|:| LETTER TO THE EDITOR

Inpatient Detoxification From a Synthetic
Cannabinoid and Control of Postdetoxification
Cravings With Naltrexone

To the Editor: Synthetic cannabinoid use continues to increase.
We report the case of a woman presenting with severe synthetic
cannabinoid physical dependence, smoking “mojo” every 15
minutes during the day and awakening every 45 minutes in full
withdrawal to smoke it overnight.

Case report. Ms A is a 39-year-old white woman seeking
detoxification for mojo addiction. She had smoked mojo, a
synthetic cannabinoid, for years, with a month-long increase in
usage. During this time, she spent over $5,000 and cashed in her
retirement and vacation time. She denies other substance use, has 1
distant psychiatric admission, has no history of suicide attempts or
psychiatric diagnoses, and is not taking any medications.

Ms A was admitted to the detoxification unit and started on
phenobarbital to control anxiety and discomfort with seizure
prophylaxis, as she had not gone more than 2 hours without smoking
mojo in months. Laboratory assessments revealed malnutrition,
and the urine toxicology screen was positive for cocaine, which
Ms A adamantly denied using. Ms A’s vital signs were assessed
every 4 hours, and she was started on a phenobarbital taper of 100
mg by mouth 3 times daily and escitalopram 10 mg for anxiety
and depression. She was prescribed when-needed clonidine 0.1
mg for withdrawal symptoms, tizanidine 8 mg for cramping, and
metoclopramide 10 mg for nausea. Dietary services was consulted
and recommended soup and crackers and cyproheptadine 8 mg 4
times daily for appetite stimulation.

At admission, Ms A had a blood pressure of 161/91 mm Hg and
a pulse of 68 bpm. Day 1 pulse values ranged from 64 to 75 bpm,
with systolic blood pressure from 133 to 186 mm Hg over diastolic
blood pressure from 91 to 102 mm Hg. Day 2 pulses ranged from
72 to 81 bpm, with systolic blood pressure from 130 to 158 mm
Hg and diastolic blood pressure from 79 to 102 mm Hg. As her
vital signs normalized, phenobarbital was tapered to 60 mg 3 times
daily. Day 3 pulse values ranged from 64 to 79 bpm, with systolic
blood pressure ranging from 123 to 145 mm Hg and diastolic
blood pressure from 86 to 91 mm Hg. For cravings, naltrexone 25
mg daily was initiated on day 3 and was well tolerated. On day 6,
phenobarbital was titrated to 30 mg 3 times daily and escitalopram
to 20 mg daily. When Ms A was discharged on day 7, her vital
signs normalized (heart rate: 78 bpm, blood pressure: 124/84 mm
Hg), phenobarbital was discontinued, and naltrexone was increased
to 50 mg daily. She reported a dramatic decrease in cravings, and
escitalopram was continued at 20 mg daily.

Despite laws blocking production and sale of synthetic
cannabinoid-1 receptor (CBIR) agonists, compounds like
mojo are spreading and undetectable.! Most CB1R agonists are
distinct from partial agonist tetrahydrocannabinol and are high-
potency full agonists at CB1R. Synthetic CBIR agonists are the
second-highest recreationally used illicit substance after cannabis
among 12th graders.> A parallel increase of calls to poison
control centers, emergency care, and hospitalization underscores
the potentially serious negative consequences associated with
synthetic cannabinoid use.® Synthetic cannabinoids appeared in
the Drug Abuse Warning Network in 2010 and were involved in
11,406 emergency department visits.? In 2011, 28,531 emergency
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department visits involved synthetic cannabinoids, a 150% 1-year
increase.* Use of synthetic cannabinoids has led to the description
of dependence and withdrawal symptoms.* Cannabis dependence
develops insidiously in some people’; the greater potency of
synthetic cannabinoids at CB1Rs can produce dependence more
expeditiously with clearer withdrawal syndrome.® Barbiturates
were used in this case report, but benzodiazepines and p-blockers
can be used for sinus tachycardia, blood pressure, and anxiety.
Preclinical studies demonstrate a bidirectional modulatory
relationship between opioid and cannabinoid systems” and suggest
that the opioid system contributes to subjective experiences of
cannabis intoxication.® No studies exist evaluating naltrexone in
patients dependent on synthetic cannabinoids; evidence suggests
that naltrexone reduces anxiety and depression rates, increases
functioning, and is well tolerated during cannabis withdrawal.®
Our case demonstrates that synthetic CB1R agonists can cause
severe withdrawal symptoms, and naltrexone appears to be a
potential option to control cravings. Further study is needed.
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