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INSTRUCTIONS FOR USE
The following Coverage Policy applies to health benefit plans administered by Cigna companies. Coverage Policies are intended to provide
guidance in interpreting certain standard Cigna benefit plans. Please note, the terms of a customer’s particular benefit plan document
[Group Service Agreement, Evidence of Coverage, Certificate of Coverage, Summary Plan Description (SPD) or similar plan document] may
differ significantly from the standard benefit plans upon which these Coverage Policies are based. For example, a customer’s benefit plan
document may contain a specific exclusion related to a topic addressed in a Coverage Policy. In the event of a conflict, a customer’s benefit
plan document always supersedes the information in the Coverage Policies. In the absence of a controlling federal or state coverage
mandate, benefits are ultimately determined by the terms of the applicable benefit plan document. Coverage determinations in each specific
instance require consideration of 1) the terms of the applicable benefit plan document in effect on the date of service; 2) any applicable
laws/regulations; 3) any relevant collateral source materials including Coverage Policies and; 4) the specific facts of the particular
situation. Coverage Policies relate exclusively to the administration of health benefit plans. Coverage Policies are not recommendations for
treatment and should never be used as treatment guidelines. In certain markets, delegated vendor guidelines may be used to support
medical necessity and other coverage determinations. Proprietary information of Cigna. Copyright ©2014 Cigna

Coverage Policy
Cigna does not cover opioid antagonist agent detoxification under sedation or general anesthesia (e.g.,
ultra-rapid detoxification) as a method for opioid detoxification because it is considered experimental,
investigational or unproven.

General Background
Current treatment approaches to opioid withdrawal are: abstinence-based, opiate replacement withdrawal, and
clonidine treatment. It is not clear which of these approaches has the best success rate in terms of eventual
abstinence (Moore and Jefferson, 2004).
Managing withdrawal is critical to the success of treatment with opioid-dependent patients. Some opioiddependent patients often terminate the detoxification process due to the significant amount of discomfort during
the withdrawal process; therefore, accelerated methods of opioid detoxification that rapidly induce withdrawal
have been proposed using general anesthesia or sedation. These methods usually achieve detoxification from
opiates within 24–48 hours. Synonyms for anesthesia-assisted detoxification are ultra-rapid opiate detoxification
(UROD), anesthesia-assisted opiate detoxification, rapid opiate detoxification under anesthesia (RODA) and
opioid antagonist detoxification under sedation or anesthesia (OADUSA) (preferred terminology of the American
Society of Addiction Medicine [ASAM]). The common underlying themes in all the programs of UROD are the
following: to shorten the detoxification process to a 6–8 hour period by precipitating withdrawal following the
administration of opioid antagonists under general anesthesia; to blunt the awareness of physical discomfort by
deep sedation or anesthesia, and to shorten the time lag between a patient's last dose of opioid and his transfer
(induction) onto naltrexone maintenance. The procedure of rapid detoxification requires an intensive medical
care unit (for administration of anesthesia/deep sedation and monitoring), which should be preferably closely
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connected with the psychiatry or addiction unit to facilitate continuity of care. It is recommended that he team
carrying out the procedure should have an anesthetist, a specialist in intensive medicine, a psychiatrist, nursing
staff and a psychotherapist/counselor. This would ensure attention to the procedure, the immediate postprocedure complications as well as later abstinence-oriented programs. Although details differ among programs,
in most cases patients are given clonidine and an anti-emetic and then either sedated with a benzodiazepine or
anesthetized with propofol or midazolam. Naloxone and naltrexone are given, and the potentially dysphoric
withdrawal is thus precipitated while the patient is more or less unconscious. Consciousness is then allowed to
return, and patients are continued on naltrexone and, temporarily, also on clonidine and an anti-emetic. It is not
clear whether these techniques increase the likelihood of abstinence or whether any reports of successes
outweigh the risks of general anesthesia (Renner, et al., 2008; Eisendrath and Lichtmacher, 2005; Moore and
Jefferson, 2004; Singh and Basu, 2004; ASAM, 2005).
Data are limited on the impact of opioid dependence and the comorbid problems commonly seen in opioiddependent patients (e.g., cocaine use and human immunodeficiency syndrome) on anesthesia risk. Respiratory
distress, cardiovascular and renal complications and deaths have been reported with ultra-rapid detoxification.
Heavy sedation without intubation carries the risk of vomiting with aspiration and sedative overdose. When the
patient comes out of anesthesia or sedation, they often continue to experience psychological needs or cravings,
leading to preoccupation with using opioid drugs. The opioid receptor sensitivity is altered during detoxification,
and the degree of tolerance to the drug is lost after detoxification. Overdose and death can result if the patient
resumes opioid use at the same high doses prior to detoxification (Wax and Ruha, 2011; Gowing, et al., 2010;
Gold, et al., 1999; Dyer, 1998).
Literature Review
In a randomized trial, Favrat et al. (2006) compared rapid opiate detoxification under anesthesia (RODA) to
clonidine detoxification with follow-up at three, six and 12 months. Additionally, one week of inpatient
psychosocial support for both procedures was included after treatment. The study included opiate-dependent
patients over age 18 years. Of the 113 eligible patients, 70 participated and were randomized—36 to the rapid
anesthesia-assisted procedure and 34 to the clonidine group. Forty-three patients refused to participate but
agreed to follow-up. Twenty-one patients who declined to take part in the study were enrolled in the standard
carbamazepine-mianserin inpatient program offered by the substance abuse clinic. Twenty-two patients did not
receive the allocated intervention due to a positive urine test or they did not attend treatment. After
randomization, 23 patients withdrew from the trial procedure either because they did not attend on the day of the
procedure or because of a positive urine test result for non-opiate substances just before the procedure.
Therefore, the study included 26 patients in the anesthesia group and 21 in the clonidine group. The authors
reported no complications during or after anesthesia. Seventy-eight percent of the RODA patients and 62% of
the clonidine group successfully completed the detoxification process. After three months, 30% of the RODA
patients were abstinent compared to 14% in the clonidine group. The authors reported no differences between
the two groups at six and 12 months. At 12 months, all patients except one had relapsed in both groups.
Fourteen and 18 of the RODA patients were lost to follow-up at six and 18 months, respectively. Two, 15 and 19
of the clonidine-treated patients were lost to follow-up at three, six and 12 months, respectively. The authors
reported, “Although the detoxification success rate and abstinence after three months were slightly better for the
RODA procedure compared to the clonidine treatment, these differences were not statistically significant and
disappeared completed after six and 12 months.”
Collins et al. (2005) studied how anesthesia-assisted detoxification with rapid antagonist induction for heroin
dependence compared with two alternative detoxification and antagonist induction methods. A total of 106
heroin-dependent patients were randomly assigned to one of three inpatient withdrawal treatments over 72
hours, followed by 12 weeks of outpatient naltrexone maintenance with relapse prevention psychotherapy. The
treatments included anesthesia-assisted rapid opioid detoxification with naltrexone, buprenophine-assisted rapid
opioid detoxification with naltrexone induction, and clonidine-assisted opioid detoxification with delayed
naltrexone induction. Mean withdrawal severities and treatment retention over 12 weeks was similar among the
three treatments. By week three, more than 50% of the patients had dropped out of each treatment group. The
anesthesia procedure was associated with three potentially life-threatening adverse events, including: severe
pulmonary edema and aspiration pneumonia 14 hours after extubation; suicidal ideation about five days after
anesthesia in a patient with a mixed bipolar state; and one patient with insulin-dependent diabetes mellitus
developed diabetic ketoacidosis after discharge. The authors reported that general anesthesia for rapid
antagonist induction does not have a role in the treatment of opioid dependence. The greater safety and
equivalent withdrawal severity profile of the buprenorphine-mediated procedure is preferable to anesthesia.
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In a randomized, controlled open trial, DeJong et al. (2005) studied whether rapid detoxification under general
anesthesia results in higher levels of opioid abstinence than detoxification without anesthesia. The study
included 272 opioid-dependent patients who failed previous attempts at abstinence. In all the patients,
detoxification was induced by administering an opioid antagonist (i.e., naltrexone). One month after treatment,
62.8% of the patients in the rapid detoxification with general anesthesia group and 60% in the detoxification
without anesthesia group were abstinent from opioids. No adverse events occurred in the detoxification without
anesthesia group. Five adverse events occurred in the rapid detoxification with general anesthesia group which
required admission to the hospital. The study did not find that withdrawal symptoms were less severe in the
patients treated under general anesthesia. The authors reported that since the method of rapid detoxification
under general anesthesia resulted in a number of severe adverse events, this treatment should not be used in
detoxification guidelines.
Krabbe et al. (2003) conducted a prospective study (n=30) of abstinence rates and withdrawal effects of rapid
detoxification of opioid-dependents under general anesthesia (RD-GA) compared to standard methadone
tapering. They used a follow-up of three months. The authors stated, “Objective and subjective withdrawal
symptoms showed largely identical outcomes and were equally low in the two groups for those who remained in
the study. There was a considerably higher percentage of abstinence in the RD-GA group after one, two and
three months of follow-up accomplished by relatively mild withdrawl symptoms of shorter duration. However, if
one completes standard methadone tapering, the data suggested a greater chance of staying clean in the long
term than those completing RD-GA.”
In an updated Cochrane review of the scientific literature, Gowing et al. (2010) assessed the effectiveness of
interventions involving the administration of opioid antagonists (i.e., naloxone, naltrexone, nalmefene) to induce
opioid withdrawal with heavy sedation or anesthesia, in terms of withdrawal signs and symptoms, completion of
treatment and adverse effects. Adverse events were defined as clinically significant signs and symptoms of
opioid withdrawal (e.g., vomiting and diarrhea) plus any incidents that are not typical components of opioid
withdrawal syndrome (e.g., delirium or hypertension). Selection criteria for the studies included controlled trials
comparing antagonist-induced withdrawal under heavy sedation or anesthesia with another form of treatment, or
a different regimen of anesthesia-based antagonist-induced withdrawal. Nine studies (eight randomized
controlled trials) involving 1109 participants met the inclusion criteria for the review. The authors reported that
antagonist-induced withdrawal is more intense but less prolonged than withdrawal managed with reducing
doses of methadone, and doses of naltrexone sufficient for blockade of opioid effects can be established
significantly and more quickly with antagonist-induced withdrawal than withdrawal managed with clonidine and
symptomatic medications. The level of sedation does not affect the intensity and duration of withdrawal,
although the duration of anesthesia may influence withdrawal severity. There is a significantly greater risk of
adverse events with heavy, compared to light, sedation and probably also other forms of detoxification. The
authors reported that due to the increased risk of clinically significant adverse events associated with withdrawal
under heavy sedation or anesthesia, the value of anesthesia-assisted antagonist-induced withdrawal is
questionable.
Gowing et al. (2009) conducted an updated Cochrane review assessing the effectiveness of opioid antagonists
in combination with minimal sedation to induce withdrawal, in terms of intensity of withdrawal, adverse effects
and completion of treatment. Nine studies (six randomized controlled trials), involving 837participants, met the
inclusion criteria for the review. The authors reported that withdrawal induced by opioid antagonists in
combination with an adrenergic agonist is more intense than withdrawal managed with clonidine or lofexidine
alone, but the overall severity is less. Limited data showed that antagonist-induced withdrawal may be more
severe when the last opioid used was methadone rather than heroin or another short-acting opioid. Delirium
may occur following the first dose of opioid antagonist, particularly with higher doses. The studies included
suggest there is no significant difference in rates of completion of treatment for withdrawal induced by opioid
antagonists, in combination with an adrenergic agonist, compared with adrenergic agonist alone. The authors
reported that “the use of opioid antagonists combined with alpha2 adrenergic agonists is a feasible approach to
the management of opioid withdrawal. However, it is unclear whether this approach reduces the duration of
withdrawal or facilitates transfer to naltrexone treatment to a greater extent than withdrawal managed primarily
with an adrenergic agonist. A high level of monitoring and support is desirable for several hours following
administration of opioid antagonists because of the possibility of vomiting, diarrhea and delirium. Further
research is required to confirm the relative effectiveness of antagonist-induced regimes, as well as variables

Page 3 of 7
Coverage Policy Number: 0384

influencing the severity of withdrawal, adverse effects, the most effective antagonist-based treatment regime,
and approaches that might increase retention in subsequent naltrexone maintenance treatment.”
Professional Societies/Organizations
In 2013, the Washington State Department of Labor and Industries published a guideline for prescribing opioids
to treat pain in injured workers. The guideline addresses discontinuing opioids in an intensive setting and
concluded that “due to the lack of high quality evidence of safety and comparative efficacy, ultra rapid
detoxification (e.g. within three days), using antagonist drugs with or without sedation, will not be covered.”
In 2006, the Center for Substance Abuse Treatment (CSAT) published a treatment improvement protocol on
physical detoxification services for withdrawal from specific substances. The guideline states: “Although there
are few data showing that the rapid or ultra-rapid methods of opioid detoxification show a positive correlation
with the likelihood of a patient's being abstinent a few months later, efforts persist to make the detoxification
process shorter and easier.” There has been no update to this protocol since 2006.
In 2000, the American Society of Addiction Medicine, Inc. (ASAM) published a public policy statement regarding
opiate detoxification under sedation or anesthesia. This policy statement enumerated a number of positions,
with the following two most relevant to this discussion: “Ultra-Rapid Opioid Detoxification (UROD) is a procedure
with uncertain risks and benefits, and its use in clinical settings is not supportable until a clearly positive riskbenefit relationship can be demonstrated. Further research on UROD should be conducted. Although there is
medical literature describing various techniques of Rapid Opioid Detoxification (ROD), further research into the
physiology and consequences of ROD should be supported so that patients may be directed to the most
effective treatment methods and practices.” This policy statement was last reviewed in 2005 and is titled Rapid
and Ultra Rapid Opioid Detoxification.
Use Outside of the US
The National Institute for Clinical Excellence (NICE) (United Kingdom) clinical guideline on drug misuse: opioid
detoxification recommends that “Ultra-rapid detoxification under general anesthesia or heavy sedation (where
the airway needs to be supported) must not be offered. This is because of the risk of serious adverse events,
including death” (NICE, 2007).
Summary
The data supporting the safety and effectiveness of ultra-rapid detoxification under anesthesia are limited.
Adequate safety has not been established. The heterogeneity of the patient populations in the studies makes it
difficult to draw general conclusions. Comparisons to established approaches to detoxification are lacking.
Further studies are needed that compare the duration and severity of symptoms associated with ultra-rapid
detoxification under anesthesia and other detoxification methods. Additional research is needed to address the
short- and long-term post-procedure abstinence rates. Response to ultra-rapid detoxification under anesthesia
may vary according to the duration of dependence or prior attempts at traditional detoxification.
In view of the lack of evidence from well-designed, randomized controlled clinical trials to evaluate the safety
and efficacy of this treatment compared with other established methods of detoxification, the role of ultra-rapid
detoxification under anesthesia as a method for opioid detoxification has not been established.

Coding/Billing Information
Note: 1) This list of codes may not be all-inclusive.
2) Deleted codes and codes which are not effective at the time the service is rendered may
not be eligible for reimbursement.
3) ICD-10-CM Procedure Codes are for informational purposes only and are not
effective until 10/01/2015.
Experimental/Investigational/Unproven/Not Covered when used to report Ultra-Rapid
Detoxification:
CPT* Codes

Description
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90899

Unlisted psychiatric service or procedure

HCPCS
Codes
H0008
H0009
H0010

Description

H0011
H0047

Alcohol and/or drug services; sub-acute detoxification (hospital inpatient)
Alcohol and/or drug services; acute detoxification (hospital inpatient)
Alcohol and/or drug services; sub-acute detoxification (residential addiction
program inpatient)
Alcohol and/or drug services; acute detoxification (residential addiction program
inpatient)
Alcohol and/or other drug abuse services, not otherwise specified

Revenue
†
Codes
116
136
146
156
204
209
944

Description

ICD-9-CM
Procedure
Codes
94.65
94.66
94.68
94.69

Description

ICD-10-CM
Procedure
Codes
HZ2ZZZZ

Description

Private room and board for detoxification
Semi-private room and board for detoxification
Private deluxe room and board for detoxification
Detoxification ward
Psychiatric intensive care unit
Other intensive care unit
Drug Rehabilitation

Drug detoxification
Drug rehabilitation and detoxification
Combined alcohol and drug detoxification
Combined alcohol and drug rehabilitation and detoxification

Detoxification Services for Substance Abuse Treatment
® ©

*Current Procedural Terminology (CPT ) 2013 American Medical Association: Chicago, IL.
†

©Copyright 2013 American Hospital Association
Copyright for the members of the National Uniform Billing Committee (NUBC) by the American
Hospital Association (AHA).
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