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Confusing Terms
• Addiction
• Dependence
• Use 
• Misuse
• Abuse
• Risky/At-risk Use
• Problematic Use
• Non-medical Use
• Non-prescribed Use
• Illicit Use
• Illicit Use of a Licit Substance
• Experimentation



Substance Use Disorder (DSM-5)
Mild=2*-3;      Moderate=4-5;      Severe=6 or more

A maladaptive pattern of substance use leading to clinically 
significant impairment or distress:

-Tolerance*

-Withdrawal*

-Often taken in larger amounts or over a longer period than intended

-Inability to cut down/control use

-Considerable time spent using/obtaining/recovering

-Important activities given up/reduced

-Use despite negative consequences

-Failure to fulfill role obligations

-Craving or strong desire to use

-Recurrent use in hazardous situations

-Recurrent use despite persistent, related social/interpersonal problems



Physical Dependence & 
Opioid Use Disorder

Physical Dependence OUD



Opioid Use “Scenarios”

• Appropriate use of prescription opioids

• Inappropriate use of prescription opioids

• Use of illicit opioids

• Appropriate use of medications to treat opioid use 
disorder (MOUD)

• “Inappropriate” use of MOUD





Factors Associated w/ Misuse of 
Prescription Drugs By Women

• Women have longer life expectancies relative to men
– more likely to experience chronic pain or other health issues

• Women may be more sensitive to pain and report greater pain 
intensity than men 
– due to differences in sex hormones, genetics, or the cortical 

processing of pain
• Sex-specific differences in opioid receptors 

– slower onset and offset of morphine among women
– need for greater doses to achieve similar effects

• Medications with potential for misuse are more often 
prescribed to women

• Therapeutic window for women may be smaller
– may be more likely to experience dependency & withdrawal
– differences in the absorption, metabolism, and elimination 



Factors Associated w/ Misuse of 
Prescription Drugs By Women

• Gender-related factors (gender role beliefs, coping 
mechanisms, mood, and expectations of pain) may mediate 
the experience  of pain and may shape women and men's use 
of prescription opioids
– tendency for women to report more pain/more intense pain may be 

related
– in part, reflects gender role socialization which teaches girls early on 

that it is more acceptable to express pain than boys 
• Women make more frequent health care visits 

• Women often targeted in pharmaceutical marketing

• Women misusing prescription drugs may also perceive these 
drugs to be safer & less stigmatized compared with illicit drugs
– more likely to borrow/share medications

• Women are more likely to experience trauma



Trauma & Misuse of Prescription 
Drugs By Women

• Psychological effects of trauma may increase vulnerability to 
prescription opioid use and misuse
– use of opioids to treat stress, anxiety, insomnia, PTSD, etc.

• Women who have experienced trauma are more likely to 
experience difficult to treat medical conditions such as 
fibromyalgia, irritable bowel syndrome, chronic fatigue 
syndrome, and premenstrual syndrome

• Women who have experienced trauma often have more acute 
and chronic injuries and chronic pain
– even see if the trauma was only emotional/psychological



Prescription Pain Reliever Misuse 
Among Women



Prescription Pain Reliever Misuse & 
Heroin Use Among Women



Prescription Opioid Use In 
Pregnancy

• 14-22% of pregnant women receive a prescription for an 
opioid during pregnancy



Past Month Substance Use Among 
Pregnant Women





Opioid Use Disorders Per 1000 
Deliveries –U.S.



Urban vs Rural



HERONYL or FENTOIN



Pregnancy is a time of 
great potential for 
positive change.



SUD Screening
• NEEDS TO BE UNIVERSAL!!!
• 4P’s Plus/Integrated 5 P’s

• Parents, Peers, Partner, Past, Present

• Substance Use Risk Profile-Pregnancy (SURP-P)
• 1. Have you ever smoked marijuana? 

• 2. In the month before you knew you were pregnant, how many beers, how 
much wine, or how much liquor did you drink?* 

• 3. Have you ever felt the need to cut down on your drug or alcohol use? 

• CRAFFT
• Car, Relax, Alone, Forget, Family, Trouble

• NIDA ASSIST

• Alcohol: T-ACE; AUDIT; TWEAK
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Toxicology Screening
• Prenatal vs at Delivery

• Mother vs Newborn

• Consent

• Remember:
• Most standard assays don’t test for most prescription opioids

• Including methadone, buprenorphine

• Most test for morphine which is a metabolite of heroin
• None actually test for heroin

• Many do not test for fentanyl and analogues



Legal Issues
• Varies by state

• 23 states consider substance use during pregnancy to be 
child abuse
– Risk for incarceration

– 3 states allow civil commitment

• Some states have mandatory reporting to CPS during 
pregnancy
– Largely felt to dissuade women from seeking prenatal care

• Mandatory reporting at time of delivery
– CAPTA



Reporting
• CAPTA: Child Abuse Prevention and Treatment Act
• Originally passed in 1974.
• Amended by the Comprehensive Addiction and Recovery 

Act (CARA)of 2016 & Substance Use Disorder Prevention 
that Promotes Opioid Recovery and Treatment for 
Patients and Communities Act (SUPPORT  Act) in 2018.

• “State plan requirement for infants born and identified 
as being affected by substance use or withdrawal 
symptoms or fetal alcohol spectrum disorders by adding 
criteria to State plans to ensure the safety and well-being 
of infants following their release from the care of health-
care providers, to address the health and substance use 
disorder treatment needs of the infant and affected 
family or caregiver, & to develop the plans of safe care 
for infants affected by all substance use.”

• Report to local DSS







Maintenance Medications For OUD
• FDA Approved

–Methadone (Methadose; Dolophine) 

–Buprenorphine(Suboxone; Suboxone Film; Subutex;  

Bunavail; Zubsolv; Sublocade)

–Naltrexone (Trexan; Vivitrol) 

• Experimental/Not Approved

– Ibogaine --Kratom

– Heroin --Cannabis

– Hydromorphone --Psilocybin
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Partial Agonist Activity Levels
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Advantages Of Methadone & 
Buprenorphine (compared to heroin)

• Orally administered

• Gradual onset of action 

• Long half-life

• Long duration of action

• Produces complete blockade of effects of heroin

• Minimal chronic problems



Benefits of Methadone & 
Buprenorphine Maintenance

• Reduction in the use of illicit opioids

• Reduction in criminal activity

• Reduction in HIV and hepatitis infection rates & 
transmission

• Reduction in endocarditis, cellulitis, etc.

• Improvement in general health

• Improvement in productivity and “social health”





Or Buprenorphine



Methadone Maintenance 
Admission Criterion

• Current physical dependence on an opioid

• One year history of opioid use disorder

• 18 years or older



Methadone Maintenance 
Admission Criteria Exemption

• Patients from penal institutions
-if he/she met criterion prior to incarceration

• Pregnant women

• Patients previously on maintenance
-for 2 years after last maintenance treatment

• Patients under 18 years of age
-must have documentation of 2 failed outpatient 

treatments

-must have parental consent



Methadone Induction
Induction is the most risky phase of  

methadone maintenance treatment.

• START LOW  (10-30mg first dose)

• GO SLOW
• There is no optimal doses for all patients.

• Observe signs and symptoms over time.

• Understand the cumulative property of methadone.

• Communicate methadone’s time-line to patients and 
family/significant others.



• Numerous outpatient clinical trials comparing 
efficacy of daily buprenorphine to placebo, and to 
methadone

• Consistently find:

Buprenorphine more effective than placebo

Buprenorphine equally effective as moderate doses of 
methadone (e.g., 60 mg per day)

• Slightly worse retention than methadone in a few 
studies

Maintenance Treatment                 
Using Buprenorphine



• Highly safe medication 

• Primary side effects: like other mu agonist 
opioids but may be less severe

• No evidence of significant disruption in 
cognitive or psychomotor performance

• No evidence of organ damage with chronic 
dosing

• Possible mild increase in LFTs????

Buprenorphine Safety



Preciptated Withdrawal
• Displaces full agonist off  receptors
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Methadone Buprenorphine & 
Pregnancy 

• Less risk to the fetus than heroin
• Less adverse pregnancy outcomes
• Less adverse birth outcomes
• Less chance that mother will contract STDs, 

endocarditis, cellulitis, etc. 
• Less chance that mother will get shot, stabbed, 

beaten, arrested, etc.
• Neonatal abstinence syndrome is relatively easy to 

manage



Benefits
• Compared to infants born to mothers using heroin, infants 

from methadone/buprenorphine-treated mothers have:

– Increased fetal growth
– Increased head circumference
–Reduced fetal mortality
– Less preterm births
–Decreased risk of HIV infection
–Decreased risk of pre-eclampsia
– Less fetal exposure to unpredictable cycles of 

heroin-induced highs and withdrawal
– Increased likelihood of the infants being 

discharged to their parents 



Methadone & Buprenorphine & 
Long-term Outcomes

• Overall, prenatal exposure to methadone & bup
provided as a part of comprehensive treatment 
does not appear to be associated with 
developmental or cognitive impairments. 

• One long term follow up study of 27 children who 
had been exposed to methadone in utero found 
no cognitive impairment in the preschool years.

• Less research with buprenorphine



Methadone & Buprenorphine 
Dosing & Pregnancy

• If woman already on MOUD when gets pregnant, 
generally recommended to not switch
– especially switching from methadone to bup

• Some women may need an increased dose
– clearance is increased with increased progesterone
– shifts in volume of distribution
– especially in 3rd trimester
– often needs to be “split”

• Can get split “take-home” even if has not “earned” take-home

• Attempts to lower dose during pregnancy?



MOTHER: Measured Neonatal 
Outcomes

Primary Neonatal Outcomes

• Number of neonates 
requiring treatment for NAS

• Peak NAS score

• Total amount of morphine 
needed for treatment of 
NAS

• Length of Hospital Stay

• Head circumference

Secondary Neonatal Outcomes

• Number of days during which 
medication was given for NAS

• Weight and length at birth

• Preterm birth (< 37 weeks 
gestation)

• Gestational age at delivery

• 1 and 5 minute APGAR scores



MOTHER: Measured Maternal 
Outcomes

• Cesarean section
• Weight gain
• Abnormal fetal presentation during delivery
• Anesthesia during delivery
• Results of drug screening at delivery
• Medical complications at delivery
• Study discontinuation
• Amount of voucher money earned for drug-negative tests
• Number of prenatal obstetrical visits



MOTHER: Results
• A comparison of the 131 neonates whose mothers were 

followed to the end of pregnancy according to treatment 
group (with 58 exposed to buprenorphine and 73 exposed 
to methadone) showed  buprenorphine group:
– Required significantly less morphine (avg dose 1.1 mg vs. 10.4 mg)
– Had a significantly shorter hospital stay (10.0 days vs. 17.5 days)
– Had a significantly shorter duration of treatment for the NAS (4.1 

days vs. 9.9 days)

• No significant differences between the groups in other 
outcomes or in the rates of maternal or neonatal adverse 
events (% needing NAS treatment, peak NAS score, head 
circumference,. 

“Neonatal Abstinence Syndrome after Methadone or Buprenorphine Exposure”, Jones et. Al 2010, NEJ M.



MOTHER: Secondary Outcomes 
with significant differences:

• Neonates exposed to buprenorphine spent, on 
average, 58% less time in the hospital 
receiving medication for NAS than did those 
exposed to methadone (4.1 days vs. 9.9 days). 

• There were no significant differences in any of 
the nine maternal outcomes. 



Mono- vs Combo- Product
• “Subutex”- just buprenorphine
• “Suboxone”- buprenorphine + naloxone
• Subutex initially recommended for pregnant 

women because it was the only form studied 
when FDA approved in U.S. in 2002. Was also 
thought to have a lower risk for precipitated 
withdrawal.

• >10 studies now with Suboxone showing no 
negative outcomes 

• 1 study with Suboxone showed significantly less 
NOWS than with Subutex



Naltrexone
• Revia (oral);  Vivitrol (Long-acting injection)

• mu opioid receptor antagonist (blocker)

• Generally very well tolerated

• No abuse potential

• Several retrospective studies in Australia w + results

• 1 prospective study in Tennessee
– 121 women on naltrexone; 109 on methadone or buprenorphine

• No relapses during the 7 day period prior to starting naltrexone

– 34 stopped naltrexone (“didn’t think I needed it”; headache; nausea)
• 20 remained drug free; 11 switched back to bup/methadone; 3 using illicit opioids

– No differences in birth outcomes compared to methadone/buprenorphine

– No NOWS in neonates of 87 pts who remained on naltrexone

– No fetal anomalies



Choosing Which Treatment
• Medication

– Methadone, Buprenorphine, Naltrexone

– Formulation

• Treatment Setting

– OTP, Non-OTP Outpatient, Primary Care, OB Provider, 
Residential

• Current Treatment Setting Limitations

– ED, Acute Care Hospital, SNF, Correctional Facility



Choosing Which MOUD
• Patient preference- NEEDS TO BE DONE COLLABORATIVELY!

– Medication (methadone, buprenorphine, naltrexone)
– Setting (OTP, primary care, ASAM Level 1-4)
– “Detox”- highly discouraged

• Patient treatment history
– “Official”
– “Self-treatment”

• Patient factors
– Age; duration of OUD; current physical dependence (Fed. Regs.)
– Age; QT; Sleep apnea; Liver failure; Concomitant pain; Other meds

• Practical factors
– Availability of treatment(when & where); insurance; schedule

• Current comorbid conditions
– Pain; infection; physical disability; other medications



Intrapartum Pain
• Often need more pain medication because of 

tolerance and hyperalgesia
• Avoid butorphanol and other mixed agonists

• ACOG position statement-
– Women taking methadone or buprenorphine who are in 

labor should have their maintenance opioid agonist dose 
continued and should receive additional pain relief.

– Epidural/spinal anesthesia; short-acting opioids

• May also consider stopping buprenorphine prior to 
planned C-section, using short-acting opioids for 
analgesia and switching back to buprenorphine as 
pain resolves.



Postpartum Management
• Variable

• Need to watch patient closely

• If methadone or buprenorphine dose was 
increased during pregnancy, may need to 
reduce quickly or may be gradual

• Need to explain to mother that this is variable 
and that she needs to alert OTP about over 
sedation.



Breast-Feeding
• Studies have found minimal transmission of methadone 

in breast milk, regardless of maternal dose.
– Naloxone and naltrexone less studied.

– Poor bioavailability lessens likelihood of transfer via milk

• Reduces duration and severity of NOWS

• Mothers maintained on methadone or buprenorphine 
can breast-feed if they are not:

– HIV positive

– using substances (Nicotine? Alcohol? Marijuana?)

– do not have a disease or infection in which breast-
feeding is contraindicated



Neonatal Opioid Withdrawal 
Syndrome (NOWS)

• Formerly known as NAS
• Does not seem to independently increase risk of future OUD
• Usually assessed with ”standardized” scale

– Shorter hospital stays
– Finnegan; Modified Finnegan; Lipsitz; Neonatal Withdrawal Inventory

• Increased risk if: 
– tobacco, other substances (esp. benzos, SSRIs), premature

• 50-80% of newborns whose mother took methadone or bup
– Severity less with buprenorphine; less medication needed

• Lessened  with breastfeeding, rooming-in, swaddling, quiet 
environment, acupuncture

• Treated with morphine, methadone
– Less common-buprenorphine, clonidine, 





Provides support to prescribers and their practices in 
addressing the needs of their patients with substance use 

disorders and chronic pain management.

All Services are FREE

• Phone consultation for clinical questions

• Education and training opportunities related to substance 
use disorders and chronic pain management

• Assistance with addiction and behavioral health resources 
and referrals

• Technical assistance to practices implementing or expanding 
office-based addiction treatment services

• MACS TeleECHO™ Clinics: collaborative medical education 
through didactic presentations and case-based learning

1-855-337-MACS (6227) • www.marylandMACS.org



1-855-337-6227

Email:MACS@som.umaryland.edu

www.marylandMACS.org

Stay up to date: MACS Monthly Newsletter

www.marylandmacs.org/Contact-Us/

Prescribers: Sign up for MACS via phone or

https://bit.ly/2KE5nCT

mailto:MACS@som.umaryland.edu
http://www.marylandmacs.org/Contact-Us/
https://bit.ly/2KE5nCT

