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• Buprenorphine is a synthetic partial mu-receptor agonist. Examples of full opioid 
agonists include methadone and fentanyl 

• Buprenorphine has a superior safety profile due to its ceiling effect for respiratory 
depression and a milder side effect profile. It is often suitable for take-home 
dosing from the start or shortly after, and home induction is an option.

• Although it is a partial agonist, respiratory depression may occur when 
buprenorphine is combined with other CNS depressants, such as benzodiazepines 
or alcohol.
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• Buprenorphine has a high affinity for the mu-receptor and lower intrinsic opioid 
activity than full agonists. 

• If the patient were to use a full agonist, such as heroin, while on a sufficient dose 
of buprenorphine, the euphoria and effects of the full agonist, including 
respiratory depression, would be  blocked as buprenorphine has a higher affinity to 
the opioid receptor and the receptors are already occupied with buprenorphine. 
This provides relative protection against overdose

• Due to buprenorphine’s high affinity for opioid receptors, it will displace any full 
agonist that is bound to the opioid receptors. It is this relative difference between 
full activation and partial activation of the receptor that causes precipitated 
withdrawal. 
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• Buprenorphine has a rapid onset. Patients may start to feel the effects of 
buprenorphine within 30-60 minutes and plasma concentration levels peak after 
approximately 1 to 4 hours This provides a relatively rapid relief from withdrawal 
symptoms 

• At a low dose of 2–4mg per day, buprenorphine’s duration of action is 
approximately 4 to 12 hours 

• At a moderate dose of 4–8mg per day, buprenorphine’s duration of action is 
approximately 24 hours

• If patients are prescribed over 8mg per day, buprenorphine’s duration of action is 
approximately 36 to 72 hours

• The long duration of action allows for once daily dosing once patients are 
stabilized on buprenorphine 
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• These are 2mg/0.5mg and 8mg/2mg sublingual buprenorphine/naloxone tablets.
• Buprenorphine is also approved in Canada as a monthly, subcutaneous, 

buprenorphine-only injection under the brand name Sublocade, as a subcutaneous 
implant under the brand name Probuphine, and as a film; however coverage of 
these formulations varies. 

• The buccal film version of buprenorphine/naloxone, also under the Suboxone 
brand name, is available in the same dosages as the tablets, and also as 12mg/3mg 
film.  

• Outside of Canada, sublingual buprenorphine is available without naloxone.
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• Buprenorphine/naloxone is prescribed as a sublingual tablet because 
buprenorphine has good bioavailable when taken sublingually, while naloxone has 
poor bioavailability when taken sublingually. The naloxone component is included 
only to deter injecVon or insufflaVon, as naloxone is bioavailable with these routes 
of administraVon

• If buprenorphine/naloxone is taken orally, buprenorphine has low bioavailability 
due to high-first pass metabolism and naloxone is barely detectable

• If buprenorphine/naloxone is taken intranasally or intravenously, the naloxone 
component has high parental bioavailability and the antagonisVc effect of 
naloxone predominates, causing the individual to have rapid onset of opioid 
withdrawal symptoms.

• In rare circumstances, injecVng buprenorphine/naloxone can eventually produce 
opioid effects in people who only use buprenorphine/naloxone. This is because 
buprenorphine lasts longer than naloxone. This has been reported in some rural 
areas of BC where full opioid agonists are not readily available. 
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• Buprenorphine has a 6 times greater safety profile compared to methadone in 
terms of overdose risk. The superior safety profile is due to buprenorphine’s ceiling 
effect on respiratory depression

• A 2016 study found that methadone was implicated in 1 in 4 prescription opioid-
related deaths in BC between 2004 to 2013
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• Clinicians should also warn patients about the risk of precipitated withdrawal.
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Here:  opioid receptor is fully acVvated

Due to buprenorphine’s high affinity for opioid receptors, it will displace any full 
agonist that is bound to the opioid receptors. It is this relaVve difference between full 
acVvaVon and parVal acVvaVon of the receptor that causes precipitated withdrawal. 

12



Here:  buprenorphine administered too early when full agonist still occupying the 
opioid receptor 

Due to buprenorphine’s high affinity for opioid receptors, it will displace any full 
agonist that is bound to the opioid receptors. It is this relative difference between full 
activation and partial activation of the receptor that causes precipitated withdrawal. 
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Here:  High affinity buprenorphine displaces lower affinity full opioid agonist from 
opioid receptor

Due to buprenorphine’s high affinity for opioid receptors, it will displace any full 
agonist that is bound to the opioid receptors. It is this relative difference between full 
activation and partial activation of the receptor that causes precipitated withdrawal. 
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• Answer B is the correct answer. Buprenorphine, when used in combination with 
other CNS depressants such as alcohol or benzodiazepines, can cause respiratory 
depression.

• A is a true statement and therefore an incorrect answer. While fentanyl is a short-
acting opioid, fentanyl has lipophilic properties and can act as a long-acting opioid with 
chronic use 

• C is a true statement and therefore an incorrect answer. Buprenorphine’s partial 
opioid agonism results in a ceiling effect for respiratory depression and a milder 
side effect profile. Due to this, it is considered to be safer than methadone

• D is a true statement and therefore an incorrect answer. Buprenorphine is 
absorbed sublingually, while naloxone if only bioavailable if injected or insufflated
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• A decision support tool for buprenorphine inducVon in emergency departments in 
BC is available through the BC PaVent Quality and Safety Council. More resources 
are available on their website:  haps://bcpsqc.ca/improve-care/substance-
use/loud/
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• If you need support managing precipitated withdrawal, inducting a patient on to 
buprenorphine/naloxone, or providing any other aspect of addiction and substance 
use care, you can call the 24/7 addiction medicine support line. 
• The 24/7 addiction medicine clinician support line provides telephone consultation 
for physicians, nurse practitioners, nurses, mid-wives, and pharmacists who provide 
addiction and substance use care. It is available 24/7, 365 days a year. The number to 
call is 778-945-7619. More information can be found at www.bccsu.ca/24-7. 
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• The Provincial Opioid AddicVon Treatment Support Program contains modules 
with more informaVon on opioid use disorder and opioid agonist treatments, 
including buprenorphine/naloxone. This program is available online and it is free of 
charge. 
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