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Background. Primary care physicians often do not doc-
ument a psychiatric diagnosis when prescribing psycho-
tropic medications. Recent literature suggests the po-
tential benefit of tricyclic antidepressants (TCASs) in a
number of nonpsychiatric conditions (low back pain,
peptic disease, fibrositis, headache, peripheral neuropa-
thy, rheumatoid disease, and irritable colon).

Methods. Data from the 1985 National Ambula-
tory Medical Care Survey (NAMCS) were used to cat-
egorize the primary diagnoses given during office visits
in which tricyclic antidepressants were prescribed.
Comparisons were made across specialties.

Results. Primary care physicians prescribed tricyclic
antidepressants in 1% of all visits (an estimated
2,892,000 visits per year). Whereas 50% of these visits
at which TCAs were prescribed were for documented
psychiatric illnesses or conditions, 15% were for nonpsy-

Although tricyclic antidepressants (TCASs) were first syn-
thesized in the latter part of the 19th century, it was not
until the late 1940s that their pharmacologic properties
were investigated, and only as recently as 1958 that
Kuhn described the antidepressant properties of imipra-
mine.12 Currently, the only uses for which the US Food
and Drug Administration (FDA) has approved drugs in
this class are for the treatment of depression, anxiety,
mixed anxiety and depression, and childhood enuresis
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chiatric TCA-responsivc conditions. The majority of vdts
by patients with these disorders were to primary care
physicians. The pattern of TCA prescribing for these ds-
orders by primary care physicians parallels that of other
medical specialties except that primary care physicians
prescribed TCAs for nonpsychiatric TCA-responsive ds
orders less frequently dtan did other medical specialists.

Conclusions. When nonpsychiatric TCA-responsive
disorders are included, primary care physicians docunent
with appropriate diagnoses 15% more of their TCA pre-
scriptions than previous studies have indicated. An undk-
standing of the 35% of TCA prescriptions that do not
show proper documentation will require further study
and information not available from the NAMCS.

Key words. Primary health care; antidepressive
agents, tricyclic; comparative study; family practice;
internal medicine. / Bam Pract 1991; 33:24-32.

(imipramine only).3 There are other psychiatric dag
noses that have been reported to respond to TCAs: mic
disorder, agoraphobia, obsessive-compulsive disorcers,
chronic pain syndromes, and bulimia.4 Recent reviews#
have indicated that TCA medications may also be sl
in a number of nonpsychiatric disorders that are com
monly seen in primary care settings.

A large and consistent body of literature suggests
that TCAs may have specific beneficial effects in te
following: peptic ulcer disease,7 10 irritable bowel syn
drome,511 muscle contraction headache,6-12 migraire
headache prophylaxis,46-13 urinary incontinence in
adults,45-14 insomnia,15 chronic pain syndromes, 4164
chronic pelvic pain,20 chronic low back pain,21-26 e
matic pain,627-29 fibrositis and fibromyalgia s
dromes,30-3L and neuropathic pain.6-32-33

The more esoteric and least well documented usesd
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TCAdrugs in nonpsychiatric disorders include the treat-
ment of intractable hiccups,34 aphthous ulcers,35 obstruc-
tive sleep apnea,36 heat and cold urticaria,37 interstitial
cystitis,3 irritative urinary symptoms in multiple sclero-
sis® resdess legs syndrome in Parkinson’s disease,40
chronic neurotic excoriations,41 and the neurologic man-
ifestations of ciguatera fish poisoning caused by the in-
gestion offish contaminated with toxins produced by the
dinoflagellate Gambierdiscus toxicusd2

The psychotropic drug-prescribing habits of pri-
mary care physicians have been described in several re-
ports over the past decade.43-46 In 1980 the majority of
ambulatory visits during which prescriptions for antide-
pressants were written were made to the offices of
nonpsychiatrist physicians (55.7% primary care physi-
cias and 13.1% other specialists).44 Analyses from the
1980 National Ambulatory Medical Care Survey4344'46
indicated that a mental disorder was diagnosed in 57% to
5% of the visits to primary care physicians at which
TCAs were prescribed. One recent report based on the
1985 NAMCS46 stated that 55% of the prescriptions for
TCAs written by primary care physicians were for diag-
nosed mental disorders.

All of these reports43-46 suggest that a large propor-
tion of TCA prescriptions written by primary care phy-
sicians were not for psychiatric disorders. One possible
explanation is that some of these prescriptions were for
nonpsychiatric TCA-responsive disorders.

Wells et al47 conducted a prospective quality of care
evaluation of the use of antidepressants by primary care
physicians that supports this idea. Their definition of a
clinical indication for a TCA included not only affective
disorders, but signs and symptoms of depression and
chronic pain syndromes such as migraine or neuropathy.
In their study of 50 patients in 16 academic internal
medicine practices, they found that prescriptions for
TCAs had been properly documented in all cases. The
highrate o f proper documentation may be attributable to
inclusion of nonpsychiatric disorders, but as Wells et al
pointed out, it may also be biased by the training setting
inwhich these physicians practiced.

In reference to primary care physicians prescribing
TCAs for nonmental disorder diagnoses, Jencks43 stated
ofthe 1980 NAMCS that “analysis of diagnoses does not
suggest other specific [nonpsychiatric] diagnoses that
would account for the treatments.” Little detail is given
on how this analysis was conducted, yet it calls into
question the role of nonpsychiatric disorders in these
statistics.

In this article, we expanded on the work of Schur-
menet al, 48 Jencks,43 and Larson et al46 by not restricting
°ur comparisons just to psychiatrists vs nonpsychiatrists,
orto psychiatrists vs primary care physicians, or to men-
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tal disorders vs nonmental disorders. Instead, our analy-
ses included relevant nonprimary care medical specialists
who have high rates of prescribing TCA drugs (neurol-
ogists, gastroenterologists, and rheumatologists), and
nonmental disorder diagnoses were broken down into
categories that reflect the possibility that some of these
diagnoses are more likely than others to be treated with
antidepressants. The rates of TCA prescriptions for these
categories of diagnoses were compared across specialties,
and then their contribution to the overall rate of TCA
prescribing for each specialty was assessed. We uncov-
ered relationships that may have been hidden by lumping
specialties or disorders, as has been done in past studies,
and we reassessed previous conclusions about the degree
to which an appropriate diagnosis is recorded for each
TCA prescription made by a primary' care physician.

Methods

The Sample

The National Ambulatory Medical Care Survey
(NAMCS) is a nationwide survey of the use of ambula-
tory medical services in the United States that is con-
ducted by the National Center for Health Statistics.
Surveys were conducted in 1973, yearly from 1975
through 1981, and again in 1985.49

The sample for the 1985 NAMCS, which was used
in this paper, was composed of all physicians for whom
the American Medical Association and American Osteo-
pathic Association had files as of December 31, 1984,
who were nonfederally employed, office based, and prin-
cipally engaged in patient care. Physicians in the special-
ties of anesthesiology, pathology, and radiolog}' were
excluded from the survey.49

The NAMCS employed a multistage probability
design that involved probability sampling of primary
sampling units (eg, counties or standard metropolitan
statistical areas), physician practices within primary sam-
pling units, and patient visits within practices.49

Diagnosis Categories

The NAMCS data contained the principal diagnosis
made by the physician for each patient visit. The princi-
pal diagnosis was defined as the physician’s best assess-
ment of the diagnosis associated with the patient’s prin-
cipal complaint.49 The principal diagnosis was coded by
trained NAMCS coders according to the International
Classification of Diseases, 9th Revision, Clinical Modifi-
cation (ICD-9-CM).50 In our study the ICD-9-CM
codes were used to construct 92 diagnosis clusters based
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on the work of Schneeweiss et al.51 The diagnosis clusters
were combined into six categories: (1) 4 psychiatric
illness clusters (nonpsychotic depression, anxiety neuro-
ses; schizophrenia and affective psychoses; personality
disorders; and alcoholism); (2) 29 acute and self-limiting
illness clusters (eg, acute upper respiratory infections;
acute lacerations, contusions, or abrasions; urinary tract
infections); (3) 23 chronic medical condition clusters
(eg, hypertension, ischemic heart disease, diabetes melli-
tus); (4) 25 indeterminant conditions, which might be
chronic or acute depending on the presentation (eg,
dermatitis and eczema, hemorrhoids, bursitis); (5) 7
nonpsychiatric disorder clusters that were believed to be
responsive to TCAs based on a review of the literature;
and (6) aresidual category of 5 “other” diagnosis clusters
(eg, medical and surgical aftercare, general medical ex-
amination, diagnoses not in a Schneeweiss cluster).

The diagnosis clusters within the TCA-responsive
category were low back pain diseases and syndromes
(excluding acute strains), peptic disease, fibrositis, myal-
gia, arthralgia, headaches, peripheral neuropathy (neuri-
tis), rheumatoid disease, and irritable colon. Most of
these diagnoses are not purely nonpsychiatric and may
often be accompanied by an Axis | diagnosis such as a
“psychological factor affecting physical condition”
(316.00 in the multiaxial system of the Diagnostic and
Statistical Manual of Mental Disorders, Third Edition-
Revised [DSM-111-R]).52 The term nonpsychiatric was
used to indicate primary diagnoses for these seven diag-
nosis clusters that are on Axis 111 (Physical Disorders and
Conditions) according to the DSM-III-R.

Medical Specialties

We restricted our analyses of prescribing habits to those
specialties that would be most likely to prescribe TCAs.
These were psychiatry (includes hypnosis, psychoanal-
ysis, and psychosomatic medicine), primary care (family
practice, general practice, and internal medicine), and
those medical specialties most likely to see patients with
the nonpsychiatric TCA-responsive clusters listed above
(gastroenterology, neurology, and rheumatology). Be-
cause of the instability of estimates that resulted from
small numbers of encounters in each category, general
practice, family practice, and internal medicine were
combined into one primary care group for most of the
analyses.

Definition of Tricyclic Antidepressant Visit

The NAMCS encounter form permitted the physician to
record up to five medications that were prescribed during
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each patient visit, and to indicate which medications
were prescribed for the principal diagnosis for the visit A
“tricyclic antidepressant visit” was the term used for ay
visit in which the physician indicated that a TCA kd
been prescribed for the principal diagnosis. The TCf
identified in the 1985 NAMCS included amitriptyline,
amoxapine, desipramine, doxepin, imipramine, nortrip-
tyline, protryptiline, trimipramine, and a combination of
amitriptyline and perphenazine. Trazodone and ngao
tiline, though not actually TCAs, were included in tis
group because of their similar use and actions.

Monoamine oxidase inhibitors were excluded fran
the study because they were rarely used by primary ae
physicians in the 1985 NAMCS sample (less than 26d
all antidepressant prescriptions by these specialists), ad
there was little in the literature to suggest that they wae
used in the treatment of these disorders.

Newer antidepressants such as fluoxetine hydrochlo-
ride and bupropion hydrochloride were not in use at tre
time of the survey.

Analysis

Based on the sampling design, weights were computedio
allow extrapolation to unbiased national estimates. Com
putation procedures had three components that adusted
for the sampling design: (1) inflation by reciprocals
sampling probabilities, (2) adjustment for nonresponse,
and (3) ratio adjustment.49

The National Center for Health Statistics comsickers
an estimate to be unreliable if it has a relative stancard
error (RSE) over 30%.49 The RSE is the percentage d
the estimate represented by the standard error. Wherever
the RSE exceeds 30%, this is indicated in the tde
footnote. In all of the tables, the number of visits isan
estimate projected to the total number of visits ration+
ally, and the percentages are weighted.

Results

The 1985 NAMCS survey involved 2879 physicians in
the United States and 71,594 patient encounters.4Tre
data for this study were derived from 60,620 office vdts
made by persons aged 16 years and older during te
period March 1985 through February 1986.

Table 1 displays the weighted percent distributions
for the age, race, and sex of the patients; the specialty o
the physician; and the diagnostic groupings of the pi-
mary diagnoses for the 60,620 patient visits. The lagst
number of office visits were to primary care physiciars,
and the weighted percentage of visits for nonpsychiatnc
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Table 1. Demographic Characteristics, Physician Specialty,
and Diagnosis Category for Office Visits by Patients 16 Years
and Older (from the 1985 National Ambulatory Medical

Care Survey)

National Estimates*
(N = 511,252,000)

Variable Weighted Percent
Age(V)
16-39 41
40-64 34
65+ 25
Sex
Male 36
Female 64
Race
White 90
Black 8
Asian/Pacific 1
Native American 1

Physician specialty

Primary care 46
Psychiatry

Gastroenterology

Neurology' 1
Rheumatology

Other specialty 49

Principal diagnosis category

Psychiatric 4
Nonpsychiatric TCA-responsive 5
Acute 23
Chronic 20
Indeterminant 14
Other 34

*Based on a sample 060,620 encounters.
Note: Percentages may total more than 100% owing to rounding.

TCA-responsive clusters was greater than the percentage
of psychiatric visits.

Table 2 demonstrates the rate of TCA prescriptions
by specialty for all diagnoses and by diagnosis category.
For example, the rate of TCA prescriptions written by
primary care physicians for all diagnosis categories was
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only 1% of all visits, whereas 24% of all primary care
patients with a psychiatric diagnosis as the primary' diag-
nosis for their office visit received a TCA prescription or
renewal. The next highest frequency of TCA prescribing
by primary care physicians was for the TCA-responsive
diagnostic category (3%). The rate of visits during which
TCAs were prescribed by primary care physicians was
much lower for the acute, chronic, indeterminant, and
other diagnostic categories. Similar rates of prescribing
TCASs were seen for each of the primary care specialties
when they were broken down into family practice, gen-
eral practice, and internal medicine.

For comparison, the overall rate of TC A prescribing
by psychiatrists was 21% of visits, with a rate 0f23% for
those visits with a clearly psychiatric diagnosis. Evalua-
tion ofthe TCA-prescribing habits for other specialties is
limited by the unstable estimates resulting from small
numbers of patient visits to these specialists in this
NAMCS sample. The overall rate of TCA prescribing by
other medical specialists, however, appears to have been
higher than that of primary care specialists. Neurologists
had the second highest overall rate of TCA prescribing
after psychiatrists, and the highest rate of prescribing
TCAs for patients with psychiatric disorders of all the
specialties (40%). Gastroenterology' and neurology' spe-
cialists were most likely to prescribe TCA drugs for a
patient with a diagnosis in the TCA-responsive category.

Table 3 shows the percentage distribution of visits at
which TCAs were prescribed across diagnosis categories
for each of the nonpsychiatric specialty groups studied.
Halfofthe TCA prescriptions by primary care physicians
were written for documented psychiatric diagnoses, and
an additional 15% were for TCA-responsive conditions.
When the data are further broken down into the three
primary care specialties studied, the numbers are quite
similar, with a TCA-prcscription rate for psychiatric con-
ditions of 54% for family physicians, 40% for general
practitioners, and 52% for internists. The estimates for

Table 2. Percentage of Visits to Five Specialty Groups at Which a Tricyclic Antidepressant Was Prescribed, by

Diagnosis Category

Primary Care Psychiatry
Diagnosis Category (n = 232,992)* (n = 16,038)
Psychiatric 24 23
Nonpsychiatric 3 0
TCA-responsive

Acute <1t 0
Chronic 1 0
Indeterminant <t 0
Other 1 12t

All diagnoses 1 21

Number ofvisits in thousandsfor each specialty.
mUnstable estimate, relative standard error >30%.
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Gastroenterology' Neurology Rheumatology
(n = 4,610) (n = 4,455) (n = 4,274)
0 40t 0
lit 12t 2t
0 9t 0
0 It 3t
It 3t 0
<lIt 6t 0
2t 7t It
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Table 3. Percentage of All Visits at Which Tricyclic Antidepressants Were Prescribed by Each of Four Specialty Groups and bv

Diagnosis Category

Diagnosis Category Primary Care

Psychiatric 50

Nonpsychiatric 15
TCA-responsive

Acute 5*

Chronic 11

Indeterminant 4*

Other 16

+ Unstable estimates, relative standard error >30%.
Note: Total percentages may varyfrom 100% owing to rounding.

each primary care specialty are unstable for the TCA-
responsive diagnostic category; therefore, comparisons
between specialties cannot be made. The proportion of
TCA prescriptions given to patients with a diagnosis in
this category, however, was similar to the overall rate for
all three primary care specialties: 17% for family practice,
13% for general practice, and 14% for internal medicine.
A smaller proportion of visits to primary care physicians
involving TCA prescriptions occurred for acute, chronic,
and indeterminant diagnostic categories. Most prescrip-
tions for TCAs made by nonprimary care specialists were
for nonpsychiatric TCA-responsive disorders. Not sur-
prisingly, 95% of prescriptions for TCA drugs made by
psychiatrists were for psychiatric indications (data not
shown).

Table 4 shows the proportion of all nonpsychiatric
TCA-responsive diagnoses made by each of the nonpsy-
chiatric specialty groups. The estimates are unstable for
most individual specialties, but when the primary care
specialties are combined, it is apparent that most patients
with peptic ulcer disease, fibrositis, headache, and irrita-
ble colon are seen by primary care physicians. Primary
care physicians are the medical specialty group that cares
for the greatest number of patients with low back pain

Gastroenterology

Neurology Rheurratology
10% 0
86 44* 66*
0 10* 0
0 3* 34*
5% 2% 0
8* 31* 0

and peripheral neuropathy. Only rheumatoid diseases ae
seen more frequently by a single other specialty goup
rheumatologists.

The rate at which physicians prescribe TCAs for
each of these diagnosis clusters is shown by specialty in
Table 5. For example, primary care physicians treat P
of patients presenting with headaches with TCAs com
pared with neurologists, who prescribe TCAs for 20%d
patients with headaches. Similarly, gastroenterologists
are more likely than primary care physicians to use TCA
for patients with peptic ulcer disease or irritable bond
syndrome. Interestingly, rheumatologists appear to e
these drugs for low back pain and rheumatoid pain, bt
not for fibrositis or fibromyalgia.

Discussion

Estimates ofAppropriate Prescribing

In studies by Beardsley et al44 and Jencks43 it was pointed
out that the discrepancy between psychotropic drag pe
scribing and mental diagnosis labeling make it difficultto
assess the quality of psychiatric care provided by primary

Table 4. Percentage of Office Visits for Each of Seven TCA-Responsive Diagnosis Clusters, by Medical Specialty

Diagnosis Cluster Primary Care Gastroenterology’

Low back pain 42 <1l*
(n = 6,257)f

Peptic disease 72 9
(n = 5,287)

Fibrositis 72 0
(n = 3,087)

Headaches 69 1*
(n = 3,930)

Peripheral neuropathy 29 <1l*
(n = 2,390)

Rheumatoid disease 39 <1*
(n = 2,926)

Irritable colon 66 13*
(n = 1,748)

*Unstable estimate, relative standard error >30%.
fNumber ofvisits in thousands.
TCA—tricyclic antidepressant.
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Neurology Rheumatology Other Secialties
5 2* 50
<1l* 1* 18
2% 4* 22
11 1* 18
13 3* 55
0 51 10
0 1* 20
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Table 5. Percentage* of Visits for Each TCA-Responsive Diagnosis Cluster at Which Tricyclic Antidepressants Were Prescribed,

by Specialty'

Diagnosis Cluster Primary Care
Low back pain 2
Peptic disease <1
Fibrositis 2
Headaches 7
Peripheral neuropathy 3
Rheumatoid disease <1
Irritable colon 8

«All estimates in this table have relative standard error >30% and are unstable.
fHo visits in this category were made.
TCA—tricyclic antidepressant.

care physicians. These authors postulated that the low
number of documented psychiatric disorders and the
high number of visits at which TCA prescriptions arc
written might be due to inadequate evaluation of the
patients by the physicians, a lack of proper physician
training in and vocabulary for describing recognized
psychological distress in patients, poor record keeping,
or physicians’ reluctance to record a mental disorder as
the diagnosis.

Our findings suggest an additional source for such
discrepancies: a significant portion of the patients receiv-
ing TCA prescriptions do not have psychiatric disorders,
but do have disorders that may respond to TCA drugs.
Furthermore, primary care physicians in this survey ap-
pear to have recognized this group of TCA-responsive
diagnoses, distinguished them from other nonpsychiatric
diagnoses, and prescribed TCAs at a higher rate to pa-
tients with a diagnosis in the TCA-responsive group than
to those with other nonpsychiatric disorders.

Fifteen percent of all visits to primary care physi-
cians during which TCAs were prescribed (an estimated
431,000 visits per year) were for these TCA-responsive
nonpsychiatric disorders. When these are added to the
visits for psychiatric disorders, almost 65% of visits to
primary care physicians during which a TCA prescription
wes written had appropriate documentation of a disor-
der, either psychiatric or nonpsychiatric. Current esti-
mates that only 55% of TCA prescriptions are based on
anappropriate diagnosis43'44'46 are probably too low, and
may reflect the omission of the TCA-responsive nonpsy-
chiatric diagnoses. As discussed below, however, there
are limitations to the methods by which these rates are
calculated.

Calculation ofKates

The results of this study provide what are probably
conservative estimates of the rate of TCA prescribing by
primary care physicians for nonpsychiatric disorders. The
physician had to have indicated that the prescription was
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Gastroenterology Neurology Rheumatology
0 7 13
8 0 0
t 19 0
0 20 0
0 5 0
0 t 1
22 t 0

written for a particular diagnosis for that visit to be
counted as a visit during which a TCA was prescribed for
that disorder. Some visits in which a TCA was prescribed
for a TCA-responsive nonpsychiatric disorder may not
have been included in our study because the physician
did not indicate this linkage. Nonpsychiatric TCA-re-
sponsive disorders are relatively uncommon, and a work-
ing knowledge of the usefulness of TCA drugs for their
treatment is not widespread. Therefore, an approach that
did not rely on the clinician to link the TCA prescription
to a diagnosis would potentially have overestimated the
rate of TCA prescribing for nonpsychiatric TCA-respon-
sivc disorders.

Our method would have been less appropriate for a
survey of purely psychiatric disorders, which are more
common and more likely to be treated with TCAs. Fur-
thermore, our method has probably resulted in an un-
derestimate of the rate of psychiatric disorders diagnosed
in visits at which TCAs were prescribed. Indeed, in a
study based on the same 1985 NAMCS sample, Larson
et al46 describe a 55% rate, as compared with our 50%
rate. Larson and his colleagues, however, did not require
that the linkage between the diagnosis and prescription
be made by the physician.

Limitations ofNAMCS Data

The NAMCS has other limitations that must be ad-
dressed in interpreting these analyses. This was a survey
of office visits and not of individual patients; thus, it
overrepresents frequent users. It should, however, pro-
vide a good estimate of physician TCA-prescribing habits
for the average office visit. It was dependent on the
physician having recorded data for each visit, which may
not be complete. Jencks43 has made it clear that there is
a baseline of nonrecording of appropriate diagnoses for a
given prescription of about 4% for penicillin/amoxicillin.
Furthermore, he has suggested that the rate of not re-
cording a diagnosis for 15% of digoxin prescriptions and
23% of cimetidine prescriptions found in the 1980
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NAMCS may have resulted from the poor reliability of
recording chronic disorders seen on repeated visits. This
phenomenon might explain a portion of the discrepancy
in recording appropriate diagnoses for psychotropic
medications, because the disorders included in this study
are chronic and recurring.

Despite the large number of visits in the 1985
NAMCS, when these are broken down by specialty, TCA
prescriptions, and disease categories, it is difficult to
obtain sample sizes adequate to make any statistical com-
parisons between groups. With this caveat, the NAMCS
provides us with the only available national estimates of
TCA prescribing for nonpsychiatric disorders.

Comparisons with Other Specialties

Most of the outpatient visits to physicians in the United
States by patients with nonpsychiatric TCA-responsive
diagnoses are to primary care physicians. Yet, most of the
studies describing the use of TCAs for treating patients
with these diagnoses are not in the primary care literature
and often involve investigations of patients presenting to
subspecialty clinics. Primary care physicians might actu-
ally prescribe more TCAs for this group of patients if
they were more aware of the usefulness of these drugs in
these diagnoses.

Data from previous studies of the NAM CS,434648
which did not compare primary care with other nonpsy-
chiatric medical specialties, suggest indiscriminate pre-
scribing of TCAs by primary care physicians. In this
analysis, when the comparisons with other specialists
who have the highest rates of TCA prescriptions (neu-
rologists, gastroenterologists, and rheumatologists) were
made, we showed a degree of discrimination between
diagnosis categories that is consistent with the other
specialties (Table 3). Furthermore, when we compared
the rates of TCA prescribing for each diagnosis cluster,
we found that the prescribing patterns of primary care
physicians parallel those of neurologists for low back
pain, fibrositis, headache, and peripheral neuropathy,
those of gastroenterologists for irritable colon, and those
of rheumatologists for low back pain, even though the
overall TCA-prescribing rate of primary care physicians
for each diagnosis is lower. These data indicate that
primary care physicians use TCA drugs in a manner
consistent with other specialties, but at lower rates. The
differences between specialties in rates of TCA prescrip-
tion for patients with these disorders may reflect a lack of
knowledge by primary care physicians of the usefulness
of TCAs in these disorders, but also may reflect the
differences in case mix across specialties. Medical subspe-
cialists may be more likely than the primary care physi-
cian to prescribe TCAs because the specialists’ patients
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with the same disorders are likely to be sicker and to hae
failed other treatments before being referred to themfa
treatment.

Needfor Further Research in Primary Care

TCA-responsive nonpsychiatric disorders are commonin
primary care, but the FDA has not approved the used
TCAs for these disorders. Clinical trials of the efficacycf
antidepressants in some of these disorders have en
conducted: peptic ulcer disease,8 migraine,13 muscle con
traction headache,12 chronic pain syndromes,17.26 low
back pain,21-23-25 rheumatic pain,27-29 fibromyalgia,®
peripheral neuropathies,32.33 and irritable bowel s
drome.1l Sufficient research has not been conducted,
however, to establish guidelines or criteria for the usedf
TCAs in these disorders, especially in the primary ae
setting.

Given the large number of office visits (14,427,000)
per year to primary care physicians by patients with
nonpsychiatric TCA-responsive disorders, there is ared
to develop guidelines that will assist the primary ae
physician in identifying patients with these disorders
who are most likely to benefit from TCA therapy. For
example, there may be severity criteria or other darac-
teristics that help the physician determine which petiert
with a TCA-responsive disorder needs a TCA prescrip-
tion. Using data from a survey of experts on the usedf
TCAs in the treatment of depression, Goldberg ct d3
provided an excellent model for developing an index of
accepted community practice. This method could esly
be extended to nonpsychiatric uses of TCAs. Finally, if
guidelines are developed, the dissemination should e
advantage ofwhat is known about the best techniques far
changing the prescribing behaviors of physicians.%

Conclusions

This analysis of the National Ambulatory Medical Gxe
Survey differs from previous analyses in that it doo
ments a significant number of tricyclic antidepressant
prescriptions by primary care physicians for nonpsychiat-
ric disorders that are responsive to TCAs. Thus, ar
estimate that 65% of TCA prescriptions in primary ae
have an appropriate reason documented is higher tren
estimates by other investigators who considered only te
diagnosis of a mental disorder as an appropriate diagno-
sis for a TCA prescription. An understanding of te
reasons for 35% of TCA prescriptions that did not hae
adequate documentation will require further study ad
cannot be fully addressed on the basis of the NAMCS
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databecause o fnonrecording of data by the participating
physicians, especially lor chronic and recurring diseases.
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