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PERSPECTIVE

Methadone versus buprenorphine for the treatment of opioid abuse in
pregnancy: science and stigma
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Abstract

Keywords

The past decade has seen an increase in rates of opioid abuse during pregnancy. This clinical
challenge has been met with debate regarding whether or not illicit and prescription opioiddependent individuals require different treatment approaches; whether detoxification is
preferable to maintenance; and the efficacy of methadone versus buprenorphine as treatment
options during pregnancy. The clinical recommendations resulting from these discussions are
frequently influenced by the comparative stigma attached to heroin abuse and methadone
maintenance versus prescription opioid abuse and maintenance treatment with buprenorphine. While some studies have suggested that a subset of individuals who abuse prescription
opioids may have different characteristics than heroin users, there is currently no evidence to
suggest that buprenorphine is better suited to treatment of prescription opioid abuse than
methadone. Similarly, despite its perennial popularity, there is no evidence to recommend
detoxification as an efficacious approach to treatment of opioid dependence during pregnancy.
While increased access to treatment is important, particularly in rural areas, there are multiple
medical and psychosocial reasons to recommend comprehensive substance abuse treatment
for pregnant women suffering from substance use disorders rather than office-based provision
of maintenance medication. Both methadone and buprenorphine are important treatment
options for opioid abuse during pregnancy. Methadone may still remain the preferred
treatment choice for some women who require higher doses for stabilization, have a higher
risk of treatment discontinuation, or who have had unsuccessful treatment attempts with
buprenorphine. As treatment providers, we should advocate to expand available treatment
options for pregnant women in all States.
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The abuse of prescription opioids has increased steadily over
the past 15 years (1), contributing significantly to the
emergence of illicit opiates as the fastest growing substance
abuse problem in the United States today (2). Poignantly, rates
of opioid abuse during pregnancy have also increased (3),
igniting debates regarding the risks and benefits of medication-assisted treatment options during pregnancy. Much of the
discussion centers around whether women abusing prescription opioids benefit from a substantially different treatment
approach than that which is effective for women abusing
heroin, tapering versus maintenance as clinical management
approaches during pregnancy, and methadone versus buprenorphine as medication-assisted treatment choices.
We have been slow to respond to the prescription opioid
abuse epidemic for a number of reasons. In large part this has
been due to misrepresentation of the abuse liability of the
earlier formulation of OxyContin, aggressive marketing
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campaigns by prescription opioid manufacturers, and systemic gaps in post-marketing surveillance (4) that led to
an undeterred expansion of prescription opioid abuse. An
additional factor was an aura of acceptability that surrounds
prescription opioids due to their legality and prescription by a
medical professional, despite their similarities in chemical
structure, mechanism of action, and abuse liability to illicit
opiates, such as heroin. An estimated 2 million people now
abuse opiates in the US (5), and unintentional deaths by
prescription opioid overdose now surpass those caused by
both heroin and cocaine combined (6). It should be clear
by now that prescription opioids are neither inherently benign,
nor automatically indicative of a less severe substance abuse
problem than illicit substances. However, this assumption is
frequently implicit in both public and professional conversations regarding prescription drug abuse during pregnancy.
Differences in methods of prescription opioid diversion by
class and gender may exacerbate erroneous patient and
provider perceptions of the presence or severity of a substance
use disorder. Women may be more likely to rely on a doctor’s
prescription (doctor shopping) and sharing/trading pills with
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friends and/or family than men, who are more likely to access
prescription opioids through drug dealers (1). Individuals
with higher incomes are more likely to engage in doctor
shopping to obtain prescription opioids than lower income
individuals who rely more frequently on the use of dealers (1).
The differences between these means of diversion in social
perception, legality, and likelihood of detection can exacerbate inaccurate perceptions in both providers and the public,
many of whom may have a substance use disorder. Women of
higher socioeconomic status may be perceived as not having a
substance use problem because their means of diversion are
more socially acceptable and less subject to detection.
Similarly, regional differences in the type of opioids
commonly abused may be less connected to addiction
severity, than the relative availability of prescription medications versus illicit drugs in rural areas (7). Indeed there is
evidence that prescription opioid abuse is a contributing
factor to the national rise in heroin abuse rates, as well as the
introduction of heroin into rural and suburban areas where
previously unavailable (8). Approximately half of the young
people using heroin today report initially using prescription
opioids. Many report switching to heroin because it is cheaper
and more readily available (9,10). The abuse of prescription
drugs, both opiates and benzodiazepines, by individuals
receiving treatment for heroin abuse is also well-documented,
suggesting that there is considerable overlap in these drugs of
abuse. While some studies have pointed to differences in
demographics, treatment history, and treatment outcomes
between prescription opioid and heroin users (11), there is not
currently enough evidence to assume that individuals who
abuse prescription opioids and those who abuse heroin are
entirely distinct populations requiring substantially different
treatment approaches. Clinical trials assigning prescription
opioid and heroin users to either buprenorphine or methadone
maintenance respectively by type of opioid abused, have
demonstrated no impact on treatment effectiveness (11).
Contributing to the lack of clarity in the public, and
sometimes professional, debate is a failure to differentiate
between physical dependence on a medication and addiction,
of which increased tolerance and withdrawal symptoms are
only one dimension. More far reaching is the impact of the
addiction on the individual’s psychosocial functioning. In
pregnant women, a substance use disorder may have longterm effects on her and her child’s well-being through
impairment of maternal-infant bonding, exacerbation of
psychiatric symptoms, disrupted social support systems, and
inhibition of educational and career prospects.
Evidence-based assessment should be conducted to assess
functional impairment in life domains as a result of substance
use to determine the presence of a substance use disorder and
gauge its severity. While injection drug use poses additional
health risks, the potential for impairment in multiple life
domains is present with all opioids that are abused. Once
assessment is completed, the American Society of Addiction
Medicine guidelines for referring patients to the appropriate
level of care would ideally be followed. Individuals who have
become physically dependent upon a drug which they were
prescribed might be successfully tapered from the drug in an
outpatient setting. However, for those in whom a substance
use disorder is present, detoxification has a remarkably low
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success rate (12,13). Attempts to encourage detoxification are
often fueled by the stigma that has been attached to
methadone treatment, rather than realistic expectations of
the effectiveness of this approach in addressing opioid
dependence. When treating opioid-dependent pregnant
women, the concern of neonatal abstinence syndrome in the
infant often lends additional impetus to the arguments for
detoxification. While it is costly to treat otherwise healthy
infants who remain in the hospital for an extended period of
time, the effects of NAS are transitory and represent a small
risk compared to that posed by active opioid abuse during
pregnancy. Comprehensive substance abuse treatment
remains the standard of care for pregnant women.
Food and Drug Administration (FDA) approval of
buprenorphine for the treatment of opioid dependence in
2002 marked an important new treatment option in the US. As
a partial agonist medication, buprenorphine offers some
important advantages over methadone in the form of an
improved safety profile, an easier taper for adult patients (14),
and a shorter duration of NAS treatment when required, in
infants exposed to opioids in utero (15). Regulations allowing
its provision in office-based versus clinic settings increase the
accessibility of treatment for opioid-dependent individuals,
particularly those in rural areas. As a newer medication,
buprenorphine appears burdened less by the stigma that
methadone maintenance has accumulated (16). Similar to
methadone, burprenorphine effectively accomplishes the
primary goals of medication-assisted treatment in pregnant
women by reducing opioid use, improving pregnancy outcomes, and stabilizing maternal lifestyle (17). However, there
are limitations. When flexible dosing is implemented,
treatment with methadone may result in higher retention
rates (18). For women who have developed a high physical
tolerance for opioids, the ceiling effect of buprenorphine may
preclude their comfortable stabilization, requiring the higher
doses that methadone affords. Additionally, some patients
report that they do not like the way they feel on
buprenorphine, possibly contributing to the lower retention
rates seen.
The context in which medication-assisted treatment is
offered is also important. The expansion of access that officebased provision of buprenorphine could offer is critical,
particularly in rural areas. However, if we recognize that
addiction is more than physiological dependence, we must
also provide comprehensive substance abuse treatment. The
range of services and coordination of care required for
effective treatment of substance use disorders during
pregnancy is often more easily provided in a clinic setting.
Rates of psychiatric co-morbidity and history of trauma in
women with substance use disorders are high (19). If
untreated, these symptoms increase psychological distress,
impair psychosocial functioning, and reduce effectiveness of
substance abuse treatment (20). The push toward integrated
treatment is nowhere more critical than here.
Both methadone and buprenorphine have a place in the
treatment of opioid dependence in pregnant women. For a
number of reasons, methadone may still be the preferred
treatment for some pregnant women. More research is still
needed to better understand which patients will benefit
most from each medication. However, our treatment
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recommendations should be based on the preferences of the
client and scientific evidence, rather than unsubstantiated
prejudice against methadone maintenance or misperceptions
about the severity of an addiction based on the type of opioid
abused. The adverse effects of failed treatment attempts are
far greater than the transitory effects of NAS, so care should
be taken to maximize treatment efficacy for the pregnant
woman. Stabilizing the maternal environment and providing a
solid foundation for her recovery will bring long-lasting
benefits to both mother and child. As helping professionals, it
is incumbent upon us to advocate for expanded treatment
options that achieve this goal.

10.

Declaration of interest

12.

The author reports no conflicts of interest. The author alone is
responsible for the content and writing of this paper.

13.

9.

11.

References
1. Cicero TJ, Kurtz SP, Surratt HL, Ibenaz GE, Ellis MS, Levi-Minzi
MA, Inciardi JA. Multiple determinants of specific modes of
prescription opioid diversion. J Drug Issues 2011;11:283–304.
2. Bart G. Maintenance medication for opiate addiction: the foundation of recovery. J Addict Diseases 2102;31:207–225.
3. Wanderer JP, Bateman BT, Rathmell JP. Opioid use is rising.
Anesthesiology 2014;121:(A23).
4. Griffin OH, Spillane, JF. Pharmaceutical regulation failures and
changes: lessons learned from OxyContin abuse and diversion.
J Drug Issues 2012;43:164–175.
5. Substance Abuse and Mental Health Services Administration
(SAMHSA). Results from the 2011 National Survey on Drug Use
and Health: summary of national findings (NSDUH Series H-44,
HHS Publication No. SMA 12-4713). Rockville, MD: SAMHSA;
2012.
6. Chen LH, Hedegaard H, Warner M. QuickStats: number of
deaths from poisoning, drug poisoning, and drug poisoning
involving opioid analgesics – United States, 1999–2010. MMWR
2013:234.
7. Inciardi JA, Goode JL. OxyContin and prescription drug abuse:
miracle medicine or problem drug. Consum Res 2003;7:17–21.
8. Muhuri PK, Gfroerer JC, Davies MC. Associations of nonmedical
pain reliever use and initiation of heroin use in the US Center

14.
15.

16.
17.

18.

19.

20.

3

for Behavioral Health Statistics and quality data review.
SAMHSA 2013. Available at: http://archive.samhsa.gov/data/
2k13/DataReview/DR006/nonmedical-pain-reliever-use-2013.htm.
Pollini RA, Banta-Green CJ, Cuevas-Mota J, Metzner M,
Teshale E, Garfein RS. Problematic use of prescription-type
opioids prior to heroin use among young heroin injectors. Subst
Abuse Rehabilitat 2011;2:173–180.
National Institute on Drug Abuse (NIDA). Epidemiologic trends in
drug abuse. In: Proceedings of the Community Epidemiology Work
Group, January 2012. Bethesda, MD: NIDA.
Potter JS, Marino EN, Hillhouse MP, Nielsen S, Wiest K,
Canamar CP, Ling W. Buprenorphine/naloxone and methadone
maintenance treatment outcomes for opioid analgesic, heroin, and
combined users: findings from Starting Treatment with Agonist
Replacement Therapies (START). J Stud Alcohol Drugs 2013;74:
605–613.
Mattick RP, Breen C, Kimber J, Davoli M. Methadone maintenance
therapy versus no opioid replacement therapy for opioid dependence. Cochrane Data System Rev 2009;3:CD002209.
Noysk B, Sun H, Evans E, Marsh DC, Anglin MD, Hser Y,
Anis AH. Defining dosing pattern characteristics of successful
tapers following methadone maintenance treatment: results from a
population-based retrospective cohort study. Addiction 2012;107:
1621–1629.
Wesson DR, Smith DE. Buprenorphine in the treatment of opioid
dependence. J Psychoact Drugs 2010;42:161–176.
Jones HE, Kaltenbach K, Heil SH, Stine SM, Coyle MG, Arria AM,
O’Grady KE, et al. Neonatal abstinence syndrome after exposure
to methadone or buprenorphine. New Eng J Med 2010;363:
2320–2331.
Jackson TR. Treatment practice and research issues in improving
opioid treatment outcomes. Sci Pract Perspect 2002;1:22–28.
Minozzi S, Amato L, Vecchi S, Davoli, M. Maintenance agonist
treatments for opiate-dependent pregnant women. Cochrane Data
Systemat Rev 2013;12:CD006318.
Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine
maintenance versus placebo versus methadone maintenance for
opioid dependence. Cochrane Data Systemat Rev 2014;2:
CD002207.
Lipsky S, Krupski A, Roy-Byrne P, Lucenko B, Mancuso D,
Huber A. Effect of co-occurring disorders and intimate partner
violence on substance abuse treatment outcomes. J Subst Abuse
Treat 2010;38:231–244.
Fitzsimons H, Tuten M, Vaidya V, Jones HE. Mood disorders affect
drug treatment success of drug-dependent women. J Subst Abuse
Treat 2007;32:19–25.

