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Psychotropic Analgesic nitrous oxide (PAN) for addictive withdrawal

1.The PAN therapy, for acute addictive withdrawal from alcohol, opioids, cannabis, cocaine, sedatives (e.g.Valium) and nicotine was pioneered, researched and developed by the South African Brain Research Institute (SABRI). It was first used at Wedge Farm and then Wedge Gardens (Rand Aid Association, Johannesburg) starting in 1979. Wedge Gardens is the largest non-governmental alcoholic facility in South Africa. The major funding for the research came from Anglo-American and De Beers Chairman’s Fund. Numerous other large corporations have contributed to the research, including First National Bank, Johannesburg Consolidated Investments, Barlows, BHP-Billiton and others.  Research funding over the years has also come from the S.A Medical Research Council. Over the last 25 years, these corporations have donated research funding, as part of their corporate responsibility programmes, without commercial interest.   Since the initial discovery of the therapy more than 50,000 patients have been successfully treated with it.  It has also been used in Scandinavia (since 1990) and more recently in the USA. In South Africa, it is used at an ever increasing  number of SANCA  (S.A. National Council for Alcoholism and Drug Dependence) Societies, the Salvation Army and in private medical practice.  SANCA is a quasi-governmental organisation responsible for treating addiction in S.A.  

2.There have been numerous scientific papers published on the technique in prestigious local and international scientific journals as well as academic treatises accepted for higher degrees (list available on Website: http://www.sabri.org.za )

3.In 1992 it was given recognition by both S.A. Medical Association and the Medical Aid (insurance) movement by receiving an official medical aid code and fee  (namely, codes 0203/0204). As such it is also recognised by the Health Professionals Council of SA (HPCSA) which is the statutory body set up by the SA Government to oversee the registration and ethical behaviour of the medical profession and other health professionals (see codes 0203, 0204 near the top of page 8 Website:  

http://www.hpcsa.co.za/hpcsa/UserFiles/File/HPCMP2006v1.PDF ).

4.This treatment is unique in South African Medical History.  It is the first treatment that was officially recognised by the medical authorities which had been wholly conceptualised and developed in S.A. without overseas input.

5.The therapy is very safe and exerts it therapeutic effect rapidly. It is effective for treating acute withdrawal states from alcohol, opioids, cannabis,cocaine,minor tranquilizers and nicotine. The swiftness of therapeutic effect makes it currently the fastest acting therapy available.

6.Large cost-savings can be made because many more patients can be treated safely as out-patients than with the currently favoured sedative therapies because:

a.The patient  improves within minutes of administration and is often well enough to have the next meal.

b.The use of addictive sedative medications such as the benzodiazepines (e.g.diazepam; tradename Valium) are  reduced by 90% plus.  This obviates the danger of secondary addiction in this highly susceptible group and reduces the amount of these costly medicines needed.

c.The extreme rapidity of recovery enables physicians to distinguish those patients requiring intensive therapy from those that do not; since 90% plus patients respond positively to one admin​istration of the gases, usually on admission.

d.The rapidity of response enables the patient to abandon the sick role speedily and enter the essential next phase of the rehabilitation process which usually requires social, psychological and/or psychiatric therapy. 

7.The gases are usually given on one occasion only for inpatients.  Depending on the drug of abuse, outpatients may require more than one application of the gases, with a maximum of three 60-minute administration sessions over a 10-day period.  The gases are given in a specific sequence and doses are determined for each individual by a specially trained medical professional (usually a registered nurse).  .

8.Since we use PAN (high concentrations of oxygen with low concentrations of nitrous oxide) the patient never loses consciousness and is FULLY CONSCIOUS THROUGHOUT the gas administration.  This is NOT an anaesthetic technique.  It is therefore unfamiliar to most anaesthetists who almost always use nitrous oxide as an anaesthetic agent to produce unconsciousness.

9.SABRI workers discovered, in 1978, that PAN stimulates the endorphin system in man.  The endorphins may be deficient before the development of an addiction but definitely become so with the development of the addiction.  The PAN is able to "kick start" the underactive endorphin system which is at its lowest ebb during addictive withdrawal. Unlike other treatments currently employed, the gas also stimulates other underactive systems whilst simultaneously depressing over-active systems. As a result, a normal physiological balance is rapidly restored, which enables the body to cope without further medication. This accounts for the rapidity and lasting effects of PAN even after a single, short exposure.

10.For the therapy to be given correctly and to maximize its benefits all medical staff involved MUST undergo hands-on training using the specially designed equipment.  This training is available through SABRI with more than 150 health professionals having received it.  Failure to learn the correct technique will almost always result in failure to reproduce positive results as has recently been demonstrated by some Finnish workers.

11.PAN is an excellent treatment for addictive withdrawal states but it is NOT A CURE FOR ADDICTION. In this respect, the PAN therapy is similar to other current treatments for acute addictive withdrawal states. Similar to these other treatments, it is used for the first essential step i.e. detoxification that a victim of sub​stance abuse must undergo before he can begin the process of being cured.  The process of becoming well again requires detoxification as well as follow-up treatment which may involve visits to social workers, psychologists and psychiatrists, as well as support from family, friends and work associates.  But most of all the patient must really want to give up the drug.

12.Further information is available on SABRI’s WEBSITE (http://www.sabri.org.za )


or at TEL: (011) 786-2912; FAX: (011) 786-1766; email: mag@iafrica.com
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