in the case of
the opioid overdose crisis, targets initiation of nonprescribed opioid use. Secondary prevention targets
initiation among the highest risk groups or progression to more regular use or riskier use patterns. This
can include early identification of people at risk for injury, efforts to prevent progression of use of
nonprescribed opioids to OUD, or early treatment for people with diagnosed OUD prior to experiencing
opioid-related harms. Tertiary prevention attempts to attenuate the consequences of disease and, in the
context of the opioid overdose crisis, can include efforts to reduce the fatality of overdose events, mitigate
other harms related to opioid use, and provide low barrier treatment for OUD. Where primary prevention
involves universal interventions, secondary prevention interventions are targeted, and tertiary prevention
interventions are even more selective. Primary prevention efforts are appealing for their prospective long-
term benefits, but they require targeting a large number of individuals without OUD to effectively reduce
overdose risk downstream. Secondary and tertiary efforts are appealing because they target the small
number of people who are at highest risk of overdose, but often require a larger per-person investment
of resources to be effective.

Evidence
Primary Prevention

Prevention, especially among youth, can have important long-term benefits.! However, as highlighted by
the National Institute on Drug Abuse (NIDA), unfortunately, there are few scientifically valid programs
that specifically prevent prescription opioid, heroin, or fentanyl initiation among youth. Some commonly
used programs do not work and most prevention programs have focused on preventing initiation of other
substances (e.g., alcohol, tobacco or cannabis), not opioids.>37 Risk and protective factors for non-opioid
substance use have been identified that might provide guidance for preventing opioid initiation® and
universal prevention shows promise.® NIDA acknowledges “there is a gap in the evidence for interventions
and strategies to prevent non-medical use of opioids and OUD in the transition from adolescence to young
adulthood.” A recent scoping review of prescription opioid misuse among youth and emerging adults
concluded that, importantly, few evidence-based prevention or early intervention programs were
identified.1® Because of this, the Principles recommend that “jurisdictions should be sure that the
programs that they are funding are supported by a solid evidence base. Jurisdictions should also fund
long-term evaluations of youth prevention programs to ensure that they are having their desired effect.”
Strategies to consider, that require ongoing evaluation to demonstrate efficacy, include identifying and
treating comorbid mental health in youth, trauma prevention, and treatment and education regarding
the dangers of polysubstance use (e.g., in school and community settings). Safe opioid prescribing can
limit diversion of prescription opioids and minimize transitions to OUD in
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individuals receiving chronic long-term opioids.!! Addressing social determinants (as discussed under
Priority 6) and community mental health can further decrease opioid initiation and progression to OUD.

DMHAS currently supports a range of primary prevention efforts including public-facing educational and
media efforts (e.g., Change the Script), college and school-based awareness campaigns (e.g., Connecticut
Healthy Campus Initiative, State Educational Resource Center), community coalition-based interventions
and SAMHSA’s Strategic Prevention Framework, and parent-targeted education campaigns (e.g.,
Governors Prevention Partnership). In addition, DMHAS and DPH have supported efforts to educate
prescribers on safer opioid prescribing practices via academic detailing. Evidence on the effectiveness of
these efforts should inform the OSAC’s decisions regarding funding primary prevention efforts. Primary
prevention efforts implemented in the state that are evidence-based and have demonstrated success via
rigorous evaluation should be considered for additional financial support.

Secondary Prevention

There is evidence to support programs designed to prevent progression of nonprescribed opioid use
among those who have started, provide MOUD treatment and harm reduction where indicated —
especially among high-risk populations (overdose survivors, pregnant and parenting people, hospitalized
patients, people leaving carceral or non-medication-based treatment settings, individuals with psychiatric
comorbidities) — and, where indicated, provide multi-modal evidence-based chronic pain treatment.
Abrupt tapering of long-term opioid treatment for chronic pain can increase risk for overdose and should
be avoided.'#?

Tertiary Prevention

There are effective interventions that decrease risk for injection-related infections such as endocarditis,
Hepatitis C, and HIV. There is, additionally, robust evidence to support naloxone, syringe services, and
other harm reduction services (discussed under Priority 2) for the prevention of harms associated with
opioid use and OUD.

Potential Impact

The impact of efforts to prevent overdose deaths in youth will not be immediate. One computer modeling
analysis found that, across strategies designed to 1) prevent prescription opioid misuse, 2) reduce heroin
initiation, 3) decrease the number of people receiving a prescription, and 4) decrease the rate of
development of OUD, no strategy achieves more than a 2% reduction in overdose by 2032; however,
impact grows over time.'® Reducing heroin initiation (and by extension, fentanyl initiation) should have a
more immediate and meaningful impact on overdose deaths than reducing prescription opioid initiation.
Strategies

Primary Prevention

Strategy #1: Fund primary prevention of opioid use among youth.

Goal: Reduce the number of Connecticut youth who initiate opioids.
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o Tactic #1: Fund initiatives to increase access to interventions with high levels of evidence
ratings such as those listed by the Blueprints for Healthy Youth Development or the
SAMHSA Evidence-based Practices Resource Center.

o Tactic #2: Fund rigorous simultaneous and long-term evaluations of primary prevention
programs that are initiated to assure these interventions are meaningfully decreasing opioid
initiation and producing other anticipated outcomes. These could be implemented and
evaluated in a variety of settings including school, afterschool, summer, extracurricular, and
community-based settings. Given the association between childhood trauma and mental
health with substance use, particular attention should be paid to these comorbid or
antecedent events such as preventing adverse childhood experiences (ACEs).

Strategy #2: Expand access to programs that address social determinants of health and community
mental health to decrease opioid initiation and progression to OUD (see Funding Priority 6 for tactics).

Strategy #3: Support safe opioid prescribing, limit diversion of prescription opioids, and decrease the
transition to OUD in those receiving chronic long-term opioids.

Goal: Decrease any adverse personal and public health impact of opioid prescribing for acute and
chronic pain.

o Tactic #1: Fund initiatives that support prescribing clinicians to embed the Prescription Drug
Monitoring Program into the electronic medical record systems of all Connecticut
prescribers. Facilitating access to the PDMP in prescriber workflow when they may write
prescriptions for controlled substances increases the likelihood that this information will be
used to inform clinical decisions. Currently, several large health care systems in the state
have done this, but not all Connecticut prescribers, especially ones outside of large systems,
have access to these enhanced electronic medical record systems to track controlled
substance prescribing.

o Tactic #2: Fund initiatives that provide training on safe and effective opioid prescribing and
multimodal treatment of acute and chronic pain (including buprenorphine for acute pain),
especially efforts that reduce unnecessary opioid prescriptions following common acute
painful conditions (e.g., dental procedures®’'8, minor musculoskeletal injuries®2°),

Secondary Prevention

Strategy #4: Expand access to MOUD treatment with special attention to access for youth and young
adults and individuals with co-occurring psychiatric disorders (see Funding Priority 1 for tactics).

Strategy #5: Provide multimodal chronic pain treatment.

Goal: Increase access to multimodal chronic pain treatment.

o Tactic #1: Fund programs to expand access to multimodal chronic pain treatments and CBT
for chronic pain in the community and general medical settings.

Strategy #6: Prevent injection-related infections.

Goal: Reduce infectious complications of injection drug use.
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o Tactic #1: Fund initiatives that expand access to services demonstrated to help prevent
injection-related infections (e.g., distribution of sterile syringes and injection equipment)
across community-based, general medical (hospitals, EDs, primary care), behavioral health,
carceral, specialty addiction treatment, and harm reduction settings.

Tertiary Prevention

Strategy #7: Expand access to naloxone, syringe services, and other harm reduction services (see
Funding Priority 2 for tactics relevant to this strategy).
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