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A 32-year-old man was referred to our department for
buprenorphine withdrawal. He had been receiving bu-
prenorphine, 6 mg/day, for 1 year. His medical and psychi-
atric history included past benzodiazepine and heroin
abuse and buprenorphine misuse (12–24 mg/day by intra-
nasal route) with concomitant crack use for 2 years. He re-
ported having a psychotic disorder treated by aripiprazole
(15 mg/day) for 12 months, which was discontinued last
year by his psychiatrist while he was in jail. On admission,
he presented no psychiatric symptoms and was receiving
no treatment other than buprenorphine. His physical ex-
amination was normal, and a urinary drug screen was
negative. We chose to gradually decrease the patient’s bu-
prenorphine dose by 2 mg according to our standardized
protocol. Three days after the first dose decrease, symp-
toms of opioid withdrawal occurred (anxiety, myalgia,
sleep disturbance). Hydroxyzine, 150 mg/day, and loxa-
pine, 100 mg/day, resulted in substantial symptom reduc-
tion, and buprenorphine was further decreased by 2 mg/
day. Three days following this period, visual and auditory
hallucinations, paranoid ideation, alternating phases of
agitation, and prostration occurred. Loxapine was in-
creased to 200 mg/day, and isolation partially improved
the patient’s symptoms. We then decided to reintroduce
buprenorphine at 6 mg/day, which is the same dose the
patient had been receiving upon admission. The psychotic
symptoms remitted in 24 hours. After a follow-up of 8
months, the patient was without psychotic symptoms but
continued to receive buprenorphine (6 mg/day).

The antipsychotic effects of buprenorphine were anecdot-
ally reported in 10 patients with psychotic disorders who were
not undergoing any antipsychotic treatment at the outset (3).
The frequency of remission of psychotic symptoms following
a single buprenorphine dose was as high as 70% and lasted 4
hours on average (3). Selective κ-opioid antagonists have
been proposed for the treatment of psychosis (4), and anti-
craving properties have been observed in µ-opioid agonism.

Buprenorphine’s elimination half-life is biphasic; the second
phase can be rather long—up to 40 hours (1). This seems to be
in accordance with the apparition of withdrawal and psy-
chotic symptoms in our case. Thus, we can reasonably hy-
pothesize that the antipsychotic effects of buprenorphine de-
rive from its κ-antagonist activity. The discontinuation of
buprenorphine resulted in the absence of this beneficial κ-
antagonistic and potentially antipsychotic effect in our pa-
tient. Further clinical data are needed to ascertain whether
the discontinuation of buprenorphine may induce psychotic
symptoms in individuals with a previous history of psychotic
disorders.
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Correction

In the article “Association of Different Adverse Life Events With Distinct Patterns of Depressive Symptoms”
(Am J Psychiatry 2007; 164:1521–1529) by Matthew C. Keller, Ph.D., et al., the titles for Figures 2 and 3 are in-
correct. The correct title for Figure 2 is “Profiles of Average Levels for Each of the 12 Depressive Symptoms
From the Between-Persons Sample,” and the correct title for Figure 3 is “Profiles of the Average Depressive
Symptom Deviations for Each of the Nine Adverse Life Event Categories From the Within-Persons Sample.”
Also, in the second paragraph of the Results section, the information regarding the online supplemental figure
is incorrect. The sentences in that passage should read, “The mean levels of feeling blue, fatigue, and appetite
loss were especially variable (Figure 2). Anhedonia was elevated after deaths and romantic losses and was low-
est after stress and failures.”

There was an error in the name of one of the authors of “Gene-Environment Interactions With Cognition
in Late Life and Compression of Mortality” (Am J Psychiatry 2007; 164:849–852) by Becker et al. The correct
name should be L. Tárraga Mestre, M.Sc.


