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Introduction

Abstract

Olanzapine is a 2nd generation or atypical antipsychotic medicine
belongs to thienobenzodiazepine group that blocks the serontonin
(5-Hydroxytryptamine [5-HT]) 5-HT2A and the Dopamine (D2) recep-
tors in particular, and also blocks Muscarinic (M1), Histamine (H1),
5-HT2C, 5-HT3 to 5-HT6, adrenergic (al), and D4 receptors. The olan-
zapine has greater affinity for blocking 5-HT2A receptors in comparison
with D2 receptors in comparison to other antipsychotics except Clo-
zapine and Quetiapine. Olanzapine is most commonly prescribed for
treatment of overall positive and negative symptoms of schizophrenia,
for acute, management of mania, and as Olanzapine- fluoxetine com-
bination in bipolar depression. It is shown to possess antidepressant
activity without destabilizing the mood. It is usually well tolerated But
most common side effects of the drug is sedation. The patient stated
that he was suffering from sleep problem and was facing problem in
procuring Benzodiazepines. On suggestion of his friend, he started tak-
ing Olanzapine as sleeping pill. Soon he discovered that it would make
him feel cloudiness of mind “get stoned”, to which he liked most. It was
a prime motivation for abusing olanzapine.
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Olanzapine also found to have antidepressant property with-
out destabilizing the mood. The most common side effects are

Olanzapine is a 2nd generation or atypical antipsychotic
medicine belongs to thienobenzodiazepine group that blocks
the serotonin (5-hydroxytryptamine [5-HT]) 5-HT2A and the do-
pamine (D2) receptors in particular, and also blocks muscarinic
(M1), histamine (H1), 5-HT2C, 5-HT3 to 5-HT6, adrenergic (al),
and D4 receptors [1]. The olanzapine has greater affinity for
blocking 5-HT2A receptors in comparison with D2 receptors in
comparison to other antipsychotics except Clozapine and Que-
tiapine [2].

Olanzapine was constantly found to be superior to 1st gen-
eration antipsychotics in treatment of both positive and nega-
tive symptoms of schizophrenia. The drug is also approved for
treating acute mania, bipolar disorder [3].

weight gain and sedation [4]. This paper will describe the case
of 36 yrs old man, who was abusing olanzapine.

Case report

A 36 yrs old male with primary education, work as farmer
resident of village Achal, Nabha, Patila, Punjab visited to us
in 2019 with complain of spasm of neck and jaw, drooling of
saliva, unable to speak, shaky movement in whole body. Af-
ter initial assessment, it was found that he has been taking T.
Olanzapine 5 mg 8 tablets daily since Imonth. He was given Inj.
Promethazine 50 mg and admitted in hospital for day care. Ac-
cording to medical history, he developed sleep problem around
5 month back. On suggestion of his friend, he started taking
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T. Alprazolam 0.5 mg per regularly. He would procure it from
nearby medical stores. Over the period of couple of months,
he began to feel difficulty in falling asleep and would feel rest-
less with same dose so he increased it to T. Alprazolam 0.5 mg
2 tab per day. After around next couple of months, he began to
feel difficulty in procuring T. alprazolam without prescription by
doctor. However on suggestion of his friend, he started taking
olanzapine 5 mg per day. Now he would get enough sleep. He
also noticed that taking olanzapine, would feel relaxed, care-
less and cloudiness in mind “get stoned”. Thereafter, over next
3-4 months, he gradually increased the dose of T. Olanzapine
40 mg per day to “get stoned” effectively. Whenever he would
not take it, would feel nervousness, anxiety, palpitation and dis-
turbed sleep, would get relief after consuming Olanzapine. He
stopped going to work despite regular arguments with his wife.
After couple of weeks, one day he developed tremor in hand,
slurring of speech, spasm in neck and jaw along with drooling
of saliva. Family member got worried and he was brought to
us for management of acute symptoms. On clinical assessment,
no history of psychosis, depression, anxiety disorder or any
other substance abuse disorder found except benzodiazepine
(T. Alprazolam 0.5 mg per day in dependent pattern in past).
On examination, tachycardia and rigidity in neck, jaw and limbs
was present. He was given inj. Promethazine 50 mg intramuscu-
larly and was kept under observation for next 4 hours. He was
prescribed T. amitriptyline 12.5 mg per day which increased to
25 mg per after 4 days along with T. Clonazepam 0.5 mg per
day. He was advised to stop taking Olanzapine and educated
about side effects of Olanzapine. He was stable and continued
follow up for next 6 month. Thereafter he dropped out of fol-
low up but maintained well. In November 2021, he restarted
taking olanzapine in previous pattern and developed similar set
of symptoms again. He was restarted on T. amitriptyline 25 mg
per day, T. Trihexphenidyl 2 mg per day and T. clonazepam 0.5
mg per day. He improved maintained well but in February 2022,
again dropped out of follow up and stopped taking medicine. In
March 2022, He restarted taking Olanzapine and increased it to
40 mg per day. Family member got worried, so he was brought
to us again. On further assessment, he acknowledged that he
likes “get stoned”, which makes him to use it again and again.
He was willing to give consuming Olanzapine if would get proper
sleep. Hence this time, he was given T. Paroxetine- clonazepam
25/0.5 mg per day, T. Propranolol 20 mg two times per day and
T. Quetiapine 100 mg per day. Now he is stable and continuing
on follow ups regularly.

Discussion

The medication like CNS suppressant (eg. Benzodiazepines)
and CNS stimulant (eg. Methylphenidate) have obvious abuse
potential. The reports of abuse of these medicines are available
in literature worldwide. Although clinicians are very vigilant
about patient’s abuse of psychoactive substances but recent
few case report suggest abuse of antipsychotics, especially Sec-

ond Generation Antipsychotics (SGAs). In 2016, a research was
conducted for non-medical use of olanzapine among subjects
maintained on methylphenidate. In this study 92 clients partici-
pated and out of which 30% reported lifetime history of non-
medical olanzapine abuse, 9 reported use of 30 mg or higher on
typical day of use, 3 were literally taking 100 mg in a day. The
most common reason for use was to relieve anxiety and cloudi-
ness of mind “get stoned” [4]. Other reasons are reported to
add for sleep and escape worries. The prime motivation for use
of olanzapine in our patient was also to add in sleep and “get
stoned”. Therefore self-medication style of intake of olanzapine
is the dominant motivator for use, with hedonic motivations
being present in a minority. Case report describes the emerg-
ing risk of psychotropic abuse. Although neuropharmacological
reason for abuse potential of olanzapine is difficult to quantify
but few case report of olanzapine abuse available in literature;
which suggest that patients were abusing it to derive euphoric
effect [6-8]. In light of our case report, more research is needed
to ascertain the extent of abuse of antipsychotics. While there
is a need to be aware of risks, doctors should remain vigilant
about prescription and frequency of follow ups before due
date. The government needs to regulate the availability and dis-
pensing of psychotropic on medical stores.
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