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Medications for Opioid Use Disorder (MOUD) 
in Adolescents and Young Adults

An 18-year-old high school senior presented for assessment with her parents two days after an opioid overdose. She was 
previously high functioning, with good academic performance and leadership roles on athletic teams. Recently, her academic 
performance and athletic involvement declined, and her peer group changed. She admitted to taking a “painkiller” from 
another athlete following an injury several months ago. Aside from pain relief, she used painkillers in increasing amounts 
because she liked how they made her feel. She and her parents are frightened by the overdose and want things to change.

In the United States in 2022, 697,000 individuals between the ages of 12 and 24 had a diagnosable Opioid Use Disorder 
(OUD) and in 2021 over 6,000 people between ages 15 and 24 died from an opioid overdose, a 69% increase compared to 
2019.1,2 Early identification and effective treatment of all substance use disorders (SUDs) in adolescents and young adults 
(AYAs) is essential to avoid the medical consequences, psychosocial consequences, and disruption in normal development 
that SUDs cause, helping AYAs lead lives that are productive and satisfying to them. The American Academy of Pediatrics 
(AAP) and The Society for Adolescent Health and Medicine (SAHM) strongly endorse all AYAs being offered MOUD as 
part of comprehensive treatment for OUD.3,4

The effectiveness, safety, and favorable side-effect profile of MOUD is well-established in individuals over the age of 18 
(including young adults), with a growing literature base supporting the same in adolescents. MOUD is associated with 
improved retention in treatment, reduced use of illicit opioids, and substantial reduction in mortality.5-7 Despite this 
evidence and the strong recommendations of AAP and SAHM, treatment of youth with MOUD is rare, with less than 5% 
of youth diagnosed with an OUD and less than 2% who experienced a non- lethal overdose receiving it.8,9

The FDA has approved three medications for the treatment of OUD in those over age 18: buprenorphine, naltrexone, and 
methadone (Table 1). Buprenorphine is FDA-approved for use in those 16 and older. Methadone, the most studied of all 
MOUDs, was previously used only in those under 18 if they had failed other treatments, but this restriction is removed as 
of April 4, 2024. Naltrexone is sometimes used in this age group based upon patient, family, or provider preference, but 
evidence of effectiveness is limited.10-12

Quick Takes

•	 Opioid Use Disorder (OUD) frequently begins adolescence and young adulthood

•	 Adolescent and Young Adult (AYA) OUD and lethal overdose rates areclimbing

•	 AYAs should receive effective, evidence-based treatment, including MOUD

•	 MOUD reduces mortality and is endorsed by the American Academy of Pediatrics 
and The Society for Adolescent Health and Medicine

•	 The benefits of MOUD almost always exceed any potential risks
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It is important to discuss stigma and the efficacy of medical and non-medical treatment modalities with patients and 
families.13 MOUD should be highlighted as a well-researched and effective treatment that substantially reduces mortality 
over therapy alone. It is not “drug substitution” nor a “treatment of last resort.” Experts advocate initiating MOUD as 
early as possible in the course of OUD to minimize the risk of worsening addiction, lifelong harm, or overdose death.4

All individuals with OUD and their close contacts should have access to naloxone and receive instruction in its use to 
treat opioid overdose.14

Buprenorphine ProductsBuprenorphine Products Methadone Naltrexone Products

Opioid receptor binding Partial agonist Full agonist Antagonist

DEA classification Controlled Controlled Non-controlled

Most common form
Sublingual (SL) film (combined 

buprenorphine-naloxone)
Oral solution Long-acting injection

Other forms
Tablets (SL), Bucco- mucosal 
film, Long- acting injection

Oral

Typical dosage

Sufficient to prevent 
withdrawal symptoms and 

cravings. Typical  
SL maintenance dose  
16mg daily (8-24mg)

Sufficient to prevent 
withdrawal symptoms 

and cravings.  
Typical oral dose  
60-120mg daily

380mg IM injection  
every 4 weeks)

Other considerations
Prescribed “off-label”  

for <16. y.o.

Only available through 
government-regulated 

programs

Requires 7-14 days of 
opioid abstinence prior 
to treatment to avoid 

precipitating withdrawal 
symptoms. Prescribed  
“off-label” for <18 y.o.

Table 1. Key Considerations of MOUDs10-12

“All adolescents and young adults with Opioid Use Disorder should be offered 
 medication for OUD as a critical component of an integrated treatment 
 approach that includes pharmacologic and non-pharmacologic strategies”

- SOCIETY FOR ADOLESCENT HEALTH AND MEDICINE

The physician diagnosed the patient with OUD and suggested both psychosocial treatment and medication. The family 
agreed with psychosocial treatment but feared that medication was “substituting one drug for another.” They were  
informed that MOUD significantly improves the likelihood of successful treatment, including reducing the risk of lethal 
overdose. The patient agreed to take a “low-dose” sublingual buprenorphine-naloxone film. She achieved a daily dose  
of 8mg buprenorphine but refused to increase further. The family was provided with naloxone and instructed on its use  
to reverse opioid overdose.
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Duration should be addressed early in MOUD treatment. Longer treatment duration is associated with reduced mortality 
and improved overall outcomes leading experts to recommend treatment duration of months-to-years rather than  
days-to-weeks.15 There should be no arbitrary timeframe for tapering or discontinuation and no requirement to stop 
MOUD, even in the event of relapse. The decision to reduce MOUD should involve collaboration between the patient  
(and guardian, if relevant) and provider only after a period of sustained stability.

If buprenorphine is utilized, it should be slowly tapered, and the patient closelymonitored for emergence of cravings, 
relapse, or other concerning behaviors that indicate a need to modify the tapering process.10,16,17 If naltrexone injection is 
being utilized, tapering is generally not practical, and the medication is stopped. The patient should still be monitored as 
noted above and the effectiveness of the medication-free state continuously evaluated. Overdose risk increases with the 
discontinuation of any form of MOUD, but naltrexone is particularly concerning as the patient will no longer be opioid 
tolerant and lower opioid doses will have greater impact.18

Opioid Use Disorder is a serious and growing problem in the United States, contributing to the premature death of 
thousands of adolescents and young adults. Effective treatment is needed to avoid the devastation it causes. MOUD is the 
most effective treatment in preventing opioid overdose deaths. All those who treat individuals with OUD, including those 
who treat adolescents and young adults, should be familiar with MOUD and support the use of this life-saving treatment.

For Additional 
Information on 
This Topic

•	 ORNSpring 2024-Opioid Use Disorder in Youth. Opioid ResonseNetwork, American Osteopathic 
Academy of Addiction Medicine (2024)

•	 Training to TreatOpioid Use Disorders in Adolescents. American Academy of Pediatrics (2016)

•	 Medications for Opioid Use Disorder. Providers Clinical Support System (Updated 2024)

•	 Practice-Based Guidelines: Buprenorphine in the Age of Fentanyl (PCSSGuidance). Providers Clinical 
Support System (2023)

•	 Tip 63: Medications for Opioid Use Disorder. SAMSHA (2021)

•	 Opioid Online Training Series. Ohio Department of Mental Health and Addiction Services (2022)

Upcoming 
Trainings on 
Substance Use 
Disorders

•	 Ohio Alcohol and Substance Use (AUD/SUD) ECHO. Northeastern Ohio Medical University. 
Commences March 1, 2024, and continuing

•	 PCSS MOUD Half and Half Training. Northeastern Ohio Medical University. May 30, 2024

•	 Ohio Substance Use Disorders Center of Excellence. Multiple trainings on various topics in coming 
months, throughout Ohio and online

Please click https://redcap.link/SUDCOE_Interest if you would like receive more Clinical Quicknotes or other Ohio SUD COE training and 
learning community opportunities.

Please copy and paste this link https://redcap.link/QUICKNOTES_feedback 
or scan the QR code below to provide your feedback. Thanks!

At the SUD COE, we are committed to bringing you resources and trainings that meet your needs in providing care to patients with 
substance use disorders. Please consider completing the survey below to help us better understand and meet your needs.

During the first month of treatment, the patient was compliant with both counseling and medication, but experienced 
moderate opioid cravings, occasional withdrawal symptoms, used illicit opioids at least weekly, and had an acquaintance 
overdose. Buprenorphine was increased to 16 mg daily and counseling increased in frequency. Cravings and withdrawal 
symptoms abated, opioid use ceased, and academic performance improved. She voiced continued commitment to 
treatment, but questioned how long she would need to continue medication.

https://education.aoaam.org/Public/Catalog/Details.aspx?id=13%2b63tdTOLW7eEBlosqnuw%3d%3d
https://www.aap.org/en/patient-care/substance-use-and-prevention/training-to-treat-opioid-use-disorder-in-adolescents/
https://pcssnow.org/medications-for-opioid-use-disorder/
https://pcssnow.org/courses/practice-based-guidelines-buprenorphine-in-the-age-of-fentanyl-pcss-guidance/
https://store.samhsa.gov/product/tip-63-medications-opioid-use-disorder/pep21-02-01-002
https://mha.ohio.gov/supporting-providers/training-and-resources/opioid-online-training-series
https://www.neomed.edu/projectecho/programs/alcohol-and-substance-use/
https://pcssnow.org/event/pcss-moud-half-and-half-training-2/
https://case.edu/socialwork/centerforebp/events/sud-coe-events
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