
Letters to the editor 315 

3. Foldes FF (1984) Rapid tracheal intubation with non-depolarizing 
neuromuscular blocking drugs: the priming principle. Br J Anaesth 
56:663 

4. Foldes FF (1985) The priming principle. In: Agoston, Bergmann, 
Schwarz, Steinbereithn er (eds) Muscle relaxants--therapeutic 
margins. Verlag Wilhelm Maudrich, Wien-Mtinchen-Bern, pp 113- 
120 

5. Schwarz S, Ilias W, Lackner F, Mayrhofer O, Foldes FF (1985) 
Rapid tracheal intubation with vecuronium: the priming principle. 
Anesthesiology 62:388-391 

6. Foldes FF, Nagashima H, Kornak PH (1993) Effect of priming. 
Anaesth Pharm Rev 1:49-56 

7. Rorvik K, Husby P, Gramstad L, Vamnes JS, Bitsch-Larsen L, 
Koller ME (1988) Comparison of large dose of vecuronium with 
pancuronium for prolonged neuromuscular blockade. Br J 
Anaesth 61:180-185 

8. Pelikan EW, Tether JE, Unna KR (1953) Sensitivity of myasthenia 
gravis patients to d-tubocurarine and decamethonium. Neurology 
3:284-296 

(Received for publication on May 12, 1997; accepted on April 18, 
1997) 

J Anesth (1997) 11:315; �9 1997 

Rapid opioid detoxification under general anesthesia 

Masako Nishio I and Clifford Mark Gevirtz 2 
1 Department of Anesthesiology, New York Medical 
College, Valhalla, NY, USA 
2 New York Medical College, Valhalla, NY, USA; Metropoli- 
tan Hospital Center, New York, NY, USA 
(Address correspondence to: M. Nishio, 1155 Warburton 
Ave., 12X, Yonkers, NY, 10701 USA) 

To the editor: Rapid opioid detoxification is a new approach 
for the treatment of the opioid addict. Originally developed by 
Legerda at CITA (Center for Investigation and Treatment of 
Addiction) [1], this new method of opiate detoxification under 
the CITA protocol became available for the first time in the 
United States at the Metropolitan Hospital Center in New 
York. 

Traditionally, detoxification of the opioid-dependent 
patient has been accomplished slowly over a period of 
a week or more by transferring the addict to an equipotent 
dose of methadone, then decreasing the methadone dose 
gradually. Methadone decreases the discomfort of withdrawal 
but makes the period of withdrawal much longer [2,3]. The 
rapid detoxification method was developed to minimize this 
period of discomfort. In Metropolitan Hospital, this detoxifi- 
cation takes only 24 h under the CITA protocol. 

Rapid antagonism of opioids by naloxone or naltrexone 
results in severe withdrawal symptoms [2,4]. The withdrawal 
syndrome is minimized by the CITA protocol using general 
anesthesia in an intensive care unit setting. The anesthesiolo- 
gist is best suited to manage this detoxification, because it 
requires the skills of screening patients for general anesthesia, 
cardiovascular and respiratory monitoring, and pain manage- 
ment, as well as the ability to manage the accompanying with- 
drawal symptoms. 

In the Metropolitan Hospital Center, board-certified anes- 
thesiologists care for these patients during the entire deto- 
xification period. Space in the recovery room has been 
specifically designated for this program, with four anesthesia 
machines, monitors, and a trained nursing staff with experi- 
ence in both psychiatry and critical care. 

Liver function tests, ECG, chest X-ray, and psychiatric 
evaluation are performed on all patients before admission. 
The patient comes to the hospital on the morning of the 
detoxification. Because of the effect of opioids on gastric emp- 
tying, the patients are regarded as having a full stomach, and 
therefore intubation is mandatory. A light plane of general 
anesthesia is induced, which does not completely mask the 
physiological response to opioid withdrawal. The withdrawal 
symptoms may be shortened or diminished under general an- 
esthesia. It has been previously reported that during deep 
barbiturate anesthesia, administration of 10 mg naloxone to 
an opioid addict produces no significant changes in the hemo- 
dynamic parameters of heart rate, mean arterial pressure, 
cardiac index, or peripheral vascular resistance, or in oxygen 
saturation [5]. We use clonidine to blunt the cardiovascular 
effects and to make awakening as comfortable as possible 
[3,41. 

Premedication is started with clonidine, titrated to heart 
rate and blood pressure to the lower margin of the normal 
range. Then induction is performed with propofol. After 
intubation, continuous infusion of propofol is maintained. 
Naltrexone is given incrementally to antagonize opioids. It 
produces withdrawal symptoms, such as piloerection, pupil- 
lary dilatation, and myoclonus. The withdrawal syndrome it- 
self is of very short duration, and the antagonizing opiate cycle 
is repeated until the disappearance of the withdrawal symp- 
toms with naloxone. This naloxone challenge test is per- 
formed before waking the patient to prove that there is no 
more opioids in the patient's body. 

Since the start of this method on August 26, 1996, 85 pa- 
tients have been treated. The results to date have been 
very promising. All patients have passed the naloxone 
challenge test and awaken without a craving for narcotics. 
However, the standard of success in addiction therapy is 
a drug-free interval of 6 months. This population will be 
carefully reevaluated after this period to assess the success of 
the method. 
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