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Dear Oregon Pharmacy & Therapeutics Committee Members, 

Thank you for the opportunity to share my experiences with Vivitrol. I am both the medical 
director of CODA, Inc, a non-profit substance abuse treatment center providing medication 
treatment for over 1000 opioid dependent patients a year in Portland, and an Assistant Professor 
of Medicine at Oregon Health and Science University in the Internal Medicine department. I am 
Board Certified in both Internal Medicine and Addiction Medicine. I see clearly the burgeoning 
opioid dependence problem and the ongoing alcohol dependence problem within our 
community from both an academic and treatment level perspective. Vivitrol fills a void previously 
unavailable for combating the opioid epidemic and treating alcohol dependence. 

The Substance Abuse and Mental Health Services Administration (SAMHSA) lists Vivitrol as one of 
the three first-line medication treatment options for opioid dependence, along with 
buprenorphine and methadone. In fact, SAMHSA stresses some of the advantages of Vivitrol- it 
provides extended treatment for up to 30 days, thus ensuring medication adherence - neither 
methadone nor buprenorphine can provide this. As a non-opioid it also does not cause 
dependence, it is the only medication that provides cross treatment for alcohol (a common poly­
substance dependence of approximately 30% to 40% in opioid dependent patients), and because 
·it is not a Schedule II or III medication it can be prescribed by physicians, NPs and PAs without 
additional restrictions or licensing requirements. 

Given that Vivitrol is an opioid blocker and non-opioid, it has received much wider acceptance 
within and from the criminal justice system than either methadone or buprenorphine ever has. 
Why is this relationship with the criminal justice system key? Seventy-eight percent of opioid 
dependent patients at CODA have a history of incarceration. CODA, in partnership with 
Multnomah County, is having great success with providing Vivitrol to individuals recently 
released from incarceration. Why is this critical? For individuals released from jails or prisons, the 
risk of death from overdose is 129.0 times that of other causes of death and 95% of these deaths 
are attributable to opioids. Neither buprenorphine nor methadone would reach therapeutic 
levels in time to prevent this, assuming it were possible to get patients into treatment 
immediately after release. 

I firmly believe that increased access to Vivitrol will not only provide another much needed 
treatment for opioid and alcohol dependence, but will also decrease morbidity, mortality, and 
improve the quality of life of patients who suffer from addiction. I think that additional barriers 
to treatment (i.e. requiring prior authorizations before treatment) are an unnecessary and 
potentially dangerous barrier. Those of us who treat these patients on a daily basis would greatly 
value having another medication in our armamentarium. 

I would be happy to comment further about this medication and my experience with it if you 
have any questions. 

Melissa Weimer, DO, MCR 
Office: 503-494-5233 
weimerm@ohsu.edu 

mailto:weimerm@ohsu.edu


 

October 17, 2013 

Oregon Pharmacy and Therapeutics Committee 
Clackamas Community Training Center  
29353 SW Town Center Loop East  
Wilsonville, OR 97070 
 

To the Committee: 

The discussion of Vivitrol's® place on the Preferred Drug List is timely and of great interest to 

those of us working in the field of addictions treatment. Thank you for the opportunity to share 

our observations and concerns. As the largest not-for-profit program in Oregon supporting 

medication-assisted opioid recovery, my program serves nearly 700 total individuals.  I see the 

power of opioid replacement therapy every day.  I know that without it, Oregonians in need of 

this treatment would almost certainly be caught in greater personal suffering that would also 

increase health care, criminal justice, and additional social service costs.  Thank you for your 

work to establish science-based pharmacy rules, your continued support for methadone 

treatment, and for considering the current advancements to opioid therapies.  I hope you will 

consider the evidence and conclude that diverse agents, used earlier in the natural history of the 

chronic disease of addiction will better serve individuals and better serve our population.  

The need: Unduplicated admissions for individuals reporting opioids as their primary drug of 
choice has increased over the last 10 years, where admissions for other primary drugs has 
reduced, according to statistics from Oregon’s monitoring system. National statistics suggest 
only 20% of heroin users and even fewer who abuse prescription opioids receive medication-
assisted treatment. 

Findings and field experience: Research tells us that individuals who are dependent on 

opioids are more likely to succeed in recovery if they are receiving both medications—to 

address the physiology of opioid dependence—and counseling to aid in building a lifestyle 

supportive of long-term recovery. For many years, Methadone was the only medication 

available to these individuals. Today, we have a variety of options; these options include Vivitrol, 

Suboxone, and Methadone. As providers, we know, as you do, that recovery is not one-size-fits-

all, and neither are these medications. Individuals may respond differently to these medications 

based on the length of time and severity of dependence, the motivation to change, and the 

support of the environment. 

The support: The National Institute of Drug Abuse, American Medical Association, American 

Society of Addiction Medicine, Institute of Medicine, and Office of National Drug Control Policy, 

among others, support the use of medications in addiction treatment. 

In a consensus statement released in January 2013, the National Association of State Drug and 

Alcohol Directors recommended medications be made available to all individuals likely to benefit 

from them so they may achieve sustained recovery from alcohol and opioids. 



Our recommendation: The committee’s expectation of failure on both methadone maintenance 

and Suboxone prior to authorizing Vivitrol suggests that these medications are equally effective 

for all opioid dependent individuals.  It hinders the provider’s use of expertise in making the 

decision based on patient need and available recovery supports.   Federal guidelines for 

enrollment in an opioid treatment program (OTP), where methadone and psychosocial 

treatments are provided, require evidence of an extended period of opioid dependence as well 

as previously unsuccessful attempts at treatment without methadone.  Opioid dependence is 

associated with significant changes to brain structure and function, and the extent of these 

changes are correlated with the duration of the dependence (1).  By not approving the use of 

Vivitrol until after methadone failure, individuals struggling with opioid dependence are 

essentially forced to progress in their addiction until they require a highly structured treatment 

setting, where daily monitoring is required.  This requirement prohibits patients from accessing 

treatment until they have experienced significant psychosocial losses and increases the 

likelihood they will incur permanent damage to the brain. 

An OTP is not an optimal treatment setting for many individuals due to its transportation and 

scheduling requirements, its high-risk and high-need population, and the misperceptions many 

hold.  As stated above, barely 20% of opioid dependent individuals are receiving the evidence-

based treatments that are most likely to support recovery.  By maintaining this prior 

authorization requirement, the overwhelming majority of individuals currently dependent on 

opioids simply will not receive effective treatment because they are either unwilling or unable to 

adhere to the requirements of an OTP. 

Use of Vivitrol in combination with a comprehensive program presents an opportunity to provide 

treatment to a broader range of opioid dependent individuals.  Authorizing the use of Vivitrol 

without requiring failure on other approved medications will allow providers to treat the addiction 

sooner, allowing the individual opportunity for effective intervention before the addiction 

progresses to the point that so much is lost and so much damage is done. 

 

Thank you for your time and consideration, 

 

Alison Noice, MA, CADC-I 

Director of Addiction Medicine Treatment 

CODA, Inc 

1027 E Burnside 

Portland, OR  97214 

 

Reference: 

1. Upadhyay, J. et al. Alterations in Brain Structure and Functional Connectivity in Prescription 

Opioid Dependent Patients. Brain 2010: 133; 2098–2114 
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