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Objective: It is widely held that there is a
delayed onset of antipsychotic action and
that any early effects represent nonspe-
cific behavioral effects. Recent research
has shown that antipsychotic action be-
gins within the first week. The authors
tested the hypothesis that psychosis im-
proves within the first 24 hours of antipsy-
chotic treatment.

Method: In this multicenter, double-
blind, placebo-controlled study, 311 pa-
tients with a diagnosis of schizophrenia
spectrum disorder and an acute exacer-
bation were randomly assigned to receive
10 mg i.m. of olanzapine, 7.5 mg i.m. of
haloperidol, or intramuscular placebo.
Subjects were rated with structured rating
scales (Positive and Negative Syndrome
Scale and Clinical Global Impression) at
baseline, 2 hours, and 24 hours.

Results: The olanzapine and haloperidol
groups showed greater resolution of over-

all symptoms than the placebo group; for
the olanzapine group, this effect was evi-
dent at 2 hours. A factor analysis showed
that an independent change in psychosis
(which included conceptual disorganiza-
tion, hallucinatory behavior, unusual
thought content) was evident within the
first 24 hours for both drugs. This im-
provement in core psychosis was not me-
diated unidirectionally by changes in
nonspecific behavioral effects or other
psychopathology.

Conclusions: These data suggest that
the onset of antipsychotic action is early
and that the magnitude of this action
grows with time. This clinical reality calls
into question some prevailing hypotheses
regarding the mechanism of action of an-
tipsychotics and suggests that antipsy-
chotic action may be more proximally re-
lated to the blockade of dopamine
transmission than was originally thought.

(Am J Psychiatry 2005; 162:939–946)

Antipsychotics were introduced to modern psychiat-
ric treatment more than half a century ago, yet their mech-
anism of action remains an issue of active debate (1). A
central question regarding antipsychotic action is the
speed of “onset” of antipsychotic response. It is widely held
that there is a “delayed onset” of antipsychotic response,
somewhere in the range of 2–3 weeks, an idea now embed-
ded in standard psychiatric texts (2, 3). The earlier effects
are thought to be a reflection of the nonspecific behavioral
effects of antipsychotics on aspects such as agitation, ex-
citement, and uncooperativeness. However a recent meta-
analysis by Agid et al. (4), which included data from 7,450
patients in 42 double-blind, active-drug or placebo-con-
trolled trials, did not support this “delayed onset” hypothe-
sis. The authors found that 1) there is a definite change in
psychosis by the end of the first week, 2) the degree of im-
provement in the first week exceeds that in each subse-
quent week, and 3) this improvement is over and above any
change accorded to placebo or nonspecific behavioral im-
provement (4). If antipsychotic response is established
within the first week, how early can it be apparent?

When antipsychotics were introduced in the 1950s and
1960s, it was routinely noted that they were effective
within the first few days (5, 6). In the 1970s the interest in
“rapid neuroleptization” (7) led to several studies that

compared the safety and efficacy of different doses,
parenteral versus oral administration, and low-potency
versus high-potency agents in the first few days of treat-
ment (8). However, 1) many of these reports included
small and uncontrolled case series (7); 2) they did not in-
clude a placebo control (7, 9–15); 3) raters were not blind
to treatment assignment (7, 14); 4) the response measures
reported often did not differentiate between effects on
psychosis and nonspecific effects on behavior (10, 13);
and 5) where the two measures were separately reported,
both were shown to improve, and none of these studies
tested whether the improvement in psychosis is distinct
from, or secondary to, a nonspecific behavioral effect (9,
11, 12, 14–16). These studies all pointed to a rapid re-
sponse—however, they suffered from two major con-
founding factors. First, most of these studies lacked a pla-
cebo control. The patients included in studies of acute
exacerbation were often at the apogee of their worsening,
and investigators could have had a bias to overestimate
this worsening to include them in the trial. Both of these
factors may lead to the appearance of a rapid response—
an issue that can only be resolved with the inclusion of a
placebo-treated control group. Second, these studies did
not include appropriate subscales or did not carry out the
required analyses that permit one to determine whether
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this early response in psychosis is primary or secondary to
the effects of the drug on agitation and excitement.

A very good opportunity to test this question was pro-
vided by a recent large-scale clinical trial that compared the
efficacy of haloperidol, olanzapine, and placebo in patients
with schizophrenia during the first 24 hours of treatment
(17). Unlike the previous reports, this study 1) was large (N=
311), 2) was placebo-controlled, 3) had raters who were
blind to drug assignment, 4) used standardized and com-
prehensive rating scales (Positive and Negative Syndrome
Scale and Brief Psychiatric Rating Scale [BPRS]) with sepa-
rable items for psychosis and agitation, and 5) obtained
data at 2 hours and then at 24 hours after the onset of treat-
ment. Using these data we investigated the following ques-
tions: Is there an improvement in core psychotic symptoms
in the first 24 hours? Is this effect clearly different from the
effect of placebo? Is this early improvement in psychosis a
secondary consequence of nonspecific tranquilizing effect
of the drugs?

Method

Study Subjects

The study was an Eli Lilly–sponsored, multisite, international
study comparing two active drugs (haloperidol and olanzapine)
in their intramuscular form versus placebo in a double-blind,
randomized, controlled trial. Local ethics review boards approved
the study protocol, including the use of placebo, given the hospi-
talized status of all participating patients, the 2:2:1 randomization
ratio for active treatment versus placebo, the brief duration of the
study (24 hours), and the use of active medication based on the
clinical judgment of the investigator at the time of randomiza-
tion. Written informed consent was obtained from all patients
and from a relative or legal representative when required by local
law or custom.

Recently hospitalized patients ages 18 years or older who had
been assessed by the study investigators and given a clinical diag-
nosis of DSM-IV schizophrenia, schizophreniform disorder, or
schizoaffective disorder and who exhibited an episode of acute
agitation in the context of psychosis were included. Patients were
included in the study if they demonstrated a total score of 14 or
higher (of a maximum of 35) on the Positive and Negative Syn-
drome Scale excitement component (which included items mea-
suring tension, uncooperativeness, hostility, poor impulse con-
trol, and excitement) with at least one item score >4. Patients with
significant, unstable, medical disorders and those who were too
agitated to provide informed consent or to cooperate with the re-
quirements of the study were not included in this trial.

Clinical Design and Outcome Measures

The study consisted of a screening period and a 24-hour intra-
muscular treatment period. Patients were not allowed to receive
any antipsychotic treatment during the screening period, which
lasted for a minimum of 2 hours. On entering the treatment pe-
riod, patients were randomly allocated to treatment with 10 mg
i.m. of olanzapine, 7.5 mg i.m. of haloperidol, or intramuscular
placebo in a 2:2:1 patient ratio. The dose of intramuscular olanza-
pine was based on previous open-label clinical trials, and the
dose of intramuscular haloperidol was chosen after a literature
review and discussions with ethics boards, regulatory authorities,
and participating psychiatrists. Both drugs and placebo were ad-
ministered in identical, color-blinded, translucent standard sy-
ringes. Raters and study personnel were blind to treatment as-
signment. Optional second and third injections were given 2 or
more and 4 or more hours following the first and optional second
injections, respectively. Other medications affecting the central
nervous system and prophylactic anticholinergics were prohib-
ited. Benzodiazepines were allowed at the discretion of the treat-
ing clinician, but only for patients who received more than one
injection of active treatment/placebo. Those who received two
injections of drug/placebo could receive a dose of a benzodiaz-
epine (2 mg of lorazepam or equivalent) no earlier than 1 hour af-
ter the injection. Those who received a third injection of the drug/
placebo could get the second dose of benzodiazepine at least 1
hour after that injection.

TABLE 1. Correlation Matrix of Percentage Reduction in Baseline Scores on Brief Psychiatric Rating Scale (BPRS) Items at
24 Hours After Treatment Onset in Patients With Acute Exacerbation of Psychosis Who Received Intramuscular Olanzapine
(N=113) or Haloperidol (N=112)a

BPRS Itemb 1 2 3 4 5 6 7 8 9 10 11
1. Conceptual disorganization 1.00
2. Hallucinatory behavior 0.28** 1.00
3. Excitement 0.20* 0.22* 1.00
4. Grandiosity 0.12 0.06 0.08 1.00
5. Suspiciousness/persecution 0.25* 0.08 0.24* 0.11 1.00
6. Hostility 0.17 0.15 0.53** 0.05 0.24* 1.00
7. Blunted affect –0.05 –0.06 –0.03 0.13 0.01 0.02 1.00
8. Emotional withdrawal 0.11 0.23* 0.02 –0.03 0.03 0.08 0.13 1.00
9. Somatic concerns 0.12 0.15 0.17* 0.24* 0.22* 0.09 0.18* 0.14 1.00

10. Anxiety 0.09 0.19* 0.41** 0.02 0.11 0.27** –0.02 0.13 0.16 1.00
11. Guilt feelings 0.23* 0.09 0.02 0.06 0.02 0 0.03 –0.01 0.08 0.15 1.00
12. Tension 0.13 0.23* 0.56** 0.11 0.14 0.52** 0.03 0 0.18* 0.50** 0.11
13. Mannerisms and posturing 0.15 0.13 0.08 –0.02 0.04 0.03 0.04 –0.07 0.12 0.11 0.07
14. Depression 0.03 0.03 –0.04 –0.05 0.10 0.07 0.14 0.15 0.27** 0.17 0.31**
15. Motor retardation –0.05 –0.06 –0.06 –0.08 0.01 0.05 0.14 0.09 0.18* –0.08 0
16. Uncooperativeness 0.20* 0.06 0.46** 0.05 0.28** 0.61** 0.02 –0.03 0.10 0.18* 0.09
17. Unusual thought content 0.17 0.35** 0.12 0.02 0.10 0.09 0.04 –0.05 0.11 0.08 0.07
18. Disorientation –0.02 0.02 0.05 –0.05 –0.07 0.09 –0.04 0.02 0.12 0.10 0.24*
a Patients with a clinical diagnosis of schizophrenia, schizophreniform disorder, or schizoaffective disorder received one intramuscular dose

of 10 mg of olanzapine or 7.5 mg of haloperidol within a 24-hour treatment period (with optional second and third injections given 2 or
more and 4 or more hours after the first and optional second injections, respectively).

b Items with correlation coefficients >0.3 (highlighted in boldface type) were included in factor analysis.
*p<0.01. **p<0.001.
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The study investigators assessed patients at the screening visit
and immediately before and at 2 and 24 hours after the first injec-
tion. A full 18-item BPRS scale plus one item derived from the
Positive and Negative Syndrome Scale (“poor impulse control”)
was administered at baseline and at 2 and 24 hours. The BPRS
items were rated by using the Positive and Negative Syndrome
Scale anchors, as this approach provided additional reliability.
Data from the “poor impulse control” item were collected be-
cause this item, along with four other BPRS items (tension, unco-
operativeness, hostility, and excitement), constituted a validated
and independent factor for assessing agitation and excitement,
termed the Positive and Negative Syndrome Scale excitement
component (18). Additional details of the study and an analysis
focusing on the outcome of agitation as measured by the excite-
ment component of the Positive and Negative Syndrome Scale
were published earlier (17).

Approach to Analysis

The main intent of this study was to determine whether there
was drug-induced early (within first 24 hours) improvement in
psychosis and how this effect was related to drug-induced
changes in nonspecific behavioral symptoms. Although the BPRS
scale has been subjected to factor analysis, most of these analyses
were derived from large-scale studies of stable patients, and it is
now clear that the factor structure is not invariant over time (19).
Because our primary interest was in the pattern of change in the
first 24 hours, we undertook a factor analysis of the change scores
on all the rated items of the BPRS to get an empirically valid esti-
mate of the factors of early antipsychotic response. To relate this
factor-analysis-derived answer to more conventional measures,
we also asked whether the improvement in the conventional
BPRS factor representing psychosis (items: conceptual disorgani-
zation, hallucinatory behavior, grandiosity, unusual thought con-
tent) was explained by changes in the conventional BPRS factors
representing activation and hostility (items: excitement, tension,
mannerisms, suspiciousness, hostility, uncooperativeness). Fur-
ther, because the five items that constitute the Positive and Nega-
tive Syndrome Scale excitement component are also markers of
nonspecific behavioral effects and have shown to improve with
drug treatment in 24 hours, we examined if this factor could ex-

plain change in the BPRS psychosis factor. Finally, we used the
mediator analysis strategy of Kraemer et al. (20) to examine if
these early changes in core psychosis could be explained by
changes in any of the nonspecific factors. Statistical testing, as de-
scribed in the following sections, was performed with the SAS
System version 8.2 (SAS, Cary, N.C.). An alpha of 0.05 for signifi-
cance was used.

Determining the Factors of Early Response

The percentage of reduction in baseline score was calculated
for each Positive and Negative Syndrome Scale–derived BPRS
item at 2 hours and 24 hours. The following equation was used to
calculate these changes:

where yij is the change in baseline score for BPRS item i at time j;
xij is the raw score for BPRS item i at time j; xi0 is the baseline score
for BPRS item i; i is the BPRS item, ranging from 1–18; and j is the
time since onset of study, equal to 2 hours or 24 hours.

To understand the nature of the relationship between these
changes at a given point in time, we developed a correlation ma-
trix of the 24-hour change scores (Table 1), and the data were
subjected to a series of factor analyses. Because we were inter-
ested in identifying factors in drug-induced olanzapine or halo-
peridol change at this stage, the first factor analyses were based
on the data from patients who received active treatment. Subse-
quent comparisons included the data from patients who re-
ceived placebo.

An unweighted least-squares approach was implemented, and
factor solutions were then rotated using a varimax (orthogonal)
rotation. Initially, all 18 items were incorporated into the analysis,
and those items that did not contribute meaningfully to any of the
factors (i.e., had a maximal loading less than 0.30) were removed
from the analysis. This step was done to conserve statistical
power and to make the analysis and its interpretation as clean
and simple as possible.

Drugs Versus Placebo Effects on Factor Scores

Factor scores were calculated for each patient by adding up
their change scores for each of the items that loaded on a corre-
sponding factor. Some items loaded into more than one factor
(e.g., excitement loaded on both factor 1 and factor 2), in which
case they were added to both factor scores. Differences in the de-
gree of improvement in these factors with drug versus placebo
were compared at the 2 and 24 hour time points by using analysis
of variance. If the overall model was significant, post hoc t tests
were done to ascertain the statistical significance of differences at
given time points. A Bonferroni adjustment, relative to the num-
ber of multiple comparisons in each model, was applied to the p
values as a conservative way to reduce the risk of finding false
positive results and to maintain an overall alpha level of 0.05.

Changes in Other Factors

To test whether changes in other factors accounted for the im-
provement in psychosis, a series of mediator analyses and analy-
ses of covariance (ANCOVAs) was performed. The definitions of
mediator/moderator used in these analyses are those defined by
Kraemer et al. (20). By definition, change scores cannot be mod-
erators because they are not baseline characteristics that occur
independent of and prior to treatment. Thus, we were left with
only the question of whether any of the factor scores were medi-
ating the other factors.

The method proposed by Kraemer et al. (20) involves the con-
struction of three equations:

1. mediator=β0 + β1 treatment
2. outcome=β2 + β3 treatment

12 13 14 15 16 17 18

1.00
0.08 1.00
0.16 0.09 1.00

–0.03 –0.08 0.24* 1.00
0.37** 0.06 0.07 0.04 1.00
0.20* 0.05 0.13 0.07 0.14 1.00
0.12 0.07 0.19* 0.03 0.04 0.04 1.00

yij 1–( )
xij xi0–

xi0
------------------ 

 × 100%×=
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3. outcome=β4 + β5 mediator + 
β6 treatment +
β7 mediator × treatment

where β0, β2, and β4 are intercept terms; β1, β3, and β6 are coeffi-
cients associated with the magnitude of the treatment effect; β5 is
a coefficient associated with the magnitude of the mediator ef-
fect; and β7 is a coefficient associated with the magnitude of the
mediator/treatment interaction.

To test the hypothesis that change in psychosis is secondary to
improvements in other aspects measured by the BPRS scale, we
tested the hypothesis of whether the other factors were “media-
tors” of the change in core psychosis. In accordance with the
equations, the factor representing core psychosis was treated as
the “outcome” and others were treated as “mediators.” To see if
the mediation was bidirectional, the other factors were treated as
“outcome” and the psychosis factor was treated as a “mediator.”
Mediation is said to occur when all of the following conditions are
met:

1. The mediator is correlated with treatment.

2. The effect of treatment (β1) is significant in equation 1.

3.  The effect of treatment (β3) is significant in equation 2.

4.  The mediator has a significant effect (β5) in equation 3.

In cases where bidirectional mediation was found to occur, tests
were performed to determine whether mediation was occurring
more strongly in one direction than in the other. In these tests, the
mediator and the outcome measure were both standardized, and
then the coefficients associated with the mediator in equation 3
were compared across the two directions. A 95% confidence inter-
val for each of these coefficients was constructed, and mediation
was considered to occur equally in both directions if these two in-
tervals overlapped. If they did not overlap, the dominant direction
of the relationship could then be determined.

As another convergent test of the hypothesis, we addressed the
issue of whether treatment has any effect on change in psychosis
above and beyond reduction in nonspecific behavioral factors. A
series of ANCOVAs (analysis of covariance) was performed to ad-
dress this issue, in which measures of change in psychosis were
used as the outcome variables, treatment was included as an ex-
planatory variable, and change in nonspecific behavioral factors
was included as a covariate. If the effect of treatment was found to
be significant after adjustment for the relationship between the
outcome measure and the covariate, then we could conclude that
treatment had an additional effect on psychosis beyond merely
reducing nonspecific behavioral factors.

Results

A total of 311 patients were included in the study and
were randomly assigned to receive intramuscular olanza-
pine (N=131), intramuscular haloperidol (N=126), or in-
tramuscular placebo (N=54). Baseline and 2-hour data
were available for 286 (92%) patients, and data to assess
changes at 24 hours were available for 273 (88%) patients,
including 113 patients who received olanzapine, 112 who
received haloperidol, and 48 who received placebo. There
were no significant between-group baseline demographic
or illness differences. The mean age of the patients was
38.2 years (SD=11.6, range=18–72); their mean age at onset
of illness was 24.4 (SD=8.5, range=7–58). Thirty-nine
percent (N=21) of the placebo group required the use of
adjunctive benzodiazepines during the first 24 hours,
compared to only 15% of the active treatment group (21
patients who received haloperidol and 16 who received
olanzapine). The difference between the placebo and ac-
tive treatment groups was significant (p<0.0001, Fisher’s
exact test). The majority of patients who received ad-
junctive benzodiazepines received only one dose, and
although more patients in the placebo group received
benzodiazepines, there was no difference in the number
and timing of benzodiazepine administration across the
groups (χ2=1.02, df=2, p=0.60).

To determine the different dimensions of improvement
(change in scores) after antipsychotic treatment, an un-
weighted least-squares approach was implemented, and
three solutions, with three, four, and five factors, respec-
tively, were obtained. Although all three solutions (Table 1)
yielded similar findings, the four-factor solution was se-
lected for further analysis for the following reasons: 1) all
factors in this solution contained at least three significant
item loadings, 2) this solution resulted in the least amount
of overlap between the factors (i.e., the fewest cases where
items loaded significantly on more than one factor), and 3)
the items clustered within each factor could be inter-
preted in a clinically meaningful manner.

TABLE 2. Factor Analysis of Percentage Reduction in Baseline Scores on Brief Psychiatric Rating Scale (BPRS) Items at 24
Hours After Treatment Onset in Patients With Acute Exacerbation of Psychosis Who Received Intramuscular Olanzapine
(N=113) or Haloperidol (N=112)

BPRS Itema Factor 1: Agitation/Excitementb Factor 2: Hostilityb Factor 3: Psychosisb Factor 4: Other Symptomsb

Tension 79 29 13 9
Anxiety 59 7 12 9
Excitement 58 47 17 –10
Uncooperativeness 20 75 5 6
Hostility 40 66 6 3
Suspiciousness/persecution 3 37 21 14
Hallucinatory behavior 20 –1 70 –5
Unusual thought content 9 7 43 14
Conceptual disorganization 1 25 42 0
Depression 14 –3 5 66
Motor retardation –9 6 –4 41
Somatic concerns 14 9 21 39
a The following BPRS items were excluded from the final factor solution because they were not found to load heavily on any factor when removed

in a sequential fashion: grandiosity, blunted affect, emotional withdrawal, guilt feelings, mannerisms and posturing, and disorientation.
b Factor loadings are multiplied by 100 and rounded to the nearest integer. Significant loadings are highlighted in boldface type.
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As Table 2 shows, factor analysis segregated items asso-
ciated with agitation and excitement into the first factor
(called agitation/excitement factor) and items associated
with hostility into the second factor (hostility). The third
factor contained items that measure psychosis (concep-
tual disorganization, hallucinatory behavior, and unusual
thought content). The fourth factor brought in a few more
distinct items (somatic concerns, depression, and motor
retardation) that were not found to be significant in the
three-factor solution. Relevant to our hypothesis, we
found that change in agitation-related items segregated
independent of improvement in psychosis-related items.

The analysis of factor scores revealed that both intra-
muscular olanzapine and intramuscular haloperidol show
a significant effect on the psychosis factor at 24 hours,
compared to placebo (Table 3).

In the case of intramuscular olanzapine, a significant ef-
fect on the psychosis factor was evident as early as 2 hours
(t=2.80, df=284, p=0.01, with Bonferroni adjustment).
Haloperidol was not differentiated from placebo at the 2-
hour time point, although the difference approached sig-
nificance (t=2.40, df=284, p=0.05, with Bonferroni adjust-
ment). Intramuscular haloperidol and intramuscular
olanzapine did not differ statistically in the degree of im-
provement on this factor at 2 hours or 24 hours.

The same question was also addressed by using the
more conventional subscale that addresses core psychotic
symptoms—the BPRS thought subscale. With that collec-
tion of items, intramuscular olanzapine was differentiated
from placebo at 2 hours (t=2.84, df=283, p=0.01, with Bon-
ferroni adjustment), and both intramuscular olanzapine
and intramuscular haloperidol were differentiated from
placebo at 24 hours (t=3.45, df=270, p=0.0007, with Bon-
ferroni adjustment). To test if this improvement in the
BPRS was secondary to improvement in nonspecific be-
havioral factors, we used covariance to adjust for the ef-
fects of improvement in nonspecific behavioral factors.
There was a statistically significant effect of the active
treatments on the BPRS thought subscale score after cor-
rection for the BPRS activation-hostility subscale score
(overall model: F=14.54, df=3, 267, p<0.0001; independent
effect of active treatment: t=2.21, df=267 p=0.03). Similarly,

there was a statistically significant effect of the active
treatments on BPRS thought subscale scores after correc-
tion for Positive and Negative Syndrome Scale excitement
component scores (overall model: F=11.79, df=3, 268,
p<0.0001; independent effect of active treatment: t=2.58,
df=268, p=0.01).

The mediation analysis revealed that the factors did ex-
plain the variance in each other (which suggests that they
bear some relation); however, the mediation coefficients
revealed bidirectionality. The size of the coefficient signi-
fying mediation (β5 in equation 3) was as large when one
considered the mediation of psychosis by changes in agi-
tation-excitement (mean=0.36, SE=0.08) (p<0.0001, linear
regression) as it was when one considered the mediation
of agitation-excitement by psychosis (mean=0.34, SE=
0.09) (p<0.0001, linear regression), thus refuting the hy-
pothesis of unidirectional mediation of change in one by
the other.

As a further confirmation of the overall hypothesis, the
2-hour change in agitation-excitement did not predict the
24-hour change in the psychosis factor (t=1.60, df=216, p=
0.11). On the other hand, change in psychosis at the 2-
hour mark predicted change in psychosis at the 24-hour
mark (t=5.23, df=216, p<0.0001), suggesting that the early
response in psychosis is distinct from changes in agita-
tion-excitement and is continuous over time.

Discussion

There are no studies that have systematically examined
the issue of early onset of antipsychotic response; how-
ever, results from a number of case series and uncon-
trolled studies have hinted at a rapid response to antipsy-
chotic medications. Our study confirmed and extended
these findings by testing them in a double-blind, placebo-
controlled design and by showing that there are definite
changes in measures of the psychotic component very
early in treatment and that these changes are distinguish-
able from any changes in agitation or other nonspecific
aspects of the acute presentation.

Our study has several limitations that must be taken
into account in the interpretation and generalization of

TABLE 3. Comparative Effects of Intramuscular Olanzapine, Haloperidol, and Placebo at 2 and 24 Hours After Treatment
Onset in Patients With Acute Exacerbation of Psychosisa

Olanzapine Group Versus 
Placebo Group

Haloperidol Group Versus 
Placebo Group

Olanzapine Group Versus 
Haloperidol Group

Antipsychotics Groups Versus 
Placebo Group

Score t df p t df p t df p t df p
Psychosis factor score

2-hour change 2.80 284 0.01 2.40 284 0.05 –0.51 284 1.00 –2.84 285 0.005
24-hour change 2.58 270 0.03 3.56 270 0.001 1.28 270 0.61 –3.32 271 0.001

BPRS thought 
subscale score
2-hour change 2.84 283 0.01 2.11 283 0.11 –0.92 283 1.00 –2.69 284 0.008
24-hour change 2.87 269 0.01 3.49 269 0.002 0.82 269 1.00 –3.45 270 0.0007

a Results of post hoc tests after application of a Bonferroni adjustment are reported (see Method section for details). Data were available at 2
hours for 115 patients in the olanzapine group, 117 patients in the haloperidol group, and 54 patients in the placebo group and at 24 hours
for 113 patients in the olanzapine group, 112 patients in the haloperidol group, and 48 patients in the placebo group.
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these results. First, the study was limited to patients who
were demonstrating agitation or otherwise needed acute
intervention. Although the results clearly demonstrate an
improvement in psychosis, there still remains the ques-
tion of whether quiet psychotic patients would also show a
similar pattern of response. Agid et al. (4) showed that an
unagitated psychotic group demonstrated a clear antipsy-
chotic response by the first week, but they did not have the
data to address responses earlier than the first week. This
question remains an important, and tractable, issue for fu-
ture clinical trials.

Second, the patients in this study had limited periods of
washout, largely reflecting a clinical reality that required
urgent action. In this situation, there is the possibility that
previous treatment may have “primed” the patients for re-
sponse, bringing them close to the threshold of response,
and thus, the rather immediate response observed here
may not be seen if the patients were drug naive or drug
free for long periods. Although this explanation is possi-
ble, we believe it is unlikely, because almost all the previ-
ous studies (although not very well controlled) on this
issue included drug-free or drug-naive patients and uni-
formly observed a rapid response (7, 9–16).

Third, the active treatment groups were less likely than
the placebo group (15% versus 39%) to require the use of
adjunctive benzodiazepines, as would be expected clini-
cally. This difference works in favor of our hypothesis. That
the antipsychotics were differentiated from placebo, de-
spite twice as much use of adjunctive benzodiazepines
(which provide sedation and behavioral control) in the
placebo group further strengthens our claim of a specific
and early antipsychotic action.

Fourth, the mode of administration of the antipsychot-
ics in this study was intramuscular, which raises the ques-
tion of whether a similar speed of onset of antipsychotic
action would be observed had these medications been
given orally. The intramuscular preparations certainly
reach peak concentration earlier and have a higher level of
bioavailability in the first few hours (21). For example, in-
tramuscular olanzapine has a time to maximum plasma
levels (Tmax) of 0.5 hours, while oral olanzapine has a Tmax

of 3.5 hours (22); intramuscular haloperidol has a Tmax of
40–60 minutes (23), while the Tmax for oral haloperidol is
in the range of 4–6 hours (24). The difference is only a mat-
ter of a few hours after the first dose, and overall systemic
exposure after a given dose is nearly the same (22, 25). Fur-
thermore, a single oral dose of 15 mg of olanzapine
showed 79%–80% dopamine D2 receptor occupancy in the
striatal and extrastriatal regions within 6 hours (26); a sin-
gle oral dose of 4–7.5 mg of haloperidol showed greater
than 80% occupancy of dopamine D2 receptors within 3
hours (27). Thus, while drug availability after administra-
tion of intramuscular agents may be somewhat faster (21),
we expect that a similar pattern is likely to be observed
with oral administration of an appropriate dose.

Finally, the study examined only haloperidol, a typical
antipsychotic, and olanzapine, an atypical antipsychotic,
and therefore the extension of these findings to other
agents is not warranted. However, if the meta-analysis of
Agid et al. (4) is any guide, this phenomenon is likely to be
relevant to other antipsychotics as well.

The study findings raise some interesting implications
from a clinical as well as a theoretical perspective. Clini-
cians have always known about the acute effects of anti-
psychotic medications—that is why they are a staple in ev-
ery emergency department. However, it is largely assumed
that these acute effects are nonspecific or “behavioral”
and that the antipsychotic effects do not occur until much
later. The current data suggest a reconsideration of this
viewpoint. Not only are these early effects apparent on the
psychosis dimension, the magnitude of these early effects
is not trivial. The degree of improvement reported in the
first few days is actually rather striking. For example, in the
study by Stern et al. (14), nearly 50% of the improvement
seen at the end of 2 weeks was evident by the 3-day mark.
The study by Glovinsky et al. (16) showed a significant
change within the first 3 days of treatment and a relatively
limited additional improvement in the weeks that fol-
lowed. The meta-analysis by Agid et al. (4) showed that
more improvement in psychosis was observed in the first
week than in any week thereafter. The present study had
an extension component wherein patients’ medication
was switched to the respective oral preparation after the
first day (28). It is interesting to note that although differ-
entiation from baseline occurred with both active drugs
within the first day, with olanzapine’s effects seen within
the first 2 hours, there was no further significant improve-
ment observed between days 1 and 5 of treatment in the
olanzapine and haloperidol groups (28). Given this find-
ing, we think that the early response is not just statistically
significant but clinically relevant as well.

This study raises further questions about the hypothesis
of delayed onset of antipsychotic action and leads us to
propose an “early-onset hypothesis.” It is well recognized
that substantial blockade of the dopamine system by anti-
psychotic medications happens within the first few hours
of treatment (26, 27). Because it was assumed all along
that clinical response was delayed in onset, this dissocia-
tion between early occupancy and delayed onset of anti-
psychotic action was seen as a paradox. To explain this
paradox, several explanations have been proposed. A
widely considered explanation was that of a depolariza-
tion blockade. According to that hypothesis, the acute
blockade of dopamine receptors led to an increased firing
of dopamine neurons, which finally resulted in an exhaus-
tion and depolarization blockade of the neurons 2–3
weeks down the line (29–31). This terminal event was seen
as the mediator responsible for the delayed onset of anti-
psychotic response (31). Along slightly different lines, it
has been proposed that the dopamine blockade leads to
changes in gene expression, which over the ensuing days
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and weeks, lead to synaptic plastic changes, which are
then seen as the proximal mediators of the onset of anti-
psychotic response (32). Although the depolarization
blockade and synaptic plastic changes remain important
empirical phenomena and may have a role in the longer-
term consequences of antipsychotics, in light of the fact
that the onset of antipsychotic response precedes these
changes, their role as critical mediators of antipsychotic
response may need to be reconsidered.

The realization of the early onset of antipsychotic re-
sponse calls for a different kind of explanation than that
suggested by the mechanisms proposed previously. A
study by Abi-Dargham et al. (33) may provide an interest-
ing clue in this regard. Using alpha-methyl-para-tyrosine,
an agent that causes acute dopamine depletion (a fact ver-
ified by brain imaging in that study), they showed a robust
antipsychotic response within the first 48 hours. Thus, the
interruption of dopamine transmission at D2 receptors,
whether by blockade or depletion, may be the immediate
mediator of antipsychotic response (1). If that is the case,
theories that relate alterations in dopamine transmission
to their proximate effects on reward, motivational sa-
lience, and prediction error (34–38) may have more bear-
ing on antipsychotic effect than accounts that focus on
mechanisms that require 2–3 weeks for onset.

In conclusion, the study demonstrated that in acutely
agitated psychotic patients with a schizophrenia spec-
trum disorder, the acute administration of a typical or
atypical antipsychotic leads to a robust and independent
improvement in psychotic symptoms. This improvement
is observable as early as 2 hours after treatment with olan-
zapine and definitely by 24 hours with both olanzapine
and haloperidol. This improvement is distinct from a pla-
cebo response and is not secondary to drug-induced
changes in anxiety, agitation, or other nonspecific factors.
These findings question the well-accepted “delayed-on-
set” hypothesis of antipsychotic action and call for a re-
consideration of some of the clinical practices and scien-
tific theories that have come in its wake.
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