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Sometimes happens in my country - Portugal, that street dealers when they don’t get their sales money from the dealers, they revenge. Sometimes they kill, but other times, specially against the addict / dealer, they just take a small revenge - they give, by force and orally a bottle of 50 mg naltrexone...

The debtor goes straight to the hospital, in very bad shape, with all those withdrawal symptoms we all know...

Opiate antagonist administration gives rise to a sudden withdrawal. And the faster the antagonist induction, the more serious are all those withdrawal symptoms. So, when the abstinence is accelerated to a maximum, we must cover up the withdrawal symptoms in such a way, that the desintoxification process it’s called a clinical treatment, beginning with the rapid naltrexone induction, and ending with the integration of the addict person with himself in the society. All this process must be clinically induced, no painful and the clinical provider must have a highly technical practice.

We all know that some detox methods are wrongly performed and that abstinence symptoms erase. Normally symptoms are eliminated by administration of several pharmacological products and sedatives in such high doses that anaesthetic levels are almost reached. But we don’t make traqueal protection, because all the withdrawal symptoms are properly covered up and sedatives are not given in high doses.

We use a technique known as conscient sedation, by opposition to profound sedation. In the conscient sedation the patient has a level of reduced consciousness in which verbal contact may be maintained, as well as responses to physical stimulation. Upmost, the patient never loses his capacity sustaining permeability in his upper airway. Although we rarely have vomits, vomiting is always a possibility, after an opiate addict is given an opiate antagonist. So, he has to have protective reflexes in his airway.

Prior detoxification, all our patients had previous haematological assessment by measurement of haemoglobin, hematocrit, erythrocyte count, total and differential leukocyte and platelet count. Clinical chemistry parameters were monitored to assess liver function (alkaline phosphates, aspartate transaminase, alanine transaminase, lactate dehydrogenate and total bilirrubin), renal function (blood urea and creatinine), metabolic function (total cholesterol, glucose, total protein and albumin), and electrolytes (sodium, potassium, chloride, calcium and phosphorus). They are, instructed to proceed in the normal addict behaviour prior being interned for the detoxification procedure - that means that they must drug themselves. They are, then, interned late by noon, and after a new clinical observation, they are perfused with Ringer Lactate and diazepam - (+ or -)5 mg / hour) and clonidine. In the morning, they are given octreotide and ondasetron, then they are given naltrexone (oral or implanted) and midazolam. Vital signs assessments include measurement of supine and standing blood pressure, heart rate monitorization, body temperature, respiratory rate and body weight.

All the normal ROD procedures are taken and they are discharged from the clinic late at noon, of the following day.

Why do we use this conscient sedation ?

Because we know that withdrawal symptoms only last a couple of hours after the opiate blockade. Our main focus is on the withdrawal symptoms, which don’t arise if octreotide, ondasetron, clonidine and midazolam are, to every patient, properly adjusted. We define detoxification with success the one that leads to the capacity of the patient to intake 50 mg naltrexone after all the withdrawal symptoms have passed away - that’s more or less what Connor has concluded.

When the opioide receptors empty themselves because of an interruption of exogenous opiate intake, they will normally empty in 5, 7 or 10 days - the time that will last the normal withdrawal, depending of the pharmacocinetics of the exogenous opiate receptor and the pharmacodynamics relation between the receptor and the exogenous receptors. That is: without a substance competing to the receptor, the exogenous opiates can remain linked to the receptor for days. When admistred a full antagonist dosis, like 50 mg naltrexone per os, all the receptors empty themselves in a very fast speed, and the acute withdrawal period will last just a couple of hours. When the opiates are rapidly eliminated from the mu receptors and remain functionally unavailable, what happens after the opiate antagonist administration, the locus coerulus (LC) neurones turn hyperexcitable.

The resulting noradrenergic hyperactivity fulfil a main role in the development of withdrawal symptoms. Clonidine is a substance that suppress the hyperactivity of the locus coerulus (LC). Opiates appease LC by activating its mu receptors.

That’s the theorical basis to explain that the process of opiate withdrawal is possible with the opiate antagonist administration, in just a couple of hours.

It’s essential that RODA proceedings evolute in a safe technical basis. Although we don’t use anaesthesia, all the technical must accomplish the criterion’s of modern practice of medicine so clinical providers must be highly human and highly technical qualified.

We must always monitorize the patient: - Continuous ECG, continuous arterial pressure, oximetric monitorization, corporal temperature... Of course, this is not very different from normal psychiatric sedations, except that naltrexone induction initiates a group of symptoms by which the patient will die, if not properly managed. Even for a psychiatrist like myself the professional providing this kind of detox, must have a wide experience in the upper airway management. Also must be foreseen complications and must be disposable, always, resuscitation means like defibrillator and medicines.

A rule is always present: - Mismanagement of the airway will be the major cause of morbidity and mortality with this procedure.

So, our opinion is that conscient sedation is very safe, has no risks and is not ansiogenic to the patient. And if we think that nowadays a clinical technical performance can also be a saleable product, we can conclude that is a cheap safe process, if properly performed...
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