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National Patterns of Depression Treatment in Primary Care

Randall S. Stafford, M.D., Ph.D.; John C. Ausiello, B.A.;
Bismruta Misra, M.P.H.; and Demet Saglam, M.A.

Background:While past studies suggest
that primary care physicians underdiagnose and
undertreat depression, little is known about recent
national patterns of depression treatment.

Method: Using the 1995 and 1996 National
Ambulatory Medical Care/Surveys, we analyzed
1322 primary care office visits by.patients
reported to have depression. Rates_ of psycho-
therapy/mental health counseling,/antidepressant
use, and benzodiazepine use were assessed. Inde-
pendent predictors of depression-therapy were
examined using multiple logistic regression.
Where instructive, we compared the practices
of primary care physicians with those of‘psychia-
trists (2418 depression visits).

Results:Primary care physicians reported._de-
pression in 7.8% of their office visits. For these
depression visits, antidepressants (42%) were the
most common form of treatment, followed by
psychotherapy/mental health counseling (28%)
and benzodiazepines (21%). Among specific anti-
depressants, selective serotonin reuptake inhibi-
tors were most often prescribed by primary care
physicians (26% of depression visits). Rates of
antidepressant and benzodiazepine use varied
significantly by primary care specialty. In addi-
tion, geographic region and health insurance sta-
tus influenced the likelihood of receiving benzo-
diazepines. In their depression visits, psychiatrists
reported psychotherapy/mental health counseling
(88%) most frequently, followed by antidepres-
sants (64%) and benzodiazepines (25%).

Conclusion: The predominant use of selective
serotonin reuptake inhibitors suggests that pri-
mary care physicians have begun to adopt new
therapeutic strategies for depression. The modest
rate of antidepressant therapy for a clinical popu-
lation specifically identified by primary care phy-
sicians as having depression may indicate under-
treatment of depression in primary care settings.
Furthermore, high rates of benzodiazepine use are
inconsistent with treatment guidelines, and varia-
tions in treatment patterns suggest that nonclin-
ical factors influence depression management.
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D epression is a leading cause of morbidity in the
U.S. population. An estimated 20% of patients see-
ing primary care physicians have symptoms of depression,
accounting for substantial health care resource use and lost
productivity’™ Despite an increased understanding and
awareness of depression, there is evidence that this com-
mon condition remains underdiagnosed and undertreated,
resulting in further societal costs and burdehs.

Changes in the organization of health care have altered
the role of primary care physicians in treating depression.
Because many health insurers discourage referral to spe-
cialty care, the responsibilities of primary care physicians
in-the’treatment of depression have exparid@dis a
result, almost half of all patients with affective disorders
are'seen in primary care settings.

A variety of.treatment options for depression are avail-
able to primary, care physiciatisPsychopharmacologic
therapy includes selective serotonin reuptake inhibitors
(SSRIs), tricyclic/.antidepressants (TCAs), monoamine
oxidase inhibitors”"(MAOQISs),» and other antidepressants.
Among these medications,/SSRIs have favorable toler-
ability and safety profiles, characteristics likely to facili-
tate their application in primary cale*Anxiolytics such
as benzodiazepines can effectively treat anxiety, although
evidence of their effectiveness in depression is lim-
ited**'* Either alone or in combination ,with pharma-
cologic therapy, counseling, particularly psychotherapy,
may be effectivé! Finally, referral to psychiatrists, psy-
chologists, or other mental health providers is an_ addi-
tional strategy for depression treatment.

Despite this variety of treatment options, past studies
have questioned how successful primary care physicians
are in treating depression. Katon and colleajues
ported that only 11% of patients seen by primary care
physicians and in need of pharmacotherapy had received
an antidepressant in an adequate dose and for an appropri-
ate duration. Wells et &l found that only 14.5% to 17.8%
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(depending on insurance type) of depressed outpatientfocused our analysis on 1322 visits by patients 18 years
received antidepressants in a primary care setting. Penn eand older visiting general internists, general practitioners,
al.” compared internal medicine attending physicians’ and or family physicians. Where informative, we compared
residents’ hypothetical treatment of 4 depression casesthe practices of primary care physicians with those of psy-
with psychiatry residents’ treatment. They found that chiatrists and their 2418 visits by adults with depression.
while internists often appropriately recommended phar-  To assess the current status of depression therapy, we
macotherapy, their choice of medications was frequently examined patterns both of medication prescribing and
less appropriate than the selections made by psychiatricphysician counseling. Antidepressant and benzodiazepine
residents. use were identified if NAMCS drug codes for any of these
Other studies, however, suggest that primary care phy-medications were listed among the 6 possible new or con-
sicians have'begun to meet the new challenges they faceinuing medications on the survey form. Antidepressants
in the treatment\of depression. Olfson and Klerfhan were categorized into one of the following classes:
found that in 1989, primary care physicians prescribed MAOIs, TCAs, SSRIs, or other antidepressants (includ-
antidepressants in“57% of their depression visits com-ing bupropion, trazodone, or the nonspecific designation
pared with psychiatrists, who used antidepressants only“antidepressant agent”). Our assessment of counseling
45% of the time for depression. Pincus et’akported practices focused on the report of either psychotherapy or
thatin 1993 and 1994, primary.care physicians noted anti-mental health counseling during physician visits. We also
depressant use in 60% of their.depression visits. evaluated counseling for diet, exercise, weight reduction,
We sought to expand on the existing literature by in- injury prevention, and smoking cessation because the
vestigating the use of pharmacotherapy and counseling bypresence of depression may complicate the management
primary care physicians to examine“whether improve- of these issues. Counseling in these areas also may indi-
ments in depression management have ' continued. To aneate primary care physicians’ indirect efforts to manage
swer these questions, we employed data from the Nationaldepression and its consequences.
Ambulatory Medical Care Survey (NAMCS), a‘national We analyzed the effect of patient and physician charac-

survey of office-based physicians. teristics on these treatment patterns, including physician
specialty, patient race, patient age, insurance status, geo-
METHOD graphic region, and metropolitan versus nonmetropolitan
location. American Medical Association designations
Data Source were_employed to define physician specialty. Payment

Data for this study came from the 1995 and 1996 source was divided into 5 categories: Medicare, Med-
NAMCS conducted by the National Center for Health icaid,~health maintenance organization (HMO)/private,
Statistics?®?! These ongoing, annual surveys select U.S. self; and other. Patient demographic information was in-
office-based, patient-care physicians from the master filescluded.in the’NAMCS record. Because of limited racial
of the American Medical Association and the American and ethni¢ designations, race was dichotomized into non-
Osteopathic Association to ensure random, stratified sam-Hispanic whites @and. other. Validation studies performed
pling by geographic area and specialty. The unit of analy- in earlier years have..confirmed the general accuracy of
sis is the patient visit, and the data exclude visits made tothe NAMCS dat&?
government-operated facilities or hospital-based outpa-
tient departments. Of selected physicians, 73% (#995) Statistical Methods
and 70% (1996} agreed to participate in the study. For For each visit record, the National Center for Health
each participating physician, 1 week of the year was ran- Statistics provided a visit weight calculated from the phy-
domly selected for systematic sampling of between 20% sician and visit sampling rates, adjusted for nonresponse.
and 100% of their patient visits. Statistical aggregation using these visit-weights allowed

For each selected patient visit, physicians completed us to estimate the national volume of clinical activities
encounter forms detailing specific clinical services pro- among office-based physicians.
vided during the visit, as well as patient demographics, @ We further modified these weights by proportional
ICD-9-CM diagnoses, reason-for-visit codes, physician scaling to provide “effective sample sizes” for use’in sta-
characteristics, visit characteristics, and new or continuedtistical testing?* Using SAS, bivariate differences were
medications. These encounter forms also contained checktested using the chi-square test with a p value < .05°sig-
boxes enabling the physician to identify the presence of nifying statistical significanc&. Our multivariate analy-
various chronic conditions, including depression. We sis consisted of 3 logistic regression models to determine
identified depression if any of the following were re- independent predictors of depression treatment. Our de-
ported: the presence of depression using the check boxespendent variables, assessed at the level of individual vis-
a NAMCS reason-for-visit code 1110.0, or an ICD-9 diag- its, were the report of the following: (1) psychotherapy/
nostic code 296.2, 296.3, 300.4, 309.1, or B1We mental counseling, (2) antidepressant use, and (3) benzo-
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diazepine use. Each regression model includgg,c"; Proportion of Visits With Depression Reported, Primary Care
physician specialty, patient race, patient age, eXhysicians and Psychiatrists, 19951996

pected payment source, geographic region, and Percentage of Percentage of
metropolitan versus nonmetropolitan area. In \E/)iSitS With VBS“S With
s . P epression epression
addlltlon’ We included the. presence of COEXIStIr\gsit Reported: Primary p Value Reported: p Value
anxiety using the ICD-9 diagnostic codes 300.0@haracteristic Care Physicians  (chi-square) Psychiatrists  (chi-square)
300.01, 300.02, 300.09, and 30&0Adjusted Total 7.8 63.8
odds ratios and 95% confidence intervals, devétbysician specialty 003 NA
d - ighted visit librated t fl tFamlly medicine 7.1 NA
oped using weighted visits calibrated to reflect geperai practice 90 NA
effective sample size, were calculated from thesenternal medicine 8.0 NA
models?® Patient age, y .005 <.001
18-44 7.6 59.2
45-64 9.1 68.5
RESULTS > 65+ 7.0 73.2
Patient gender <.001 <.001
. . Male 5.9 52.6
In 1995 anpl .1996, dgpressmn was rgporteq INcemale 01 723
39.1 million visits to primary care physicians irpatient race <.001 <.001
the United States by patients-18 years or older, of\onwhite 6.2 514
7.8% of all adult visits to primary care physicians, ¢ 8.3 66.5
670 Vi primary phy SRegion <.001 <.001
Among these visits, the likelihood~of reported Midwest 7.1 83.9
depression varied in specific ‘subpopulations. South 6.5 44.4
Most notably, depression was twice as/likely to be) oo 86 6e.7
: oo y'. . P e y y Northeast 10.1 78.4
identified in visits by Medicaid patients eomparethsurance status <.001 <.001
with visits by patients with private ‘insurance or Medicaid 16.0 49.4
- Medicare 7.6 68.9
HMO coverage. Women were almost /twice ‘as'qq, 6.2 71.8
likely to have depression noted compared. withSelf-pay 6.6 48.3
men (Table 1). Private/HMO 7.4 76.5
Metropolitan area .153 .028
L . . Yes 8.1 63.5
Medications Reported for Depression Visits No 7.2 76.4

Primary care physicians reported the use of atabbreviation: HMO = health maintenance organization.
tidepressants or benzodiazepines in 51.3% of vis-
its with depression. Antidepressants were noted in
41.8% of visits and benzodiazepines in 20.6% (Table 2). family physicians (32.8%) than by internists (22.6%) or
The combination of both classes was reported in 11.0% of generalpractitioners (19.2%, p <.001). TCA use was not
depression visits. In primary care visits in which depres- significantly related to patient age. General practitioners
sion was not noted, antidepressant use was infrequenfprescribed TCAS .more often (23.4%) than internists
(2.5%). Among specialties, general practitioners (46.9%) (8.3%) or family.physicians (6.4%, p <.001).
and family physicians (45.2%) were more likely to report Benzodiazepines, reported in 20.6% of primary care
antidepressants than internists (36.0%, p = .014; see Tablevisits for depression, were used infrequently by primary
2). Patients 45 years and older (36.4%) were less likely tocare physicians for patients.without depression (3.0%,
receive antidepressants compared with younger patientsp < .001) and even less frequently in the absence of both
(50.2%, p <.001). Only the difference between family anxiety and depression (2.3%). General practitioners
physicians and internists persisted within the regression(47.0%) reported using benzodiazepines for depression
model, however (Table 3). more often than internists (14.0%) and family physicians
Among patients receiving antidepressants, SSRIs were(13.4%, p < .001). By insurance status, the'highest rates
the most commonly reported by primary care physicians of use were for patients covered by Medicaid (43.0%) and
(25.8% of visits with depression), followed by TCAs the lowest for patients with private or HMO”insurance
(10.7%) and other antidepressants (7.9%). Primary care(15.2%, p <.001). Patients living in the Northeast
physicians noted 2 or more antidepressants in 2.7% of(32.5%) received benzodiazepines more frequently than
depression visits. patients in the West (22.1%), South (15.8%), and Midwest
Selective serotonin reuptake inhibitor use for depres- (11.6%, p <.001; see Table 2).
sion was reported more frequently among patients 18 to  Patients with both depression and anxiety received
44 years old (33.3% of all depression visits) compared benzodiazepines in 54.2% of visits, whereas depressed
with those 45 to 64 years old (20.6%) and patients 65 patients without anxiety received benzodiazepines in
years or older (23.0%, p < .001). Among the different pri- 14.4% (p <.001). Because only 15.4% of depression
mary care specialties, SSRIs were noted more often byvisits had anxiety noted, 59.4% of all benzodiazepine use
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Table 2. Depression Treatment Among Primary Care Visits Reporting Depression, 1995-1996"

Psychotherapy/
NAMCS  Estimated Mental Hgalth Antidgpressant _ '
Sample US Visits Counseling Medications Benzodiazepines
Visit Characteristic Size  (in millions) % pValb. %  pValud % pValué
Total 1322 39.1 27.8 41.8 20.6
Physician specialty <.001 .014 <.001
Family medicine 464 15.2 21.6 45.2 134
General practice 270 7.9 48.2 46.9 47.0
Internal medicine 588 16.1 23.3 36.0 14.0
Patient age, y <.001 <.001 .038
18-44 426 14.0 36.4 50.2 22.9
45-64 486 13.7 24.0 36.4 22.7
> 65 410 11.4 21.8 37.9 15.2
Patient gender .059 .982 .182
Male 355 11.7 32.2 41.7 23.3
Female 967 275 26.0 41.8 19.4
Patient race .023 .809 .037
Nonwhite 203 7.2 35.1 40.9 26.6
White 1119 32.0 26.2 41.9 19.2
Region <.001 317 <.001
Midwest 325 8.6 24.0 43.0 11.6
South 360 10.1 16.7 37.1 15.8
West 351 11.3 31.0 41.7 22.1
Northeast 286 9.1 4.0 45.8 32.5
Insurance status <.001 .046 <.001
Medicaid 145 5.8 46.8 50.9 43.0
Medicare 397 111 18.8 36.0 15.5
Other 166 4.5 29.2 37.0 15.8
Self-pay 112 3:2 33.2 46.2 28.2
Private/HMO 502 14.6 25.4 43.0 15.2
Metropolitan area <.001 .542 .181
Yes 1026 298 31.5 42.3 21.6
No 296 9.4 16.1 40.0 17.3

@Abbreviations: HMO = health maintenance organization, NAMCS = National Ambulatory Medical Care Survey.
bp Value calculated for each visit characteristic via'chi-square testing.

in depression was reported for patients without coexisting Counseling.in Depression Visits
anxiety. Multiple logistic regression analysis adjusting for Primary-care physicians reported providing psycho-
all of our selected variables confirmed that the likelihood therapy/mental-health counseling in 27.8% of depression
of benzodiazepine use was increased for patients withvisits. In primary®care depression visits in which anti-
anxiety and for those receiving Medicaid, but decreased depressant-use was reported, the rate of psychotherapy/
for patients in the Midwest and those visiting family prac- mental health’ counseling rose to 35.8%, compared with
titioners and internists (see Table 3). 22.1% of primary careisits without a report of antidepres-
These patterns of medication use reported by primary sants. Multivariate analysis indicated that psychotherapy/
care physicians were distinct from those of psychiatrists, mental health counseling was more likely in depression
for whom antidepressants were reported in 64.4% of de- visits to general practitioners and by patients with coexist-
pression visits. Among depression visits to psychiatrists, ing anxiety, whereas these serviceswere less likely to be
SSRIs were noted in 41.8%, TCAs in 13.6%, MAOIs in reported in the South (see Table 3).
0.6%, and other antidepressants in 16.7%. Two or more Primary care physicians provided counseling other
antidepressants were reported in 8.2% of the visits. than psychotherapy/mental health counseling in 8.7% of
Among depression visits to primary care physicians, their visits with depression noted, compared with 5.4% of
gender had little influence on antidepressant use (seevisits without a report of depression (p < .001). Several
Table 2), but for psychiatric depression visits, women types of counseling were more frequent in visits with
(67.8%) were more likely to receive antidepressants thandepression than without, including diet (21.2% vs. 18.3%,
men (58.2%, p <.001). With regard to age, patients 65 p =.030), exercise (18.0% vs. 13.6%, p <.001), weight
years or older seen by a psychiatrist were no less likely toreduction (11.1% vs. 7.4%, p <.001), injury prevention
receive antidepressants, whereas for primary care visits(4.1% vs. 1.8%, p <.001), and smoking (7.3% vs. 3.8%,
with depression, antidepressant use was less likely inp <.001).
older patients. Benzodiazepine use for depression was Psychiatrists provided psychotherapy/mental health
slightly higher among visits to psychiatrists (25.2%) com- counseling in 88.4% of their depression visits. In addi-
pared with primary care physicians (20.6%, p =.011). tion, while primary care physicians indicated using psy-
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chotherapy/mental health counseling or a6 3. ndependent Predictors of Primary Care Visit Treatment Strategies for
tidepressants in 54.0% of their depressiapepression, 1995-1996

visits, psychiatrists reported either treat-
ment modality in 95.3% of their visits in

which depression was noted. Predictors

Adjusted OR
of Psychotherapy/
Mental Health
Counseling (95% CI)

Adjusted OR
of Antidepressant
Therapy
(95% CI)

Adjusted OR

of Benzodiazepine
Therapy
(95% CI)

Physician specialty
Family medicine
General practice

Previous studies have suggested thg{;{;;?]rtn:é? ‘;d'cme

depression-is underreported in primary 18-44
care?® The 'true prevalence, however, is 356_564
difficult to determine; current literature ré-pjent gender
ports rates of.major depression ranging male
from 2.2% to 14.1%:.In our analysis, pri- Female
.. . Patient race
mary care physiciansreported depression ify white
7.8% of their visits when depression was white
defined on the basis of several reportin@el\%!gn .
mechanisms available within"the-NAMCS. S('Ju‘;vhes
This broad definition, which® probably west
yielded a population of visits that'included Northeast

. . . . Insurance status
patients with mild depression, CORTaSIS |;qgicaid
with other analyses using the NAMCS that Medicare
have defined depression only via-ICD-9 g;?fer
codes.”** As a result, our reported rate’of o &1mo
depression is significantly higher, althoughetropolitan area
it may still fall short of the “true” preva- Les
lence. A previous stuél)'/screened p'atients(:oe?(isting anxiety
for both mild and major depression and ves

found that 20% of primary care outpatients NO

DISCUSSION

0.98 (0.67 to 1.45)
2.00 (1.28 to 3.13)
Reference

1.11 (0.64 t0 1.91)
0.71 (0.41t0 1.22)
Reference

1.28 (0.91 to 1.81)
Reference

1.24 (0.82t0 1.87)
Reference

0.74 (0.46 to 1.19)

0.46 (0.28 to 0.75)

0.81 (0.53to 1.25)
Reference

1.33(0.81 to 2.20)
0.58 (0.33t0 1.02)
1.03 (0.61 to 1.73)
1.31 (0.72 to 2.38)
Reference

2.04 (1.32 to 3.16)
Reference

2.30 (1.51to 3.51)
Reference

1.42 (1.03 to 1.97)
1.31(0.87 to 1.97)
Reference

1.17 (0.74 to 1.87)
0.74 (0.47 to 1.17)
Reference

0.98 (0.72 t0 1.32)
Reference

0.95 (0.66 to 1.38)
Reference

0.98 (0.64 to 1.48)

0.76 (0.50 to 1.14)

0.89 (0.60 to 1.31)
Reference

1.12 (0.71 to 1.76)
0.72 (0.45 to 1.15)
0.75 (0.47 to 1.20)
1.10 (0.65 to 1.88)
Reference

1.17 (0.83 to 1.64)
Reference

1.21 (0.80 to 1.80)
Reference

0.88 (0.55t0 1.42)
3.00 (1.85 to 4.89)
Reference

0.93 (0.48 t0 1.81)
1.38 (0.73 t0 2.62)
Reference

1.12 (0.75 to 1.68)
Reference

1.22 (0.76 to 1.97)
Reference

0.46 (0.26 to 0.84)

0.65 (0.38 t0 1.12)

0.86 (0.53t0 1.42)
Reference

1.90 (1.08 to 3.34)
0.98 (0.51 to 1.89)
0.80 (0.41 to 1.57)
1.39 (0.72 to 2.69)
Reference

0.94 (0.60 to 1.49)
Reference

5.21 (3.35t0 8.10)
Reference

have symptoms of depression. OR = odds ratio.

@Abbreviations: Cl = confidence interval, HMO = health maintenance organization,

Our findings also raise concerns regard-
ing depression treatment. While the pre-

dominant use of SSRIs by primary care physicians is suggested but.not proveéfi Nevertheless, patients in our

encouraging, primary care physicians report the use of an-analysis-who..were reported to have depression quite
tidepressant medications or psychotherapy/mental healthlikely represent (patients with more severe depression
counseling for only 54% of their depression visits. Fur- compared with’ those patients whose depression is not
thermore, the frequent use of benzodiazepines by primaryreported in NAMCS. “Therefore, the rates of treatment
care physicians is disturbing. Benzodiazepines are mostnoted in our analysis may suggest that a sizeable number
effective in treating anxiet};”*yet in 59% of visits with a  of potentially eligible patients’ with depression are not
report of both depression and benzodiazepines, primarybeing treated with antidepressants.
care physicians did not indicate the presence of coexisting Several limitations of this study~must be acknowl-
anxiety. In addition, our data reveal that Medicaid patients edged. Depression was determined-solely by physician
seen by primary care physicians were nearly as likely report, making it impossible to directly eonfirm diagnos-
to receive benzodiazepines as they were antidepressantgic validity or to evaluate disease severity. Without a
Although benzodiazepines may be effective in treating direct measure of severity, it is particularly \difficult to
mild depression, they are not considered a drug of first gauge the appropriateness of the pharmacetherapy and
choice for depression treatméht. counseling rates that we report. The rates of medication
We found the overall use of antidepressants by primary use that we report do not reflect the potential for patients
care physicians (42% of depression visits) to be signifi- who fail to take medications prescribed to them. Our
cantly lower in comparison to the prior studies using inability to track the care of individual patients, because
NAMCS data by Olfson and Klerm#i(57%) and Pincus ~ NAMCS data are based on visits, further compounds the
et al’®(60%). The lower treatment rate noted in our analy- problem. Patients probably made multiple visits, yet we
sis most likely reflects our broader definition of depres- cannot determine what proportion of those individuals
sion; we have captured visits by patients with mild not treated at their initial visit received treatment at a later
depression whose benefit from antidepressants has beedate.
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In addition, we were unable to evaluate the rate of
referrals by primary care physicians to psychiatrists. It is
conceivable that primary care physicians continue to refer
to psychiatrists at high rates, despite existing pressures by 5
managed care organizations. This possible explanation
may be particularly pertinent for internists, who report the s,
lowest rates of antidepressant use and who have been
found both to refer more frequently than family practi-
tioners and to refer more often for depression than any
other conditiort>®! Lastly, we were unable to assess the 8
adequacy of ‘antidepressant dosing, despite concerns that
these medications are frequently prescribed in inadequate o,
dosed'” Despite. these shortcomings, the NAMCS data
set remains a unigue source of information on office-
based practice and‘is particularly well suited for investi-
gating practice pattern variation.

The growth of managed care, with its pressures to limit 1.
access to specialists, has dincreased the importance of2.
primary care physicians. These pressures place particular
responsibilities on primary care physicians for the man-
agement of depression, a condition-for'which they have 14,
often relied on referral to psychiatrists.-Our findings sug-
gest that primary care physicians have begunto respon
to the new tasks required of them in they management of1sg.
major depression. The choice of SSRIs-as the/primary
medication indicates that they have readily-adoptednew
therapies. Nonetheless, several concerns remain regard-
ing their recognition of depression and their treatment ‘of 28.
this condition. It appears that primary care physicians do
not fully recognize depression among their patients ‘and.g.
may fail to treat effectively a significant fraction of their
patients. In addition, we noted variations in depression
treatment by primary care specialty, geographic region,
and payment source, indicating that adoption of practices
has not been uniform. The variations noted by payment 2L
source are of particular concern because they suggest that

20.

inappropriate benzodiazepine use may be more frequent?2.

for patients of lower socioeconomic status. In total, these

shortcomings suggest a need to improve primary cares.

physicians’ ability to manage depression either by en-
hancing their skills in depression management or by re-
ducing the barriers they face in referring patients to psy-

chiatrists. The burden that this prevalent condition places 25.

on individuals and society points to the substantial ben- .
efits possible through improved primary care practices.

27.

Drug nameshbupropion (Wellbutrin), trazodone (Desyrel and others).

28.
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