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Outline for This Talk

Adolescents

Pregnant patients

Geriatric patientsGeriatric patients

HIV positive patients
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3 Prevalence of any illicit 

In 2002, for 12-17 year olds:

Ever used any illicit drugEver used any illicit drug

Used illicit drugs in past 

In 2002, for 18-25 year olds:

Ever used illicit drugs: 59Ever used illicit drugs: 59

Used illicit drugs in past 

2002 National Survey on Drug Use and Heal

drug use in youth

:

s: 30 9%s: 30.9%

year:  11.6%

:

9 8%9.8%

year:  20.2%

lth (NSDUH)
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Percent of Students Reporting 
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Prevalence of Past Year DrPrevalence of Past Year Dr

2006 Monitoring2006 Monitoring

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 3

* Nonmedical use

OxyContin 4.3

rug Use Among 12th gradersrug Use Among 12th graders
g the Future Studyg the Future Study

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
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Prevalence of heroin us

Opioid use other than heroi

Highest use since 1975 w

12th graders in 2005:12 graders in 2005:
12.8% report lifetime
9 0% t l t9.0% report last year
3.9% report past mon

2005 Monitoring the Future Study

se

in:

was 2003

e use
r use
nth use
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Special diagnostic and tre

Length of time illicit opioid

Relatively short but mult

Youth also are not experp

Route of administration

Injecting? Nasal? Oral? 

At risk for HIV or other infe

eatment considerations

s used

tiple drugs?

rienced users.

ections?
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Special diagnostic and tre

Use versus abuse versus de
S it f ?Severity of use?
Evidence of physical depe
Evidence or indication tha

dependence despite oth

Goals of treatment intervent
Withdrawal off opioids?Withdrawal off opioids?  
Maintenance?

eatment considerations

ependence

endence?
at use will become 

her interventions?

tion
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Use of Buprenorphine wit

While extensive use of bupren
limited use in adolescents.  
reveals superiority of bupre

Guidelines for dose inductionGuidelines for dose induction
recommended for adults sh
with adolescents FDA appwith adolescents.  FDA app

Assess level of physical depe
accordingly for adolescents

th Adolescents

norphine in adults, 
2005 NEJM article 

enorphine over clonidine

n and withdrawaln and withdrawal 
hould, in general, be used 
roved for 16 and aboveroved for 16 and above

endence, adjust dose 
s, just as for adults
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Use of Buprenorphine wit

Buprenorphine may be a good
lower levels of physical deplower levels of physical dep
adolescents)

A history of multiple relapsesA history of multiple relapses
supervised opioid withdraw
of buprenorphine maintenanof buprenorphine maintenan

Buprenorphine’s possible mil
also make it partic larl sealso make it particularly use

th Adolescents

d match for patients with 
pendence (such aspendence (such as 

s (e g after medicallys (e.g., after medically 
wals) is an indicator for a trial 
nce treatmentnce treatment

ld withdrawal syndrome may 
ef l in adolescentseful in adolescents
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Use of Buprenorphine wit

Buprenorphine may have a
d (thi h bsyndrome (this has been

but not tested by well-co

If buprenorphine does have
syndrome, this may be a
with adolescents (especi
withdrawal off the medica

th Adolescents

a mild withdrawal 
f tl h th i d frequently hypothesized, 

ntrolled studies)  

e a mild withdrawal 
n advantage for its use 
ally if the goal is eventual 
ation))
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Use of Buprenorphine wi

Supervision of take hom

Watch for risk of diversiWatch for risk of diversi

Regular contraceptive u
pregnancy

Provide or refer for otheProvide or refer for othe
treatment; medication 

th Adolescents

me doses of medication

ion, abuseion, abuse

use and assessment for 

er psychosocialer psychosocial 
will not be enough
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The Opioid Dependent Pr

1997: 5,000-10,000 infants 
dependent mothersdependent mothers

Important to know about s
services in your commun
pregnant, opioid depend

Management of the patient
availability of such serviavailability of such servi

regnant Patient

born to opioid 

pecialized treatment 
nity available for 

dent patients

t will depend on the 
cesces



16 Initial Management of the

It is important to know abo
treatment services availatreatment services availa
opioid dependent patien
Management of the patieManagement of the patie
availability of such servi

e Pregnant Patient

out specialized 
able for pregnant,able for pregnant, 
ts in your community.  

ent will depend on theent will depend on the 
ces.  
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Initial Management of the 

If specialized treatment p

New patient – refer to the

Buprenorphine/naloxoneBuprenorphine/naloxone
who is now pregnant:

switch to buprenorphi
methadone

consider referral to the

Pregnant Patient

program is available:

e program

e maintained patiente-maintained patient 

ne alone vs. change to 

e program
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Initial Management of the 

If no specialized treatment
and it is a new patient –and it is a new patient –

methadone treatment (
program specifically foprogram specifically fo

and it is a buprenorphin
ti t h ipatient who is now pre

buprenorphine monoth
referral to methadone treferral to methadone t
care for pregnant opioi

Pregnant Patient

t program is available
consider referral toconsider referral to 

(even if there is no 
or pregnant women)or pregnant women)

e/naloxone maintained 
t it h tegnant – switch to 

herapy and consider 
treatment (standard oftreatment (standard of 
id dependent patients)
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Initial Management of the 

If no specialized treatment p

Have, and document, a c
the patient about the ris
continued buprenorphi
treatment

Refer the patient to appro
servicesservices  

Multi-center trials were in
2 French) with results i

Pregnant Patient

program is available:

careful discussion with 
sks and benefits of 
ine monotherapy 

opriate prenatal care 

nitiated in 2004 (7 US and 
n 2009
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Evaluation of the Pregnan

Factors to consider in the 

Is the patient dependent

Is there other drug use?Is there other drug use?

Medical problems?

Psychiatric problems?

F il d i l it tiFamily and social situati

nt Patient

evaluation:

t on opioids?

??

i ?ion?
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Evaluation of the Pregnan

Determine if patient has re
provider, and if prenatal p , p

Obtain consent to commun
idcare provider 

Provide nutritional counse
pregnancy, if indicated (e
vitamins and iron)vitamins and iron)

nt Patient

egular prenatal care 
care has been initiated

nicate with prenatal 

eling specific to g p
e.g., use of prenatal 
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Buprenorphine versus Me

Methadone approved fo
and substantial experi

Not a similar amount ofNot a similar amount of 
buprenorphine use in 

ethadone

or use in pregnancy, 
ience with it

f experience withf experience with 
pregnancy
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Buprenorphine versus Me
Minimal information about 

of buprenorphine during 

Pregnant women treated w
had good withdrawal suphad good withdrawal sup
dosing

Maintain clinical flexibility d
consider dose adjustmenj

ethadone
need for dose adjustments 
pregnancy 

with buprenorphine have 
ppression with once dailyppression with once daily 

during pregnancy –
nts, split dosing, if indicated, p g,
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Use of Buprenorphine ve

Buprenorphine may have 
syndrome for infantsyndrome for infant

Plasma to breast milk ratio
(li it d d t thi )(limited data on this)

Poor oral bioavailability w
swallowed

Probably should not use y
buprenorphine/naloxone

rsus Methadone

milder withdrawal 

o is approximately 1 

when buprenorphine 

e
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Use of Buprenorphine ve

Like methadone, some evi
abstinence syndrome (Nabstinence syndrome (N
mothers maintained on 
infants and not systemainfants, and not systema

Buprenorphine NAS starts
k i 3 4 d l tpeaks in 3-4 days, lasts 

Buprenorphine via breast 
suppress neonatal absti

rsus Methadone

idence of a neonatal 
NAS) for infants born ofNAS) for infants born of 
buprenorphine (not all 
atically studied)atically studied)

s in first two days, 
t kup to one week

milk will probably not 
inence syndrome
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In Utero Exposure to Bup

Limited experience with bupre
(primarily case reports and s

Over 100 published reports (ca
studies, open-labeled controp
of infants exposed  to bupre

No significant adverse effects g

In general, full term births, nor

Neonate is dependent on opioNeonate is dependent on opio
on buprenorphine

renorphine

enorphine in pregnancy 
small series of patients)

ase reports, prospective 
olled studies) of 15 cohorts )
norphine in utero

on fetus noted

rmal birth weights

ids if mother is maintainedids if mother is maintained 
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In Utero Exposure to Bup

Of approximately 300 infan
experienced a neonatal aexperienced a neonatal a
with 48% requiring treatm

However, neonatal abstinen
and short lived in bupren

renorphine

nts exposed, 62% 
bstinence syndrome (NAS)bstinence syndrome (NAS), 

ment

nt syndrome (NAS) minimal 
orphine-exposed infants
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In Utero Exposure to Bup

The NAS associated with

A ithi 12 48 hAppears within 12-48 h

Peaks at 72-96 hoursPeaks at 72 96 hours

Lasts for 120-168 hours

renorphine

 buprenorphine:

hhours

s
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In Utero Exposure to Bup

NAS in buprenorphine-expo
mild to moderate, possib, p
that observed with metha

Buprenorphine provides saBuprenorphine provides sa
other opioid agonist treat
attenuate NASattenuate NAS

No significant teratogenic e
buprenorphine

prenorphine

osed infants described as 
ly shorter and milder than y

adone or other opioids

ame benefits to mother asame benefits to mother as 
tments, while it may 

effects shown with 
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Buprenorphine Dosing du

Continue mother on bupren
breast feedingbreast- feeding

Low levels of buprenorphin
oral bioavailability when 

Consider dose adjustmentsConsider dose adjustments
example, if the mother ha
during pregnancy then rduring pregnancy, then r
dosing could occur

uring Postpartum Period

norphine, even if she is 

ne in breast milk and poor 
swallowed

s if indicated Fors if indicated. For 
as received split dosing 
esumption of once dailyesumption of once daily 
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Geriatric (Over age 60) PoGeriatric (Over age 60) Po
Opioid Misuse

There is no good epidemiolo
about rates of opioid misu
National Household Surv

and Health generally do
personspersons

Drug Abuse Warning Net
There are anecdotal reportsThere are anecdotal reports 

treatment

Dependence on psychoactivDependence on psychoactiv
present in this age group

opulation: Prevalence ofopulation: Prevalence of 

ogical information available 
use in the elderly
vey/National Survey of Drug Use 
oes not specify data for older 

twork classifies as 55+ years old
of older patients in methadoneof older patients in methadone 

ve substances can certainly beve substances can certainly be 
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Special Diagnostic Consid

Our index of suspicion may
usually think of drug useusually think of drug use

Effects of drug use may be
aging

The usual diagnostic criterThe usual diagnostic criter
appropriate for the elderl
related to violations of sorelated to violations of so

derations

y be too low; we don’t 
e in the elderlye in the elderly

e mistakenly attributed to 

ria may be lessria may be less 
ly (for example, those 
ocial norms)ocial norms) 
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Use of buprenorphine wit

No data on buprenorphine
th ld lthe elderly

Consider more gradual dosg
monitoring (versus routi

W t h f di ti i tWatch for medication inter
comorbid medical condit

ib d di i )prescribed medications)

th geriatric patients

 for opioid dependence in 

se induction and closer 
ne practice in non-elderly)

ti ( ld l hractions (elderly may have 
tions and be taking other 
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HIV-Positive Patients

No adverse consequences associa
reported for this population to dreported for this population to d

Be aware of potential for buprenorp
medication interactions 

There is evidence that protease inh
3A4 may alter buprenorphine me
buprenorphine levels; not clearbuprenorphine levels; not clear 
levels will result in withdrawal o

Consider referral to specialized tre
positive patients (if available)

Outcomes may be better when enh

ated with use of buprenorphine 
datedate

phine and antiretroviral 

hibitors metabolized by P450 
etabolism and thus 
whether altered buprenorphinewhether altered buprenorphine 
r toxicity

atment programs for HIV-

hanced services provided
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Patients with Renal Failur

Few studies of buprenorphine in

Patients with Renal Failur

ones available are primarily si
treatment (for example, for ana

No significant difference in kinet
patients with renal failure vers

No significant side effects in pat

It should be suitable to use buprIt should be suitable to use bupr
failure – consistent with bupre
hepatic (not renal)hepatic (not renal)

re

n patients with renal failure; 

re

ngle dose or short duration of 
algesia)

tics of buprenorphine in 
sus healthy controls

tients with renal failure

renorphine in patients with renalrenorphine in patients with renal 
enorphine’s metabolism being 



36Summary
Limited information about the

for the treatment of opioid d
populations of patients

This reflects, in part, the lack , p ,
groups (for any treatment in
buprenorphine)p p )

While caution should be exerc
buprenorphine with any of tbuprenorphine with any of t
buprenorphine’s safety pro
use in these populationsp p

e use of buprenorphine 
dependence in special 

of studies with these 
ntervention, not just 

cised in the use of 
these groups,these groups, 

ofile is an advantage to its 


