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Proportion Of Antidepressants
Prescribed Without A Psychiatric
Diagnosis Is Growing

ABSTRACT Over the past two decades, the use of antidepressant
medications has grown to the point that they are now the third most
commonly prescribed class of medications in the United States. Much of
this growth has been driven by a substantial increase in antidepressant
prescriptions by nonpsychiatrist providers without an accompanying
psychiatric diagnosis. Our analysis found that between 1996 and 2007,
the proportion of visits at which antidepressants were prescribed but no
psychiatric diagnoses were noted increased from 59.5 percent to
72.7 percent. These results do not clearly indicate a rise in inappropriate
antidepressant use, but they highlight the need to gain a deeper
understanding of the factors driving this national trend and to develop
effective policy responses. To the extent that antidepressants are being
prescribed for uses not supported by clinical evidence, there may be a
need to improve providers’ prescribing practices, revamp drug
formularies, or vigorously pursue implementation of broad reforms of
the health care system that will increase communication between primary
care providers and mental health specialists.

O
ver the past two decades, there
has been a marked increase in
antidepressant use.1 Antidepres-
sants arenow the thirdmost com-
monly prescribed medication

class in the United States.2 With annual sales
of approximately $10 billion, antidepressants
are also one of the most costly medication
classes.3

Most of the recent increase in antidepressant
use is a consequence of the growing number of
prescriptions written by physicians who are not
psychiatrists.4 In the United States, nearly four
out of every five antidepressant prescriptions are
written by such providers.5 In comparison to pa-
tients receiving mental health treatment from
specialists, patients who receive mental health
care in general medical settings tend to have
much less severe psychiatric problems.6

The growinguse of antidepressants in primary

care has raised questions about the appropriate-
ness of their use.7 In fact, antidepressants have
been demonstrated to be clinically effective for
only a limited number of psychiatric condi-
tions—major depressive disorder, chronic de-
pression (also known as dysthymic disorder),
some anxiety disorders, and a few other well-
defined conditions.8 In one study of privately
insured plans, a majority (61.4 percent) of pa-
tients forwhomantidepressantswere prescribed
did not receive diagnoses for any psychiatric dis-
orders during the course of a year.9 In addition,
there are concerns about side effects10 and costs3

of antidepressant use.
In this article we examine national trends in

antidepressant prescribing by physicians in of-
fice-based practice who are not psychiatrists.We
compare the characteristics of several groups of
patients: those who are given prescriptions for
antidepressants during office visits where no
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psychiatric diagnosis is noted; those who are
given such prescriptions during visits where a
psychiatric diagnosis is noted; and patients from
the same practices who receive neither an anti-
depressant nor a psychiatric diagnosis. Next, to
determine whether antidepressant prescribing
for patients without psychiatric diagnoses is re-
lated to widely distributed prescribing practices
or to a small group of physicians, we aggregate
patient visitswithin individual practices. Finally,
we discuss the clinical and policy implications of
the observed patterns and trends.

Study Data And Methods
Data Source And Visit Selection Our data
come from the 1996–2007 National Ambulatory
Medical Care Surveys, conducted by the Centers
for Disease Control and Prevention.11 In a na-
tional sample of visits by patients to office-based
physicians, each physician or a staff member
completing the survey provides information
about the patient’s social, demographic, and
clinical characteristics and the medications pre-
scribed at the visit. The survey response rate
variedduringour studyperiod from62.9percent
to 77.1 percent (the median was 67.7 percent).
The survey design randomly selects a one-week
period in each year and solicits a systematic
sample of visits from each physician surveyed.
We analyzed visits made by patients who were
age eighteen or older, excluding visits for which
data on one or more variables were miss-
ing (N ¼ 233; 144).
We determined whether antidepressant medi-

cation was prescribed based on the provider’s
use of drug names. The National Ambulatory
Medical Care Survey permits providers to record
up to six medications per visit.We refer to visits
in which antidepressants were prescribed as
antidepressant visits.
Providers can record up to three diagnoses for

each visit on the survey.We defined mental dis-
orders as International Classification of Diseases,
Ninth Revision, Clinical Modification (ICD-9-
CM) codes 290 through 319. Patients who were
diagnosed with one of those codes, or whose
main reason for a visit12 was “mental disorders”
were categorized as having a mental disorder
diagnosis.Medical diagnoseswere also recorded
based on ICD-9-CM codes. We analyzed four
common general medical disorders—diabetes,
heart disease, asthma, and hypertension—
because of their substantial economic burden.13

In addition, we recorded the total number of
medical diagnoses for each patient.
The patient’s primary source of payment was

classified as private insurance, Medicaid, Medi-
care, self-pay, or “other types,” which included

workers’ compensation, no insurance, and no
charge.
We categorized the complaints patients pre-

sented to their providers according to “reason
for visit” codes.12 We focused on the category of
“symptoms referable to psychological and men-
tal disorders.”12(p12) These include symptoms re-
lated to depression, anxiety, and nervousness;
psychosexual symptoms, such as loss of sex
drive and impotence; sleep disturbances; and
smoking problems, such as smoking too much
and inability to stop smoking. Other less
common psychological problems were com-
bined into a separate group. We also included
symptoms related to tiredness, generally feeling
unwell, nonspecific pain (pain that was not re-
ferable to a specific body system), headaches,
abnormal sensations—such as tingling or burn-
ing sensations—and premenstrual symptoms
that are sometimes treatedwith antidepressants.
Other variables used in our analyses included

the patient’s age, sex, and race and ethnicity;
whether or not the patient saw a primary care
provider;whether or not the providerwas in solo
practice; and whether or not the provider was
seeing a new patient.
Analysis We examined prevalence and trends

in antidepressant visits across the surveys in the
study period.We created survey year variables by
subtracting 1996 from the year and dividing the
result by 11 (so that 1996 was 0 and 2007 was 1).
Odds ratios associated with the survey year var-
iable represent changes in the odds of anti-
depressants’ being prescribed from 1996
to 2007.
We conducted two sets of logistic regression

analyses, comparing antidepressant visits lack-
ing psychiatric diagnoses to antidepressant vis-
its including psychiatric diagnoses, and to visits
lacking both prescriptions for antidepressants
and psychiatric diagnoses.Multivariate analyses
adjusted the odd ratios for other patient and visit
characteristics.
In aggregate analyses across practices, we as-

sessed practice-level trends in antidepressant
visits without a psychiatric diagnosis. The Na-
tional Ambulatory Medical Care Survey data re-
present annual visits to office-based physicians
in the United States.
Limitations The current analysis has several

methodological limitations. First, the survey
provides information only about single patient
visits. As a result, no information is available on
past psychiatric diagnoses or treatments. Sec-
ond, diagnoses recorded in surveys reflect clini-
cians’ judgments. It is not known whether spe-
cialists would make the same diagnoses.
Third, experimental evidence supports the use

of some antidepressants to treat neuropathic
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pain syndromes, which are pain states resulting
from damage to the peripheral or central nerv-
ous system, such as may occur in diabetes.14 We
classified as antidepressant visits without a psy-
chiatric disorder those visits in which patients
received prescriptions for pain syndromes but
were not diagnosed with a psychiatric disorder.

Fourth, the National Ambulatory Medical Care
Survey is limited to office-based care. It does not
include treatment in other settings, including
clinics based in hospitals.

Study Results
Prevalence Of Antidepressant Prescrip-
tions During the study period, 45.8 percent of
the total visits to nonpsychiatrist physicians
were to primary care physicians, compared to
54.2 percent to other nonpsychiatrist physi-
cians.However, a significantly larger proportion
of visits to primary care physicians (8.7 percent)
than to other nonpsychiatrists (1.6 percent) in-
cluded a psychiatric diagnosis (p < 0:001) (data
not shown). This pattern is consistent with the
traditional role of primary care physicians in
delivering basic mental health services.15 There-
fore, in addition to examining trends in visits to
all nonpsychiatrist physicians, we separately ex-
amined trends in visits to primary care physi-
cians and to other nonpsychiatrist physicians.
Antidepressantswereprescribed in9.3percent

of patients’ visits to primary care providers and
3.6 percent of visits to other providers who were
not psychiatrists. A minority of visits to primary
care providers in which antidepressants were
prescribed (44.0 percent) and of visits to other
nonpsychiatrist providers in which antidepres-
sants were prescribed (12.8 percent) included a
psychiatric diagnosis. In this paper, we refer to
such visits as “antidepressant visits.”
Time Trends Exhibit 1 reveals a significant

increase in antidepressant visits during the study
period and shows that the change is chiefly in
visits without a psychiatric diagnosis. More
specifically, the increase in all antidepressant
visits—those with and those without a psychiat-
ric diagnosis—was from 4.1 percent to 8.8 per-
cent of all visits to nonpsychiatrist physicians
(odds ratio [OR]: 2.20; p < 0:001) (Exhibit 1).
Exhibits 2 and 3 show the change for primary
care physicians alone (OR: 2.02; p < 0:001) and
for other nonpsychiatrist providers (OR: 2.88;
p < 0:001), respectively.
The proportion of antidepressant visits lack-

ing a psychiatric diagnosis increased from
59.5 percent of antidepressant visits in 1996 to
72.7 percent in 2007. The proportion of anti-
depressant visits without a psychiatric diagnosis
increased from 2.5 percent of all visits to non-
psychiatrist providers to 6.4 percent (OR: 2.71;
p < 0:001) (Exhibit 1). For visits to primary care
providers, the increase was from 3.1 percent to
7.1 percent (OR: 2.36; p < 0:001) (Exhibit 2);
for other nonpsychiatrist providers, it was from
1.9 percent to 5.8 percent (OR: 3.31; p < 0:001)
(Exhibit 3).

Exhibit 1

Trends In Prescription Of Antidepressants In Offices Of Providers Other Than Psychiatrists,
1996–2007
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SOURCE Authors’ analyses of data from the National Ambulatory Medical Care Survey, 1996–2007
(Note 11 in text).

Exhibit 2

Trends In Prescription Of Antidepressants In Offices Of Primary Care Providers, 1996–
2007

Without a psychiatric diagnosis
With a psychiatric diagnosis
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SOURCE Authors’ analyses of data from the National Ambulatory Medical Care Survey, 1996–2007
(Note 11 in text).
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In contrast, antidepressant visits with a psy-
chiatric diagnosis increasedonly slightly in visits
to nonpsychiatrist physicians as a group (OR:
1.44; p < 0:001) (Exhibit 1). For primary care
providers there was a moderate increase (OR:
1.55; p < 0:001) (Exhibit 2); there was no appre-
ciable change for other nonpsychiatrist provid-
ers (OR: 1.13; p ¼ 0:49) (Exhibit 3).

Characteristics Of Patients Without Psy-
chiatric Diagnoses In comparison to anti-
depressant visits that included a psychiatric
diagnosis, antidepressant visits lacking a psychi-
atric diagnosis were more likely to be made by
patients age fifty or older, and less likely to be
made by patients who paid for the visits them-
selves (see the second-to-last column of
Exhibit 4). In comparison with visits in which
no antidepressants were prescribed, the last col-
umnof Exhibit 4 shows that visits involving anti-
depressants but no psychiatric diagnosis were
less likely to be made by males, members of
minority groups, patients who paid themselves,
and new patients. Such visits were more likely to
bemadebypatients ages35–64andpatientswith
public insurance.
Antidepressant visits that lacked a psychiatric

diagnosis tended instead to have indications of
general medical illness. In comparison to anti-
depressant visits with a psychiatric diagnosis,
those without such a diagnosis included a
greater percentage of patients with diabetes or
heart disease, patients with two ormoremedical
conditions, and patients with nonspecific pain
or abnormal sensations (Exhibit 5).
Not surprisingly, patients with psychiatric

complaints were less likely to have antidepres-
sant visits without a psychiatric diagnosis than
visits with one (Exhibit 5). Even in relation to
visits without a clinical psychiatric diagnosis or
an antidepressant prescription, antidepressant
visits lacking a psychiatric diagnosis included
patients with a greater number of medical prob-
lems. The associations between antidepressant
prescriptions and problems such as tiredness,
nonspecific pain, smoking problems, head-
aches, abnormal sensations, and premenstrual
tension suggest that antidepressants are being
prescribed to treat these medical complaints.

Aggregate Analyses Across Practices At
the practice level, the share of providers who
prescribed antidepressantswithout a concurrent
psychiatric diagnosis in any of their sampled
visits increased from 30.0 percent in 1996 to
55.4 percent in 2007 (OR: 2.93; p < 0:001).
Among practices with any antidepressant visits
lacking concurrent psychiatric diagnoses, the
average number of such visits increased by ap-
proximately 36 percent during the study period.
Thus, both the number of providers who pre-

scribed antidepressants without a concurrent di-
agnosis and the proportion of such visits in these
practices increased.
Prescription patterns were associated with the

number of total antidepressant visits in each
practice. In practices in which all antidepressant
visits were unaccompanied by a psychiatric diag-
nosis (n ¼ 2; 184), antidepressants were pre-
scribed in 8.8 percent of visits. In contrast, in
practices in which all antidepressant visits in-
cluded a psychiatric diagnosis (n ¼ 607), anti-
depressants were prescribed in only 6.6 percent
of visits (p < 0:001).

Discussion
Antidepressant Prescribing Without Psy-
chiatric Diagnoses Antidepressant prescribing
by providers other than psychiatrists has in-
creased substantially in recent years. A large
and growing proportion of this antidepressant
prescribing is done at medical visits for which a
clinical psychiatric diagnosis is not recorded.
The underlying reasons for this trend are
unclear.
High rates of antidepressant treatment with-

out psychiatric diagnoses have been previously
reported in analyses of administrative and bill-
ing data.9 In this context, the absence of psychi-
atric diagnoses has been attributed to providers’
concealing their patients’ psychiatric problems
to protect them from stigma and from adverse
occupational or legal consequences, or to allow
them to take advantage of the greater insurance
plan benefits that are associated with general

Exhibit 3

Trends In Prescription Of Antidepressants In Offices Of Other Nonpsychiatrists, 1996–
2007

Without a psychiatric diagnosis
With a psychiatric diagnosis
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SOURCE Authors’ analyses of data from the National Ambulatory Medical Care Survey, 1996–2007
(Note 11 in text).
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medical—as opposed to mental health—treat-
ment.16 The identities of providers and patients
in the National AmbulatoryMedical Care Survey
are protected, however, which means that pro-
viders have little motivation to deliberately with-
hold psychiatric diagnoses. Furthermore, it is
unlikely that the temporal trends observed in
this study can be explained by changes in stigma
or reimbursement policies over time. Population
surveys that involve structured psychiatric inter-
views support the opinion that a large propor-
tion of patients who receive antidepressants do
not carry a psychiatric diagnosis.17 This pattern
raises the concern that somepeople are receiving
antidepressants to treat conditions for which
there is little evidence of antidepressant efficacy.
▸▸MILD PSYCHIATRIC DISORDERS: Compared

to patients with psychiatric disorders who re-

ceive antidepressants, patients without psychi-
atric diagnoseswhononetheless are treatedwith
antidepressants are typically older and appear
to have relatively inconspicuous psychiatric
problems as well as persistent general medical
conditions such as diabetes and heart disease
(Exhibits 4 and 5), which are associated with
increased risk of depression.18,19 Many of these
patients may have less prominent, milder forms
of common mood and anxiety disorders that do
not fully meet the criteria for a psychiatric
disorder. Although such problems are often
not the primary reason for a medical visit, a
patient’s complaints about them may never-
theless prompt a provider to prescribe an anti-
depressant. However, meta-analyses of random-
ized clinical trials using placebos demonstrate
that antidepressants have little or no therapeutic

Exhibit 4

General Characteristics Of Patients Visiting Offices Of Providers Other Than Psychiatrists, 1996–2007

Type of visit

Adjusted odds ratios for comparisons of
antidepressant visit without psychiatric
diagnosis and

Characteristics

Antidepressant visit
without psychiatric
diagnosis
(n = 9,454)

Antidepressant
visit with psychiatric
diagnosis
(n = 4,054)

Visit with no
antidepressant or
psychiatric diagnosis
(n = 219,636)

Antidepressant
visit with
psychiatric
diagnosis

Visit with no
antidepressant
or psychiatric
diagnosis

Sex

Female 71.5% 68.5% 61.3% 1.00 1.00
Male 28.5 31.5 38.8 0.91 0.58****

Race and ethnicity

Non-Hispanic white 84.6 85.2 78.1 1.00 1.00
Non-Hispanic black 6.9 6.4 9.4 0.99 0.59****
Hispanic 6.3 6.1 8.4 1.28 0.63****
Other 2.3 2.3 4.1 1.00 0.47****

Age (years)

18–34 10.8 21.4 19.4 1.00 1.00
35–49 26.9 37.2 23.7 1.05 1.79****
50–64 30.6 23.6 24.3 1.51**** 1.86****
65 or more 31.7 17.9 32.6 1.68**** 1.04

Insurance type

Private 51.5 59.9 50.9 1.00 1.00
Medicaid 7.6 8.1 5.9 0.80 1.37****
Medicare 30.4 17.3 25.8 1.10 1.49****
Self-pay 2.6 5.9 4.4 0.65*** 0.65****
Othera 7.9 8.9 12.9 1.19 0.85

Returning or new patient

Returning 90.8 92.9 86.4 1.00 1.00
New 9.3 7.1 13.6 1.01 0.80****

SOURCE Authors’ analyses of data from the National Ambulatory Medical Care Survey, 1996–2007 (Note 11 in text). NOTES The multivariate analysis adjusted for survey
year, medical diagnosis, major reason for visit (chronic problems, new problems, not related to illness), complaints patients presented, physician type (primary care
provider or not), and office type (solo practice or not), in addition to variables shown in the table. Not all percentages sum to 100 because of rounding error.
Results are expressed as odds ratios—that is, the ratios of two odds, each computed as the probability of an event happening over the probability of that event
not happening in each group. An odds ratio of less than 1 implies that the event is less likely in the first group than in the second group. An odds ratio of greater
than 1 implies that the event is more likely in the first group. For example, the odds ratio of 0.91 for male implies that after adjusting for variables, the ratio of
the odds of having an antidepressant visit without a psychiatric diagnosis as compared to an antidepressant visit with a psychiatric diagnosis is 0.91 for males
compared to females. aIncludes workers’ compensation, no insurance, and no charge. ***p < 0:01 ****p < 0:001
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effect on these milder conditions.8,20

The growth in prescription of antidepressants
for patients without a clinical psychiatric diag-
nosis has coincided with changes in public atti-
tudes toward psychiatric medications.21 Ameri-
cans are increasingly receptive to the idea of
antidepressant use for less severe conditions.
Many people view psychiatric medications as
enhancers of personal and socialwell-being,pro-
viding benefits that are well beyond these med-
ications’ clinically approved uses.

▸▸INCOMPLETE RECORDS: Incomplete docu-
mentation of mental health treatment in non-
specialty settings may account for some missing
psychiatric diagnoses. If patients have been re-
ceiving antidepressants for an extended period
of time and are currently experiencing few symp-

toms—which can happen in maintenance-phase
treatment of depression or anxiety disorders—
some primary care physicians may refill anti-
depressantprescriptionswithout coding thepsy-
chiatric diagnoses at each visit. This is particu-
larly likely to be the case if the visit is focused on
general medical concerns. In this regard, it is
important to note that the National Ambulatory
Medical Care Survey captures diagnoses only at
the current visit, not those from previous visits.
Problems with transferring clinical informa-

tion between mental health specialists and gen-
eral medical providers may also contribute to
missing psychiatric diagnoses in surveys of pa-
tients treated with antidepressants by primary
care providers.22 In some clinical contexts, prob-
lems with communication between general

Exhibit 5

Clinical Characteristics Of Patients Visiting Offices Of Providers Other Than Psychiatrists, 1996–2007

Type of visit

Adjusted odds ratios for comparisons of
antidepressant visit without psychiatric
diagnosis and

Characteristics

Antidepressant visit
without psychiatric
diagnosis
(n = 9,454)

Antidepressant
visit with psychiatric
diagnosis
(n = 4,054)

Visit with no
antidepressant or
psychiatric diagnosis
(n = 219,636)

Antidepressant
visit with
psychiatric
diagnosis

Visit with no
antidepressant
or psychiatric
diagnosis

Medical diagnosis

Hypertension 16.5% 14.5% 11.1% 0.94 1.07
Diabetes 9.5 3.9 6.1 1.84**** 1.22
Heart disease 4.4 1.6 3.0 1.92** 1.32
Asthma 2.1 2.1 1.7 0.96 0.99

Number of medical diagnoses

0 or 1 33.4 56.3 50.7 1.00 1.00
2 or more 66.6 43.7 49.3 1.84**** 1.61****

Patient’s complaint

Depression 2.1 26.8 0.1 0.08**** 10.86****
Anxiety, nervousness 1.8 14.7 0.3 0.16**** 4.50****
Psychosexual disorder 0.2a 1.0 0.1 0.09**** 1.54
Sleep disturbance 2.9 5.6 0.6 0.73 3.76****
Other psychiatric problems 0.4 4.1 0.1 0.13**** 2.35***
Smoking problem 0.3a 1.5 < 0:1 0.25**** 8.02****
Feeling tired 3.3 4.4 1.3 0.72e 1.79****
Feeling generally unwell 0.8 0.9 0.4 0.63 1.17
Nonspecific pain 2.9 1.4 1.8 1.77*** 1.44****
Migraine headaches 1.0 0.7 0.2 1.61 3.18****
Other headaches 4.9 4.6 1.9 1.06 2.50****
Abnormal sensations 1.8 0.7 1.0 1.90** 1.75****
Premenstrual tension 0.2a 0.2b < 0:1 1.38 15.11****
Any psychiatric problemsb 6.8 43.9 1.2 —

d
—

d

Any other problemsc 14.3 13.6 6.4 —
d

—
d

None of the above 79.8 47.2 92.6 —
d

—
d

SOURCE Authors’ analyses of data from the National Ambulatory Medical Care Survey, 1996–2007 (Note 11 in text). NOTES The multivariate analysis adjusted for survey
year; patient’s sex, race and ethnicity, age, and insurance type; type of patient (new or not); major reason for visit (chronic problem, new problem, not related to illness);
physician type (primary care provider or not); and office type (solo practice or not), in addition to variables shown in the table. Results are expressed as odds ratios (see the
explanation in notes to Exhibit 4). aPrevalence estimates are based on small sample sizes (n < 30) and should be interpreted cautiously. bIncludes depression, anxiety and
nervousness, psychosexual disorders, sleep disturbances, and other psychiatric problems. cIncludes feeling tired, feeling generally unwell, nonspecific pain, smoking
problems, migraine and other headaches, abnormal sensations, and premenstrual tension. dNot included in multivariate regression model because of collinearity with
individual complaints. **p < 0:05 ***p < 0:01 ****p < 0:001
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medical providers and specialists are frequent.23

Many referrals—for example, either to or from
specialists—do not include adequate transfer in-
formation such as patient background informa-
tion or reason for referral.24 In one study, 70 per-
cent of psychiatrists rated the background
information they usually received from primary
care providers as either fair or poor.25

Policy ImplicationsWedonot yet have proof
that inappropriate use of antidepressants is in-
creasing, but the change in prescribing trends is
worrisome. The trends suggest that some pri-
mary care physicians overestimate the effective-
ness of antidepressant medications in treating
mild conditions, and that insufficient communi-
cation is occurring between primary care physi-
cians and psychiatrists. In order to develop and
implement an appropriate policy response, we
first need to gain a deeper understanding of the
relative contributions of the various factors that
are causing more frequent prescriptions of anti-
depressants without psychiatric diagnoses.
▸▸ADDITIONAL EDUCATION FOR PROVIDERS:

To the extent that antidepressants are being pre-
scribed for uses that arenot supported by clinical
evidence, we need to improve providers’ pre-
scribing practices. For example, providers could
receive additional educationonhowto recognize
mental disorders26 and what the evidence shows
about the long-termbenefits of antidepressants27

and the limits of their efficacy. This could also
help providers identify the large number of pa-
tients who meet the clinical criteria for depres-
sive or anxiety disorders but currently do not
receive any treatment for them.7

▸▸CHANGES IN DRUG FORMULARIES:
Reforming insurers’ drug formularies is another
potential means of reining in possibly inappro-
priate antidepressant prescribing.28 For exam-
ple, tiers of cost sharing for drugs might be cat-
egorized by psychiatric condition rather than by
drug. Under such a policy, patients whose pro-
vidersprescribedantidepressants for recognized
clinical indications would have lower cost shar-
ing, compared to patients who received anti-
depressants for clinical indications for which
there is little or no evidence of the medications’
efficacy.
Research would need to assess whether the

expected benefits of such reforms—which might
also reduce the undercoding of psychiatric dis-
orders—wouldoutweigh theaddedcomplexity of
pharmacy benefit management, including
claims adjudication, under such a system. Such
changes would not prevent providers from
manipulating the rules to benefit patients by
exaggerating the severity of their condition or
not reporting the true condition for which the
medication was prescribed.29 They might also

lead toundertreatingpatientswhowould benefit
from antidepressants, but who reject a psychiat-
ric diagnosis out of concerns about stigma and
other possible repercussions.30

▸▸REDUCING THE FRAGMENTATION OF CARE:
Beyond programmatic and policy responses
aimed at improving the delivery ofmental health
services, broader changes in thehealth care envi-
ronment may offer opportunities to improve the
integrationofmental health andgeneralmedical
care. The Affordable Care Act of 2010 provides
Medicaid programs with an option that tempo-
rarily increases the federal match rate up to
90 percent for health home services. These
new provider arrangements involve shared
responsibility for coordinating and providing
access to the full spectrum of primary care, men-
tal health, and long-term services. Medicaid
beneficiaries who have two chronic conditions,
who have one chronic condition and are at risk
for a second, or who have a serious and persis-
tent mental health condition are eligible for the
health home service option.
The Affordable Care Act’s provisions for

accountable care organizations also encourage
greater collaborationamongproviders.Account-
able care organizations are new multidiscipli-
nary networks that will share responsibility for
providing comprehensive health care for Medi-
care beneficiaries. If properly structured, these
organizationsmight improve the quality ofmen-
tal health care in general medical settings. For
example, an impressive body of research sup-
ports the value of collaborative care models that
involve mental health specialists in the primary
care management of major depressive disorder
in adults.31

The Health Information Technology for Eco-
nomic and Clinical Health (HITECH) provisions
of the American Recovery and Reinvestment Act
of 2009 provide additional opportunities to re-

Antidepressant use
is becoming
concentrated among
people with less
severe and poorly
defined mental health
conditions.
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duce fragmentation of health care delivery. The
provisions offer new incentives to Medicare and
Medicaid providers who demonstrate “meaning-
ful use” of electronic health record systems.
Technology of this sort has the potential to in-
crease communication between mental health
specialists and other providers.32

Conclusion With nonspecialists playing a
growing role in the pharmacological treatment
of common mental disorders, practice patterns
of these providers are becoming increasingly rel-
evant for mental health policy. In general medi-
cal practice, antidepressant use appears to be
becoming concentrated among people with less
severe and poorly defined mental health condi-
tions. Prescribing antidepressantswithout a psy-
chiatric diagnosis is especially common inmedi-

cal practices that prescribe the medications to a
larger percentage of their patients.Yet paradoxi-
cally, a large proportion of patients with
commonmental disorders do not receive needed
treatment because their primary care providers
do not detect their conditions.
The widening misalignment between diagno-

sis and treatment suggests the need for a deeper
inquiry. Depending on the results of those inves-
tigations, various policy options might prove
fruitful. They range from clinical efforts to en-
sure that patients receive the most appropriate
treatments to the implementation of broad re-
forms of the health care system that will increase
communication between primary care providers
and mental health specialists. ▪

Mark Olfson’s work was supported in
part by Grant No. U18-HS016097 from
the Agency for Healthcare Research and
Quality. Through Columbia University,
Olfson has also received a research
grant from Eli Lilly and Company.

NOTES

1 Olfson M, Marcus SC. National pat-
terns in antidepressant medication
treatment. Arch Gen Psychiatry.
2009;66(8):848–56.

2 Hsiao CJ, Cherry DK, Beatty PC,
Rechtsteiner EA. National Ambula-
tory Medical Care Survey: 2007
summary. Natl Health Stat Report.
2010(27):1–32.

3 IMS Health. Top therapeutic classes
by U.S. sales [Internet]. Norwalk
(CT): IMS Health; [last updated
2010 Apr 6; cited 2011 Jun 29].
Available from: http://www
.imshealth.com/deployedfiles/
imshealth/Global/Content/
StaticFile/Top_Line_Data/Top%
20Therapy%20Classes%20by%
20U.S.Sales.pdf

4 Mojtabai R. Increase in antidepres-
sant medication in the US adult
population between 1990 and 2003.
Psychother Psychosom. 2008;77(2):
83–92.

5 Mark TL, Levit KR, Buck JA. Data-
points: psychotropic drug prescrip-
tions by medical specialty. Psychiatr
Serv. 2009;60(9):1167.

6 Wang PS, Demler O, Olfson M,
Pincus HA, Wells KB, Kessler RC.
Changing profiles of service sectors
used for mental health care in the
United States. Am J Psychiatry.
2006;163(7):1187–98.

7 Druss BG. Rising mental health
costs: what are we getting for our
money? Health Aff (Millwood).
2006;25(3):614–22.

8 Fournier JC, DeRubeis RJ, Hollon
SD, Dimidjian S, Amsterdam JD,
Shelton RC, et al. Antidepressant

drug effects and depression severity:
a patient-level meta-analysis. JAMA.
2010;303(1):47–53.

9 Larson MJ, Miller K, Fleming KJ.
Treatment with antidepressant
medications in private health plans.
Adm Policy Ment Health. 2007;
34(2):116–26.

10 Andersohn F, Schade R, Suissa S,
Garbe E. Long-term use of anti-
depressants for depressive disorders
and the risk of diabetes mellitus. Am
J Psychiatry. 2009;166(5):591–8.

11 Centers for Disease Control and
Prevention. Ambulatory health care
data [Internet]. Atlanta (GA): CDC;
[last updated 2011 Jun 16; cited 2011
Jun 29]. Available from: http://
www.cdc.gov/nchs/ahcd.htm

12 Schneider D, Appleton L, McLemore
T. A reason for visit classification for
ambulatory care. Vital Health Stat 2.
1979;(78):i–vi, 1–63.

13 Druss BG, Marcus SC, Olfson M,
Tanielian T, Elinson L, Pincus HA.
Comparing the national economic
burden of five chronic conditions.
Health Aff (Millwood). 2001;20(6):
233–41.

14 Saarto T, Wiffen PJ. Antidepressants
for neuropathic pain. Cochrane
Database Syst Rev. 2007;17(4):
CD005454.

15 Leigh H, Steward D, Mallios R.
Mental health and psychiatry train-
ing in primary care residency pro-
grams: Part I: who teaches, where,
when, and how satisfied? Gen Hosp
Psychiatry. 2006;28(3):189–194.

16 Freeman VG, Rathore SS, Weinfurt
KP, Schulman KA, Sulmasy DP. Ly-

ing for patients: physician deception
of third-party payers. Arch Intern
Med. 1999;159(19):2263–70.

17 Pagura J, Katz LY, Mojtabai R, Druss
RG, Cox BG, Sareen J. Antidepres-
sant use in the absence of common
mental disorders in the general
population. J Clin Psychiatry. 2011;
72(4):494–501.

18 Eaton WW. Epidemiologic evidence
on the comorbidity of depression
and diabetes. J Psychosom Res.
2002;53(4):903–6.

19 Ziegelstein RC. Depression after
myocardial infarction. Cardiol Rev.
2001;9(1):45–51.

20 Kirsch I, Deacon BJ, Huedo-Medina
TB, Scoboria A, Moore TJ, Johnson
BT. Initial severity and antidepres-
sant benefits: a meta-analysis of data
submitted to the Food and Drug
Administration. PLoS Med. 2008;
5(2):e45.

21 Mojtabai R. Americans’ attitudes
toward psychiatric medications:
1998–2006. Psychiatr Serv. 2009;
60(8):1015–23.

22 Unützer J, Schoenbaum M, Druss
BG, Katon WJ. Transforming mental
health care at the interface with
general medicine: report for the
Presidents Commission. Psychiatr
Serv. 2006;57(1):37–47.

23 McNeil GN Jr. The collaboration
between psychiatry and primary care
in managed care. Psychiatr Clin
North Am. 2000;23(2):427–35, ix.

24 Mehrotra A, Forrest CB, Lin CY.
Dropping the baton: specialty refer-
rals in the United States. Milbank Q.
2011;89(1):39–68.

August 2011 30:8 Health Affairs 1441
Downloaded from HealthAffairs.org on January 13, 2020.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



25 Tanielian TL, Pincus HA, Dietrich
AJ, Williams JW Jr., Oxman TE,
Nutting P, et al. Referrals to psy-
chiatrists: assessing the communi-
cation interface between psychiatry
and primary care. Psychosomatics.
2000;41(3):245–52.

26 Zimmerman M, Galione J. Psychia-
trists’ and nonpsychiatrist physi-
cians’ reported use of the DSM-IV
criteria for major depressive disor-
der. J Clin Psychiatry. 2010;71(3):
235–8.

27 Bull SA, Hu XH, Hunkeler EM, Lee
JY, Ming EE, Markson LE, et al.
Discontinuation of use and switch-
ing of antidepressants: influence of

patient-physician communication.
JAMA. 2002;288(11):1403–9.

28 Hodgkin D, Parks Thomas C,
Simoni-Wastila L, Ritter GA, Lee S.
The effect of a three-tier formulary
on antidepressant utilization and
expenditures. J Ment Health Policy
Econ. 2008;11(2):67–77.

29 VanGeest J, Weiner S, Johnson T,
Cummins D. Impact of managed care
on physicians’ decisions to manipu-
late reimbursement rules: an
explanatory model. J Health Serv
Res Policy. 2007;12(3):147–52.

30 Van Voorhees BW, Fogel J, Houston
TK, Cooper LA, Wang NY, Ford DE.
Beliefs and attitudes associated with

the intention to not accept the di-
agnosis of depression among young
adults. Ann Fam Med. 2005;3(1):
38–46.

31 Gilbody S, Bower P, Fletcher J,
Richards D, Sutton AJ. Collaborative
care for depression: a cumulative
meta-analysis and review of longer-
term outcomes. Arch Intern Med.
2006;166:2314–21.

32 Chaudhry B,Wang J,Wu S, Maglione
M, Mojica W, Roth E, et al. System-
atic review: impact of health infor-
mation technology on quality, effi-
ciency, and costs of medical care.
Ann Intern Med. 2006;144:742–52.

ABOUT THE AUTHORS: RAMIN MOJTABAI & MARK OLFSON

Ramin Mojtabai is
an associate
professor at the
Johns Hopkins
Bloomberg School
of Public Health.

In this month’s Health Affairs,
Ramin Mojtabai and Mark Olfson
report on their study examining
trends in primary care physicians’
prescribing of antidepressants from
1996 to 2007. Overall, they found a
substantial increase in these
prescriptions by nonpsychiatrist
providers without an accompanying
psychiatric diagnosis. Their
findings, they say, underline the
need to better understand how and
why antidepressants are being so
widely prescribed for patients by
these providers in these settings.

The authors share a “keen
interest in understanding patterns
and trends in mental health
treatments in general medical
settings, where the bulk of mental
health care occurs,” says Mojtabai.
Their paper grew out of their
continuing interest in charting
antidepressant use in primary care
as a means of improving the
treatment of mental illness by
primary care doctors.

Mojtabai is an associate
professor at the Johns Hopkins
Bloomberg School of Public Health
and holds a joint appointment in
the Department of Psychiatry and
Behavioral Sciences at the Johns
Hopkins School of Medicine. He
has charted key trends in the
delivery of mental health services,
including the recent rise in
concurrent use of multiple
psychiatric medications and the
declining role of psychotherapy in
psychiatric practice in the United
States.
Mojtabai has a medical degree

from Tehran University of Medical
Sciences, in Iran, and a doctoral
degree in clinical psychology from
the University of Tulsa. He has
completed residency training in
psychiatry at Roozbeh Hospital in
Tehran and Beth Israel Hospital in
New York City and a postdoctoral
research fellowship at Columbia
University.

Mark Olfson is a
professor of clinical
psychiatry at
Columbia
University.

Olfson is a professor of clinical
psychiatry at Columbia University
and a mental health services
researcher and research
psychiatrist at the New York State
Psychiatric Institute. His research
focuses on patterns and trends in
the use of mental health services
and quality of care, with an
emphasis on the treatment of
patients with depression and other
severe mental disorders. He also
directs federally funded research
studies on the safety and
effectiveness of antipsychotics,
antidepressants, and stimulants in
the treatment of common mental
disorders in adults and children.
Olfson has a medical degree from

Northwestern University,
completed a psychiatric residency
at Yale University School of
Medicine, and has held a National
Institutes of Health postdoctoral
research fellowship in mental
health services research in a joint
program at Princeton and Rutgers
Universities.

Substance Abuse & Mental Health

1442 Health Affairs August 2011 30:8
Downloaded from HealthAffairs.org on January 13, 2020.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.


