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3 Prevalence of any illicit drug use in youth

In 2002, for 12-17 year olds::

EverEver usedused anyany illicitillicit drugdrugs:s: 3030.9%9%

Used illicit drugs in past year:  11.6%

In 2002, for 18-25 year olds::

EverEver usedused illicitillicit drugs:drugs: 59599.9 88%%

Used illicit drugs in past year:  20.2%

2002 National Survey on Drug Use and Heallth (NSDUH)
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Percent of Students Reporting Smoking Daily, by Grade from
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Nearly 1 in 10 Seniors HHave Abused Vicodin
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7 2006 Mo2006 Monnitorinitoringggg the F the Futuruturee Stud Studyy
Prevalence of Prevalence of PaPasst t YYeeaar Dr Drrug ug UUssee  AmoAmong 1ng 122thth gradersgraders

Drug Prev.
Marijuana/Hashish 31 5Marijuana/Hashish 31.5
Vicodin* 9.7
Amphetamines 8.1
Cough Medicine* 6.9
Sedatives* 6.6
Tranquilizers* 6 6Tranquilizers 6.6
Cocaine (any form) 5.7
Cocaine Powder 5.2
I h l 4Inhalants 4.5
Ritalin* 4.4
OxyContin* 4 3OxyContin 4.3

Drug Prev.
MDMA (Ecstasy) 4 1MDMA (Ecstasy) 4.1
Methamphetamine 2.5
Crack 2.1
"Ice" 1.9
Steroid* 1.8
LSD 1 7LSD 1.7
Ketamine 1.4
Rohypnol 1.1
GHB 1 1GHB 1.1
Heroin 0.8
PCP 0 7PCP 0.7

* Nonmedical use

rr
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Prevalence of heroin usse

Opioid use other than heroiin:

Highest use since 1975 wwas 2003

1212th gradersgraders inin 2005:2005:
12.8% report lifetimee use
9.9 00%% reportt llastt yearr use
3.9% report past monnth use

2005 Monitoring the Future Study



9
Special diagnostic and treeatment considerations

Length of time illicit opioids used

Relatively short but multtiple drugs?

Youth also are not expperrienced users.

Route of administration

Injecting? Nasal? Oral? 

At risk for HIV or other infeections?
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Special diagnostic and treeatment considerations

Use versus abuse versus deependence
Severity oS i ft  usef ??
Evidence of physical depeendence?
Evidence or indication thaat use will become 

dependence despite othher interventions?

Goals of treatment interventtion
WWiithdrawalthdrawal offoff opioids?opioids?  
Maintenance?
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Use of Buprenorphine witth Adolescents

While extensive use of buprennorphine in adults, 
limited use in adolescents.  2005 NEJM article 
reveals superiority of bupreenorphine over clonidine

GuidelinesGuidelines forfor dosedose i nninductionnduction aandnd withdrawalwithdrawal 
recommended for adults shhould, in general, be used 
withwith adolescentsadolescents.  FDAFDA aapppprovedroved forfor 1616 andand aboveabove

Assess level of physical depeendence, adjust dose 
accordingly for adolescentss, just as for adults
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Use of Buprenorphine witth Adolescents

Buprenorphine may be a goodd match for patients with 
lowerlower levelslevels ooff physicalphysical ddepeppendencependence ((suchsuch asas 
adolescents)

AA hhistoryistory ofof multiplemultiple srelapsessrelapses ((ee.gg., afterafter medicallymedically 
supervised opioid withdrawwals) is an indicator for a trial 
ofof buprenorphinebuprenorphine mmaintenanaintenanncence treatmenttreatment

Buprenorphine’s possible milld withdrawal syndrome may 
alsoalso makemake itit particparticularllarly useseefefull iinn aadolescentsdolescents
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Use of Buprenorphine witth Adolescents

Buprenorphine may have aa mild withdrawal 
synddrome (thi(this hhas bbeen frequently hf t ypol thh esizet dh , i
but not tested by well-controlled studies)  

If buprenorphine does havee a mild withdrawal 
syndrome, this may be an advantage for its use 
with adolescents (especially if the goal is eventual 
withdrawal off the medicaation))
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Use of Buprenorphine with Adolescents

Supervision of take homme doses of medication

WatchWatch forfor riskrisk ofof diversidiversiion,ion, abuseabuse

Regular contraceptive uuse and assessment for 
pregnancy

ProvideProvide oorr referrefer forfor otheotheerer psychosocialpsychosocial 
treatment; medication will not be enough
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The Opioid Dependent Prregnant Patient

1997: 5,000-10,000 infants born to opioid 
dependentdependent mothersmothers

Important to know about specialized treatment 
services in your communnity available for 
pregnant, opioid dependdent patients

Management of the patientt will depend on the 
availabilityavailability ooff ssuchuch serviservicesces



16 Initial Management of thee Pregnant Patient

It is important to know aboout specialized 
treatmenttreatment servicesservices availaavailaableable forfor ppregnant,regnant, 
opioid dependent patients in your community.  
ManagementManagement ofof thethe patiepatieentent willwill dependdepend onon thethe 
availability of such services.  



17
Initial Management of the Pregnant Patient

If specialized treatment pprogram is available:

New patient – refer to thee program

eeBuprenorphine/naloxoneBuprenorphine/naloxone-maintainedmaintained patientpatient 
who is now pregnant:

switch to buprenorphine alone vs. change to 
methadone

consider referral to thee program



18
Initial Management of the Pregnant Patient

If no specialized treatmentt program is available
andand iitt iiss aa nnewew patientpatient –– considerconsider referralreferral toto 

methadone treatment ((even if there is no 
programprogram specificallyspecifically fofooror pregnantpregnant women)women)

and it is a buprenorphine/naloxone maintained 
patitientt whho iis now preegnantt – swititchh tto 
buprenorphine monothherapy and consider 
referralreferral toto methadonemethadone tttreatmenttreatment (standard(standard ofof 
care for pregnant opioiid dependent patients)
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gnant PatientInitial Management of the Pre

If no specialized treatment pprogram is available:

Have, and document, a ccareful discussion with 
the patient about the rissks and benefits of 
continued buprenorphiine monotherapy 
treatment

Refer the patient to approopriate prenatal care 
servicesservices  

Multi-center trials were innitiated in 2004 (7 US and 
2 French) with results in 2009
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Evaluation of the Pregnannt Patient

Factors to consider in the evaluation:

Is the patient dependentt on opioids?

IsIs therethere otherother ddrugrug u ??se?use?

Medical problems?

Psychiatric problems?

FamilF ily andd sociali  sitl i uat itit oni ?i ?



21
Evaluation of the Pregnannt Patient

Determine if patient has reegular prenatal care 
provider, and if p , pprenatal care has been initiated

Obtain consent to communnicate with prenatal 
care providider 

Provide nutritional counseeling spg pecific to 
pregnancy, if indicated (ee.g., use of prenatal 
vitaminsvitamins andand iron)iron)
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Buprenorphine versus Meethadone

Methadone approved foor use in pregnancy, 
and substantial experiience with it

NotNot aa simisimilarlar aammoouunntt ofof expexperierienencece withwith 
buprenorphine use in pregnancy

ff
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Buprenorphine versus Meethadone
Minimal information about need for dose adjustments 

of buprenorphine during pregnancy 

Pregnant women treated wwith buprenorphine have 
hadhad goodgood withdrawalwithdrawal supsupppressionppression withwith onceonce ddailyaily 
dosing

Maintain clinical flexibility dduring pregnancy –
consider dose adjjustmennts, sp, plit dosing,g, if indicated



24
Use of Buprenorphine versus Methadone

Buprenorphine may have milder withdrawal 
syndromesyndrome forfor infantinfant

Plasma to breast milk ratioo is approximately 1 
(li(limititedd ddatta on thithis))

Poor oral bioavailability wwhen buprenorphine 
swallowed

Probablyy should not use 
buprenorphine/naloxonee
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Use of Buprenorphine versus Methadone

Like methadone, some eviidence of a neonatal 
abstinenceabstinence syndromesyndrome (N(NNAS)NAS) fforor infantsinfants bornborn ooff 
mothers maintained on buprenorphine (not all 
infantsinfants, andand notnot systemasystemaaticallyatically studied)studied)

Buprenorphine NAS startss in first two days, 
peaks ik in 3-3 4 d4 days, llastts up to one weekt k

Buprenorphine via breast milk will probably not 
suppress neonatal abstiinence syndrome
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In Utero Exposure to Buprenorphine

Limited experience with bupreenorphine in pregnancy 
(primarily case reports and ssmall series of patients)

Over 100 published reports (caase reports, prospective 
studies, oppen-labeled controolled studies)) of 15 cohorts 
of infants exposed  to buprenorphine in utero

No siggnificant adverse effects on fetus noted

In general, full term births, norrmal birth weights

NeonateNeonate isis dependentdependent onon opioopioidsids ifif mmotherother isis mmaintainedaintained 
on buprenorphine
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In Utero Exposure to Buprenorphine

Of approximately 300 infannts exposed, 62% 
experiencedexperienced aa neonatalneonatal aabstinencebstinence syndromesyndrome (NAS)(NAS), 
with 48% requiring treatmment

However, neonatal abstinennt syndrome (NAS) minimal 
and short lived in buprenorphine-exposed infants
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In Utero Exposure to Buprenorphine

The NAS associated with buprenorphine:

Appears within 12-A it 4848 hi hhhh12 ours

PeaksPeaks atat 7272-9696 hourshours

Lasts for 120-168 hourss
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In Utero Exposure to Bupprenorphine

NAS in buprenorphine-expoosed infants described as 
mild to moderate, p, possiblyy shorter and milder than 
that observed with methaadone or other opioids

BuprenorphineBuprenorphine providesprovides sasaameame benefitsbenefits toto mothermother asas 
other opioid agonist treattments, while it may 
attenuateattenuate NASNAS

No significant teratogenic eeffects shown with 
buprenorphine
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Buprenorphine Dosing duuring Postpartum Period

Continue mother on buprennorphine, even if she is 
breastbreast- feedingfeeding

Low levels of buprenorphinne in breast milk and poor 
oral bioavailability when swallowed

ConsiderConsider dosedose aadjustmentsssdjustments ifif indicatedindicated. ForFor 
example, if the mother haas received split dosing 
duringduring ppregnancyregnancy, thenthen rresumptionesumption ofof onceonce dailydaily 
dosing could occur
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GeriatricGeriatric (Over(Over ageage 60)60) PoPoopulation:opulation: PrevalencePrevalence ofof 
Opioid Misuse

There is no good epidemioloogical information available 
about rates of opioid misuuse in the elderly
National Household Survvey/National Survey of Drug Use 

and Health generally dooes not specify data for older 
personspersons

Drug Abuse Warning Nettwork classifies as 55+ years old
ThereThere areare aanecdotalnecdotal reportsreports ofof olderolder patientspatients inin mmethadoneethadone 

treatment

DependenceDependence onon psychoactivpsychoactivveve substancessubstances cancan certainlycertainly bebe 
present in this age group
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Special Diagnostic Considderations

Our index of suspicion mayy be too low; we don’t 
usuallyusually thinkthink ooff ddrugrug uuseeese inin tthehe elderlyelderly

Effects of drug use may bee mistakenly attributed to 
aging

TheThe usualusual ddiagnosticiagnostic critercriterriaria maymay bebe lessless 
appropriate for the elderlly (for example, those 
relatedrelated toto violationsviolations ofof sosoocialocial norms)norms) 
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Use of buprenorphine witth geriatric patients

No data on buprenorphine for opioid dependence in 
th ld lthe elderly

Consider more ggradual dosse induction and closer 
monitoring (versus routine practice in non-elderly)

W t h f di ti i t tiWatch for medication interractions ( l h(eldlderly may have 
comorbid medical condittions and be taking other 
prescribibedd meddiicatiions))



34
HIV-Positive Patients

No adverse consequences associaated with use of buprenorphine 
reportedreported fforor thisthis populationpopulation ttoo dddatedate

Be aware of potential for buprenorpphine and antiretroviral 
medication interactions 

There is evidence that protease inhhibitors metabolized by P450 
3A4 may alter buprenorphine meetabolism and thus 
buprenorbuprenorphinephine levels;levels; notnot clearclear whetherwhether aalteredltered buprenorphinebuprenorphine 
levels will result in withdrawal or toxicity

Consider referral to specialized treatment programs for HIV-
positive patients (if available)

Outcomes may be better when enhhanced services provided
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PatientsPatients withwith RenalRenal FailurFailurrere

Few studies of buprenorphine inn patients with renal failure; 
ones available are primarily single dose or short duration of 
treatment (for example, for anaalgesia)

No significant difference in kinettics of buprenorphine in 
patients with renal failure verssus healthy controls

No significant side effects in pattients with renal failure

ItIt shouldshould bbee ssuitableuitable ttoo uusese buprbuprrenorphinerenorphine inin patientspatients withwith rrenalenal 
failure – consistent with bupreenorphine’s metabolism being 
hepatichepatic ((notnot renal)renal)



36Summary
Limited information about thee use of buprenorphine 

for the treatment of opioid ddependence in special 
populations of patients

This reflects, in part, p ,, the lack of studies with these 
groups (for any treatment inntervention, not just 
buprenorphine)p p )

While caution should be exerccised in the use of 
buprenorphinebuprenorphine withwith anyany ooff ttthesethese groups,groups, 
buprenorphine’s safety proofile is an advantage to its 
use in these popp pulations




