
 

 

 

SUBOXONE  

 

“Woman at Her Bath”, oil and pastel on canvas, c. 1895, Edgar Degas, Art Gallery of 

Ontario, Toronto, Canada. 

 

“...I show them free of coquettishness, like animals when they clean themselves...In 

another age I would have painted Suzanna...” 

 

Edgar Degas.  

 



In the Neoclassical, Academic and Romantic traditions of the Eighteenth and early 

Nineteen centuries great painting expressed religious, classical, royal or moral 

themes...and little else. By the 1840s however, a new Realism had started to become the 

fashion, not all Art had to show these traditional themes. The new realism was more 

concerned with depicting a world as it really was, and a contemporary one at that; a 

world that everyone, no matter what station in life, could identify with and understand, 

without the burden of weighty academia. There was also a beauty to be seen in the 

everyday lives of the peasants who worked in the fields or in the everyday lives of the 

people who worked in a great metropolis. Once Realist painters had introduced this 

startling new concept, it would allow a far more radical genre to evolve; Impressionism. 

Suddenly nature itself or a fleeting moment of ordinary life, colour or shade or 

movement, had a beauty for its own sake, without any need for some deep religious or 

moral meaning. One of the great exponents of Realism was Edgar Degas, who quickly 

took up the new Impressionist style, though he never completely abandoned the great 

classical values, idolizing both Ingres and Delacroix. Needless to say, the Realists and 

far more so the Impressionists were extremely controversial when they first rose to 

prominence, in the mid-Nineteenth century. The Art “establishment” of the great salons, 

considered them an anathema and refused to exhibit their incomprehensible modern 

works. The Impressionists countered by hosting their own salons. By the 1880s no 

Impressionist was more controversial than Edgar Degas; particularly in his shocking 

depictions of female nudes, the establishment was outraged...but the people loved him!  

 

Depictions women were traditionally idealized as classical goddesses, or moral 

allegories dramatically, if somewhat unnaturally posed, untouchable, placed atop 

Grecian marble plinths for all to admire. Many women of class strove to have their image 

recorded in this manner. This was why Degas’ women were so radical and so shocking, 

“...I show them free of coquettishness, like animals when they clean themselves...In 

another age I would have painted Suzanna...” he once unashamedly wrote.   

 

Though his women often alluded to traditional themes, “Woman in a Tub” for example 

alludes to a statue from antiquity, the crouching Venus in the Louvre, while others refer 

to the nudes of Ingres, Rembrandt and other old masters, he depicted them in a very 

modern and intimate way. Instead of the graceful pose of a Grecian goddess, we see the 

private and awkward moments of women, washing, bathing, combing, dressing in the 

privacy of their own boudoirs, oblivious that anyone may be watching. These were not 

women idealized, they were women in their purest and most natural state, they are 

washing of necessity, not for display. “Up to now the portrayal of nudity has always 

presupposed exposure to the public eye, but the women in my paintings are simple, good 

people, thinking of nothing, and preoccupied with nothing but their own bodies... My 

women are simple human beings, but honest, they are merely looking after their bodies. 

This one is washing her feet. It is as if one is watching her through a keyhole”, Degas 

explained. This was perhaps an unfortunate use of phrase, he immediately invited heated 

accusations of “keyhole voyeurism”. Most of his nudes are modelled on his hero Ingres - 

we see the backs of women, seen at an angle, close up, but from behind, as if secretly 

peering over their shoulders. All this created a strong impression of intimacy....and of 

voyeurism. Degas was especially fond of exposing the nape of the female neck - we see 

this over and over again. Unlike Ingres however, whose women are depicted in elegant, 

dignified and graceful poses, Degas’ women are natural, scrubbing necks and tired feet, 



awkwardly getting into baths or out of them, sometimes even reaching out in order not to 

lose balance and fall over. Historian Kitty Hauser writes, “There were accusations of 

misogyny when Degas exhibited his pastel bathers in the 1880s...these women were not 

the smooth skinned spectacular visions of abluting femininity gallery-goers had come to 

expect...How cruel and unflattering it seemed to bring these goddesses down from their 

pedestals! Particularly to viewers who were used to having their vanity fed by female 

flesh and choreographed for their benefit. Washing or brushing or drying was simply a 

necessary labour - not an excuse for display. They were tired: no artist ever depicted a 

tired female body better than Degas...and his women were, for a moment, as self-

absorbed and as incapable of dissimulation as animals”.  

 

Degas never married, claiming that the institution of marriage would interfere too much 

with his work. “Why I never married?” he once explained, “Well I was always afraid 

that my wife might look at one of my paintings and say: “Mmm, very nice dear”...There’s 

love and there’s painting. And we have only one heart”. Many saw his depictions of 

women as thoroughly degrading, treating them like animals, as it were, and this 

inevitably brought forth the accusations of misogyny and voyeurism. The critics were 

fierce in their condemnations. Mauss wrote, “What Degas describes here is woman 

undressed, in her animal like simplicity....He is solely concerned with the woman who 

believes she is alone, absolutely alone, and who having discarded all coquetry, devotes 

herself...to the cares of her bath”. Gustave Geffroy commented, “ ....he wanted to paint a 

woman who did not know she was being watched, as one would see her hidden by a 

curtain or through a keyhole”. Octave Mirbeau was rather more forthcoming; “These 

works have not been done to inspire passion for women nor sensual desire. Degas has 

not sought beauty or grace....on the contrary there is a ferocity that speaks clearly of a 

disdain for women and a horror of love”. Questions on Degas’ sexuality followed on the 

heels of these types of remarks, however in his works it is very clear that he was intimate 

with a great number of women. He was also known to frequent some of the high-end 

brothels of Paris with his sophisticated and well connected acquaintances. Perhaps it 

was at the brothels, where he recruited many of his models, the precedent for Artists is 

well established. No women of “quality” would have posed in the manner depicted by 

Degas....or so it was said, we do not know the identity of any of his nude models. They 

could have been prostitutes, but at least some may also have been women of so called 

“class” who simply wished to remain anonymous, Degas certainly moved in the right 

circles to have their acquaintance, and he was becoming increasingly famous, and sort 

after despite his notoriety...or indeed perhaps because of it.            

 

Even today controversy still sometimes rages over Degas’ works - was he a misogynist, 

or did he idolize women, are his nudes keyhole erotica or are they Art? Even though 

Degas was an intensely private person, and even though he never married, accusations of 

misogyny are misplaced. He simply depicted women in accordance with the Realism and 

Impressionism of the age, and in doing so showed another more natural and primal 

beauty, indeed a more truthful beauty.  On the charge of misogyny, the facts of Degas’ 

life, do not support this. Most of his life’s oeuvre depicts women. He developed a very 

close relationship with the American Impressionist Mary Cassatt who became almost a 

mother figure to him. It is unknown if the relationship was ever consummated, however in 

a beautiful series of pastels he once depicted their day at the Louvre together. Mary spent 

many hours in the Louvre examining the great masterpieces. It is clear from Degas’ 



pastels from that day that he had spent many hours examining her. In an age when it was 

near impossible for female Artists to gain the recognition they deserved, he was 

instrumental in organizing a major retrospective of 300 of the Impressionist, Berthe 

Morisot’s paintings at the Galeries Durand-Reul. He personally hung Berthe’s paintings, 

with some help from his friend Auguste Renoir, all hardly the actions of a rabid 

misogynist!  On the charge of voyeurism, Kitty Hauser, has explained it best; “More 

recently modern critics have repeated the charge - Isn’t Degas’ own admission he 

wanted his pictures to appear as though they were seen through a keyhole proof that they 

were motivated by male voyeurism? How could such voyeurism fail to be sexual or 

sadistic even as it contemplated the bodies of working women from afar? I do not think 

the works back up this claim - looking through a keyhole - as it were - offered Degas a 

way of observing a scene without affecting it” 

 

And so by finding a means by which he could capture a fleeting moment of reality, truth 

and beauty without affecting it, Degas had discovered the artistic equivalent to what all 

Quantum physicists have struggled mightily with within their own field of 21st century 

particle physics! 

 

Edgar Degas today is revered as one of the great masters of Impressionism, His major 

works hang in the greatest Galleries across the world, and sell for untold millions on the 

rare occasions that they come onto the open market. He brought Impressionism to the 

female nude, and with his unique sense of Realism he placed the principle of “truth is 

beauty” over the notions of a previous age, where beauty was truth. His women were not 

plaster Madonnas to be hung up on the wall, or marble Greek goddess to be placed on a 

plinth, rather in his own unique way he idolized women, without any need to idealize 

them.       

 

Ever since the discovery of plant alkaloids of the opioid class, from before the time of 

recorded history, humanity has struggled with these compounds’ potentially devastating 

addictive effects. From the Twentieth century medical science finally recognized the 

seriousness of the problem, and has since struggled mightily to find a means of effective 

and safe treatment for opioid addiction. The quest remains to find the ideal 

pharmacological remedy. The discovery of buprenorphine, a partial mu agonist offered a 

way forward. When this agent was introduced, it was lauded as the greatest of advances 

in the treatment of opioid addiction. But of course an ideal is merely an illusion. 

Intravenous drug addicts, not finding that buprenorphine was potent enough to satisfy 

immediate needs, simply began to inject it! Edgar Degas taught the world, we may idolize 

without idealizing. Though buprenorphine was “idolized” amoung the medical 

profession as the next best thing in the treatment of opioid addiction - the great 

disillusionment quickly followed. It became necessary to add naloxone to buprenorphine, 

and even so opioid addiction is as difficult to treat as ever. In our quest to manage this 

medical scourge, we must abandon all coquettishness, and accept that there will 

probably never be a “ideal” solution to this problem.      

   

 

 

 

 



SUBOXONE  

 

Introduction 

 

Suboxone is a combination medication containing two agents: buprenorphine 

hydrochloride and naloxone hydrochloride at a ratio of 4:1 buprenorphine: naloxone. 

 

Buprenorphine is a semi-synthetic opioid 

 

Naloxone is an opioid antagonist. 

 

Suboxone is used in the treatment of opioid addiction, including the management of 

opioid withdrawal.  
 

As naloxone undergoes extensive first pass metabolism it has little/ no pharmacological 

effect when taken orally, and has no bioavailability when taken sublingually.  

 

If taken intravenously however it will antagonize the effects buprenorphine, hence 

deterring illicit IV use.  
 

In oral overdose buprenorphine will have effects similar to any other opioid. 

 

Buprenorphine reduces withdrawal symptoms and craving for opioids in opioid 

dependence. 

 

Buprenorphine has the advantage over methadone of being only a partial agonist; hence 

reducing the potential for life-threatening respiratory depression in cases of abuse 

 

See also separate documents on: 

 

● Buprenorphine (in Drugs folder)   

 

● Suboxone Overdose (in Toxicity folder) 

 

● Naloxone (in Drugs folder)   

 

● Opioid Overdose (in Toxicology folder)     

 

History 

 

Buprenorphine was developed in 1966, at the research labs of Reckitt & Colman in Hull, 

England. 

 

Buprenorphine was introduced into medical practice in the UK as a opioid analgesic 

agent in 1978. 

  

It was introduced into medical practice in the United States in 1981. 

 



The sublingual formulation was introduced in 1982. 

 

Chemistry 

 

Buprenorphine is a semisynthetic derivative of thebaine. 

 

Physiology 

 

Opioid receptors are distributed widely in the:  

 

● Brain 

 

● Spinal cord  

 

● Digestive tract. 

 

The three principle opioid receptors are:  

 

 

Receptor 

  

 

Opioid class 

 

Location 

 

Possible Functions 

 

Mu 

 

Subtypes include: 

μ1, μ2, μ3 

 

Endorphins 
 

 

Brain: The highest concentration 

is found in the limbic system. 

 

Spinal cord 

 

Peripheral sensory neurons 

 

GIT 

 

 

Analgesia/ physical dependence 

 

Respiratory depression/ miosis/ 

Euphoria/ reduced GIT motility/ 

physical dependence 

 

Possible vasodilation 

 

 

Kappa 

 

Subtypes include: 

κ1, κ2, κ3 

 

Dynorphins 
 

 

Brain:  

 

Spinal cord 

 

Peripheral sensory neurons 

 

 

Analgesia/ convulsant effects/  

dysphoria/respiratory depression/ 

reduced GIT motility 

 

 

 

Delta 

 

Subtypes include: 

δ1, δ2 

 

 

Enkephalins 
 

 

 

Brain:  

 

Peripheral sensory neurons 

 

 

Analgesia, (less than mu)  

 

 

 

 

 

The endogenous opioids include:  

 



● Dynorphins 

 

● Enkephalins 

 

● Endorphins 

 

● Endomorphins  

 

● Nociceptin. 

 

Classification 

 

Opioids may be classified according to: 

 

1. Derivation 

 

2. Receptor activity 

 

Opioid Derivation Classification: 

 

1. Natural Alkaloids of Opium:  

 

 ● Benzylisoquinolines: 

 

  ♥ Papaverine 

 

  ♥ Noscapine 

 

 ● Phenanthrenes: 

 

  ♥ Morphine 

 

  ♥ Codeine 

 

  ♥ Thebaine 

 

2. Semi-synthetic Derivatives: 

 

 ● Diacetylmorphine (heroin) 

 

 ● Hydromorphone 

 

 ● Oxymorphone 

 

 ● Hydrocodone 

 

 ● Oxycodone 

 



3. Fully Synthetic Derivatives: 

 

● Morphinans: 

 

 ♥ Levorphanol 

 

● Benzmorphans: 

 

 ♥ Pentazocine 

 

 ♥ Phenazocine 

 

 ♥ Cyclazocine 

  

● Propionanilides: 

 

 ♥ Methadone 

 

● Phenylpiperidines: 

 

♥ Pethidine 

 

♥ Fentanyl 

 

♥ Remifentanil  

 

♥ Alfentanil 

 

♥ Sufentanil 

 

♥ Carfentanyl  

 

Opioid Receptor Activity Classification: 

 

1. Pure agonists: 

 

These are pure agonists of specific opioid receptors (notably the mu receptor) 

 

 There is no limiting ceiling effect with the pure agonists, 

 

 Examples include: 

 

 ● Morphine 

 

 ● Fentanyl 

 

 ● Pethidine  

 



2. Mixed agonist - antagonists: 

 

 These have opposing effects at distinct receptor subtypes, i.e  agonist activity at 

 one receptor type and antagonist activity at another receptor type  

 

 Examples include: 

 

● Nalorphine 

 

● Pentazocine 

 

3. Partial mu agonists: 

 

These agents produce a less than maximal response and, therefore, have a lower 

intrinsic activity. 

 

The partial agonist (and mixed agonist - antagonist) opioids, demonstrate a ceiling 

response above which an increase in dose does not produce any additional 

increase in effect. 

 

Partial agonists are able to antagonize the effects of large doses of full agonists 

 

Examples include: 

 

 ● Buprenorphine 

 

A fourth group can be described as pure antagonists, of which naloxone is an example.    

 

Preparations 

 

Suboxone (i.e Buprenorphine - Naloxone) as: 

 

Sublingual tablets: 

 

● 2 mg - 0.5 mg  

 

● 8 mg - 2 mg. 

 

Suboxone Sublingual Film: 

 

This is a soluble film intended for sublingual administration.  

 

It is available in doses of: 

 

● 4 mg - 1 mg  

 

● 12 mg - 3 mg. 

 



 

Suboxone Sublingual Film: Left: the 2 mg - 0.5 mg formulation, Right: the 8 mg - 2mg 

formulation (the labeling refers to the dose of buprenorphine).   

 

Mechanism of Action 

 

Buprenorphine hydrochloride:  

 

Buprenorphine is a:  

 

● Mu opioid receptor partial agonist 

 

● Kappa (kappa) opioid receptor weak antagonist.  

 

Naloxone: 

 

Naloxone is a pure competitive antagonist at opioid receptors (mu, kappa and delta). 

 

Pharmacodynamics 
 

Buprenorphine has been shown to be effective in reducing illicit opioid use.  

 

Its partial agonist activity gives it a lower overdose risk and lesser physical dependence 

compared to methadone, but its lower agonist activity is not suitable for some patients. 2 

 

Its activity in opioid maintenance treatment is attributed to its high affinity binding to mu 

receptors as well as its slow dissociation from these receptors in the brain which reduces 

craving for opioids and opioid withdrawal symptoms.  

 

This minimizes the need of the addicted patient for illicit opioid drugs. 

 

Naloxone is an antagonist at mu opioid receptors.  

 

Because of its marked first pass metabolism, naloxone administered orally or 

sublingually has no detectable pharmacological activity.  

 

However, when administered intravenously to opiate dependent persons, the presence of 

naloxone in Suboxone produces marked opiate antagonist effects and opiate 

withdrawal, thereby deterring illicit intravenous abuse. 



 

Pharmacokinetics 

 

Absorption: 

 

● When taken orally, buprenorphine undergoes first-pass metabolism with N-

 dealkylation and glucuronidation in the small intestine and the liver.  

 

 The use of Suboxone Sublingual Film by the oral route is therefore 

 ineffective. Suboxone Sublingual Films are for sublingual administration. 

 

Peak concentrations of buprenorphine occur at 90 minutes when given 

sublingually. 

 

● Naloxone is poorly absorbed by the oral as well as the sublingual routes.  

 

It undergoes almost complete first pass metabolism following oral administration. 

 

Distribution: 

 

● The absorption of buprenorphine is followed by a rapid distribution phase 

 (distribution half-life of 2 - 5 hours).  

 

● Buprenorphine has high protein binding (96%)  

 

● Buprenorphine is highly lipophilic which leads to rapid penetration of the blood 

 brain barrier. 

 

● Following intravenous administration, naloxone is rapidly distributed 

 (distribution half-life of around 4 minutes). 

 

Metabolism and excretion: 

 

● Buprenorphine is metabolized by the liver, with 70% biliary excretion and 30% 

 urinary excretion of metabolites.  

 

● Buprenorphine has along elimination half-life (about 35 hours) 

 

● Naloxone is metabolized by the liver. 

 

● Naloxone has a short elimination half life (about 1-2 hours). 

 

Indications 

 

1. Treatment of opioid dependence: 

 

● Buprenorphine in combination with naloxone is used specifically in the 

 treatment of opioid dependence. 



 

Buprenorphine is often used as an alternative to methadone in the 

treatment of opioid dependence when methadone maintenance is 

inappropriate. 

 

2. Treatment of opioid withdrawal 

 

Contra-indications/precautions 

 

Buprenorphine: 

 

Orally taken buprenorphine is not antagonized by orally administered naloxone, and so 

Suboxone has the same general contraindications and precautions as for any other opioid.   

 

These include: 

 

1. Respiratory: 

 

Use with caution in patients at risk of respiratory depression:  

 

The following are relative contraindications: 

 

● Severe obstructive airways disease 

 

● Those at risk of upper airways obstruction 

 

● Obstructive sleep apnea 

 

2. CNS: 

 

 ● Patients with a depressed conscious state. 

 

3. CVS: 

 

 ● Hypotensive patients, (relative); titrate with caution. 

 

4. Concomitant use with other central nervous system depressants, effects are 

 synergistic 

 

5. Suboxone is contraindicated in patients with severe hepatic impairment. 

 

Naloxone: 

 

There are no absolute contraindications to naloxone. 

 

Pregnancy 

 

Buprenorphine hydrochloride:  



 

Buprenorphine is a category C drug with respect to pregnancy. 

 

Category C drugs are those Drugs which, owing to their pharmacological effects, have 

caused or may be suspected of causing harmful effects on the human fetus or neonate 

without causing malformations. These effects may be reversible. Specialised texts should 

be consulted for further details. 

 

Maternal use of buprenorphine has not been associated with an increased risk of 

congenital malformations.  

 

However, neonatal abstinence syndrome (NAS) can occur following regular use of 

buprenorphine during pregnancy.  

 

NAS symptoms include excessive crying, tremors, poor feeding, sleep duration changes 

and irritability.  

 

Infants should be monitored for NAS symptoms and management should be provided 

accordingly, using both pharmacologic and non-pharmacologic management. 

 

Buprenorphine has been used as an alternative to methadone in the treatment of opioid 

dependence when methadone maintenance is inappropriate and in women who were 

stabilized on buprenorphine prior to pregnancy. 

 

Naloxone: 

 

Buprenorphine is a category B1 drug with respect to pregnancy. 

 

Category B1 drug are those drugs which have been taken by only a limited number of 

pregnant women and women of childbearing age, without an increase in the frequency of 

malformation or other direct or indirect harmful effects on the human fetus having been 

observed. Studies in animals have not shown evidence of an increased occurrence of fetal 

damage. 

 

There are limited published reports describing the use of naloxone in pregnancy, other 

than during labour. Naloxone crosses the placenta readily near term and fetal 

concentrations are higher than maternal levels due to lower protein binding in the 

neonate. 

 

If naloxone therapy is indicated in the pregnant woman, it should never be withheld.  

 

Breast feeding 

 

Buprenorphine:  

 

Small amounts of buprenorphine are excreted into breast milk. 

 



As buprenorphine has poor oral bioavailability, women who have been stabilized on 

buprenorphine during their pregnancy are encouraged to breastfeed. 

 

Breastfed infants should be observed for adverse effects such as drowsiness, poor feeding 

and sleeping pattern changes. 

 

Naloxone: 

 

Published information following the use of naloxone during breastfeeding has not been 

located.  

 

Naloxone has a low molecular weight, which may pass into breast milk. However, due to 

the low oral bioavailability and negligible maternal serum levels after use, naloxone is 

unlikely to cause harm to the breastfed infant.  

 

Naloxone is considered safe to use during breastfeeding, but monitor breastfed infants of 

opioid-dependent women for signs of withdrawal.  

 

Adverse Effects 

 

Orally taken buprenorphine is not antagonized by orally administered naloxone, and so 

Suboxone has the same general adverse effects as for any other opioid., and so will 

include:  

 

1. CNS:  

 

● Depressed conscious state, with attendant risk of airway compromise.  

 

 This is a principal cause of death in overdose/ toxicity. 

 

● Euphoria/ dysphoria/ delirium/ hallucinations 

 

2. Respiratory depression/ arrest: 

 

● This is a principal cause of death in overdose/ toxicity. 

 

● The risk is dose related and synergistic with other CNS depressants, 

 including alcohol   

 

3. GIT: 

 

 ● Nausea and vomiting: 

 

♥ Nausea and vomiting is  thought to occur via direct stimulation of   

 the chemoreceptor trigger zone (CTZ). 

 

  ♥ It is a very common reaction. 

 



 ● Decreased GIT motility 

 

  ♥ Delay in gastric emptying 

 

  ♥ Constipation, this is common with prolonged use. 

 

Dosing 

 

The route of administration of Suboxone Sublingual Film is sublingual.  

 

The sublingual film formulation is not designed to be split or broken.  

 

Suboxone Sublingual Films should not be swallowed whole as this reduces the 

bioavailability of the medicine.  

 

Physicians must advise patients that the sublingual route is the only effective and safe 

route of administration for this medicine. 

 

When quoting doses of Suboxone - it is generally the dose of buprenorphine that is 

quoted.   

 

The dose of Suboxone Sublingual Film should be adjusted progressively according to the 

clinical effect in the individual patient. 

  

It should not exceed a maximum total daily dose of 32 mg of buprenorphine  

 

The dosage is adjusted according to reassessments of the clinical and psychological status 

of the patient. 

 

If an additional Suboxone Sublingual Film is necessary to achieve the prescribed dose, 

place it sublingually on the opposite side from the first film, and in a manner to minimise 

overlapping as much as possible.  

 

If more than two films are required, place the next film or films after the first two have 

dissolved.  

 

The soluble film must be kept under the tongue until it is completely dissolved, which 

takes on average between 4 - 8 minutes.  

 

No food or drink should be consumed until the film is completely dissolved. Suboxone  

 

The first dose of Suboxone Sublingual Film should be taken at least 24 hours after the 

patient last used methadone.  

 

The initial 4 mg Suboxone Sublingual Film induction dose should ideally be administered 

when early signs of withdrawal are evident. 

 

 



Regimen for withdrawal: 

 

Sublingual, 2 - 8 mg, depending on severity of withdrawal symptoms, in 1 or 2 doses on 

the first day.  

 

Increase daily dose by 2 - 8 mg every 1 - 3 days, depending on withdrawal symptoms and 

tolerance of adverse effects.  

 

Usual maintenance range, is 12 - 24 mg daily (up to 32 mg daily). 

 

Once stabilised, it may be possible to give up to double the usual daily dose (but no more 

than 32 mg) on alternate days. 

 

Dose and length of treatment is tailored according to severity of withdrawal symptoms, as 

above, then the dose is gradually reduced, e.g. over 5 - 8 days, to zero. 

 

Precipitated withdrawal: 

 

If started too soon after a dose of an opioid, buprenorphine may precipitate symptoms 

of withdrawal as buprenorphine displaces other opioids from receptor sites but, as it has 

low activity, and produces only mild opioid effects that may be insufficient to prevent 

withdrawal. 

 

Buprenorphine-precipitated withdrawal is usually mild-to-moderate only in severity, and 

may itself require some symptomatic treatment.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

“Woman at Her Bath II ”, oil and pastel on canvas, c. 1895, Edgar Degas, 
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