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Source: SAMHSA, Results from the 2010 National Survey on Drug Use and Health: 
Summary of National Findings

The Prescription Drug Abuse Problem

• 478 million prescriptions for controlled-substances 
dispensed in U.S. in 2010

• 7 million Americans reported current non-medical use of 
prescription drugs in 2010

• In 2010, 2 million people reported using prescription 
painkillers non-medically for the first time within the last 
year—nearly 5,500 a day

• 1 in 4 people using drugs for first time in 2010 began by 
using a prescription drug non-medically

• 6 of top 10 abused substances among high school seniors 
are prescription drugs



Specific Illicit Drug Dependence or Abuse in the 

Past Year among Persons Aged 12 or Older: 2010

(SAMHSA, 2011)



What is Medication-Assisted Treatment (MAT)?

• MAT is the use of medications, in combination with 
counseling and behavioral therapies, to provide a whole-
patient approach to the treatment of substance use 
disorders (SAMHSA)

• MAT is clinically driven with a focus on individualized 
patient care

• Research shows that when treating substance-use 
disorders, a combination of medication and behavioral 
therapies is most successful



•Methadone - Dolophine® 

- Agonist - Binds on the cell and mimics the action of the   
naturally occurring neurotramsmitters

•Buprenorphine – Suboxone,® Subutex® 

- Partial Agonist - Similar action as an agonist at lower levels

•Naltrexone oral – ReVia,® Depade®

•Naltrexone extended release injection - Vivitrol®
- Antagonist - Binds to opioid receptors and blocks them, like a  

key that fits in a lock but does not open it and prevents 
another key from being inserted to open the lock

Three FDA-approved 
Medications for Opioid Addiction



Methadone

• Used successfully for more than 40 years 

• Full mu-receptor agonist  
- Can be used in detox and maintenance

- Suppresses withdrawal and craving; reduces non-medical opioid use

• Prescription and dispensing is restricted to providers licensed through 
the DEA, certified by SAMHSA as Opioid Treatment Programs (OTPs) and 
are subject to state and local regulations

• Commercial health plans generally do not cover as a pharmacy benefit 
for opioid addiction, only for pain management



Methadone

• Access and waitlisted patients are a frequent problem

• Daily doses provided at the clinic until the patient         
stabilizes and can receive take-home doses

• Licensing and certification for counseling in addition 
required to dispense



Methadone

• Therapeutic doses, determined by trained physicians, to 
ensure maximum effectiveness and the receptor is fully 
activated 

• Effectiveness well documented:
- Withdrawal symptom suppression

- Patient retention

- Reduction of opioid use

- Reduction of opioid-related health and social problems



•Available for opioid treatment 
since 2002 and generic 
formulations are now 
available

•Partial mu-receptor agonist, 
also works  as an antagonist 
at the kappa receptor
• Activates some receptors with a 

ceiling effect even with an increased 
dose; antagonist “occupies” the 
receptor and blocks 

•Combination product with 
short-acting antagonist 
naloxone was developed to 
prevent misuse

Suboxone

Buprenorphine



•Can be used for detox and 
maintenance

•Two advantages over 
methadone: overdose risks 
are far lower and it is far 
more accessible 

•Available from specially 
trained primary and 
generalist physicians who are 
granted a DEA waiver

Suboxone

Buprenorphine



•Oral form approved in 1984, long 
acting (24 to 30 hours) antagonist

•Extended release (up to 30 days) 
injectable form (Vivitrol) 
approved  2010

•Can only be used with fully 
detoxified patients, causes 
immediate withdrawal if opiate 
still in system

•Once on maintenance dose, 
eliminates effects of opioids by 
blocking the receptor sites

Naltrexone

Low dose Naltrexone

Vivitrol



• Good access as it is prescribed by 
any healthcare provider who is 
licensed to prescribe medications 
(e.g., physician, doctor of 
osteopathic medicine, physician 
assistant, and nurse practitioner)

• Special training is not required; 
the medication can be 
administered in OTP clinics

Naltrexone

Low dose Naltrexone

Vivitrol



http://www.vivitrol.com/opioidrecovery/howvivitrolworks



Outcomes

•Positive outcomes with 
adherence but oral form does 
have higher lack of adherence 
and discontinuation problems

•Studies have shown about 
50% of patients voluntarily 
continue the injectable forms

•Vivitrol is being used post 
release from jails and prisons 
to prevent overdose deaths

•In other countries, studies 
underway on an implant form

Vivitrol



Medications Approved for Alcohol

Acamprosate – Campral
•Antagonist at N-methyl-D-aspartate receptors and agonist 

gamma-aminobutvric acid (GABA) type A receptors 

•Reports indicate that acamprosate only works with a 
combination of attending support groups and abstinence 
from alcohol

Disulfiram – Antabuse
•Produces an acute sensitivity to alcohol by blocking the 

processing of alcohol in the body by inhibiting the break 
down of enzymes acetaldehyde dehydrogenase causing an 
unpleasant reaction when alcohol is consumed

Naltrexone – Revia, Depade and extended release Vivitrol
•An opioid receptor antagonist



Other medications for alcohol 

•Some benzodiazepines (Valium and Xanex) 
have been approved to treat alcohol 
withdrawal symptoms



Medications for Nicotine

•Nicotine replacement products 
- Patches, Gum, Lozenges, Nasal Spray 

•Oral medication 
- Bupropion 

- Wellbutrin, Budeprion, Prexaton, Elontril, Aplenzin

- Varenicline

- Chantix

•Are effective components of treatment when part of a 
comprehensive behavioral treatment program



http://www.vivitrol.com/opioidrecovery/howvivitrolworks



•Medications are an important element of treatment for 
many patients, especially when combined with counseling 
and other behavioral therapies

• National Institute on Drug Abuse, Principles of Drug Addiction Treatment

•Recent review by American Society of Addiction Medicine 
and National Institute on Drug Abuse

Advancing Access to Addiction Medications: Implications for 
Opioid Addiction Treatment

http://www.asam.org/docs/advocacy/Implications-for-Opioid-Addiction-Treatment

Medications & Substance Abuse Treatment

http://www.asam.org/docs/advocacy/Implications-for-Opioid-Addiction-Treatment


Summary Points

As part of a comprehensive treatment program, MAT has been 
shown to:

• Improve survival

• Increase retention in treatment 

• Decrease illicit opiate use 

• Decrease hepatitis and HIV seroconversion

• Decrease criminal activities

• Increase employment

• Improve birth outcomes among opioid dependent pregnant 
women



Multiple Intervention Points

Pre-

pregnancy
Prenatal Birth Neo-natal Childhood,

Adolescence

For the child:
A five-point framework that addresses screening, 

assessment, referral and engagement across all stages of 

development

Promote 
awareness

Screening 
and 
referrals 
for 
services

Testing 
for 
substance 
exposure

Immediate 
postnatal 
services for 
newborn and 
families

Ongoing 
services 
for 
children 
and 
families

For the mother:
The whole perinatal picture - before, during, after pregnancy 

CAPTA, 2010
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Ensures that all States have the capacity to provide 
services and improve Child Protective Service (CPS) 
systems, including operation of a statewide program that 
includes policies and procedures to address the needs of 
substance exposed infants (e.g. Fetal Alcohol Spectrum 
Disorder), including:

• Primary care providers are required to notify CPS of 
instances of substance exposed infants. Notification 
should not be construed as an automatic finding of 
child abuse or neglect under Federal law.

• The development of a plan of safe care for the infant.

Child Abuse Prevention and Treatment 

Reauthorization Act (CAPTA) of 2010



MAT During Pregnancy, 

Post-Natal and Beyond



Opiates During Pregnancy



Unmanaged Opioid Use During Pregnancy

•Fetal growth retardation

•Abruptio placentae

•Fetal death

•Premature labor

•Intrauterine passage of 
meconium

•These may be related to 
exposure to the fetus or 
the effects of withdrawal 
on placental function

•Lifestyle risks



• In chronically opioid exposed 
newborns, norepinephrine 
“rebound” produces symptoms 
of gastroinestinal and motoric 
hyperarousal after birth as 
opioids are no longer being 
administered through the 
umbilical connection to the 
mother and are metabolized 

• 40-60% of exposed babies have 
NAS signs & researchers cannot 
predict which ones will have it

Neonate Withdrawal/Neonatal 
Abstinence Syndrome (NAS)



Neonate Withdrawal/Neonatal 
Abstinence Syndrome (NAS)

• Timing of onset relates to 
characteristics of drug used by 
mother, time of last dose 

• Generally treated in hospital via 
swaddling, low stimulation 
environment, extra feedings, 
narcotic weaning



Different Populations of Women Can Give Birth 

to an Infant with NAS Symptoms*

*Groups may overlap, adapted from Dr. Cece Spitznas, White House Office of 
National Drug Control Policy

1. Women with chronic pain or other medical 
condition maintained on medicines

2. Women actively abusing or dependent on opioids 
(e.g. untreated substance use disorder)
• Includes heroin users
• Misuse own prescribed narcotics for acute or 

chronic pain
• Misuse of non-prescribed opioids diverted from 

legitimate sources from friend or family member 
• Misuse of opioids obtained through illicit means 

(purchased, theft)



3. Women in recovery from opioid addiction 
maintained on methadone through OPT or 
buprenorphine through office based 
prescribing

Different Populations of Women Can Give Birth 

to an Infant with NAS Symptoms*

*Groups may overlap, adapted from Dr. Cece Spitznas, White House Office of 
National Drug Control Policy



American College of Obstetrics and 
Gynecology (ACOG), May 2012

•Opioid use in pregnancy is not uncommon

•Use of illicit opioids during pregnancy is associated with an 
increased risk of adverse outcomes 

•Current standard of care for pregnant women with opioid
dependence is referral for opioid-assisted therapy with 
methadone

•Emerging evidence suggests that buprenorphine also should 
be considered

•Medically supervised tapered doses of opioids during 
pregnancy often result in relapse to former use 

•Abrupt discontinuation of opioids in an opioid-dependent 
pregnant woman can result in preterm labor, fetal distress, or 
fetal demise 



American College of Obstetrics and 
Gynecology (ACOG), May 2012

•During the intrapartum and postpartum period, special 
considerations are needed for women who are opioid
dependent to ensure appropriate pain management, to 
prevent postpartum relapse and a risk of overdose, and to 
ensure adequate contraception to prevent unintended 
pregnancies

•Patient stabilization with opioid-assisted therapy is 
compatible with breastfeeding

•Neonatal abstinence syndrome is an expected and treatable 
condition that follows prenatal exposure to opioid agonists



Why the Closed Doors?   

1. Misconception as a 
moral weakness or 
willful choice

2. Separation from rest 
of health care

3. Language mirrors and 
perpetuates stigma

4. Failure by criminal 
justice system to defer 
to medical judgment 
in treatment

Stigma – Four Factors

Source – Olsen and Shafstein, JAMA, 2014



MAT & Drug Courts

• A recent national survey found that nearly half of 
drug courts do not use medications in their 
programs (Matusow et al, 2013)

• One of the primary barriers to using medications 
was reportedly a lack of awareness of or 
familiarity with medical treatments

• Need for substantial, targeted educational 
initiatives to increase awareness of the treatment 
and criminal justice benefits of MAT in the drug 
courts



NADCP - MAT

In 2012, the NADCP Board of Directors issued a unanimous 
resolution:  

• Make reasonable efforts to attain reliable expert 
consultation on the appropriate use of MAT for their 
participants including partnering with substance abuse 
treatment programs that offer regular access to medical 
and psychiatric services.

• Do not impose blanket prohibitions against the use of 
MAT for their participants and the decision whether or 
not to allow the use of MAT is based on a particularized 
assessment in each case.



Multiple

Intervention 

Opportunities Service 

Systems

Professional 

Disciplines

Require collaborative response

Client Needs



Child Welfare

Courts

Substance Abuse Treatment

Health Professionals

The Family Drug Court Collaborative



Considerations for 

Child Welfare Policy 

and Practice
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Can a parent 
who is receiving 
MAT for 
substance 
dependence be 
an effective 
parent?

Question



• Emergence of parents on MAT in the dependency system 
grows simultaneously with prescription drug abuse

• Requirement of minimal “dosing” or discontinuance of 
MAT medications for pregnant women or as a term for 
reunification

• Use of MAT as exclusionary criteria for FDC and other 
CWS programs

• Response to positive toxicology for methadone at birth 
for parent enrolled in MAT

• Question: Does your CWS system have a policy that 
addresses the use of MAT for parents?

• MAT discouraged by Judges & CW workers, thereby 
creating confusion for clients and issues with SA TX 
providers

Policy and Practice Issues



1. Does your CWS system have a policy that addresses the 
use of MAT for parents?

2. Does your CWS system have a requirement of minimal 
“dosing” or discontinuance of MAT medications for 
reunification?

3. Does your CWS system use MAT as exclusionary criteria 
for CWS programs, such as FDC?

4. Does your CWS system have a plan of safe care for 
infants and mothers affected by opioid use?

Policy and Practice Issues



“… study, understand and 
share what is required to 
create a supportive, system-
wide response to women 
with opioid dependence 
during pregnancy and to their 
infants during the immediate 
post-natal period (one year 
after birth) including 
coordinated services, 
Medication Assisted Therapy 
(MAT) and identification and 
treatment of Neonatal 
Abstinence Syndrome.”

MAT and NAS National Work Group – Purpose
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Opening the Doors in Family Drug Courts



What were some of 
the key barriers in 
accepting MAT 
clients in your FDC? 



What are some 
approaches in 
educating CWS, AOD, 
and Courts 
regarding  MAT?  



Please describe the 
importance of cross-
system collaboration in 
regards to MAT?

• Does your CWS system have a policy 
that addresses the use of MAT?

• How have you included medical 
professionals in your collaborative?



What are next steps 
in regards to policy 
and practice 
involving MAT 
clients in your FDC?



Next Steps & 

Resources



• Continue to learn basics of MAT to more effectively manage 
cases

• Remain non‐judgmental, open minded and supportive

• Have client sign Release of Information for MAT provider to 
facilitate information sharing 

• Tour a MAT program and ask for an explanation of their 
dosing & drug screening practices

• Enhance cross-system collaboration by participating in MAT

• SA attends clinical staffings as scheduled or at least discusses 
the outcome with provider

• Invite MAT providers to participate in FDC staffings

Case Management of MAT Parents in FDC



CWS Involvement with the Family

• When can CWS open a case? Prior to birth? At Birth? 

• Is the intake and assessment process different if the mother is 
known to child welfare and is stable on MAT prior to birth vs. a 
referral due to positive drug screen at birth?

• How does CWS assess for the various ways the baby was 
exposed?

• How does CWS assess for a plan of safe care in the case of a 
mother on MAT?

• Are there communication systems in place between hospitals, 
CWS, treatment, community supports?

• How does the use of MAT relate to child safety?

• Who makes clinical decisions regarding dosing?

Questions to be Addressed



Interventions

• What are the criteria for keeping the infant with the mother and what are 
the criteria for removal?

• Does removal criteria differ in the case of a woman using MAT vs. non-
MAT treatment? If yes, why and how does it differ?

• If a child is removed, what are the criteria for reunification? Does it differ 
for MAT vs. non-MAT treatment? If yes, why and how does it differ?

• Is the process different if the mother is known to CWS and is stable on 
MAT prior to birth vs. a referral due to positive drug screen at birth?

• When a decision is made to keep the infant in the home or remove the 
infant, who is this communicated to and how? Are more partners notified 
in the case of a mother on MAT?

• What is the role of CWS in connecting the mother to MAT after the birth of 
the baby?

• Is the use of MAT exclusionary criteria for child welfare programs, 
particularly FDCs?

Questions to be Addressed



Training

• How are CWS workers trained to understand addiction? MAT?

• Who does CWS rely on for substance abuse expertise? MAT expertise?

• How are MH and SA staff trained to work with families involved with CWS?

• Are hospital staff trained to recognize, intervene and notify CWS?

• What training is in place for judges, attorneys and court staff?

• Who is trained to create the plan of safe care required by CAPTA?

Data and Outcome Monitoring

• Who is responsible to collect, analyze, report and monitor data across the 
systems?

• Have key data items to be collected been identified?

• Have policymakers and stakeholders been consulted on data trend and 
outcomes they need?

Questions to be Addressed
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To download, please visit: 
http://www.lac.org/doc_library/lac/publications/MAT_Report_FINAL_12-1-2011.pdf

Legality of Denying Access to Medication Assisted 
Treatment in the Criminal Justice Center 
(Legal Justice Center, December 2011)

Resource
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Resource

Adult Drug Court Best Practices Standards, 
Section G, “Medications”, page 46

Drug Court Judicial Benchbook, VI., Section 4.14, “Addiction 
Medicine”, page 76



To download, please visit: 

www.ncsacw.samhsa.gov/files/Substance-Exposed-Infants.pdf

Resource



FDC LEARNING ACADEMY WEBINAR SERIES
THIS CHANGES EVERYTHING

in 2014Please join us
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March 6th Tested and Proven – Utilization of Recovery Support Specialists as a 

Key Engagement and Retention Strategy in FDC (and Beyond)

April 10th Our Grant is Over – Now What? Re-financing and Re-Directing as Real 

Sustainability Planning for Your FDC

June 19th Closed Doors or Welcome Mat? Opening the Way for Medical Assisted 

Treatment in FDC

July 10th So How Do You Know They Are Really Ready? Key Considerations for 

Assessing Families in Recovery for Reunification

Aug. 14th Exploring Solutions Together – The Issue of Racial and Ethnic 

Disproportionality in FDCs

Sept. 18th Matching Service to Need – Exploring What “High- Risk, High-Need” 

Means for FDCs

This Changes Everything  - 2014
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FDCresources
Webinar recordings

FDC Learning Academy Blog

www.familydrugcourts.blogspot.com

Visit
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Executive Director
Children & Family Futures
25371 Commercentre Dr.
Suite 140 
Lake Forest, CA 92630
(714) 505-3625
nky@cffutures.org

FDC Program Manager
625 E. 26th Street
Kansas City, MO  64108
(816) 435-4757
Penny.Clodfelter@courts.
mo.gov

Tulsa County Juvenile Bureau
315 S. Gilcrease Museum Rd.
14th Judicial Dist., State of OK
Tulsa, OK 74127 
918-596-5910  
kyle.haskins@oscn.net


