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Abstract:  
Background: Major Depressive Disorder (MDD) is a prevalent mental condition that causes significant functional 
impairment and socioeconomic hardship, and prescription pattern studies are valuable for evaluating real-world 
antidepressant use and sensible prescribing methods. 
Objective: To assess the antidepressant prescribing pattern and medication utilization in MDD patients who visit 
a tertiary care teaching hospital's psychiatry outpatient department. 
Method: This retrospective, record-based observational study comprised 105 eligible prescriptions/case records 
from adult patients with MDD. A structured proforma was used to collect and analyze descriptive data on age, 
gender, marital and occupational status, income, comorbidities, antidepressant therapy, route of administration, 
fixed-dose combinations, generic prescribing, and prescribing from the National List of Essential Medicines 
(NLEM). 
Result:  The average age of the patients was 40.4 ± 6.0 years, with a little female predominance (50.48%). The 
majority of patients were single (53.33%), jobless (61.90%), and from low-income families (65.71%). 
Comorbidities were found in 24.76% of patients, with hypertension being the most prevalent. A total of 107 
antidepressants were prescribed in 105 prescriptions, with a mean of 1.02 antidepressants per prescription. 
Monotherapy was utilized by 98.10% of patients. The most often prescribed medicines were fluoxetine (32.71%) 
and citalopram (31.78%), showing a preference for SSRIs. NLEM drugs accounted for 60.00% of prescriptions, 
with generics accounting for just 10.48%. 
Conclusion: Antidepressant treatment was mostly sensible, with SSRI-based monotherapy and little 
polypharmacy; nonetheless, more generic prescribing is needed to promote cost-effective and rational medication 
usage in MDD care. 
Keywords: Antidepressant, prescription pattern, SSRIs, NLEM, MADRS. 
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Introduction 

Major depressive disorder (MDD) is one of the pri-
mary causes of disability among adults aged 15 to 
44 years [1]. The global point prevalence of MDD is 
estimated to be 298 million people, or 4.7% of the 
total population. Lifetime prevalence estimates vary 
by country, ranging from 3% in Japan to 17% in the 
United States. In 2013, it was projected that 15.7 
million persons aged 18 and above in the United 
States experienced at least one severe depressive ep-
isode in the previous year. This represents 6.7% of 
all US adults. In 2000, the entire economic burden 
of depressive illness in the United States was pro-
jected to be $83.1 billion, with direct medical ex-
penses of $26.1 billion (31%), workplace costs of 
$51.5 billion (62%), and suicide-related death costs 
of $5.4 billion (7%). 

People with MDD are undertreated. Only half of 
people diagnosed with MDD receive any therapy in 
a given year [2, 3]. Recently, the majority of MDD 
patients have been treated with medication, psycho-
therapy, or both. The first-line pharmacological al-
ternatives include selective serotonin reuptake in-
hibitors (SSRIs) and selective serotonin-norepi-
nephrine reuptake inhibitors (SNRIs) [4]. MAOIs 
and tricyclic antidepressants (TCAs) are two sec-
ond-line pharmacological alternatives. It is usual for 
treated people to utilise different antidepressants or 
antipsychotics concurrently. In a retrospective ex-
amination of Texas Medicaid data, 35% of patients 
taking an SSRI also obtained antianxiety or sleep 
drugs. According to a meta-analysis of 10 clinical 
trials, adjunct use of antipsychotics with antidepres-
sant therapy may result in greater remission than 
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adjunct use of placebo [5]. The impact of concurrent 
usage of antipsychotics, various antidepressants, in-
cluding SSRI/SNRIs, and TCAs on MDD treatment 
durability remains unknown. 

Patients with MDD are three times more likely to be 
noncompliant than nondepressed people. Improved 
adherence to antidepressant treatment may result in 
longer depression remissions, greater workplace 
productivity, and lower total expenditures [6]. Ad-
verse events and a lack of effectiveness are well-
known causes of poor antidepressant treatment per-
sistence. Suboptimal treatment results, such as no 
persistence, early drug termination, and antidepres-
sant prescription switching, are consistently related 
to increased health-care expenditures [7]. 

First-line pharmacological treatments for MDD in-
clude selective serotonin reuptake inhibitors, seroto-
nin norepinephrine reuptake inhibitors, mirtazapine, 
and bupropion. Approved antidepressants often take 
many weeks of continuous medication before pro-
ducing a clinical response. Furthermore, there is ev-
idence of poor effectiveness with monotherapy anti-
depressant alternatives [8], with a significant num-
ber of patients failing to react to first-line treatment 
[9,10]. In a large retrospective study that analysed 
treatment patterns within the first major depressive 
episode (MDE), less than 5% of patients persisted 
on their initial antidepressant regimen, and nearly 
half did not have adequate treatment duration (i.e., 
4-8 weeks) to assess a proper response; additionally, 
the majority of patients either discontinued treat-
ment or cycled through multiple antidepressants. 

Current US recommendations describe four critical 
treatment stages for managing MDD after a non-op-
timal response to pharmacotherapy: (1) dose optimi-
sation to maximise therapeutic benefit, (2) therapy 
switch (i.e., discontinuing the current pharmacother-
apy in favour of an alternative pharmacotherapy), 
(3) combination therapy (i.e., adding a second anti-
depressant drug to the initial one), or (4) augmenta-
tion therapy (i.e., supplementing the initial antide-
pressant drug with a non-antidepressant pharma-
cotherapy) [11,12]. therapy regimens provided in 
the real world do not necessarily adhere to practice 
standards or on-label therapy for MDD. Several var-
iables impact therapeutic decisions, including safety 
and tolerability, adherence, and patient-physician re-
lations [13]. Nonetheless, identifying the most ap-
propriate medication for each patient as early as fea-
sible remains a significant issue and a barrier to im-
proving long-term treatment results in MDD [14]. 

Enhancing treatment accessibility and selecting the 
most appropriate therapeutic options are crucial for 
healthcare decision-makers, and economic evalua-
tions play a vital role in guiding these decisions. 
Hence, the present study aimed to analyze antide-
pressant prescription patterns among individuals di-
agnosed with depressive disorder visiting the 

psychiatry outpatient department (OPD) at a tertiary 
care hospital. 

Methodology  

Study Design: This retrospective, record-based ob-
servational research examined the prescribing pat-
tern of antidepressant medicines in individuals diag-
nosed with Major Depressive Disorder (MDD). The 
methodological framework was adapted from the 
base paper, which examined antidepressant pre-
scribing patterns and drug utilization indicators in a 
tertiary care psychiatry outpatient setting; however, 
the current study was designed as a retrospective 
prescription audit using available case records and 
prescriptions. 

Study Area 

The study was carried out at the Department of Psy-
chiatry, Netaji Subhas Medical College and Hospi-
tal, Bihta, Patna, Bihar, India. 

Study Duration: The study was conducted over a 
period of one Year, from December 2022 to Novem-
ber 2023. 

Sample Size: The research comprised 105 prescrip-
tions/case records from individuals with Major De-
pressive Disorder who met the qualifying require-
ments. The sample included all qualifying records 
available throughout the study period, resulting in 
the final dataset for analysis. The accompanying 
data sheet showed 105 prescriptions, 107 antidepres-
sant pills, and an average of 1.02 antidepressants per 
prescription. 

Study Population: The research population con-
sisted of adult patients with Major Depressive Dis-
order (MDD) who visited the psychiatry OPD and 
were prescribed at least one antidepressant medica-
tion. The data were examined for socio-demo-
graphic information, comorbidities, prescription de-
tails, type of antidepressant medication, mode of ad-
ministration, generic prescriptions, fixed-dose com-
binations, and prescribing from the National List of 
Essential Medicines (NLEM). 

Inclusion Criteria 

• Records of patients aged 18 and above. 
• Patients diagnosed with Major Depressive Dis-

order in the Psychiatry Outpatient Department. 
• Records in which at least one antidepressant 

medication has been prescribed. 
• Records provide sufficient demographic infor-

mation, diagnostic, and medication details for 
analysis. 

Exclusion Criteria 

• Records containing incomplete or missing pre-
scription information.  

• Records with an uncertain diagnosis or diagno-
ses other than Major Depressive Disorder.  
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• Duplicate records or prescriptions from a single 
visit.  

• Antidepressants were administered for indica-
tions other than MDD.  

• Illegible prescriptions and documents with doc-
umentation mistakes hampered thorough analy-
sis. 

Data Collection: Data was gathered retrospectively 
from OPD prescriptions, patient case records, and 
accessible hospital medical records using a pre-de-
signed data collecting proforma. The variables col-
lected included age, gender, marital status, occupa-
tional status, income status, social habits, comorbid-
ities, prescribed type of antidepressant, monother-
apy or combination therapy, route of administration, 
use of fixed-dose combinations (FDCs), generic pre-
scribing, and NLEM status. This data collecting 
strategy was similar with that of the original paper, 
which used a standardised proforma to record demo-
graphic information, prescription medicines, and 
WHO core prescribing indicators. 

Study Procedure: After identifying relevant rec-
ords from the Psychiatry OPD, case records and 
medications were vetted using specified inclusion 
and exclusion criteria. Relevant demographic and 
clinical information were retrieved and recorded in 
a structured data sheet. Antidepressant prescriptions 
were then examined for frequency of use, therapeu-
tic pattern (monotherapy/combination therapy), 
method of administration, generic name prescribing, 
usage of fixed-dose combinations, and compliance 

with NLEM. Prior to statistical analysis, the final da-
taset was cross-checked for completeness. 

Statistical Analysis: The data obtained was im-
ported into Microsoft Excel and analyzed with SPSS 
version 25.0 or a similar statistical package. Contin-
uous values were reported as mean ± SD, and cate-
gorical variables as frequency and percentage. Drug 
utilization parameters were examined descriptively. 
The average number of antidepressant pills per pre-
scription was determined by dividing the total num-
ber of antidepressant drugs dispensed by the total 
number of prescriptions analyzed; in the current 
study, this figure was 1.02. Prescription indicators 
such as FDC usage, generic prescribing, injectable 
use, dosage form documentation, and NLEM pre-
scribing were all summarized. The basis study also 
employed SPSS version 25, descriptive statistics, 
and WHO core drug-use indicators for prescription 
analysis. 

Result 

Table 1 shows data from 105 individuals with Major 
Depressive Disorder, with an average age of 40.4 ± 
6.0 years. The gender breakdown was nearly equal, 
with a little female majority (50.48%). The majority 
of patients were single (53.33%), jobless (61.90%), 
and from low-income families (65.71%). Co-mor-
bidities were present in 24.76% of patients, with hy-
pertension being the most frequently linked ailment. 
The majority of patients (98.10%) got monotherapy, 
primarily orally (71.43%), and 60.00% of the pre-
scription medications were from the NLEM.

 
Table 1: Sociodemographic and clinical characteristics of the patients 

Parameters Number of Patients (N = 105) Percentage (%) 
Age (years), mean ± SD 40.4 ± 6.0 — 
Sex 
Female 53 50.48 
Male 52 49.52 
Marital status 
Single 56 53.33 
With partner 49 46.67 
Professional status 
Employed 40 38.1 
Unemployed 65 61.9 
Income status 
Low 69 65.71 
Medium 26 24.76 
High 10 9.52 
Social habit 
Alcoholic 15 14.29 
Smoker 11 10.48 
Presence of co-morbidities 
Yes 26 24.76 
No 79 75.24 
Co-morbidities 
Hypertension 15 14.29 
Migraine 8 7.62 
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Parkinson’s disease 2 1.9 
Epilepsy 1 0.95 
Antidepressant therapy prescription 
Monotherapy 103 98.1 
Combination therapy 2 1.9 
Route of administration 
Oral 75 71.43 
Injectable 28 26.67 
Other / PRN 2 1.9 
NLEM 
Yes 63 60 
No 42 40 

 
Table 2 shows that 105 prescriptions were analyzed, 
comprising 107 antidepressant medicines, with an 
average of 1.02 antidepressants per prescription, 
showing minor polypharmacy. Only 1.90% of pre-
scriptions included fixed-dose combinations, but the 
dosage form was specified in all prescriptions 
(100%). Drugs from the NLEM accounted for 

60.0% of prescriptions, whereas only 10.48% were 
prescribed by generic name. Injectable medications 
were administered in 26.67% of instances, indicat-
ing that while oral treatment predominated, injecta-
ble formulations were also utilized in a significant 
number of patients.

 
Table 2: Analysis of antidepressant prescriptions based on WHO core drug use indicators 

Drug Use Indicators Results of Analysis 
Total number of prescriptions analyzed 105 
Total number of antidepressant drugs prescribed 107 
Average number of antidepressant medicines per prescription 1.02 
Prescriptions containing FDC 2 (1.90%) 
Percentage of prescriptions with dosage form mentioned 100% 
Prescriptions from NLEM (2022) 63 (60.00%) 
Prescriptions written with generic name 11 (10.48%) 
Prescriptions containing injectable drugs 28 (26.67%) 

 
Table 3 shows that of the 107 antidepressant medi-
cines administered, fluoxetine (32.71%) was the 
most regularly used, followed by citalopram 
(31.78%). Amitriptyline was the most commonly 
prescribed medicine (10.28%), followed by imipra-
mine, escitalopram, and sertraline (5.61% each). 

Paroxetine was administered in 4.67% of instances, 
whereas the clonazepam + fluoxetine combination 
was utilized in just 1.87%. Overall, the prescription 
pattern indicated a definite preference for SSRIs.

 
Table 3: Antidepressant drug usage pattern 

Drug Name Frequency Percentage (%) 
Fluoxetine 35 32.71 
Citalopram 34 31.78 
Amitriptyline 11 10.28 
Imipramine 6 5.61 
Escitalopram 6 5.61 
Sertraline 6 5.61 
Paroxetine 5 4.67 
Clonazepam + Fluoxetine 2 1.87 
Others 2 1.87 
Total 107 100 

 
Discussion 

In the current study, patients had a mean age of 40.4 
± 6.0 years, with nearly equal gender distribution. 
However, Seema et al. found a somewhat lower 
mean age of 39.5±12 and a greater number of female 
patients (68.2%). The present study indicated that a 

larger number of patients were low-income, jobless, 
and single, which is consistent with earlier findings. 
Prescription trends are studied to determine pharma-
ceutical consumption practices in the actual world 
[15]”. 
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The burden of sickness caused by mental and behav-
ioral problems is significant, but traditional public 
health statistics continue to underrepresent it. Some 
psychotropics are among the most regularly utilized; 
their usage poses a significant public health risk. 
However, there is currently inadequate information 
regarding psychotropic drug usage in central India's 
population; the study was conducted to determine 
the morbidity pattern of mental disorders as well as 
prescribing patterns for psychotropic drugs in our 
hospital. 

The average number of psychotropic medicines per 
prescription was 1.02, which is consistent with other 
research' findings of 2 to 3.3 drugs per prescription 
[16,17]. Psychiatric polypharmacy is defined as the 
simultaneous prescription of two or more psychiat-
ric drugs (of the same chemical class or pharmaco-
logic activities) to treat the same illness [18]. In our 
survey, more than 95% of prescriptions had 1-3 
medicines, with only 4% containing four or more. 
These data indicate a low rate of polypharmacy. It is 
recommended to limit the number of medications 
per prescription as much as possible since polyphar-
macy increases the risk of drug interactions, hospital 
costs [19], and prescribing mistakes [20]. Prescrip-
tions with the generic name were only 28.75%, indi-
cating that brand names are popular among medical 
practitioners, which contradicts the WHO standards, 
which list generic prescription as one of the markers 
for rational prescribing. Generic medicine prescrib-
ing also makes therapy more affordable for patients. 

In the current investigation, whereas all prescrip-
tions indicated medication dosage forms, only 10% 
were written using generic names. In contrast, Thak-
kar et al. found significantly higher rates (76.01) of 
generic prescription. According to the current sur-
vey, the majority of prescriptions (59.91%) were 
based on NLEM. Similarly, another study found that 
pharmaceuticals on the Indian and WHO essential 
medicines lists were widely used. NLEM’s major 
goal is to guarantee that medications are used ration-
ally by focusing on cost effectiveness, safety, and 
efficacy [21]. 

The current retrospective prescription audit shows 
that antidepressant use in patients with Major De-
pressive Disorder was primarily rational and con-
servative, as evidenced by the very low average 
number of antidepressants per prescription (1.02) 
and the overwhelming preference for monotherapy 
(98.1%). This implies that prescribers in the psychi-
atric OPD preferred single-drug treatment options, 
reducing needless polypharmacy and its associated 
risks such as medication interactions, side effects, 
prescription mistakes, and increased treatment costs. 
This study's sociodemographic profile, including a 
mean age of 40.4 ± 6.0 years, a slight female pre-
ponderance, and a greater proportion of unmarried, 
jobless, and low-income patients, suggests that de-
pression is more prevalent among socially and 

economically vulnerable populations. Furthermore, 
the prevalence of comorbidities in roughly a quarter 
of patients, particularly hypertension and migraine, 
emphasizes the importance of careful individualized 
medicine selection in clinical practice. Overall, 
these findings are compatible with the study's goal 
of analyzing real-world antidepressant use, and they 
demonstrate a prescription pattern that is broadly 
consistent with a controlled and clinically careful 
approach in a tertiary care hospital. 

Another significant result from the study was the ev-
ident prevalence of SSRIs, with fluoxetine (32.71%) 
and citalopram (31.78%) being the most regularly 
prescribed antidepressants, whereas tricyclic antide-
pressants such as amitriptyline and imipramine were 
used less frequently. This trend is clinically signifi-
cant since SSRIs are often recommended as first-line 
treatments in MDD due to their superior tolerability, 
safety, and acceptance when compared to earlier an-
tidepressants. Although oral delivery was the most 
common route, the use of injectable medications in 
more than one-fourth of prescriptions warrants addi-
tional investigation to establish whether they were 
clinically warranted. Taken together, the findings in-
dicate that, while antidepressant prescribing in this 
setting broadly follows accepted therapeutic trends, 
there is still room for improvement in generic pre-
scribing, essential medicine compliance, and further 
optimization of rational pharmacotherapy in MDD 
management. 

Conclusion 

The current study found that prescribing antidepres-
sants in patients with Major Depressive Disorder at 
a tertiary care psychiatry outpatient department was 
largely rational, with a strong preference for mono-
therapy (98.1%) and a very low average of 1.02 an-
tidepressants per prescription, indicating minimal 
polypharmacy. The prescribing pattern revealed a 
clear predominance of selective serotonin reuptake 
inhibitors (SSRIs), particularly fluoxetine (32.71%) 
and citalopram (31.78%), implying that clinicians 
overwhelmingly preferred antidepressants with bet-
ter tolerability and established first-line utility in the 
treatment of MDD. The majority of prescriptions 
were taken orally, and 60% of medications were pre-
scribed, indicating satisfactory compliance with es-
sential medical principles. However, the proportion 
of generic prescribing was low (10.48%), indicating 
a significant opportunity for improvement in en-
couraging cost-effective and sensible medication us-
age. Overall, the data suggests that antidepressant 
use in this scenario was usually prudent and accepta-
ble, albeit continuing prescription auditing and a 
stronger emphasis on generic prescriptions may im-
prove the pharmacological therapy of Major Depres-
sive Disorder. 

 

 



 

International Journal of Pharmaceutical Quality Assurance                   e-ISSN: 0975-9506, p-ISSN: 2961-6093 

Singh et al.                                                                                    International Journal of Pharmaceutical Quality Assurance 

720 

References  

1. Substance Abuse and Mental Health Services 
Administration. Results from the 2013 National 
Survey on Drug Use and Health: Summary of 
national findings. NSDUH Series H-48, HHS 
Publication No.(SMA) 14-4863. 2014 Sep 
10:1-43. 

2. Kocsis JH, Gelenberg AJ, Rothbaum B, Klein 
DN, Trivedi MH, Manber R, Keller MB, How-
land R, Thase ME. Chronic forms of major de-
pression are still undertreated in the 21st cen-
tury: systematic assessment of 801 patients pre-
senting for treatment. Journal of affective disor-
ders. 2008 Sep 1;110(1-2):55-61. 

3. Gelenberg AJ, Freeman MP, Markowitz JC, 
Rosenbaum JF, Thase ME, Trivedi MH, Van 
Rhoads RS. American Psychiatric Association 
practice guidelines for the treatment of patients 
with major depressive disorder. Am J Psychia-
try. 2010;167(Suppl 10):9-118. 

4. Solem CT, Shelbaya A, Wan Y, Deshpande 
CG, Alvir J, Pappadopulos E. Analysis of treat-
ment patterns and persistence on branded and 
generic medications in major depressive disor-
der using retrospective claims data. Neuropsy-
chiatric Disease and Treatment. 2016 Oct 
25:2755-64. 

5. Papakostas GI, Shelton RC, Smith J, Fava M. 
Augmentation of antidepressants with atypical 
antipsychotic medications for treatment-re-
sistant major depressive disorder: a meta-analy-
sis. Journal of Clinical Psychiatry. 2007 Jun 
1;68(6):826-31. 

6. Wade AG, Häring J. A review of the costs asso-
ciated with depression and treatment noncom-
pliance: the potential benefits of online support. 
International Clinical Psychopharmacology. 
2010 Sep 1;25(5):288-96. 

7. Ruhé HG, Huyser J, Swinkels JA, Schene AH. 
Switching antidepressants after a first selective 
serotonin reuptake inhibitor in major depressive 
disorder: a systematic review. Journal of Clini-
cal Psychiatry. 2006 Dec 1;67(12):1836-55. 

8. Rush AJ, Trivedi MH, Wisniewski SR, Nieren-
berg AA, Stewart JW, Warden D, Niederehe G, 
Thase ME, Lavori PW, Lebowitz BD, McGrath 
PJ. Acute and longer-term outcomes in de-
pressed outpatients requiring one or several 
treatment steps: a STAR* D report. American 
Journal of Psychiatry. 2006 Nov;163(11):1905-
17. 

9. Warden D, Rush AJ, Trivedi MH, Fava M, 
Wisniewski SR. The STAR* D Project results: 
a comprehensive review of findings. Current 
psychiatry reports. 2007 Dec;9(6):449-59. 

10. Culpepper L, Muskin PR, Stahl SM. Major de-
pressive disorder: understanding the signifi-
cance of residual symptoms and balancing 

efficacy with tolerability. The American journal 
of medicine. 2015 Sep 1;128(9):S1-5. 

11. Madhukar H T, Ella J D. Treatment strategies to 
improve and sustain remission in major depres-
sive disorder. Dialogues in clinical neurosci-
ence. 2008 Dec 31;10(4):377-84. 

12. Papakostas GI. Managing partial response or 
nonresponse: switching, augmentation, and 
combination strategies for major depressive dis-
order. Journal of Clinical Psychiatry. 2009 Jan 
1;70(Suppl 6):16-25. 

13. Garcia-Toro M, Medina E, Galan JL, Gonzalez 
MA, Maurino J. Treatment patterns in major de-
pressive disorder after an inadequate response 
to first-line antidepressant treatment. BMC psy-
chiatry. 2012 Sep 18;12(1):143. 

14. Gartlehner G, Gaynes BN, Amick HR, Asher G, 
Morgan LC, Coker-Schwimmer E, Forneris C, 
Boland E, Lux LJ, Gaylord S, Bann C. Non-
pharmacological versus pharmacological treat-
ments for adult patients with major depressive 
disorder. 

15. Tripathi A, Avasthi A, Desousa A, Bhagabati 
D, Shah N, Kallivayalil RA, Grover S, Trivedi 
JK, Shinfuku N. Prescription pattern of antide-
pressants in five tertiary care psychiatric centres 
of India. Indian Journal of Medical Research. 
2016 Apr 1;143(4):507-13. 

16. Lahon K, Shetty H, Paramel A, Sharma G. A 
retrospective drug utilization study of antide-
pressants in the psychiatric unit of a tertiary care 
hospital. J Clin Diagn Res. 2011 Oct;5(5):1069-
75. 

17. Rittmannsberger H, Meise U, Schauflinger K, 
Horvath E, Donat H, Hinterhuber HJ. Polyphar-
macy in psychiatric treatment. Patterns of psy-
chotropic drug use in Austrian psychiatric clin-
ics. European Psychiatry. 1999 Mar;14(1):33-
40. 

18. Kukreja S, Kalra G, Shah N, Shrivastava A. 
Polypharmacy in psychiatry: a review. Mens 
sana monographs. 2013 Jan;11(1):82. 

19. Atanasova I, Terziivanov D. Investigation on 
antibiotics in a hospital for a one-year period. 
International journal of clinical pharmacology 
and therapeutics. 1995 Jan 1;33(1):32-3. 

20. Pradhan SC, Shewade DG, Tekur U, Zutshi S, 
Pachiappan D, Dey AK, Adithan C, 
Shashindran CH, Bapna JS. Changing pattern of 
antimicrobial utilization in an Indian teaching 
hospital. International Journal of Clinical Phar-
macology, Therapy, and Toxicology. 1990 Aug 
1;28(8):339-43. 

21. Thakkar KB, Jain MM, Billa G, Joshi A, 
Khobragade AA. A drug utilization study of 
psychotropic drugs prescribed in the psychiatry 
outpatient department of a tertiary care hospital. 
Journal of clinical and diagnostic research: 
JCDR. 2013 Dec 15;7(12):2759.

 




