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Outline

• History of substance use and addiction – with emphasis on 
gender

• Addiction as a brain-centered disease and introduction to 
treatment

• Gender in the current opioid crisis

• Reproductive health 



Psychoactive Substance Use is Ancient



In Mesopotamia: 
brewers were women

Figure of woman 
brewing beer

Seshat – Goddess of wisdom, 
knowledge, writing



Psychoactive Substance Use is Ancient

Drug Problems/Addiction, 
Modern Phenomena



William Hogarth’s Gin Lane 1751



Dr Benjamin Rush (1812):
Alcoholism is a medical condition



The victims to it [spirits]  were 
pitied and compassionated, just 
as now are…other hereditary 
diseases.

In my judgment, such of us as 
have never fallen victims, have 
been spared more from the 
absence of appetite, than from 
any mental or moral 
superiority over those who 
have. 

A. Lincoln, Address to Springfield Washington Temperance Society 
February 22, 1842



The First Opioid Crisis







Turn of the Century Morphinism: A Disease

Addiction – seen as medical condition and 
treated like one

– Short acting opioids 

– Specialty clinics – detoxification and 
“maintenance”

– NAS first described

– 44 communities had morphine clinics (run 
by both public health and police 
departments) to care for “medically 
infirm addicts” Dr Benjamin Rush



• 1914 Harrison Narcotics Tax Act
– Regulated manufacture and distribution of 

opioids (and cocaine)
– Licensing of pharmacists and physicians
– Permitted dispensing opioids “to a patient 

in the course of [the physician’s] 
professional practice only”

• 1919 Supreme Court Cases – 
contesting/clarifying role of opioid 
prescribing for individuals with addiction
– Rendered illegal the prescribing/dispensing 

of opioids for “maintenance” of opioid use 
disorders

• 1919 - 1935 c 25,000 physicians indicted 
for violation of Harrison Act

• All morphine maintenance clinics closed 

Early 20th Century



Schick Shadel Sanatorium 1935
Aversive Conditioning (AUD)

AA: Founded in 1935 – Book Published in 1939



US Narcotic Farm – US Public Health Prison Hospital 1935
Humane and Experimental





The current era

• 1974 Narcotic Addict Treatment Act
– Recognized the use of an opioid to treat opioid use disorder – defined 

“maintenance” treatment
– Established NIDA
– Separate DEA classification for physicians who dispense opioids for addiction 

treatment
• 2000 Drug Addiction Treatment Act

– To expand MAT geographically and integrate addiction into general medical 
settings better

– Allowed practitioners who meet certain qualifying criteria to dispense or 
prescribe scheduled substances specifically approved by FDA for MAT

• 2002 Buprenorphine first drug approved by FDA under DATA 2000



United States Today
Most people have used drugs

Substance Lifetime 
Use

Lifetime 
Use

Illicit
   Cannabis

131 mil
119 mil

49%
44%

Tobacco 169 mil 63%

Alcohol 216 mil 80%









Not everyone who uses drugs becomes addicted



What is the risk of opioid addiction among 
individuals prescribed opioids for pain?

Misuse rates: 12-29% (95%CI:13-38%)

Addiction: 8-12% (95% CI: 3-17%)



Addiction Involves Multiple Factors



Addiction: Reward/Reinforcement Disturbance

• Reward/Reinforcement 
Pathway:
– Ventral Tegmental Area 

(VTA) 

– Nucleus Accumbens 
with projections to 
Prefrontal Cortex

– Dopaminergic system



Control Addicted
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Prolonged drug use changes the brain: Functionally…
Dopamine D2 Receptors are Decreased by Addiction



Neurobiology of Addiction:
Neurocircuitry and Transmitters

George F Koop, NIAAA



Addiction is a Clinical Diagnosis



DSM-5 Opioid Use Disorders
1. Tolerance2

2. Withdrawal2

Loss of Control
3. Larger amounts and/or 

longer periods
4. Inability to cut down on or 

control use
5. Increased time spent 

obtaining, using or 
recovering

6. Craving/Compulsion

Use Despite Negative Consequences
7. Role failure, work, home, school
8. Social, interpersonal problems
9. Reducing social, work, recreational 

activity
10. Physical hazards
11. Physical or psychological harm

  1 Mild (2-3), moderate (4-5), severe (≥6)

    2 Not valid if opioid taken as prescribed

APA. (2013). Diagnostic and statistical manual of mental disorders (5th ed.) 
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APA. (2013). Diagnostic and statistical manual of mental disorders (5th ed.) 

The core phenomenon of addiction:
Seeking and taking drug despite adverse consequences



Addiction vs Dependence/Tolerance

• Physical dependence/tolerance is not addiction
– Addiction is a brain disease that affects behaviour

– Dependence is an expected adaptation of the body to a specific 
substrate so that in the absence of that substrate a withdrawal 
syndrome develops

– Tolerance is pharmacologic principle where reaction to specific 
concentration of drug is reduced with repeated use

– Affect different parts of the brain

• Many medications cause either tolerance or dependence or 
both (SSRIs, HTN medication)

– Everyone taking enough opioid continuously for longer than a 
week 



Addiction: From Reward 
Seeking to Relief Seeking



Acute and Chronic Substance Use: 
Pathway to Addiction
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Treatment for Substance Use Disorder
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Chronic use Maintenance

People treated with medications for substance use 
disorder FEEL NORMAL



Addiction as Chronic Disease:
Treatment Works



DAT Recovery
with prolonged
abstinence from

methamphetamine

Volkow et al., J. Neuroscience, 2001.

Recovery Leads to Return of Normal Brain Structure 
and Function 



CONCLUSIONS OF THE NATIONAL ACADEMIES COMMITTEE

1. Opioid use disorder is a treatable chronic brain disease

2. FDA-approved medications to treat opioid use disorder are effective and save lives

3. Long-term retention on medication for opioid use disorder is associated
with improved outcomes

4. A lack of availability or utilization of behavioral interventions is not a sufficient 
justification to withhold medications to treat opioid use disorder

5. Most people who could benefit from medication-based treatment for opioid use 
disorder do not receive it, and access is inequitable across subgroups of the 
population

6. Medication-based treatment is effective across all treatment settings studied to 
date

7. Confronting the major barriers to the use of medications to treat opioid use 
disorder is critical to addressing the opioid crisis



Recovery is the Goal of Treatment

• Recovery is more than 
abstinence

• Building a life of integrity, 

• Connection to others, 

• Purpose and 

• Serenity

• Recovery is fully compatible with 
the use of medications



The 
Current 
Opioid 
Crisis:

Initially 
Iatrogenic



Sex and Gender Differences in Substance Use, 
Misuse and Addiction

Behavioral Health Burden Prescription Medication



Prevalence of long-term opioid use for noncancer pain among adult members of (a) Kaiser Permanente Northern California 
and (b) Group Health Cooperative, by gender and year: 1997–2005 







Campbell C, Weisner C, Chi FW, Ross T, Sterling S, 
Mertens J. Gender differences in alcohol Screening, 

Brief Intervention, and Referral to Treatment in 
primary care. J Patient Cent Res Rev. 2016;3:211.

640,000 adult patients

Women less likely to be screened:
• PCP arm OR=0.78 (0.75, 0.82)

• Non MD OR=0.82 (0.77, 0.87)

Among those screened, women 
less likely to receive BI/RT

• PCP arm OR=0.60 (0.48, 0.76)

• Non MD OR=0.62 (0.51, 0.77)







Reproductive and Sexual Health and Opioids



• ~55% report contraceptive use

• Of those who report using any contraceptive method:

• ~65% report using condoms

• ~17% pills

• ~15% implant

• ~7% IUD

• The majority of women with OUD who do not want to become pregnant are at 
risk of unintended pregnancy



How do we address inequities in reproductive health 
for women with addiction?

Look at opioid addiction through a reproductive 
health lens and highlight public health programming 

at the intersections of reproductive health and 
substance use



Reproductive 
Health 

Substance Use, 
Misuse, 

Addiction



Reproductive 
Health 

Substance Use, 
Misuse, 

Addiction



Bringing the silo of reproductive health into the 
domains of substance use/misuse/addiction: 

Integrating Contraception in Syringe Exchange



$85 programmatic 
cost per client, 
including clinician 
costs and supplies

Study 3 month continuation 12 month continuation

Martin et al 36% 9%

General population 41% 36-69%

Low-income urban 
minority women seeking FP 
services

49-64% 23-29%

Minority adolescents with 
public assistance

71% 12-27%



Bringing the silo of reproductive health into the 
domains of substance use/misuse/addiction: 

Integrating Reproductive Health into SUD Treatment

• Baltimore Reproductive Health Initiative
– Screening

– Education

– Service Delivery

– Funded by Abell Foundation



Screening 
tool for 
family 
planning 
needs

Would you like to get pregnant in the next year

Oregon Foundation for Reproductive Health 
(www.onekeyquestion.org)



Infocard 
for clients 
and 
counselors



Unique Clients 134

Contraceptive Need 82 (61%)

Received Contraception 68 (83%)

Method Choice
   Nexplanon - Implant
   Mirena IUD
   Combined Oral Contraception
   Depo Provera
   Paraguard/Copper IUD
   Hormone Patch

28 (41%)
15 (22%)
13 (19%)
8 (12%)
2 (3%)
2 (3%)

Overall LARC among those with contraceptive need 45 (66%)



Individuals 
Seeking 
Services

Mental 
Health

Substance 
Use

Sexual & 
Reproductive 

Health

Physical 
Health

Individuals who seek care have concerns across many domains



Contemporary Health Care System



One Body, Many Parts

• Individual health care needs over multiple domains - cross traditional 
boundaries of mental and somatic health (somewhat artificial categories)

• Concerns in one domain influence concerns in others
– Behavioral health influences somatic health and somatic influences behavioral 

health

• Landscape of needs – don’t map onto the landscape of care

• Concept (or principle) of Integration has emerged to address these gaps 
and improve health





Behavioral Health and the Affordable Care Act

• ACA – focus on wellness and prevention rather than treating illness 
and disease
– ACA recognizes the importance of screening & intervention in primary care 

settings (SBIRT)

• As of 10/14/11, Medicare covers screening & behavioral counseling 
in primary care settings

• Essential Health Benefits through the ACA (including mental health 
and substance use disorder services at parity with other medical 
care) promotes integration across multiple healthcare settings

(Centers for Medicare and Medicaid Services, 2011; Department of Health and Human Services, 2011)





What if the “Whole Person” is a Woman?



Prevalence of reproductive health hits in specific 
web search engines 

Reproductive 
Health

Sexual 
Health

Contraception HIV Pregnancy

NIDA 21 22 17 c. 125,000 c. 19,800

SAMHSA 55 29 43 3910 1350

ASAM 6 3 7 179 121

Addiction Substance Use

ACOG 177 135

AAFP 640 277

AAP 140 293

Prevalence of addiction search term hits

April 2017



2012



2012



Gap between principles and practice

• Although recognition of holism
– Certain domains more included than others

• Although principle of integration
– Reproductive health, contraception especially lags



How do we address inequities in reproductive health 
for women with SUD?

Norway: A Cautionary Tale



Can the use of long acting reversible contraceptives 
(LARC) be a prerequisite when women want to enter 

opioid maintenance treatment (OMT)?



Can the use of long acting reversible contraceptives 
(LARC) be a prerequisite when women want to enter 

opioid maintenance treatment (OMT)?

Choice between motherhood and evidence-based treatment

Discriminatory: treating women differently

Unfair to providers



Can the use of long acting reversible contraceptives 
(LARC) be a prerequisite when women want to enter 

opioid maintenance treatment (OMT)?

Should women with addiction be allowed to become 
pregnant?

Deserving vs. Undeserving Mothers
Contraception as punishment



Choice not Coercion



WHO General Principles of Care

• Communication with people seeking care and their carers

• Assessment

• Treatment and monitoring

• Mobilizing and providing social support

• Protection of human rights

• Attention to overall well-being

Evidence-Based

And

Person-Centered



How do we address inequities in reproductive health 
for women with SUD?

Conclusions
• Reproductive Health = Human Right 

– Right to determine whether and when to become pregnant

• Reproductive/Sexual Health:
– Essential domains of wellness and recovery

• Family Planning needs to be integrated into SUD treatment

• By providing comprehensive services – move towards actualizing 
gender equality and addressing injustices



Thank You

Mishka Terplan       @do_less_harm  Mishka.Terplan@ucsf.edu


