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Antipsychotics for negative and positive symptoms of
schizophrenia: dose-response meta-analysis of randomized
controlled acute phase trials
Michel Sabe 1✉, Nan Zhao1, Alessio Crippa2 and Stefan Kaiser 1✉

Determining the optimal antipsychotic target dose in acute phase treatment is of high clinical relevance. The effect of
antipsychotics on negative symptoms should be taken into account because patients will often continue on the treatment
received in the acute phase. Therefore, we conducted a formal dose-response meta-analysis of negative symptoms and positive
symptoms based on a systematic review of fixed-dose randomized controlled trials (RCTs) that examined the effectiveness of
antipsychotics for the acute exacerbation of schizophrenia. Forty RCTs included a total of 15,689 patients. The 95% effective
doses per day for the 13 antipsychotics included and 3 long acting were mostly different for negative and positive symptoms:
amisulpride (481 mg, 690.6 mg); aripiprazole (11.9 mg, 11 mg); asenapine (7.61 mg, 5.66 mg); brexpiprazole (2.1 mg, 4 mg);
cariprazine (4 mg, 6.51 mg); haloperidol (6.34 mg, 7.36 mg); lurasidone (58.2 mg, 86.3 mg); olanzapine (15.5 mg, 9.52 mg);
olanzapine long-acting injection (15.7 mg, 13.5 mg); paliperidone (7.2 mg, 7 mg); paliperidone long-acting injection (7.5 mg,
5.9 mg); quetiapine instant-release (264.2 mg, 316.5 mg); quetiapine extended-release (774 mg, 707.2 mg); risperidone (7.5 mg,
7.7 mg); risperidone long-acting injection (5.13 mg, 6.7 mg); sertindole (13.5 mg, 16.3 mg); and ziprasidone (71.6 mg, 152.6 mg).
The shape of the dose-response curves varied across different drugs with most drugs showing a plateau at higher doses. Most
dose-response curves suggested that the near-maximum effective doses could be in the lower-to-medium range of the licensed
dose. Additional RCTs are necessary to establish the optimal dose.
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INTRODUCTION
Schizophrenia is a debilitating disease and is ranked among the top
15 causes of disability worldwide1. The burden of the disease is
strongly determined by negative symptoms, which include social
withdrawal, diminished affective response, lack of interest, poor
social drive, and decreased sense of purpose or goal-directed
activity2. Negative symptoms tend to persist over time and remain a
major treatment challenge3. Negative symptoms of schizophrenia
can be categorized as primary or secondary4. Primary negative
symptoms are thought to be intrinsic to schizophrenia, whereas
secondary negative symptoms can be caused by positive symptoms,
depression, medication side effects, and substance abuse.
Current recommendations for drug trials for negative symptoms

recommend a duration of at least 6 months5. In acute phase trials
of antipsychotic medication, a reduction in negative symptoms
along with positive and total symptoms has been observed but has
been mostly considered to be unspecific or to reflect a reduction in
secondary negative symptoms6. Therefore, negative symptoms are
often not considered to be a relevant outcome in acute phase
trials. However, it must be kept in mind that relapse prevention
with antipsychotic medications is recommended in guidelines7,8.
Generally, a drug that is effective in the acute phase will also be
prescribed for relapse prevention. As a result, most patients with
acute schizophrenia will continue the same medication for many
months or years9. Therefore, it is important to examine the
beneficial effects on negative symptoms in the acute phase10,11.
The determination of the optimal target dose in acute phase

treatment is of high clinical relevance and should also consider

the effects on negative symptoms. In an important publication,
Leucht et al. have reported the dose-response profile of
antipsychotic medication from all suitable randomized controlled
acute phase trials (RCTs) for patients with schizophrenia12 but
have focused on total symptom reduction. To the best of our
knowledge, when considering all antipsychotics, uncertainty
persists about the dose dependency and optimal target dose for
negative symptoms of antipsychotic medications13. Although
lower doses are more often used for the treatment of negative
symptoms than for positive symptoms in clinical practice, it
remains unclear whether the optimal target dose differs between
the two symptom dimensions. Hence, there is a clear need to
identify with all available studies the near-maximum effective
doses for the treatment of negative symptoms of schizophrenia
and to compare them to those for positive symptoms. This
information would be important for decision making by clinicians.
Therefore, we decided to conduct a systematic review and

dose-response meta-analysis of double-blind RCTs that used fixed
doses of antipsychotic drugs for the treatment of negative
symptoms and positive symptoms in acute schizophrenia.

RESULTS
Search results
We followed the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses guidelines (PRISMA)14. The protocol of this
study and the PRISMA checklist can be found in the supplemen-
tary material.
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The initial electronic database searches identified 4398 articles.
Eight additional records were identified though other sources. On
the basis of their title and abstract, 3786 articles considered to be
irrelevant (Supplementary Fig. 1), leaving 612 articles for full-text
article review for eligibility. Finally, 40 unique studies met our
eligibility criteria.

Qualitative description of included studies
A detailed description of the 40 studies included is available in
Supplementary Table 1. A total of 15,689 patients were included
and were using a total of 13 different oral and 3 long-acting
antipsychotics. For first-generation antipsychotics, only one study
was available (haloperidol, N= 1), and this study compared
haloperidol with placebo and sertindole. All other included
studies used second-generation antipsychotics (amisulpride, N=
1; aripiprazole, N= 3; asenapine, N= 2; brexpiprazole, N= 3;
cariprazine, N= 4; lurasidone, N= 5; olanzapine, N= 2; olanzapine
long lasting injection (LAI), N= 1; paliperidone, N= 3; paliper-
idone LAI, N= 4; quetiapine immediate release (IR), N= 2 – of
which one study used IR and ER medication; quetiapine extended
release (ER), N= 3; risperidone, N= 3; risperidone LAI, N= 1;
sertindole, N= 1, same study as for haloperidol; and ziprasidone,
N= 3). One study was a compilation of other included studies15.
For the 40 studies reporting acute exacerbation, the mean study
duration ranged from 4 to 13 weeks with a median of 6 weeks.
The mean duration of illness was 13.6 years. The risk of bias
assessment is reported in supplementary Table 2. Only 10% of the
studies presented high risk of bias.

Dose-response meta-analysis
The estimated pooled dose-response curves for each antipsycho-
tic with standardized mean change of the negative and positive
subscales scores of the Positive and Negative Syndrome Scale
(PANSS) as the outcome of interest are presented in Figs. 1, 2 and
3. In Table 1, we present the estimated we present the estimated
ED50 and ED95, which are the doses at which 50% and 95% of the
maximum efficacy are obtained. In addition, we present risper-
idone equivalents derived from these doses16.

Haloperidol
Since only one study examined haloperidol, no meta-analysis
could be conducted. This study compared three doses of 4 mg,
8 mg, and 16mg/day haloperidol, sertindole, and placebo17.
For negative symptoms, the results revealed that the dose-

response curve was quasi-parabolic (or bell-shaped) with more
efficacy of haloperidol at a low dose of 6.34mg/day as ED95 (Fig. 1a).
For positive symptoms, a quasi-parabolic curve was obtained with a
higher ED95 dose of 7.36mg/day.

Amisulpride
Since only one study with a fixed dose of treatment was
available18, no meta-analysis could be conducted. Doses of
100mg, 400mg, 800mg, and 1200mg/day were used. For
negative symptoms, the dose-response curve presents a plateau,
suggesting that the use of a higher dose is not efficacious. The
ED95 dose was 481mg/day (Fig. 1b). For positive symptoms, a
higher dose of treatment was suggested to be more efficacious,
with an ED95 of 690.6 mg/day.

Aripiprazole
Three studies that used aripiprazole between doses of 2 and 30mg/
day were included19–21. For negative symptoms, visual inspection of
the dose-response curve indicated a plateau with an ED95 of
11.9mg/day and suggested that higher doses were not efficacious
(Fig. 1c). For positive symptoms, the ED95 was 11mg/day with a

near quasi-parabolic curve. Heterogeneity was absent in both
analyses (I2= 0 and 5.5%, respectively).

Asenapine
Two studies reported results for asenapine at doses of 5 and
10mg/day22,23. The ED95 dose was 7.61 mg/day. The dose-
response curve plateaued at 10 mg/day, suggesting that higher
doses of asenapine were not more efficacious (Fig. 1d). For
positive symptoms, results also showed a plateau-shaped curve
with an ED95 of 5.66 mg/day. Both results were obtained in the
absence of heterogeneity (I2= 0).

Brexpiprazole
Three studies examined brexpiprazole at doses between 0.25 and
4mg/day15,24–26. For negative symptoms, the ED95 dose was
2.1 mg/day. The dose response was plateau-shaped, suggesting
that higher doses were not more efficacious (Fig. 1e). For positive
symptoms, the ED95 was 4mg/day, and the curve was still
ascending at this dose, suggesting that higher doses could be
more efficacious. No heterogeneity was found for negative
symptoms; however, low heterogeneity was found for positive
symptoms (I2= 24.6%).

Cariprazine
Four studies examined cariprazine at doses ranging from 4.5 to
9 mg/day26–29. For negative symptoms, the dose-response curve
was quasi-parabolic with an ED95 of 4 mg/day (Fig. 1f). A
moderate heterogeneity was found (I2= 39%). For positive
symptoms, the ED95 was 6.51 mg/day, and the curve plateaued.
Heterogeneity was absent (I2= 0).

Lurasidone
Five studies examined lurasidone with doses ranging from 40 to
120mg/day30–34. For negative symptoms, the dose-response
curve was quasi-parabolic, and the ED95 was 58.2 mg/day in the
presence of substantial heterogeneity (I2= 62.1%) (Fig. 2a). For
positive symptoms, higher doses were more efficacious, as the
curve plateaued with an ED95 of 86.3 mg/day in the presence of
substantial heterogeneity (I2= 59.6%).

Olanzapine
Two studies examined olanzapine with doses ranging from
1 to 16.3 mg/day35,36. For negative symptoms, the ED95 was
15.5 mg/day and was still increasing at the maximum dose
(Fig. 2b). For positive symptoms, the curve plateaued with an ED95
of 9.52 mg/day. Both results were obtained in the absence of
heterogeneity (I2= 0).

Olanzapine—long acting injection (LAI)
One study examined olanzapine LAI at doses of 210 mg/2 weeks,
300mg/2 weeks, and 400mg/4 weeks. The latter dose was
converted to daily doses to permit comparison37. For negative
symptoms, the curve was almost linear and still ascending at the
maximum dose, with an ED95 of 15.7 mg/day (Fig. 2c). For positive
symptoms, the ED95 was 13.5 mg/day, and the curve was almost
plateau-shaped, but may still suggest a continuing increase in
efficaciousness at higher doses.

Paliperidone
Three studies examined paliperidone with doses ranging from 3 to
15mg/day38–40. For negative symptoms, the ED95 was 7.2 mg/
day, with a plateau-shaped dose-response curve in the presence
of moderate heterogeneity (I2= 55%) (Fig. 2d). For positive

M. Sabe et al.

2

npj Schizophrenia (2021)    43 Published in partnership with the Schizophrenia International Research Society

1
2
3
4
5
6
7
8
9
0
()
:,;



a. Haloperidol NS, N=1, n=281 a. Haloperidol PS, N=1, n=281 b. Amisulpride1 NS, N=1, n=331 b. Amisulpride1 PS, N=1, n=331
Heterogeneity: n.a. Heterogeneity: n.a. Heterogeneity: n.a. Heterogeneity: n.a.

c. Aripiprazole NS, N=3, n=1294 c. Aripiprazole PS, N=3, n=1294 d. Asenapine NS, N=2, n= 978 d. Asenapine PS, N=2, n= 978
Heterogeneity: Q= 2.114, p= 0.9774, I2= 0.0% Heterogeneity: Q= 0.557, p= 0.967, I2= 5.5% Heterogeneity: Q= 9.694, p= 0.0078, I2= 0.0% Heterogeneity: Q= 0.2025, p= 0.9037, I2= 0.0%

e. Brexpiprazole NS, N=3, n=1727 e. Brexpiprazole PS, N=3, n=1727 f. Cariprazine NS, N=4, n=1856 f. Cariprazine PS, N=4, n=1856
Heterogeneity: Q= 3.012, p= 0.555, I2= 0.0% Heterogeneity: Q= 7.962, p= 0.241, I2= 24.6% Heterogeneity: Q= 9.805, p= 0.133, I2 = 39% Heterogeneity: Q= 5.774, p= 0.449, I2 = 0%

Fig. 1 Dose-response curves for haloperidol, amisulpride, aripiprazole, asenapine, brexpiprazole and cariprazine regarding negative
symptoms (NS) or positive symptoms (PS). The figures represent pooled dose-response association for each antipsychotic and the mean
change in the negative subscale (left) and the positive subscale (right) scores of the PANSS (solid line). Dash lines represent the 95%
confidence intervals for the restricted cubic spline model. The placebo group (dose= 0) served as the referent group. Circles indicate
observed mean differences in individual studies; size of bubbles is proportional to precision (inverse of variance) of the standardized mean
differences. The right y-axis represents percentage of the maximum predicted effect. (1) No placebo arm was available for amisulpride. We
considered the 100mg arm as comparator for this sensitivity analysis.

Fig. 2 Dose-response curves for lurasidone, olanzapine, paliperidone regarding negative symptoms (NS) or positive symptoms (PS). (1) In
this study, olanzapine LAI doses are used (210mg and 300mg each 2 weeks and 405mg each 4 weeks, that correspond to dosages of 10, 15
and 10mg per day respectively).
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symptoms, similar results were obtained with an ED95 of 7 mg/
day and in the presence of substantial heterogeneity (I2= 72.8%).

Paliperidone—long acting injection (LAI)
Four studies examined the long-acting injection of paliperidone,
with doses ranging from 50 to 150mg/4 week41–44. We converted
doses to daily doses to permit comparison. For negative symptoms,
the ED95 was 7.5mg/day, and the dose-response curve was still
ascending (Fig. 2e). For positive symptoms, a similar curve was
obtained with an ED95 of 5.9mg/day. Both results were obtained in
the absence of heterogeneity (I2= 0%).

Quetiapine—immediate release (IR)
Two studies examined doses of quetiapine with doses between 75
and 750mg/day45,46. For negative symptoms, the ED95 was
264.2mg/day with a quasi-parabolic curve in the presence of
substantial heterogeneity (I2= 71%) (Fig. 3a). For positive symptoms,
the ED95 was 316.5mg/day with a similar dose-response curve. Both
results were obtained in the presence of substantial heterogeneity
(I2= 71% and 62.1%, respectively).

Quetiapine—extended release (ER)
Three studies used extended-release formulations of quetiapine at
doses between 300 and 800mg/day46–48. For negative symptoms,
the ED95 was 774mg/day in the presence of substantial
heterogeneity (I2= 54.3%), and the dose-response curve sug-
gested that a higher dose could be more efficacious (Fig. 3b). For
positive symptoms, the ED95 was 707.2 mg/day in the presence of
moderate heterogeneity (I2= 27.2%). The dose-response curve
was similar, although with a slope that was less steep, suggesting
a plateau.

Risperidone
Three studies of risperidone were included, with doses ranging
from 2 to 16 mg/day49–51. For negative symptoms, the results
showed a quasi-parabolic curve with an ED95 of 7.5 mg/day
(Fig. 3c). For positive symptoms, a similar curve with an ED95 of

7.7 mg/day was found. Both results were obtained in the absence
of heterogeneity (I2= 0%).

Risperidone—long acting injection (LAI)
One study examined the long-acting injection of risperidone, with
doses from 25 to 75mg/month52. We converted doses to daily
doses to permit comparison. For negative symptoms, a quasi-
parabolic curve was obtained with an ED95 of 5.13 mg/day
(Fig. 3d). For positive symptoms, the same curve was found with
an ED95 of 6.7 mg/day.

Sertindole
One included study examined sertindole, with doses from 12 to
24mg/day17. For negative symptoms, the results show a quasi-
parabolic curve with an ED95 of 13.5 mg/day (Fig. 3e). For positive
symptoms, the curve plateaued with an ED95 of 16.3 mg/day.

Ziprasidone
Three studies examined ziprasidone at doses ranging from 20 to
180mg/day53–55. For negative symptoms, the curve plateaued
with an ED95 of 71.6 mg/day (Fig. 3f). For positive symptoms, the
curve was still rising with an ED95 of 152.6 mg/day. Both results
were obtained in the absence of heterogeneity (I2= 0%).

Extrapyramidal symptoms
Since extrapyramidal symptoms are an important cause of
secondary negative symptoms, we conducted a dose-response
meta-analysis for this side-effect. We extracted the scores for
extrapyramidal symptoms where available. Of the 40 included
studies, 24 studies reported scores for extrapyramidal symptoms.
18 studies used the Simpson-Angus rating Scale (SAS), 3 studies
the drug-induced extrapyramidal symptoms scales (DIESS), and
3 studies the Extrapyramidal Symptom Rating Scale (ESRS) (Table
S1). For each antipsychotic data could be obtained from 1 to
3 studies to model the dose response curve. No data were
available for oral paliperidone (Supplementary Fig. 3).

Fig. 3 Dose-response curves for quetiapine, risperidone, sertindole and ziprasidone regarding negative symptoms (NS) or positive
symptoms (PS).

M. Sabe et al.

4

npj Schizophrenia (2021)    43 Published in partnership with the Schizophrenia International Research Society



Ta
bl
e
1.

D
o
se

eq
u
iv
al
en

ci
es

fo
r
an

ti
p
sy
ch

o
ti
cs

w
it
h
co

n
si
d
er
at
io
n
o
f
n
eg

at
iv
e
an

d
p
o
si
ti
ve

sy
m
p
to
m
s.

A
n
ti
p
sy
ch

o
ti
c

N
u
m
b
er

o
f

st
u
d
ie
s
in
cl
u
d
ed

an
d
p
o
o
l
o
f

in
cl
u
si
o
n
s

N
eg

at
iv
e

sy
m
p
to
m
s
ED

50
(m

g
/d
ay
)

N
eg

at
iv
e

sy
m
p
to
m
s
ED

95
(m

g
/d
ay
)

Po
si
ti
ve

sy
m
p
to
m
s
ED

50
(m

g
/d
ay
)

Po
si
ti
ve

sy
m
p
to
m
s
ED

95
(m

g
/d
ay
)

R
at
io

ED
95

Po
si
ti
ve

sy
m
p
to
m
s/

n
eg

at
iv
e
sy
m
p
to
m
s

Ex
tr
a-
p
yr
am

id
al

sy
m
p
to
m
s
ED

95
(m

g
/d
ay
)

R
is
p
er
id
o
n
e
1
m
g

eq
fo
ra

N
S
ED

95
(m

g
/d
ay
)

R
is
p
er
id
o
n
e
1
m
g

eq
fo
ra

PS
ED

95
(m

g
/d
ay
)

Fi
rs
t-
g
en

er
at
io
n
an

ti
p
sy
ch

o
ti
cs

H
al
o
p
er
id
o
l

N
=
1,

n
=
19

9
2.
7b

6.
34

3.
1

7.
36

1.
3

11
.4

1
1.
2

Se
co

n
d
-g
en

er
at
io
n
an

ti
p
sy
ch

o
ti
cs

A
m
is
u
lp
ri
d
e

N
=
1,

n
=
33

1
20

1.
5

48
1

25
8

69
0.
6

1.
4

75
8.
5

n
.a
.e

n
.a
.

A
ri
p
ip
ra
zo
le

N
=
3,

n
=
12

94
4.
87

11
.9

4.
6

11
0.
92

9.
85

6.
2

5.
9

A
se
n
ap

in
e

N
=
2,

n
=
97

8
2.
83

7.
61

2.
34

5.
66

0.
74

4.
82

3.
2

2.
39

B
re
xp

ip
ra
zo
le

N
=
3,

n
=
17

27
0.
8

2.
1

1.
24

4
1.
9

3.
91

3.
9

7.
4

C
ar
ip
ra
zi
n
e

N
=
4,

n
=
18

56
1.
4

4
1.
76

6.
51

1.
6

8.
63

3.
3

5.
3

Lu
ra
si
d
o
n
e

N
=
5,

n
=
16

78
23

.2
58

.2
33

.7
86

.3
1.
48

13
5.
9

2.
3

3.
45

O
la
n
za
p
in
e

N
=
2,

n
=
40

6
8

15
.5

3.
61

9.
52

0.
6

4.
64

f
6.
3

3.
9

O
la
n
za
p
in
e
(L
A
I)c

N
=
1,

n
=
40

4
9.
7c

15
.7
c

5.
57

c
13

.5
c

0.
85

n
.a
.

6.
4

5.
5

Pa
lip

er
id
o
n
e

N
=
3,

n
=
12

89
2.
9

7.
2

2.
89

7
1

n
.a
.

3.
4

3.
29

Pa
lip

er
id
o
n
e

(L
A
I)d

N
=
4,

n
=
16

82
2.
2c

7.
5c

1.
66

c
5.
9c

0.
75

n
.a
.

4.
8

3.
8

Q
u
et
ia
p
in
e
IR

N
=
2,

n
=
55

2
11

3
26

4.
2

13
3.
2

31
6.
5

1.
2

19
3.
3f

2.
64

3.
1

Q
u
et
ia
p
in
e
ER

N
=
3,

n
=
12

36
52

3
77

4
28

1
70

7.
2

0.
9

71
1.
6

7.
7

7

R
is
p
er
id
o
n
e

N
=
3,

n
=
59

7
2.
9

7.
5

3.
12

7.
7

1.
0

14
.3
6

7.
5

7.
7

R
is
p
er
id
o
n
e

(L
A
I)c

N
=
1,

n
=
37

0
2.
31

c
5.
13

c
2.
91

c
6.
7c

1.
3

12
.7

5.
43

6.
7

Se
rt
in
d
o
le

N
=
1,

n
=
27

8
6.
1

13
.5

7.
12

16
.3

1.
2

23
.8
7

3.
78

4.
5

Z
ip
ra
si
d
o
n
e

N
=
3,

n
=
73

0
27

71
.6

85
.6

15
2.
6

2.
1

11
6.
78

2.
15

4.
58

a F
o
r
d
o
se

eq
u
iv
al
en

ce
,t
h
e
d
efi

n
ed

d
ai
ly

d
o
se
s
m
et
h
o
d
o
f
Le
u
ch

t
et

al
.2

01
6
w
as

u
se
d
fo
r
o
la
n
za
p
in
e
an

d
ri
sp
er
id
o
n
e.

Fo
r
p
al
ip
er
id
o
n
e,

w
e
u
se
d
th
e
co

n
ve
rs
io
n
fa
ct
o
r
re
p
o
rt
ed

in
G
o
p
al

et
al
.
20

18
.

b
R
es
u
lt
s
w
er
e
ro
u
n
d
ed

to
th
e
fi
rs
t
d
ec
im

al
.

c R
es
u
lt
s
fo
r
o
la
n
za
p
in
e
LA

I
ar
e
fo
r
n
eg

at
iv
e
sy
m
p
to
m
s,
ED

50
:1

72
.9
m
g
/2
w
ee

ks
,a

n
d
ED

95
:
28

8.
1
m
g
/2
w
ee

ks
;
an

d
fo
r
p
o
si
ti
ve

sy
m
p
to
m
s,
ED

50
:
10

2.
3
m
g
/2
w
ee

ks
,a

n
d
ED

95
:2

49
m
g
/2
w
ee

ks
.

R
es
u
lt
s
fo
r
ri
sp
er
id
o
n
e
LA

I
ar
e
fo
r
n
eg

at
iv
e
sy
m
p
to
m
s:
ED

50
:
13

.6
m
g
/2
w
ee

ks
,a

n
d
ED

95
:
30

.2
m
g
/2
w
ee

ks
;
an

d
fo
r
p
o
si
ti
ve

sy
m
p
to
m
s,
ED

50
:
17

.1
6
m
g
/2
w
ee

ks
,a

n
d
ED

95
:
39

.4
m
g
/2
w
ee

ks
.

d
R
es
u
lt
s
fo
r
p
al
ip
er
id
o
n
e
LA

I
ar
e
fo
r
n
eg

at
iv
e
sy
m
p
to
m
s,
ED

50
:4

0.
6
m
g
/4
w
ee

ks
,a

n
d
ED

95
:1

34
.4
m
g
/4
w
ee

ks
;
an

d
fo
r
p
o
si
ti
ve

sy
m
p
to
m
s,
ED

50
:2

9.
8
m
g
/4
w
ee

ks
,a

n
d
ED

95
:1

05
.7
m
g
/4
w
ee

ks
.

e
N
o
t
av
ai
la
b
le
.

f F
o
r
o
ra
l
o
la
n
za
p
in
e
an

d
q
u
et
ia
p
in
e
IR
,c

u
rv
es

w
er
e
b
el
l-s
h
ap

ed
,s
u
g
g
es
ti
n
g
th
at

h
ig
h
er

d
o
se
s
w
er
e
n
o
t
as
so
ci
at
ed

w
it
h
ex
tr
a-
p
yr
am

id
al

sy
m
p
to
m
s.
ED

95
ar
e
th
er
ef
o
re

re
ac
h
ed

w
it
h
ve

ry
lo
w

d
o
se
s.

M. Sabe et al.

5

Published in partnership with the Schizophrenia International Research Society npj Schizophrenia (2021)    43 



Plateau-shaped curves were observed for haloperidol (ED95=
11.44 mg/day), amisulpride (ED95= 758.5 mg/day), asenapine
(ED95= 4.82 mg/day), and lurasidone (ED95= 135.96 mg/day).
For brexpiprazole (ED95= 3.91 mg/day), oral olanzapine

(ED95= 4.64 mg/day), olanzapine LAI (ED95= n.a.), quetiapine
IR (ED95= 193.3 mg/day), and ER (ED95= 711.6 mg/day) curves
were not suggesting a specific dose-response association, as
minimal occurrence of extra-pyramidal symptoms was found at
considered doses, in particular for paliperidone LAI with all
mean change that equal zero. Inversed quasi-parabolic curves
were obtained for aripiprazole (ED95= 9.85 mg/day) with a clear
increase of the severity of extrapyramidal symptoms at the
highest available doses, while results for the sertindole (ED95=
23.87 mg/day) inversed bell-shape curves were less pronounced.
Oral risperidone (ED95= 14.36 mg/day), cariprazine (ED95=

8.63mg/day), and ziprasidone (ED95= 116.78 mg/day) curves
were still increasing suggesting more severe extra-pyramidal
symptoms with higher doses. Risperidone LAI (ED95= 12.7 mg/
day) had comparable shape, but the difference to placebo was
very small.

Sensitivity analysis
We tested our results via sensitivity analyses that took into
consideration failed studies, studies including patients with
schizoaffective disorder, and studies with subtherapeutic doses.
Concerning failed studies, two studies on quetiapine ER and

ziprasidone were included in our analyses48,55. When excluding
these studies, for quetiapine ER-negative symptoms, the hetero-
geneity vanished (54.3–0%), and for ziprasidone, heterogeneity
remained insignificant. For both studies, no major changes in the
ED95 were found (Supplementary Fig. 2).
Among the included studies, only one study of the paliperidone

group selectively included patients with schizoaffective disor-
ders40. The exclusion of this study reduced the observed
heterogeneity for both negative and positive symptoms (Supple-
mentary Fig. 2). The dose equivalencies for negative symptoms
did not change (7.85 mg/day); however, for positive symptoms,
the ED95 dose was much higher (from 7 to 11.7 mg/day) when
only studies restricting inclusion to patients diagnosed with
schizophrenia were included.
For studies including subtherapeutic doses, only one study was

included for amisulpride with no placebo arm. We used the
100mg arm as comparator in a sensitivity analysis following
the approach by Leucht et al.12. Therefore, these results should be
interpreted with caution as two trials including stable patients
with predominant negative symptoms propose that such low-
dose of amisulpride could be effective for negative symptoms12. In
addition, one study included a subtherapeutic dose of 1 mg/day
olanzapine35. The exclusion of this study revealed that for positive
symptoms, the ED95 was increased from 9.52 to 15.15 mg/day,
and the curve was still ascending (Supplementary Fig. 2).

DISCUSSION
Our dose-response meta-analysis explores the dose-response
curves and near-maximum effective doses of 16 antipsychotics
for patients with acute exacerbation of schizophrenia based on
RCTs. From our dose-response meta-analysis for negative and
positive symptoms, three types of dose-response curves were
identified. These include (1) curves that reach a plateau after an
initial increase, (2) curves still increasing at the maximum dose
and (3) quasi-parabolic (or bell-shaped) curves, as will be
discussed below. Differences in shape between curves for
positive and negative symptoms were observed for some drugs
but clearly not for all substances. Most dose-response curves
suggested that the near-maximum effective doses could be in the
lower-to-medium range of the licensed dose. These indications

can be considered by clinicians to find the optimum dose of
treatment for their patients when taking into account positive
and negative symptoms.

Antipsychotics with a plateau-shaped dose-response curve
For both positive and negative symptoms, the majority of
obtained curves reach a plateau at the higher end of the
investigated dose range. Most drugs showed a plateau shape for
both negative and positive symptoms. However, the ED95 was
lower for negative symptoms than for positive symptoms for most
of the drugs with a plateau-shaped dose-response curve, with the
exception of aripiprazole and asenapine (Table 1). These results
suggest that when focusing on negative symptoms, a lower dose
of drugs might be as efficacious as higher doses for the
considered drugs, an effect that was particularly pronounced for
ziprasidone and brexpiprazole.
Overall, the common plateau shape for negative and positive

symptoms would be consistent with the hypothesis that in acute
studies, improvement in negative symptoms is secondary to
improvement in positive symptoms. Therefore, both the effects on
negative and positive symptoms increase with dose. Nevertheless,
this concept is not sufficient to explain why the curves for
negative symptoms mostly reach the plateau earlier than the
curves for positive symptoms. One hypothesis could be that
higher doses could lead to negative symptoms that are secondary
to drug-induced side effects56. This concerns the consequences of
D2 receptor blockade, such as extrapyramidal side effects and
potentially neuroleptic-induced dysphoria, while for some drugs,
the sedative properties may be more relevant57. Our dose-
response meta-analysis of extra-pyramidal side-effects yielded
heterogeneous results and does not allow to determine whether
they indeed limit the efficacy for negative symptoms. Unfortu-
nately, the heterogeneous assessment of sedative side-effects did
not allow to conduct a dose-response meta-analysis for this cause
of secondary negative symptoms. Overall, efficacy may require
higher doses for positive symptoms than for negative symptoms,
while the underlying mechanism remains to be explored.

Antipsychotics with a dose-response curve still increasing at
maximum dose
Only three drugs presented dose-response curves that were still
increasing at the high end of the investigated dose range,
suggesting that higher doses could be more efficacious. This
concerns olanzapine and quetiapine ER for negative symptoms
and ziprasidone for positive symptoms. However, it has to be
noted that effects beyond the maximum dose used in the
included studies can only be extrapolated and that we cannot
draw conclusions on the shape of the curve in higher dose ranges.
For oral olanzapine, the results for negative symptoms were

based on a maximum dosage of 16.3 mg/day at which the curve
plateaued for positive symptoms. The results for long-acting
olanzapine also showed an ascending curve at the maximum
dose, but the plateau shape for positive symptoms was less clear
than that for the oral formulation. For quetiapine ER, a similar
pattern to oral olanzapine was observed, with a curve still
ascending at a dose of 800mg/day for negative symptoms, while
the curve plateaued at this dose for positive symptoms. In
particular for oral olanzapine the ED50 and the ED95 were higher
for negative symptoms than for positive symptoms. While these
findings should be interpreted with caution due to the limited
number of available, the possibility of higher effectiveness for
negative symptoms at higher doses cannot be discarded.
Overall, these findings may seem surprising because both

olanzapine and quetiapine have considerable sedative properties
that may cause secondary negative symptoms56. In contrast,
olanzapine and quetiapine are less susceptible to cause secondary
negative symptoms due to drug-induced extrapyramidal
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symptoms, which is consistent with our present dose-response
findings for extrapyramidal symptoms for these drugs.
One potential explanation for the observed dose-response

pattern would be an improvement of negative symptoms
secondary to positive symptoms. In line with this argument,
Kinon et al. suggested that higher-than-licensed doses of
olanzapine (40 mg/day) could be more efficacious than usual
doses, at least with a subgroup of severely ill patients58,59.
However, if the effect of high doses were mainly on negative
symptoms that are secondary to positive symptoms, we would
also have expected an ascending shape of the curve for positive
symptoms at high doses instead of a plateau.
Thus, the present results do not seem to support a reduction of

secondary negative symptoms and other mechanisms should be
considered. Regarding the potential underlying mechanisms, one
hypothesis would be that olanzapine and quetiapine present
specific pharmacological properties that explain the efficiency of
negative symptoms at high doses. For olanzapine, such an effect
would be difficult to explain with the receptor-binding profiles
typically evoked to explain olanzapine’s effects (e.g., dopaminer-
gic, serotonergic). However, it must be kept in mind that
olanzapine has a very wide range of targets, including modulation
of the NMDA receptor60,61. For quetiapine, the well-described
rapid dissociation from D2 receptors may play a role in the
observed effects62.
In contrast, ziprasidone showed a plateau for negative

symptoms at high doses, while the curve was still ascending for
positive symptoms. Although the pharmacological mechanism of
this pattern remains to be determined, these results suggest that
high doses of ziprasidone might be useful in the acute treatment
of positive symptoms.

Antipsychotics with quasi-parabolic dose-response curves
The quasi-parabolic shape of the dose response curve for negative
symptoms was most evident for haloperidol and quetiapine IR,
which both also showed quasi-parabolic curves for positive
symptoms, although the latter was less pronounced. For these
drugs, higher doses of treatment were associated with less
improvement of negative symptoms. The curves for risperidone
and sertindole also descended with higher doses, but the effect
was less clear.
It may seem surprising that haloperidol and quetiapine IR show a

similar pattern because these drugs have very different pharmaco-
logical profiles. However, both drugs may cause distinct secondary
negative symptoms at higher doses3,63. Haloperidol is a first-
generation antipsychotic with high levels of D2 occupancy and is
known to induce negative symptoms secondary to potentially
neuroleptic-induced dysphoria64 and extrapyramidal side effects.
Our dose-response meta-analysis of extrapyramidal side-effects
clearly shows an early occurrence of extra-pyramidal symptoms
with an ED50 at only 3.92mg/day. However the curve plateaued at
higher doses indicating that extrapyramidal symptoms do not
increase further and therefore do not account for the decreasing
benefit for negative symptoms at higher doses. These results
should be interpreted with caution, because only one study was
available. Neuroleptic-induced dysphoria was not reported in this
study and cannot be excluded as a mechanism contributing to the
quasi-parabolic curve.
In contrast, as mentioned, quetiapine has low D2 occupancy

but more sedative properties due to histaminic receptor effects.
The stronger variation in plasma levels in comparison with
quetiapine ER may lead to stronger sedation at peak levels
(Datto, Berggren, Patel, & Eriksson, 2009)65,66, while quetiapine
ER ensures lower peak plasma levels of quetiapine during the
day. Another aspect might be the easier administration of
quetiapine ER on a once-daily schedule that may improve
adherence to treatment67. This might be particularly relevant at

high doses for which treatment adherence to quetiapine IR is
more difficult to assure and could thus negatively impact the
effect on negative and positive symptoms68,69.

Clinical relevance of the findings
This state-of-the-art dose-response meta-analysis could guide
clinicians to approach the optimal dose of antipsychotics in the
acute treatment of patients with schizophrenia because it allows
them to more specifically target negative or positive symptoms.
Our results highlight that prescribing antipsychotics at higher than
the 95% effective dose identified may not offer additional efficacy
for most antipsychotics and can even reduce the efficacy of some
antipsychotics. Thus, the commonly used strategy of dose increase
during the acute phase to treat positive symptoms, while
accepting a potential detrimental effect on negative symptoms
may not be appropriate for many antipsychotics. Overall, our
results suggest that the upper limits of the currently recom-
mended median effective dose of treatments (ED50) for haloper-
idol, risperidone and quetiapine IR could be less efficacious for
negative and positive symptoms. In contrast, maximum effective
doses could be higher than the upper limits of currently licensed
doses for olanzapine and quetiapine ER for negative symptoms.
While our clinical-based model prediction curves could

contribute to providing guidance for clinicians, they should
certainly not be the main criterion for dose selection. The dose
of treatments should primarily be based on the properties of the
antipsychotic, the patient characteristics, his previous individual
effective doses, and the patients’ choice.
Antipsychotic doses may require different titrations for specific

populations. This concerns patients with predominant or persist-
ing negative symptoms, who were not included in the present
study and who may need lower doses12. Moreover, our sensitivity
analysis suggests that lower doses may be necessary for treating
positive symptoms in patients with schizoaffective disorder, but
only one study was available.
In addition, our results do not account for the impact of varying

doses of antipsychotics on cognitive and affective symptoms, which
are relevant outcomes with an impact on functional and personal
recovery. Therefore, further research on the dose response of
antipsychotics is needed for different patient populations with the
assessment of positive, negative, cognitive and affective symptoms
to allow individualization of treatment.

Limitations
A number of important limitations should be addressed. The main
limitation is the very limited number of RCTs for each
antipsychotic with only one RCT being available for some
antipsychotics. In addition, for some antipsychotics only a limited
range of doses was investigated. These limitations affect the
precision of the estimated dose-response curves and the dose-
response meta-analysis yielded wide ED95% confidence intervals.
Even though the reliability of the results is limited by the small
number of studies, it should be noted the two-stage method
applied allows estimation of a valid dose-response model even
when only one study is available. Despite the small number of
studies, the exclusion of failed studies did not change the results.
We did not find any RCTs using multiple fixed doses for clozapine,
which would have been highly relevant.
Caution is warranted regarding the comparison of dose-

response curves between drugs. The judgments of the shapes of
the curves were based on visual inspection, and for some drugs,
the allocation to one class of shape was not obvious. It must also
be kept in mind that placebo is used as a reference group. Given
that the effect of placebo has increased over the last decades70,
the reference for the different antipsychotics may not have been
equivalent.
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Our dose-dependency curves were directly based on the
available doses. Neither very low nor very high doses were
available for most molecules; therefore, the dose-response curves
yield little information about the potential advantages of doses
outside the recommended ranges.
Finally, it must be kept in mind that we aimed at acute phase

treatment, and most studies are based on short-term data
(4–8 weeks). Although the majority of patients with schizophrenia
improve considerably during the first 2 weeks of treatment71, we
cannot exclude that longer periods than those used in the present
studies may be needed to obtain the full effect for negative but
also for positive symptoms72. Thus, our present results do not
allow any conclusions on long-term treatments.
Notwithstanding these limitations, our results provide unique

insight into how to approach the optimal dose of antipsychotics
for an ‘average’ patient with an acute episode of schizophrenia.
Our results highlight that prescribing antipsychotics at higher than
the 95% effective dose identified may not offer additional efficacy
for most antipsychotics. These results need to be interpreted with
caution because only a very limited number of studies are
available and additional RCTs testing different doses would be
important to provide more definitive estimations of effective
doses for negative and positive symptoms.

METHODS
Objectives
To determine the near-maximum effective doses of antipsychotic
drugs for negative symptoms, we conducted a dose-response
meta-analysis.
The primary outcome was the intent-to-treat score change from

baseline for negative symptoms assessed with the negative
symptom subscale of the PANSS-N73 or the Scale for Assessment
of Negative Symptoms (SANS)74 when considering patients with
an acute exacerbation of their disease (schizophrenia or schizoaf-
fective disorder). Notably, we included schizoaffective disorders,
but we did not consider first-episode schizophrenia.
The secondary outcome was the intent-to-treat score change

from baseline for positive symptoms assessed with the positive
symptom subscale of the PANSS (PANSS-P). Furthermore, we
extracted all score changes from baseline with the use of
the positive symptoms subscale of the PANSS (PANSS-P) or the
Scale for the Assessment of Positive Symptoms (SAPS)75.
Both SANS and SAPS scores were converted to PANSS negative/

positive scores to allow comparison between studies76. We
imputed missing standard deviations where appropriate77.
In addition, to account for a potential cause of secondary

negative symptoms, we conducted a dose-response meta-analysis
for extrapyramidal symptoms. We extracted extrapyramidal
symptoms assessed with a validated rating scales where available,
such as the SAS78, the DIESS79, or the ESRS80.

Search strategy and data extraction
We conducted a systematic search for double-blind, randomized
controlled trials (RCTs) comparing antipsychotic drugs with
placebo or another active antipsychotic for the treatment of
acute exacerbation of schizophrenia (or related disorders).
The MEDLINE, Embase, ScienceDirect, PsychINFO, PsycARTICLES,

and Cochrane Database of Systematic Reviews databases were
searched until June 2020. Trial registries were also searched for
relevant articles (clinicaltrials.gov and clinicaltrialsregister.eu). The
search strategy with the full list of search terms can be found in
the Supplementary notes.
The following search limits were applied: English language,

human studies, adult population (aged 18–65-year-old) and
RCTs. This search was performed in accordance with the PRISMA
Statement.

The titles and abstracts were screened by two reviewers (MS,
NZ). In addition, the full texts of all included RCTs and recent
meta-analyses were obtained, and snowball searches of reference
lists were conducted. Studies from mainland China were excluded
to avoid systematic bias because randomization procedures raised
substantial questions in these studies81.

Inclusion criteria and study selection
We included all fixed-dose double-blind, parallel group RCTs in
which placebo was compared to an antipsychotic drug for a
minimum duration of 3 weeks. These criteria were selected
because effects on negative symptoms need time to develop. The
population was individuals affected by an acute exacerbation of
schizophrenia or a schizoaffective disorder. Although we originally
planned to include studies of longer duration targeting pre-
dominant negative symptoms, we decided not to present them
here to preserve the focus on negative symptoms in acute phase
studies. In addition, the respective results can be found in an
article by Leucht et al12.
The following antipsychotics were considered: first-generation

antipsychotics, including benperidol, chlorpromazine, clo-
penthixol, flupenthixol, fluphenazine, fluspirilene, haloperidol,
levomepromazine, methotrimeprazine, molindone, penfluridol,
perazine, perphenazine, pimozide, thioridazine, thiothixene,
trifluoperazine, and zuclopenthixol; and second-generation
antipsychotics, including amisulpride, aripiprazole, asenapine,
brexpiprazole, cariprazine, clozapine, iloperidone, lurasidone,
loxapine, olanzapine, paliperidone, quetiapine, risperidone,
sertindole, ziprasidone, zotepine.
To estimate a flexible dose-response model defined by two

coefficients, individual trials need to compare at least two fixed-
dose levels of treatments and a placebo dose of 0 mg to estimate
model parameters82. Notably, we did not apply any restriction
regarding the dose of treatments.
Moreover, studies focusing on first-episode schizophrenia and

maintenance studies were excluded, as were studies on short-
acting intramuscular antipsychotics, as they are mostly used for
emergencies. Case reports, case series, open label studies,
crossover RCTs, and reviews were excluded.
The risk of bias in RCTs for the primary outcome was assessed

independently by two authors (MS and NZ) using the Cochrane
Collaboration’s risk of bias tool83. This tool permits the assessment
of potential bias in terms of randomization, allocation conceal-
ment, blinding, missing outcomes, selective reporting, and other
possible sources of bias.
The data were extracted by one author (MS) and checked for

accuracy by another author (NZ). All concerns during study
selection, quality assessment, and data extraction were
resolved by a common full-read of the source and by further
discussion with the senior author (SK) until full consensus was
achieved. In case of missing data, an email was sent to the
corresponding authors.

Statistical analysis
We used the methodology proposed by Crippa and Orsini82 to
estimate flexible dose-response models from sets of correlated
differences in means and to combine them into a pooled dose-
response curve. The effect size was expressed as the standardized
mean difference (Cohen’s d), and the estimated dose-response
curves were combined using a random-effects model.
The methodology consists of a two-stage approach. The first

stage takes into account the covariance of the data points
(standardized mean differences) to estimate a flexible dose-
response model within each study. We modeled the association
between dose levels and the outcome using restricted cubic splines
with three knots located at fixed percentiles of the overall dose
distribution. The second stage uses a multivariate random-effects
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model to combine the coefficients of the study-specific curves to
address the heterogeneity across studies.
The inconsistency across studies was measured with the I2 statistic,

which estimates how much of the overall variance is explained by
between-study heterogeneity84. We estimated 50% (ED50) and 95%
(ED95) effective doses for each drug85. The ED50 is the mean dose
that produces half of the maximum reduction of the patient’s
symptoms, and the ED95 is the near-maximal effective dose.
In addition, since the effective dose for negative symptoms is

unknown for most antipsychotics, we decided to conduct a sensitivity
analysis excluding studies using subtherapeutic or supratherapeutic
doses, failed studies and studies that included patients with
schizoaffective disorders. All meta-analyses were carried out using R
software version 3.1.1. and the dosresmeta package86.

Received: 20 March 2021; Accepted: 6 August 2021;

REFERENCES
1. Jablensky, A. Epidemiology of schizophrenia: the global burden of disease and

disability. Eur. Arch. Psychiatry Clin. Neurosci. 250, 274–285 (2000).
2. Kirkpatrick, B., Fenton, W. S., Carpenter, W. T. Jr. & Marder, S. R. The NIMH-

MATRICS consensus statement on negative symptoms. Schizophrenia Bull. 32,
214–219 (2006).

3. Mucci, A., Merlotti, E., Ucok, A., Aleman, A. & Galderisi, S. Primary and persistent
negative symptoms: Concepts, assessments and neurobiological bases. Schizophr.
Res. 186, 19–28 (2017).

4. Kirkpatrick, B. Developing concepts in negative symptoms: primary vs secondary
and apathy vs expression. J. Clin. Psychiatry 75, 3–7 (2014).

5. Marder, S. R. et al. Issues and perspectives in designing clinical trials for negative
symptoms in schizophrenia: consensus statements. Schizophrenia Bullet. Open 1,
https://doi.org/10.1093/schizbullopen/sgz001 (2020).

6. Leucht, S. et al. Sixty Years of Placebo-Controlled Antipsychotic Drug Trials in
Acute Schizophrenia: Systematic Review, Bayesian Meta-Analysis, and Meta-
Regression of Efficacy Predictors. Am. J. Psychiatry 174, 927–942 (2017).

7. Takeuchi, H., Suzuki, T., Uchida, H., Watanabe, K. & Mimura, M. Antipsychotic
treatment for schizophrenia in the maintenance phase: a systematic review of the
guidelines and algorithms. Schizophrenia Res. 134, 219–225 (2012).

8. Leucht, S. et al. Maintenance treatment with antipsychotic drugs for schizo-
phrenia. Cochrane Database Syst. Rev. 16, Cd008016, https://doi.org/10.1002/
14651858 (2012).

9. Tiihonen, J., Tanskanen, A. & Taipale, H. 20-Year Nationwide Follow-Up Study on
Discontinuation of Antipsychotic Treatment in First-Episode Schizophrenia. Am. J
Psychiatry 175, appi.ajp.2018.2011, https://doi.org/10.1176/appi.ajp.2018.17091001
(2018).

10. Levine, S. Z. & Leucht, S. Delayed- and early-onset hypotheses of antipsychotic
drug action in the negative symptoms of schizophrenia. Eur. Neuropsycho-
pharmacol. 22, 812–817 (2012).

11. Corponi, F. et al. Novel antipsychotics specificity profile: a clinically oriented
review of lurasidone, brexpiprazole, cariprazine and lumateperone. Eur. Neu-
ropsychopharmacol. 29, 971–985 (2019).

12. Leucht, S. et al. Dose-Response Meta-Analysis of Antipsychotic Drugs for Acute
Schizophrenia. Am. J. Psychiatry 177, 342–353 (2020).

13. Davis, M. C., Horan, W. P. & Marder, S. R. Psychopharmacology of the negative
symptoms: current status and prospects for progress. Eur. Neuropsychopharmacol.
24, 788–799 (2014).

14. Moher, D., Liberati, A., Tetzlaff, J. & Altman, D. G. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. BMJ 339, b2535
(2009).

15. Correll, C. U. et al. Efficacy of brexpiprazole in patients with acute schizophrenia:
review of three randomized, double-blind, placebo-controlled studies. Schizo-
phrenia Res. 174, 82–92 (2016).

16. Leucht, S. et al. Dose equivalents for second-generation antipsychotics: the
minimum effective dose method. Schizophrenia Bull. 40, 314–326 (2014).

17. Zimbroff, D. L. et al. Controlled, dose response study of sertindole and haloper-
idol in the treatment of schizophrenia. Am. J. Psychiatry 154, 782–791 (1997).

18. Puech, A., Fleurot, O. & Rein, W. Amisulpride, and atypical antipsychotic, in the
treatment of acute episodes of schizophrenia: a dose-ranging study vs. halo-
peridol. The Amisulpride Study Group. Acta Psychiatr. Scandinavica. 98, 65–72
(1998).

19. Cutler, A. J. et al. The Efficacy and Safety of Lower Doses of Aripiprazole for the
Treatment of Patients with Acute Exacerbation of Schizophrenia. CNS Spectr. 11,
691–702 (2006). quiz 719.

20. Potkin, S. G. et al. Aripiprazole, an antipsychotic with a novel mechanism of
action, and risperidone vs placebo in patients with schizophrenia and schi-
zoaffective disorder. Arch. Gen. Psychiatry 60, 681–690 (2003).

21. McEvoy, J. P., Daniel, D. G., Carson, W. H. Jr., McQuade, R. D. & Marcus, R. N. A
randomized, double-blind, placebo-controlled, study of the efficacy and safety of
aripiprazole 10, 15 or 20 mg/day for the treatment of patients with acute
exacerbations of schizophrenia. J. Psychiatr. Res. 41, 895–905 (2007).

22. Kane, J. M., Cohen, M., Zhao, J., Alphs, L. & Panagides, J. Efficacy and safety of
asenapine in a placebo- and haloperidol-controlled trial in patients with acute
exacerbation of schizophrenia. J. Clin. Psychopharmacol. 30, 106–115 (2010).

23. Kinoshita, T., Bai, Y. M., Kim, J. H., Miyake, M. & Oshima, N. Efficacy and safety of
asenapine in Asian patients with an acute exacerbation of schizophrenia: a
multicentre, randomized, double-blind, 6-week, placebo-controlled study. Psy-
chopharmacol. (Berl.) 233, 2663–2674 (2016).

24. Correll, C. U. et al. Efficacy and Safety of Brexpiprazole for the Treatment of Acute
Schizophrenia: a 6-Week Randomized, Double-Blind, Placebo-Controlled Trial.
Am. J. Psychiatry 172, 870–880 (2015).

25. Ishigooka, J., Iwashita, S. & Tadori, Y. Efficacy and safety of brexpiprazole for the
treatment of acute schizophrenia in Japan: a 6-week, randomized, double-blind,
placebo-controlled study. Psychiatry Clin. Neurosci. 72, 692–700 (2018).

26. Kane, J. M. et al. A multicenter, randomized, double-blind, controlled phase 3 trial
of fixed-dose brexpiprazole for the treatment of adults with acute schizophrenia.
Schizophrenia Res. 164, 127–135 (2015).

27. Durgam, S. et al. An evaluation of the safety and efficacy of cariprazine in patients
with acute exacerbation of schizophrenia: a phase II, randomized clinical trial.
Schizophrenia Res. 152, 450–457 (2014).

28. Durgam, S. et al. Cariprazine in acute exacerbation of schizophrenia: a fixed-dose,
phase 3, randomized, double-blind, placebo- and active-controlled trial. J. Clin.
Psychiatry 76, e1574–e1582 (2015).

29. Durgam, S. et al. Cariprazine in the treatment of schizophrenia: a proof-of-
concept trial. Int. Clin. Psychopharmacol. 31, 61–68 (2016).

30. Meltzer, H. Y. et al. Lurasidone in the treatment of schizophrenia: a randomized,
double-blind, placebo- and olanzapine-controlled study. Am. J. Psychiatry 168,
957–967 (2011).

31. Nasrallah, H. A. et al. Lurasidone for the treatment of acutely psychotic patients
with schizophrenia: a 6-week, randomized, placebo-controlled study. J. Psychiatr.
Res. 47, 670–677 (2013).

32. Ogasa, M., Kimura, T., Nakamura, M. & Guarino, J. Lurasidone in the treatment of
schizophrenia: a 6-week, placebo-controlled study. Psychopharmacology 225,
519–530 (2013).

33. Loebel, A. et al. Efficacy and safety of lurasidone 80 mg/day and 160 mg/day in
the treatment of schizophrenia: a randomized, double-blind, placebo- and active-
controlled trial. Schizophr. Res. 145, 101–109 (2013).

34. Higuchi, T. et al. Lurasidone in the treatment of schizophrenia: results of a
double-blind, placebo-controlled trial in Asian patients. Asia Pac. Psychiatry 11,
e12352 (2019).

35. Beasley, C. M. Jr. et al. Olanzapine versus placebo: results of a double-blind, fixed-
dose olanzapine trial. Psychopharmacol. (Berl.) 124, 159–167 (1996).

36. Beasley, C. M. Jr. et al. Olanzapine versus placebo and haloperidol: acute phase
results of the North American double-blind olanzapine trial. Neuropsycho-
pharmacology 14, 111–123 (1996).

37. Lauriello, J. et al. An 8-week, double-blind, randomized, placebo-controlled study
of olanzapine long-acting injection in acutely ill patients with schizophrenia. J.
Clin. Psychiatry 69, 790–799 (2008).

38. Kane, J. M. et al. Treatment of schizophrenia with paliperidone extended-release
tablets: a 6-week placebo-controlled trial. Schizophr. Res. 90, 147–161 (2007).

39. Davidson, M. et al. Efficacy, safety and early response of paliperidone extended-
release tablets (paliperidone ER): results of a 6-week, randomized, placebo-
controlled study. Schizophr. Res. 93, 117–130 (2007).

40. Canuso, C. M. et al. A randomized, double-blind, placebo-controlled study of 2
dose ranges of paliperidone extended-release in the treatment of subjects with
schizoaffective disorder. J. Clin. Psychiatry 71, 587–598 (2010).

41. Gopal, S. et al. Efficacy and safety of paliperidone palmitate in adult patients with
acutely symptomatic schizophrenia: a randomized, double-blind, placebo-con-
trolled, dose-response study. Int. Clin. Psychopharmacol. 25, 247–256 (2010).

42. Kramer, M. et al. Paliperidone palmitate, a potential long-acting treatment for
patients with schizophrenia. Results of a randomized, double-blind, placebo-
controlled efficacy and safety study. Int J. Neuropsychopharmacol. 13, 635–647
(2010).

43. Nasrallah, H. A. et al. A controlled, evidence-based trial of paliperidone palmitate,
a long-acting injectable antipsychotic, in schizophrenia. Neuropsychopharmacol-
ogy 35, 2072–2082 (2010).

M. Sabe et al.

9

Published in partnership with the Schizophrenia International Research Society npj Schizophrenia (2021)    43 

https://doi.org/10.1093/schizbullopen/sgz001
https://doi.org/10.1002/14651858
https://doi.org/10.1002/14651858
https://doi.org/10.1176/appi.ajp.2018.17091001


44. Pandina, G. J. et al. A randomized, placebo-controlled study to assess the efficacy
and safety of 3 doses of paliperidone palmitate in adults with acutely exacer-
bated schizophrenia. J. Clin. Psychopharmacol. 30, 235–244 (2010).

45. Arvanitis, L. A. & Miller, B. G. Multiple fixed doses of “Seroquel” (quetiapine) in
patients with acute exacerbation of schizophrenia: a comparison with haloperidol
and placebo. The Seroquel Trial 13 Study Group. Biol. Psychiatry 42, 233–246
(1997).

46. Lindenmayer, J. P., Brown, D., Liu, S., Brecher, M. & Meulien, D. The efficacy and
tolerability of once-daily extended release quetiapine fumarate in hospitalized
patients with acute schizophrenia: a 6-week randomized, double-blind, placebo-
controlled study. Psychopharmacol. Bull. 41, 11–35 (2008).

47. Kahn, R. S. et al. Efficacy and tolerability of once-daily extended release quetia-
pine fumarate in acute schizophrenia: a randomized, double-blind, placebo-
controlled study. J. Clin. Psychiatry 68, 832–842 (2007).

48. Cutler, A. J. et al. A failed 6-week,randomized, double-blind, placebo-controlled
study of once-daily extended release quetiapine fumarate in patients with acute
schizophrenia: lessons learned. Psychopharmacol. Bull. 43, 37–69 (2010).

49. Chouinard, G. et al. A Canadian multicenter placebo-controlled study of fixed
doses of risperidone and haloperidol in the treatment of chronic schizophrenic
patients. J. Clin. Psychopharmacol. 13, 25–40 (1993).

50. Marder, S. R. & Meibach, R. C. Risperidone in the treatment of schizophrenia. Am.
J. Psychiatry 151, 825–835 (1994).

51. Study-20272/S007. Risperidone. NDA number: 20272. https://www.accessdata.fda.
gov/drugsatfda_docs/nda/97/20588.pdf (Janssen-Cilag, 1996).

52. Kane, J. M. et al. Long-acting injectable risperidone: efficacy and safety of the first
long-acting atypical antipsychotic. Am. J. Psychiatry 160, 1125–1132 (2003).

53. Daniel, D. G. et al. Ziprasidone 80 mg/day and 160 mg/day in the acute
exacerbation of schizophrenia and schizoaffective disorder: a 6-week placebo-
controlled trial. Ziprasidone Study Group. Neuropsychopharmacology 20, 491–505
(1999).

54. Keck, P. Jr. et al. Ziprasidone 40 and 120 mg/day in the acute exacerbation of
schizophrenia and schizoaffective disorder: a 4-week placebo-controlled trial.
Psychopharmacol. (Berl.) 140, 173–184 (1998).

55. Study-20-825. Ziprasidone po clinical review. https://www.accessdata.fda.gov/
drugsatfda_docs/nda/2001/20-825_Geodan_medr_P1.pdf (Pfizer, 1998).

56. Kirschner, M., Aleman, A. & Kaiser, S. Secondary negative symptoms - A review of
mechanisms, assessment and treatment. Schizophr. Res. 186, 29–38 (2017).

57. Mizrahi, R. et al. The relationship between subjective well-being and dopamine
D2 receptors in patients treated with a dopamine partial agonist and full
antagonist antipsychotics. Int. J. Neuropsychopharmacol. 12, 715–721 (2009).

58. Kinon, B. J. et al. Standard and higher dose of olanzapine in patients with schi-
zophrenia or schizoaffective disorder: a randomized, double-blind, fixed-dose
study. J. Clin. Psychopharmacol. 28, 392–400 (2008).

59. Gascón, J. et al. Safety of olanzapine at doses higher than 20mg/day versus
typical antipsychotics in the treatment of schizophrenic in-patients (EUROPA
study). Eur. Neuropsychopharmacol. 11, S270 (2001).

60. Pan, B., Lian, J. & Deng, C. Chronic antipsychotic treatment differentially mod-
ulates protein kinase A- and glycogen synthase kinase 3 beta-dependent sig-
naling pathways, N-methyl-D-aspartate receptor and γ-aminobutyric acid A
receptors in nucleus accumbens of juvenile rats. J. Psychopharmacol. (Oxf., Engl.)
32, 1252–1263 (2018).

61. Krzystanek, M. et al. Effects of long-term treatment with the neuroleptics halo-
peridol, clozapine and olanzapine on immunoexpression of NMDA receptor
subunits NR1, NR2A and NR2B in the rat hippocampus. Pharmacol. Rep. 67,
965–969 (2015).

62. Amato, D., Vernon, A. C. & Papaleo, F. Dopamine, the antipsychotic molecule: a
perspective on mechanisms underlying antipsychotic response variability. Neu-
rosci. Biobehav. Rev. 85, 146–159 (2018).

63. Awad, A. G. Revisiting the Concept of Subjective Tolerability to Antipsychotic
Medications in Schizophrenia and its Clinical and Research Implications: 30 Years
Later. CNS Drugs 33, 1–8 (2019).

64. Lindenmayer, J. P., Khan, A., Iskander, A., Abad, M. T. & Parker, B. A randomized
controlled trial of olanzapine versus haloperidol in the treatment of primary
negative symptoms and neurocognitive deficits in schizophrenia. J. Clin. Psy-
chiatry 68, 368–379 (2007).

65. Figueroa, C., Brecher, M., Hamer-Maansson, J. E. & Winter, H. Pharmacokinetic pro-
files of extended release quetiapine fumarate compared with quetiapine immediate
release. Prog. Neuro-Psychopharmacol. Biol. Psychiatry 33, 199–204 (2009).

66. Nyberg, S. P01-79 - Pet-measured occupancy of the D2 receptor: a comparison of
quetiapine fumarate immediate-and extended-release formulations in healthy
subjects. Eur. Psychiatry 25, 300 (2010).

67. Saini, S. D., Schoenfeld, P., Kaulback, K. & Dubinsky, M. C. Effect of medication
dosing frequency on adherence in chronic diseases. Am. J. Managed Care 15,
e22–e33 (2009).

68. Eriksson, L., Hallerbäck, T., Jørgensen, L. & Carlborg, A. Use of quetiapine XR and
quetiapine IR in clinical practice for hospitalized patients with schizophrenia: a
retrospective study. Ther. Adv. Psychopharmacol. 2, 217–226 (2012).

69. Datto, C., Berggren, L., Patel, J. B. & Eriksson, H. Self-reported sedation profile of
immediate-release quetiapine fumarate compared with extended-release que-
tiapine fumarate during dose initiation: a randomized, double-blind, crossover
study in healthy adult subjects. Clin. Ther. 31, 492–502 (2009).

70. Leucht, S. et al. 60 years of placebo-controlled antipsychotic drug trials in acute
schizophrenia: meta-regression of predictors of placebo response. Schizophr. Res.
201, 315–323 (2018).

71. Samara, M. T. et al. Early improvement as a predictor of later response to anti-
psychotics in schizophrenia: a diagnostic test review. Am. J. Psychiatry 172,
617–629 (2015).

72. Robinson, D. G. et al. Predictors of treatment response from a first episode of
schizophrenia or schizoaffective disorder. Am. J. Psychiatry 156, 544–549 (1999).

73. Kay, S. R., Fiszbein, A. & Opler, L. A. The positive and negative syndrome scale
(PANSS) for schizophrenia. Schizophrenia Bull. 13, 261–276 (1987).

74. Andreasen, N. C. The Scale for the Assessment of Negative Symptoms (SANS):
conceptual and theoretical foundations. Br. J. Psychiatry Suppl. 155, 49–58
(1989).

75. Andreasen, N. C. The Scale for the Assessment of Positive Symptoms (SAPS). https://
www.scirp.org/(S(351jmbntvnsjt1aadkposzje))/reference/ReferencesPapers.
aspx?ReferenceID=606100 (1984).

76. van Erp, T. G. et al. Converting positive and negative symptom scores between
PANSS and SAPS/SANS. Schizophr. Res. 152, 289–294 (2014).

77. Furukawa, T. A., Barbui, C., Cipriani, A., Brambilla, P. & Watanabe, N. Imputing
missing standard deviations in meta-analyses can provide accurate results. J. Clin.
Epidemiol. 59, 7–10 (2006).

78. Simpson, G. M. et al. A rating scale for extrapyramidal side effects. Acta Psychiatr.
Scandinavica. 45, 11–19 (1970).

79. Inada, T. Evaluation and Diagnosis of Drug-Induced Extrapyramidal Symptoms:
Commentary on the DIEPSS and Guide to Its Usage. (Seiwa, 1996).

80. Chouinard, G. & Margolese, H. C. Manual for the Extrapyramidal Symptom Rating
Scale (ESRS). Schizophrenia Res. 76, 247–265 (2005).

81. Woodhead, M. 80% of China’s clinical trial data are fraudulent, investigation finds.
Bmj 355, i5396 (2016).

82. Crippa, A. & Orsini, N. Dose-response meta-analysis of differences in means. BMC
Med. Res. Methodol. 16, 91 (2016).

83. Higgins, J. P. et al. The Cochrane Collaboration’s tool for assessing risk of bias in
randomised trials. Bmj 343, d5928 (2011).

84. Higgins, J. P., Thompson, S. G., Deeks, J. J. & Altman, D. G. Measuring incon-
sistency in meta-analyses. Bmj 327, 557–560 (2003).

85. Pinheiro, J., Bornkamp, B. & Bretz, F. Design and analysis of dose-finding studies
combining multiple comparisons and modeling procedures. J. Biopharm. Stat. 16,
639–656 (2006).

86. Crippa, A. & Orsini, N. Multivariate Dose-Response Meta-Analysis: The dosresmeta
R Package. J. Stat. Software 72, https://doi.org/10.18637/jss.v072.c01 (2016).

AUTHOR CONTRIBUTIONS
M.S. and S.K. designed the study and wrote the protocol. M.S. and N.Z. performed the
literature search and the extraction of the data. M.S. and A.C. undertook the statistical
analysis. M.S. wrote the first draft of the paper. All authors contributed to and have
approved the final paper.

COMPETING INTERESTS
S.K. has received royalties for cognitive test and training software from Schufried. M.S.,
N.Z. and A.C. report no competing interests.

ADDITIONAL INFORMATION
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41537-021-00171-2.

Correspondence and requests for materials should be addressed to M.S. or S.K..

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

M. Sabe et al.

10

npj Schizophrenia (2021)    43 Published in partnership with the Schizophrenia International Research Society

https://www.accessdata.fda.gov/drugsatfda_docs/nda/97/20588.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/nda/97/20588.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/nda/2001/20-825_Geodan_medr_P1.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/nda/2001/20-825_Geodan_medr_P1.pdf
https://www.scirp.org/(S(351jmbntvnsjt1aadkposzje))/reference/ReferencesPapers.aspx?ReferenceID=606100
https://www.scirp.org/(S(351jmbntvnsjt1aadkposzje))/reference/ReferencesPapers.aspx?ReferenceID=606100
https://www.scirp.org/(S(351jmbntvnsjt1aadkposzje))/reference/ReferencesPapers.aspx?ReferenceID=606100
https://www.scirp.org/(S(351jmbntvnsjt1aadkposzje))/reference/ReferencesPapers.aspx?ReferenceID=606100
https://www.scirp.org/(S(351jmbntvnsjt1aadkposzje))/reference/ReferencesPapers.aspx?ReferenceID=606100
https://doi.org/10.18637/jss.v072.c01
https://doi.org/10.1038/s41537-021-00171-2
http://www.nature.com/reprints
http://www.nature.com/reprints


Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this license, visit http://creativecommons.
org/licenses/by/4.0/.

© The Author(s) 2021

M. Sabe et al.

11

Published in partnership with the Schizophrenia International Research Society npj Schizophrenia (2021)    43 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Antipsychotics for negative and positive symptoms of schizophrenia: dose-response meta-analysis of randomized controlled acute phase trials
	Introduction
	Results
	Search results
	Qualitative description of included studies
	Dose-response meta-analysis
	Haloperidol
	Amisulpride
	Aripiprazole
	Asenapine
	Brexpiprazole
	Cariprazine
	Lurasidone
	Olanzapine
	Olanzapine—long acting injection (LAI)
	Paliperidone
	Paliperidone—long acting injection (LAI)
	Quetiapine—immediate release (IR)
	Quetiapine—extended release (ER)
	Risperidone
	Risperidone—long acting injection (LAI)
	Sertindole
	Ziprasidone
	Extrapyramidal symptoms
	Sensitivity analysis

	Discussion
	Antipsychotics with a plateau-shaped dose-response curve
	Antipsychotics with a dose-response curve still increasing at maximum dose
	Antipsychotics with quasi-parabolic dose-response curves
	Clinical relevance of the findings
	Limitations

	Methods
	Objectives
	Search strategy and data extraction
	Inclusion criteria and study selection
	Statistical analysis

	References
	Author contributions
	Competing interests
	ADDITIONAL INFORMATION




