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Abstract 
Present Study was carried out to evaluate Prescription Patterns on CNS disorder with Respect to Depression, Sleep Disorder, and 
Mood Disorder. Total 186 prescriptions were collected from the medical practitioners as well as from patients and distributed for 
three diseases for Depression (n=83), Mood disorder (n=83) and Sleep disorder (n=20) from study centre Nashik. Prescription 
evaluated using WHO indicator. In Depression among 59% of SSRIs the Escitalopram (29%) prescribed. TCAs (5.59%), 
Antipsychotics (18.01%) prescribed. In Mood disorder olanzapine and sodium valporate are mostly prescribed drugs. SSRIs 
(18.12%), TCA (5.84%), Atypical antipsychotics (24.56%), Aliphatic carboxylic acid (18.12%), Lithium (5.84%) prescribed. In 
sleep disorder Benzodiazepines are mostly prescribed (38.46%), Newer Benzodiazepine (20.51%), SSRIs (10.25%), TCAs (10.25%) 
and Barbiturates (5.12%) are prescribed. Study shows a shift from older to newer drugs and overall prescription pattern are good but 
drug prescribed by generic name very low. 
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Introduction 
Studying prescription patterns provides opportunity to monitor 
therapeutic trends. Many studies from western countries have 
reported prescription patterns of various psychotropic 
medications. These studies have looked into prescription 
patterns, prescription patterns in general practice, and specialist 
care (Kjosavik, SR, et al., 2011) [24]. A few surveys of 
prescription patterns of various psychotropic from Asian 
centers too are available (Nakao, M, et al., 2007 and Tan, CH, 
et al., 2008) [36, 46]. Although a developing country, almost all 
psychotropic medications available worldwide are readily 
available in India. However, very few studies from India have 
evaluated prescription patterns of psychiatrists (Grover, S and 
Avasthi, A 2010) [18]. In 1977, WHO published the first model 
list of essential drugs and subsequently has attempted to 
improve drug-use practices in developing countries. An 
essential tool in this respect is an objective and standard method 
of describing drug-use patterns and prescribing behavior in 
health facilities through the use of prescription analysis. 
(Geneva, World Health Organization 1987) [47]. 
Depressive disorders are highly throughout the world (Kessler, 
RC, et al., 1994) [22]. Depressive disorders often impair social 
and occupational function and cause a considerable social 
burden (Wells, KB 1999, Kim, JM, et al., 2007) [50, 23]. There 
are more than 20 antidepressants available in the market 
(Murata, A, et al., 2012) [35]. The occurrence of depression is 
ssassociated with factors such as age, marital status, social 
class, and social conditions (Lehtinen, V and Joukamaa, M 
1994) [27].  
Sleep disturbances are associated with physical conditions such 
as hypertension, gastro-esophageal reflux, heart disease, 
hypercholesterolemia, chronic pain and obesity among others 
(Vgontzas, AN, et al., 1998, Algul, A, et al., 2009; Ohayon, 
MM 2009b;) [49, 4, 39]. International studies have shown 
prevalence rates between 4.7 and 36.2% for sleep difficulties in 

general, whereas 13.1–28.1% report insomnia symptoms. Sleep 
problems are associated with lower social and academic 
performance and can have a severe impact on psychological and 
physical health (Angelika, A, et al., 2012) [8]. 
The occurrence of major depression in the general population is 
considerable, where it has a lifetime prevalence ranging from 
10% to 15 %, (Lepine, JP and Briley, M 2011) [28]. With an 
increased rate in females (Kuehner, C 2003) [25]. The lifetime 
prevalence of bipolar disorder type I is estimated at 0.6% and 
bipolar disorder type II at 0.4% (Merikangas, KR 2011) [32]. 
However, recent evidence suggests that bipolar disorder in its 
broadest sense has lifetime prevalence as high as 5% (Akiskal, 
HS 2000) [2]. 
There is not a single study represent the prescription patterns of 
Depression, Sleep and Mood Disorder in India therefore present 
study was planned to evaluate prescription pattern using WHO 
indicator on CNS disorder to provide the information about 
status of prescription pattern s.  
 
Material & Methods  
This study was conducted in compliance with the Declaration 
of Helsinki, ICH-GCP, Schedule Y, ICMR and other applied 
regulatory guidelines. This was prospective observational cross 
sectional study which aims to evaluate the prescription pattern 
on CNS disorders with respect to Depression, Sleep and Mood 
disorder in Nasik. Patients were recruited after obtaining proper 
voluntary written informed consent and the study was started 
after being approved by the UDIRT Institutional Ethics 
Committee (IEC). Patients were recruited from the study center 
Nasik. To be included in the study patients were required to 
fulfill the criteria for CNS disorder with respect to Depression, 
Sleep and Mood disorder. Both male and female of various ages 
between 16 to 64 years and give voluntary written informed 
consent were recruited. They were explained about the nature 
of study and patients who agreed to participate and provided 
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informed consent were recruited. Total 186 prescriptions were 
collected from the medical practitioners as well as from patients 
and distributed for three diseases of Depression (n=83), Mood 
disorder (n=83) and Sleep disorder (n=20).The documentation 
of clinical profile of the study involved noting down of the 
prescription given to the patients. The prescription data was 
extracted for this study. 
Study of prescription patterns on CNS disorder with respect to 
Depression, Sleep disorder, Mood disorder were according to 
the WHO indicators. These indicators are highly standardized 
in terms of their definition and facilitate quick and reliable 
assessment of drugs used in health care.  
 
Selection of indicators 
The following basic drug-use indicators (core indicators) were 
used in the study. 
1) Average number of medicines prescribed per prescription; 

purpose is to measure the degree of Poly-Pharmacy. 
2) Percentage of medicine prescribed by generic name, 

purpose is to measure tendency to prescribe by generic 
name. Using National essential drug list the generic name 
of drug identify and mentioned in CRF. 

3) Percentage of encounters when injections prescribed. 
Purpose is to measure the overall level of two important but 
commonly overused and costly forms of drug therapy. 

4) Percentage of medicines prescribed from essential drug 
list. Purpose is to measure the degree to which practices 
conform to a National Drug Policy as indicated by 
prescribing from the National essential drug list or 
formulary for the type of facility surveyed. 

 
Statistical Analysis: The result presented in number and 
percentage (%) form for descriptive data using table and figure 
and charts. 
 
Result & Discussion 
Result of this study suggest that Escitalopram is the most 
commonly prescribed antidepressant and SSRIs are the most 
commonly prescribed class of antidepressants. Over the past 
decade, there has been an increase in the number and types of 
antidepressants (TCAs) were the first line drugs for depression. 
Recent studies show that Selective Serotonin Re-uptake 
Inhibitors (SSRIs) are now the initial choice of antidepressants 
and are more commonly prescribed antidepressant drugs (Bauer 
M, et al., 2008). The combination of antidepressants with anti-
psychotics was also prescribed for associated psychotic 

symptoms with depression. The common SSRIs used were 
Fluoxetine/Sertraline with atypical antipsychotics like 
Olanzapine/Aripiprazole. Other studies also suggest that SSRIs 
and atypical antipsychotics together are effective for treatment 
of psychotic features in depression (Adli M, et al., 1990) [1]. In 
study found an average of drugs prescribed per prescription is 
1.93 which was also in acceptable range the recommended limit 
is 2.0 drugs per prescription (MJ Kshirsagar, et al., 1998) [33]. 
Medicines prescribed from essential list for Depression is 
30.43% which is lower than other studies. In Mood disorder 
there is not particular drug prescribed so different combination 
of class of drugs is used mostly SSRIs and Aliphatic carboxylic 
acid are used. Mostly in Aliphatic Carboxylic acid Valproic 
Acid and Divalproex are prescribed the other studies also shows 
that among the mood stabilizers, valproate was preferred over 
lithium (Sandeep Grover, et al., 2012) [42]. Lithium is 5.84% 
prescribed which is lower compare to SSRIs and Aliphatic 
Carboxylic acid class. This may be due to the fact that valproate 
is considered to be rapidly effective in the management of acute 
mania (Hirschfeld RM, et al., 2003) [20]. The Olanzapine also 
mostly prescribed drugs from essential drug list it shows that 
it’s effective in Mood disorder. NSAIDs and Vitamins and 
minerals (1.75%) prescribed. In study found an average of 
drugs prescribed per prescription is 2.06 which were also in 
acceptable range the recommended limit is 2.0 drugs per 
prescription (MJ Kshirsagar, et al., 1998) [33]. Medicines 
prescribed from essential list for Mood disorder is 53.21% the 
drug prescribed from essential drug list is above 50% therefore 
we conclude that the current prescription patterned is good 
prescription practices. Only 20 prescription of sleep disorder 
was studied which are so less due to pure sleep disorder are 
mostly rare because sleep disorder are mostly related to other 
disease or co-morbality. The class of drug Benzodiazepines and 
Newer non benzodiazepine hypnotics are mostly used and 
barbiturates are 5.12% used. Insomnia is common indication for 
Prescription of Benzodiazepines. Antidepressant and 
antipsychotics also prescribed. In study found an average of 
drugs prescribed per prescription is 1.95 which was also in 
acceptable range the recommended limit is 2.0 drugs per 
prescription (MJ Kshirsagar, et al., 1998) [33]. Medicines 
prescribed from essential list for Sleep disorder is 38.46% 
which is lower than other studies.  
For three diseases the drug prescribed by generic name is 
negative result compare to other study. There are no Single 
injection will Prescribe by clinicians hence Percentage of 
encounter with an injection. 
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Fig 1: Classification of Antidepressants and Frequency of Drug in Depression 
 

 
 

Fig 2: Classification of drugs and Frequency of Drug in Mood Disorder 
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Fig 3: Class of Drug and Their Frequency of Sleep Disorder 
 

 
 

Fig 4: Essential Drug List and their Frequency on Depression 
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Fig 5: Essential Drug List and their Frequency on Mood Disorder 
 

 
 

Fig 6: Essential Drug List and their Frequency on Sleep Disorder 
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Conclusion 
The study has several limitations. We focused only on 
prescriptions and this necessarily does not reflect the true 
clinical situation. Study shows a shift from older to newer drugs 
and overall prescription pattern are good but drug prescribed by 
generic name very low need to improve the prescription. 
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