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We are all aware that because of  the various opioid receptor binding 
properties in the brain, opioids have various effects in our body. It can act 
as an analgesic simply or it may cause central nervous system depressant 
leading to overdose and death. But the ability to cause EUPHORIA is the 
most wonderful but also the potential gateway for dependence.

In developed countries, the opioid drug most frequently associated with 
abuse and dependence is heroin. However there is growing public health 
concern about prescription opioids which are widely available1. Rising rates 
of  opioid use among teenagers and young adults are a public health concern. 
Despite short durations of  opioid use compared with those of  adults, youth 
with opioid dependence have a host of  co-occurring conditions, including 
polysubstance abuse, psychiatric disorders, hepatitis C infection, HIV risk, 
and high-risk sexual and criminal behaviours2.

Substance use disorder not only interferes with normal brain maturation, it 
also affects key developmental and social transitions in an adolescent which 
may lead to hazardous consequences if  not attended timely. Therefore 
identifying the risk factors is of  utmost important as its management.

RISK FACTORS FOR DRUG DEPENDENCE IN ADOLESCENTS

We should routinely screen adolescents and young adults for substance use 

reduce health problems and costs associated with serious drug problems3.
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Look for these risk factors of  substance abuse among adolescent patients

•  substance abuse by a parent

•  physical or sexual abuse

•  smoking tobacco

•  a dysfunctional family

•  peers involved with drugs or alcohol (SAMHSA, 1997)

HOW CAN OPIOID ABUSE BE PREVENTED IN 
ADOLESCENTS?

Some teens get exposed to opioids and abuse them as recreational drugs. 

home. If  family members have taken any opioid medications in the past, 
they should make sure they have properly disposed of  any remaining pills 
so that children and teens cannot access them. If  they are currently taking 
these medications, they should keep them in a locked cabinet.

Parents should talk with their children about their family's views on drugs 
and why it is important to avoid all recreational drugs. This is a conversation 
that should ideally take place early in the teenage years and on multiple 
occasions. Parents can use scenes from media, such as television, music, or 
movies that show drug use, as a time to touch base with their child about 
their current views or questions about drugs. Parents should also talk to 
their doctor if  they are concerned that their child may have a drug abuse 
problem4.

MANAGEMENT

Three medications are currently indicated for treating severe opioid use 
disorder: methadone, naltrexone, and buprenorphine. Methadone, a full 
opioid agonist with a long half-life, has long been established as an effective 
treatment of  opioid addiction, although various regulations prohibit most 
methadone programmes from admitting patients younger than 18 years. 

has also proven to be an effective treatment of  opioid addiction. Unlike 
opioid agonists, naltrexone has a very limited potential for misuse or 

in adolescents, growing experience and anecdotal reports support it as a 
promising practice. Naltrexone, which also reduces alcohol cravings, may 
be a good therapeutic option for adolescents and young adults with co-
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occurring alcohol use disorder, as well as those living in unstable or 
unsupervised housing5.

buprenorphine for patients 16 years and older6. Buprenorphine is a partial 

binding results in gentle stimulation of  the opioid system, which, like 
methadone, can ameliorate the highs and lows associated with full agonists 
with short and moderate half-lives. An expansive body of  research has 
shown the effectiveness of  buprenorphine for treating adults with opioid use 
disorders7 and 2 randomized controlled trials have examined the therapeutic 

adolescents and young adults. Marsch et al8 found that adolescents 13 to 
18 years of  age who received 2 weeks of  buprenorphine treatment were 
more likely to continue medical care compared with those who received 
clonidine for the same period of  time. A trial conducted by Woody et al9 

15 to 21 years of  age. One group received 8 weeks of  buprenorphine 
before tapering, and the second group received 2 weeks. Adolescents 
who received 8 weeks had lower rates of  illicit opioid use while they were 
taking buprenorphine, and the differences quickly disappeared once the 

there is no obvious reason to stop medications in adolescent patients who 
are doing well on buprenorphine5. Matson et al10 found that continued 
buprenorphine compliance is associated with an increase in treatment and 
can help adolescents achieve longterm sobriety.

Buprenorphine has the potential for misuse and diversion because of  its 
opioid agonist activity, although its “addiction potential” is thought to be 
much lower than that of  full opioid agonists, such as oxycodone or heroin. 
Extensive experience with adults has established the evidence supporting 

resources severely restrict access to buprenorphine for both adolescents and 
adults. Policies, attitudes, and messages that serve to prevent patients from 
accessing a medication that can effectively treat a lifethreatening condition 
may be harmful to adolescent health5.

The American Academy of  Pediatrics (AAP) advocates for increasing 
resources to improve access to medication assisted treatment of  opioid 
addicted adolescents and young adults. This recommendation includes 
both increasing resources for medicationassisted treatment within primary 
care and access to developmentally appropriate substance use disorder 
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counseling in community settings. The AAP supports further research focus 
on developmentally appropriate treatment of  substance use disorders in 
adolescents and young adults, including primary and secondary prevention, 
behavioral interventions, and medication treatment5.

CONCLUSIONS

While public policy and social attitudes have begun to catch up with science, 
treatment for teens lags far behind. We need more research in this sector 

REFERENCES

1.  Sadock BJ, Sadock VA,Ruiz P. Synopsis of  Psychiatry, Behavioral 
Sciences/ clinical Psychiatry,eleventh edition. Wolters Kluwer 
(India):2015; 659.

opioiddependent adolescents and young adults with buprenorphine. 
Curr Psychiatry Rep. 2009 Oct; 11(5):360-3.

3.  Substance Abuse and Mental Health Services Administration 
(SAMHSA), Center for Substance Abuse Treatment (CSAT). A Guide 
to Substance Abuse Services for Primary Care Clinicians. Rockville, Md: 
Center for Substance Abuse Treatment, Substance Abuse and Mental 
Health Services Administration. 2008.

Abuse. Arch Pediatr Adolesc Med.2012; 166(9):880. doi:10.1001/
archpediatrics.2012.17655.

5.  AAP COMMITTEE ON SUBSTANCE USE AND PREVENTION. 
Medication-Assisted Treatment of  Adolescents with Opioid Use 
Disorders. Pediatrics. 2016;138(3):e20161893 

6.  McCormick C. Suboxone and Subtex Approval Letter, vol. 732. 

Drug Administration; 2002.

7.  Kraus ML, Alford DP, Kotz MM, et al; American Society of  Addiction 
Medicine. Statement of  the American Society of  Addiction Medicine 

of  opioid addiction. J Addict Med. 2011;5(4):254–263.



EUPHORIA88

8.  Marsch LA, Bickel WK, Badger GJ, et al. Comparison of  pharmacological 
treatments for opioid-dependent adolescents: a randomized controlled 
trial. Arch Gen Psychiatry. 2005;62(10):1157–1164.

9.  Woody GE, Poole SA, Subramaniam G, et al. Extended vs shortterm 
buprenorphine-naloxone for treatment of  opioid-addicted youth: a 
randomized trial. JAMA. 2008; 300(17):2003–2011.

10.  Matson SC, Hobson G, Abdel-Rasoul M, Bonny AE. A retrospective 
study of  retention of  opioid-dependent adolescents and young 
adults in an outpatient buprenorphine/naloxone clinic. J Addict Med. 
2014;8(3):176–182.


