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Rename

Helpful Reminders

• Rename your Zoom screen,  
with your name and 
organization



Unmute

Helpful Reminders

• You are all on mute
please unmute to talk

• If joining by telephone 
audio only, *6 to mute 
and unmute 



Chat Box

Helpful Reminders

• Please type your full 
name and 
organization into the 
chat box

• Use the chat function 
to speak with IT or 
ask questions



• Bi-Weekly 1.5 hour tele-ECHO Clinics

• Every tele-ECHO clinic includes a 30 minute didactic presentation followed by case 

discussions

• Didactic presentations are developed and delivered by inter-professional experts 

• Website Link: www.vcuhealth.org/echo

VCU Opioid Addiction ECHO Clinics 

https://www.vcuhealth.org/echo


VCU Team

Clinical Director Gerard Moeller, MD

Administrative Medical Director 
ECHO Hub

Vimal Mishra, MD, MMCi

Clinical Experts

Didactic Presentation

Program Manager

Practice Administrator

IT Support

Lori Keyser-Marcus, PhD
Courtney Holmes, PhD
Albert Arias, MD
Megan Lemay, MD
Salim Zulfiqar, MD

Gerry Moeller, MD

Bhakti Dave, MPH

David Collins, MHA

Vladimir Lavrentyev, MBA

Hub and Participant Introductions

• Name

• Organization

Reminder: Mute and Unmute screen to 
talk

*6 for phone audio 

Use chat function for Introduction 



What to Expect

I. Didactic Presentation
I. Gerry Moeller, MD

II. Case presentations
I. Case 1

I. Case summary 
II. Clarifying questions 
III. Recommendations 

II. Case 2 
I. Case summary 
II. Clarifying questions
III. Recommendations 

III. Closing and questions
Lets get started!
Didactic Presentation
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Medication for Addiction Treatment Risks of 
Cognition Effects vs. Benefits of Treatment

F. Gerard Moeller, M.D.

Division Chair for Addictions, 

Virginia Commonwealth University
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Disclosure

• Grant funding from Indivior

• Consultant for Astellas, AstraZenca, Indivior, Boehringer 
Ingelheim

• Content of presentation unrelated to grants or consulting
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Medication and Substance Use Disorder Treatment: 
Why Use Medication?

• FDA approved medication for alcohol use 
disorder (disulfiram, naltrexone (oral and depot), 
and acamprosate)

• FDA approved medication for opioid use disorder 
treatment (methadone, buprenorphine 
(sublingual and depot) and naltrexone (oral and 
depot), opioid withdrawal symptoms (lofexidine), 
and overdose (naloxone) 

• Unfortunately, no FDA approved medication for 
cocaine, amphetamine/methamphetamine, or 
cannabis use disorders
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Medication and Alcohol Use Disorder Treatment: 
Evidence

• Naltrexone for alcohol use disorder review 
Rosner et al., 2010: 

– 50 RCTs with 7793 patients, naltrexone reduced the 
heavy drinking to 83% of the risk in the placebo 
group and decreased drinking days by about 4%. 
Significant effects were also demonstrated for the 
secondary outcomes of the review including heavy 
drinking days, consumed amount of alcohol, and 
gamma‐glutamyltransferase, while effects on return to 
any drinking missed statistical significance. 



12

Medication and Alcohol Use Disorder Treatment: 
Evidence

• Naltrexone for alcohol use disorder review 
Rosner et al., 2010: 

– 50 RCTs with 7793 patients, naltrexone reduced the 
heavy drinking to 83% of the risk in the placebo 
group and decreased drinking days by about 4%. 
Significant effects were also demonstrated for the 
secondary outcomes of the review including heavy 
drinking days, consumed amount of alcohol, and 
gamma‐glutamyltransferase, while effects on return to 
any drinking missed statistical significance. 

(From Rosner et al., 2010a)
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Medication and Alcohol Use Disorder Treatment: 
Evidence

• Acamprosate for alcohol use disorder review 
Rosner et al., 2010:

– 24 RCTs with 6915 patients. Compared to 
placebo, acamprosate significantly reduced the 
risk of any drinking and significantly increased 
the cumulative abstinence duration, but 
secondary outcomes (gamma‐glutamyltransferase, 
heavy drinking) did not reach statistical 
significance. 



14(From Rosner et al., 2010b)
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Medication and Alcohol Use Disorder Treatment: 
Evidence 

• Disulfiram for alcohol use disorder review 
Jorgensen et al., 2011
– 11 randomized controlled trials with a total of 1,527 

patients. Overall, 6 studies reported of a significant 
better effect on abstinence for patients treated with 
disulfiram. Six of 9 studies measuring secondary 
outcomes reported that patients treated with 
disulfiram had significantly more days until relapse 
and fewer drinking days, respectively. Monitored 
medication use important. Side effects can be 
significant. 



16(From Jorgensen et al., 2011)
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Medication and Alcohol Use Disorder Treatment: 
Evidence 

• Overall, evidence supports medication 
treatment for alcohol use disorder, 
Naltrexone reduces heavy drinking, 
acamprosate reduces relapse to drinking 
after abstinence, disulfiram may have use but 
may require monitoring and side effects 
significant.
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Medication and Opioid Use Disorder Treatment: 
Evidence 

• Methadone for opioid use disorder vs. no 
medication review Mattick et al., 2009: 
– 11 studies with 1969 patients. Methadone 

appeared statistically significantly more effective 
than non‐pharmacological approaches in 
retaining patients in treatment and in the 
suppression of heroin use as measured by self 
report and urine/hair analysis, but not statistically 
different in criminal activity or mortality. 
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(From Mattick et al., 2009)
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Medication and Opioid Use Disorder Treatment: 
Evidence 

• Buprenorphine for opioid use disorder vs. no 
medication or methadone review Mattick et al., 2014: 
– 31 studies with 5430 patients. High quality of evidence 

that buprenorphine superior to placebo in retention of 
participants in treatment at all doses examined. However, 
there is moderate quality of evidence that only high‐dose 
buprenorphine (≥ 16 mg) was more effective than placebo 
in suppressing illicit opioid use measured by urinalysis in 
the trials. No difference between high‐dose 
buprenorphine (≥ 16 mg) and high‐dose methadone (≥ 85 
mg) in retention or suppression of self‐reported heroin use 
(1 study, 134 participants).



21(From Mattick et al., 2014)

“High” dose = 16mg or more daily
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Medication and Opioid Use Disorder Treatment: 
Evidence

• Naltrexone for opioid use disorder.
• Oral naltrexone review Minozzi et al., 2011: 

– 13 studies with 1158 patients. Comparing naltrexone 
versus placebo or no pharmacological treatments, no 
statistically significant difference were noted for all the 
primary outcomes considered. The only outcome 
statistically significant in favor of naltrexone was re 
incarceration, but results come only from two studies.

• Compliance is a major issue with oral naltrexone for 
opioid use disorder (28% retention in studies 
reviewed).
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Medication and Opioid Use Disorder Treatment: 
Evidence

• Naltrexone for opioid use disorder.
– Sustained release implant naltrexone Krupitsky et al., 

2011a: 
• 306 patients in Russia. Comparing sustained release naltrexone, 

oral naltrexone, and placebo. Sustained release naltrexone 
significantly better treatment retention and negative urine drug 
screens at 6 months.

– Sustained release injectable naltrexone Krupitsky et al., 
2011b:
• 250 patients in Russia. Significantly greater retention and opioid 

free days in depot naltrexone group.
Sustained release naltrexone effective. Wound infections more 
common in implants, though not serious if treated
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Medication and Opioid Use Disorder Treatment: 
Evidence

Tanum et al., Buprenorphine vs. Depot Naltrexone

From Tanum et al., 2017
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Medication and Opioid Use Disorder Treatment: 
Evidence

Buprenorphine vs. Depot Injectable Naltrexone 
for opioid use disorder Tanum et al., 2017: 

• 232 patients in Norway. Comparing sustained release 
380mg naltrexone, vs. oral buprenorphine/naloxone 4-
24mg. Retention and opioid negative urines in the 
extended-release naltrexone group were noninferior 
to the buprenorphine-naloxone group, Lower illicit 
opioid use in the naltrexone group. 

• Patients that can undergo detox and receive depot 
naltrexone do as well as buprenorphine treated 
patients



26

Medication and Alcohol Use Disorder Treatment: 
Cognitive Effects

• Naltrexone for Alcohol Use Disorder
– In non-alcohol-dependent overweight men, high-dose 

naltrexone (300 mg/day) does not cause cognitive 
impairment and does not alter subjects' mood compared 
to placebo (Hatsukami et al., 1986). 

– Double blind study in which 19 non-alcohol dependent 
subjects were given either 50 mg of naltrexone or placebo 
in combination with either a glass of alcohol or a soft 
drink. Naltrexone does not alter the psychomotor 
performance of those who do not consume alcohol (Swift 
et al., 1994)

– Naltrexone may reduce cue reactivity in alcohol dependent 
subjects (Ciccocioppo et al., 2003, 2002; Monti and 
Rohsenow, 1999;Rohsenow et al., 2000).

From Pujols 2018
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Medication and Alcohol Use Disorder Treatment: 
Cognitive Effects

• Acamprosate for Alcohol Use Disorder
– In non-alcohol-dependent young volunteers, 

acamprosate may reduce long term memory recall 
but not working memory (Schneider et al., 1999). 

– In alcohol-dependent abstinent patients moderate 
improvement in psychomotor performance with 
acamprosate (Soyka et al., 1998)

– Schizophrenic patients with comorbid alcohol 
dependence no improvement in cognitive 
function with acamprosate (Ralevski et al., 2011).

From Pujols 2018
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Medication and Alcohol Use Disorder Treatment: 
Cognitive Effects

• Disulfiram for Alcohol Use Disorder

– In non-alcohol-dependent healthy subjects, no effect 
of 2 weeks of disulfiram on neuropsych testing battery 
or EEG variables (Peeke et al., 1979). 

– In alcohol-dependent patients two case reports of 
encephalopathy and EEG abnormalities after 
disulfiram (Hotson and Langston et al., 1976)

– No effect of disulfiram on executive function, 
attention, or intelligence in 11 severe alcohol 
dependent subjects (Gilman et al., 1996).

From Pujols 2018
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Medication and Alcohol Use Disorder Treatment: 
Cognitive Effects

• Overall findings:

– Very few studies examining effects of 
medications on cognition in alcohol dependent 
patients. 

– No evidence of negative effects on cognition 
other than case reports with disulfiram

From Pujols 2018
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Medication and Opioid Use Disorder Treatment: 
Cognitive Effects

• Opioid use disorder patients have mild, 
generalized cognitive dysfunction including 
effects on the complex psychomotor domain, 
attention, working memory, memory, 
visuospatial ability, verbal fluency, and executive 
functioning (Wollman et al., 2018)

• Improvement in cognition is seen after 
medication treatment, but questions remain 
about effects of medication on cognition 
(Maglione et al., 2018)
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Medication and Opioid Use Disorder Treatment: 
Cognitive Effects

• Improvement in cognitive function after 
treatment with methadone (Bracken et al., 
2012; Gruber et al., 2006; Soyka et al., 2008, 
2010).

• Negative effects of methadone on working 
memory and psychomotor performance 90-
120 minutes after dose, some (n-back) worse 
at higher doses (Rass et al., 2014)
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Medication and Opioid Use Disorder Treatment: 
Cognitive Effects

• Buprenorphine impairs cognition in non-opioid 
using volunteers, but patients under treatment 
with buprenorphine perform same as healthy 
volunteers on battery of tests related to driving 
motor vehicle (Reviewed in Pujol et al., 2018)

• Small study showed treatment with naltrexone 
in abstinent heroin abusers may result in less 
impairment of cognitive functions compared to 
treatment with buprenorphine (Messinis et al., 
2009)
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Medication and Opioid Use Disorder Treatment: 
Cognitive Effects

• Study transitioning patients from 
buprenorphine to depot naltrexone showed 
improvement in several cognitive tests, but 
post hoc analysis showed improvement 
greater in low dose buprenorphine treated 
patients (Kosten et al., 2020)



34

Medication and Opioid Use Disorder Treatment: 
Cognitive Effects

Kosten et al., 2020
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Medication and Opioid Use Disorder Treatment: 
Cognitive Effects

• Cognitive function improves with treatment

• Patients on buprenorphine no different from 
controls on driving measures

• Some evidence naltrexone > buprenorphine > 
methadone related to cognitive outcomes but 
no definitive data

• Overall, medication treatment leading to 
abstinence better than no treatment on 
cognition, if can tolerate abstinence with depot 
naltrexone may be better
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Medication and Stimulant/Cannabis Use Disorder 
Treatment: Evidence

• Several placebo-controlled trials have shown 
benefit of various medications for stimulant and 
cannabis use disorder

• None of these studies have been replicated with 
phase III clinical trial leading to FDA approval

• May be beneficial for individual patients but 
side effects and costs (may not be covered by 
insurance) need to be considered

• Behavioral treatments continue to be mainstay 
for these disorders
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Summary

• FDA approved medication for substance use disorders is 
available for alcohol and opioid use disorder

• Evidence clearly supports use of medications for these 
disorders

• No evidence of cognitive effects for naltrexone, acamprosate 
for alcohol use disorder

• Patients with opioid use disorder on treatment have improved 
cognition compared to active use
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Summary

• Some evidence that naltrexone may have less cognitive effects 
than buprenorphine which may have less effects than 
methadone

• If can achieve abstinence by whatever method likely to have 
greatest effect on cognition in opioid use disorder



Questions?



Case Presentation #1
Diane Boyer, DNP

• 12:35-12:55 [20 min]
• 5 min: Presentation

• 2 min: Clarifying questions- Spokes

• 2 min: Clarifying questions – Hub

• 2 min:  Recommendations – Spokes

• 2 min:  Recommendations – Hub

• 5 min:  Summary - Hub

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 



Main Question

Demographic Information



Background Information



Background Information



Background Information



Plans for Future Treatment/ Patient’s Goal

Reminder: Main Question

Previous Interventions



Case Presentation
Jordan Siebert, Peer

• 12:55pm-1:25pm  [20 min]
• 5 min: Presentation

• 2 min: Clarifying questions- Spokes (participants) 

• 2 min: Clarifying questions – Hub

• 2 min:  Recommendations – Spokes (participants) 

• 2 min:  Recommendations – Hub

• 5 min:  Summary - Hub

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 



Main Question: 

Demographics

Background Information



Previous Interventions

Future Treatment / Patient Goal



Other Information

Reminder: Main Question



Case Studies

• Case studies 
• Submit: www.vcuhealth.org/echo

• Receive feedback from participants and content experts 

• Earn $100 for presenting

http://www.vcuhealth.org/echo




Claim Your CME and Provide Feedback

• www.vcuhealth.org/echo

• To claim CME credit for today's session
• Feedback

• Overall feedback related to session content and 
flow?

• Ideas for guest speakers?

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME

• www.vcuhealth.org/echo

• To view previously recorded clinics and claim credit

http://www.vcuhealth.org/echo


Access Your Evaluation and Claim Your CME



Access Your Evaluation and Claim Your CME



VCU Virginia Opioid Addiction TeleECHO Clinics

Bi-Weekly Fridays  - 12-1:30 pm

Mark Your Calendar --- Upcoming Sessions

April 9: SUD Virtual Bridge Clinic and PropER Clinic                                    Brandon Wills, MD

Taruna Aurora, MD

Please refer and register at vcuhealth.org/echo

https://www.vcuhealth.org/telehealth/for-providers/education/va-opioid-addiction-echo


THANK YOU!

Reminder: Mute and Unmute to talk
*6 for phone audio 
Use chat function for questions 


