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co,” he said. 
And marijuana is not “safer” than 

alcohol or tobacco, said Gitlow. “It is 
different, with a different set of as-
sociated risks and its own associated 
negative consequences,” he said.

Pro-marijuana advocates fre-
quently say nobody has ever died 
from marijuana use — and while 
that is accurate in acute terms, that 
also applies to smoking tobacco in 
acute terms, said Gitlow. However, 
tobacco use is also the leading cause 
of morbidity and mortality, he said, 
despite the fact that few people die 
from smoking a single cigarette.

Perception of risk
“I don’t think there’s anybody in 

ASAM who thinks people should go 
to prison” for marijuana possession, 
said Teitelbaum, who works closely 
with Kevin Sabet, Ph.D., a founder 
of Project SAM (Smart Approaches 

to Marijuana) who is also director of 
the Drug Policy Institute at the Uni-
versity of Florida. Operation SAM is 
opposed to legalization and medical 
marijuana and has focused on ex-
plaining that this doesn’t mean peo-
ple should be arrested and incarcer-
ated for marijuana possession.

But Teitelbaum stressed that 
when young people think of mari-
juana as a medicine, and when they 
see that it is legal, the clear message 
is that it is not risky to use it. “We’ve 
already seen it, with the age of onset 
lower and lower, and the increased 
addiction liability in adolescents’ 
brains,” said Teitelbaum.

“To me, the horse has left the 
barn,” said Teitelbaum. “I’m aston-
ished at the discussion that’s going 
on about legalization.” 

When the discussion first started 
about medical marijuana, physicians 
didn’t take it seriously, said Barth-

well. “That was the problem — they 
didn’t know it would create a whole 
movement,” she said. And there are 
still doctors who aren’t paying atten-
tion to it, because “they don’t think it 
has anything to do with their work,” 
she said. “Except now they have pa-
tients coming in asking for this.”

The legalization discussion is 
“more real” than the medical mari-
juana discussion, said Teitelbaum, 
adding that he is against legalization 
as a father. “But at least that is a real 
discussion,” he said. He can hardly 
believe that people are even dis-
cussing medical marijuana. ASAM 
knows it has to educate physicians. 
“But we’re a small group, and we’re 
fighting against big money,” he said. 
“I can’t even articulate the idea that 
you would talk about marijuana as a 
medicine and have states voting on 
it and passing it. We haven’t learned 
anything.” 

Detoxification alternatives for opioid-dependent patients
Saying that withdrawal from 

opioids is not “life-threatening,” some 
insurance companies are denying 
inpatient detoxification admissions. 
But the Substance Abuse and Men-
tal Health Services Administration 
(SAMHSA), in its Treatment Im-
provement Protocol (TIP) 45 on de-
toxification, says that withdrawal 
symptoms from chronic opioid use, 
while “not medically dangerous,” 
can “product intense discomfort.”

What these patients should not 
do is go home and try to endure 
withdrawal without any treatment, 
according to SAMHSA and Cigna, an 
insurance company that does cover 
inpatient detoxification.

One alternative is outpatient de-
toxification with medications. The 
barrier to this is that many patients 
don’t know about it.

Withdrawal from alcohol and 
benzodiazepines is life-threatening, 
requiring prophylactic treatment for 
seizures and other complications. 
But even withdrawal from opioids 
should be managed with medica-

‘If it’s a medically uncomplicated case,  
the person could be as effectively detoxed  
in a buprenorphine outpatient program  

or an OTP.’
Robert Lubran

tions, according to TIP 45: either 
methadone, buprenorphine, or clo-
nidine are given in tapering doses to 
avoid intense withdrawal symptoms. 
This can be done on an outpatient 
basis, but the emergency depart-
ment where the patient presents  

requesting opioid detoxification 
shouldn’t just send the patient home, 
saying insurance won’t cover the in-
patient stay, said Robert Lubran, di-
rector of the Division of Pharmaco-
logic Therapies at SAMHSA’s Center 
for Substance Abuse Treatment. 

Outpatient detoxification can be 

handled in an opioid treatment pro-
gram (OTP) with methadone, or a 
physician’s office with buprenor-
phine or clonidine, Lubran told 
ADAW. “If it’s a medically uncompli-
cated case, the person could be as 
effectively detoxed in a buprenor-

phine outpatient program or an 
OTP,” he said. That detoxification 
could entail some period of time on 
a maintenance dose, followed by a 
taper, depending on the physician 
and patient.

“It is not recommended that cli-
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nicians attempt to manage signifi-
cant opioid withdrawal symptoms 
without the effective detoxification 
agents discussed [methadone, bu-
prenorphine, or clonidine],” accord-
ing to TIP 45. “Management of with-
drawal without medications can 
produce needless suffering in a pop-
ulation that tends to have limited tol-
erance for physical pain.”

Cigna’s policy 
We talked to William Lopez, 

M.D., lead medical director at Cigna 
Behavioral Health, about his com-
pany’s policy on detoxification. Cig-
na, based in Asheville, North Caro-
lina, pays for detoxification, autho-
rizing admission after discussing the 
case with the emergency depart-
ment, he said. “We don’t want to 
have our customers suffer symp-
toms,” he told ADAW. But, he said, 
this depends on the “intensity” of 
symptoms. “Someone may not ele-
vate to the extent of requiring inpa-
tient treatment,” he said. If the pa-
tient has diarrhea, muscle spasms, 
cramps, and “elevated biosigns” — 
all hallmarks of withdrawal — inpa-
tient detoxification will be autho-
rized, he said. 

For someone with lesser symp-
toms — or someone who prefers 
medication-assisted treatment — 
Cigna also covers treatment with bu-
prenorphine, said Lopez. “Cigna was 
the first managed care company to 

cover Suboxone and Subutex,” he 
said. (Suboxone and Subutex are 
trade names for buprenorphine, 
which is now available in generic 
and other brand names.)

Cigna customers who go to the 
emergency room asking for detoxifi-
cation will have their case reviewed 
immediately by case managers who 
discuss it with clinicians at the hos-
pital, said Lopez. “We have a very 
low threshold” of criteria for treat-
ment, he said, adding again that Cig-
na customers are not supposed to 
have to go through withdrawal 
symptoms. 

Buprenorphine
“We have a network of providers 

who are Suboxone-certified,” said 
Lopez. Some patients may not be in 
withdrawal, but want to stop using 
opioids — and for them, buprenor-
phine is ideal, said Lopez. “If they 
don’t have symptoms and want to be 
proactive, they can safely have bu-
prenorphine treatment,” he said. Be-
fore induction with buprenorphine, 
patients must be in some withdraw-
al. If they opt to go to an OTP for 
methadone treatment, they do not 
have to be in withdrawal, but their 
initial dose will be relatively low.

Lopez recommends that Cigna 
customers who are interested in 
treatment call the insurance compa-
ny for a referral, especially if the lo-
cal hospital declines to provide de-
toxification or buprenorphine treat-
ment. “We will identify detoxification 
services near the home of the cus-
tomer,” he said. “We can help them.”

ACA and increased access 
Cigna has seen an increase in 

requests for all substance use disor-
der treatment, including opioids, 
since the implementation of the Af-
fordable Care Act, said Lopez. This 
is particularly true for young adults, 
since children up to the age of 26 
can be covered under their parents’ 
insurance, giving more people ac-
cess to insurance, he said.

Of insurance companies that 
deny claims for treatment, SAMHSA’s 

Lubran recommends that patients 
appeal the decision. Or, they can in-
voke the law.“These insurance com-
panies have to make their medical 
necessity criteria public under the 
ACA,” Lubran told ADAW. 

The American Society of Addic-
tion Medicine (ASAM) has patient 
placement criteria for opioid detoxi-
fication that start with ambulatory 
and go up to inpatient, noted Lu-
bran. The medical evaluation, which 
can be done by the emergency de-
partment, includes whether there 
are medical conditions that may be 
exacerbated by withdrawal, said Lu-
bran. “ So there is certainly an ele-
ment of medical judgement.”

Lubran added that New York 
State is in the midst of the Medicaid 
waiver which will transfer many in-
patient detoxification treatments to 
the community. “It’s extremely costly 
to do a hospital detoxification,” said 
Lubran. “And it’s probably more ef-
fective to do it on an ambulatory ba-
sis.” Certainly, in New York, the ex-
perience was that some people’s 
only treatment consisted of regular 
detoxification episodes, with no fol-
lowup in the community. “You may 
have someone go in for a detox, and 
a few days later they’re out, and they 
relapse,” said Lubran.

For patients taking enough opi-
oids that they would develop with-
drawal symptoms after stopping, 
and who go to the hospital with 
nausea and muscle aches, Cigna 
would approve an inpatient detoxifi-
cation, said Lopez. “Usually they re-
quire intravenous fluids, and medi-
cations like clonidine,” he said. “The 
average stay is about five to seven 
days in an inpatient detox unit, and 
during that time it would be ideal 
for the facility to plan a step-down 
treatment,” he said. The family 
would be involved, with continuing 
care and a treatment plan, he said.

“We try not to put barriers up 
for detox, because in some cases  
it can be life-threatening,” added  
Lopez. “Patients could be using alco-
hol and benzodiazepines as well as  
heroin.” 
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