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Keywords:
 Background: Evidence increasingly suggests minimal differences in efficacy between oral antipsychotics for the
pharmacologic treatment of schizophrenia. As a result, newer treatment guidelines avoid an algorithmic approach
to antipsychotic selection and recommend treatment be determined on a case-by-case basis.
Objective: To determine patterns and predictors of oral antipsychotic prescribing for adults diagnosed with schizophre-
nia.
Methods: This is a retrospective, cross-sectional study using data from the National Ambulatory Medical Survey
(NAMCS) from 2005 to 2016 and 2018. Treatment options were defined as a first-generation antipsychotic (FGA),
second-generation antipsychotic (SGA), or no antipsychotic. Multivariable logistic regression analysis was conducted
to identify predictors of antipsychotic treatment, adjusting for predisposing, enabling, and need factors.
Results: The final study sample consisted of visits by 38,403 adults (unweighted n=1932; age≥ 18) diagnosed with
schizophrenia in the United States. Risperidone, olanzapine, and quetiapine were the most prescribed antipsychotics.
Patients ≥65 years old were half as likely to be prescribed an SGA versus no antipsychotic (OR 0.44, 95% CI [0.31,
0.61]). Patients with a higher number of chronic conditions also had lower odds of being prescribed an SGA or FGA
versus no antipsychotic (OR 0.98 [0.97, 0.99]; OR [0.96 [0.96, 0.99]), while patients prescribed a higher number of
medications had higher odds of being prescribed an SGA versus no antipsychotic (OR 1.2, 95% CI [1.1, 1.4]).
Conclusions: Multiple factors were associated with prescribing an SGA or FGA versus no antipsychotic, but no factors
were associated with prescribing an SGA versus FGA. Future studies are needed to determine the reasoning behind
differences in antipsychotic prescribing.
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1. Introduction

Schizophrenia is estimated to affect 0.25% to 0.64% of people in the
United States (US) and is one of the top fifteen leading causes of disability
worldwide.1,2 The American Psychiatric Association (APA) 2020 treatment
guidelines strongly recommend that patients with schizophrenia be treated
with an antipsychotic medication and monitored for effectiveness and side
effects.3 Previously, the APA guidelines from 2004 had recommended
second-generation antipsychotics (SGAs) be considered first-line over first-
generation antipsychotics (FGAs); therefore, this is a significant change
that may lead to changes in antipsychotic prescribing patterns over time. Be-
cause antipsychotic selection depends on many patient-specific factors, it is
recommended that the treating clinician base treatment on the patient's
treatment preferences and/or prior treatment responses following a discus-
sion on the potential benefits and risks of different treatment options.3

The APA 2020 guidelines do not provide an algorithmic approach to an-
tipsychotic selection owing to clinical trial design heterogeneity, limited
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clinical trial data for select antipsychotic medications, and limited head-
to-head comparisons of the many antipsychotic agents available.3 Simi-
larly, an evidence-based ranking of FGAs versus SGAs is not provided
since there is no definitive evidence that one antipsychotic class will have
consistently superior efficacy compared with the other.3 Additionally, it is
not possible to reliably predict the risk of side effects with one agent over
another.3 These findings are supported by a 2019 systematic review and
meta-analysis which compared the efficacy and tolerability of 32 oral
antipsychotics for the acute treatment of adults with multi-episode
schizophrenia.4 It concluded that while there are some efficacy differences
between antipsychotics, most are gradual rather than discrete, with more
marked differences in the types of side-effects experienced.4 This supports
the recommendation that clinicians weigh the risk versus benefit of these
medications and consider their patient's specific comorbidities and prefer-
ences when prescribing.

Given antipsychotic prescribing is ultimately left to clinical discretion, it
is important to evaluate both antipsychotic prescribing patterns and
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modifiable/non-modifiable factors that may influence them. Determining
disparities in antipsychotic prescribing will allow for future education on
intrinsic biases that may affect antipsychotic selection. This study aimed
to determine patterns and predictors of FGA and SGA prescribing in the US.

2. Methods

2.1. Study design

A retrospective, cross-sectional study design was utilized using data
from the 2005–2016 and 2018 National Ambulatory Medical Care Survey
(NAMCS). The University of Arizona Institutional Review Board deter-
mined that human subjects review was not required for this study.

2.2. Data source

NAMCS comprises nationally representative data related to ambulatory
medical provisions and services from non-federally employed physician of-
fices. Data on physician and patient characteristics, patient diagnoses, med-
ications prescribed, andmedical services are collected. The data is obtained
via yearly surveys administered by the National Center for Health Statistics
(NCHS) of the Centers for Disease Control and Prevention (CDC).5 NAMCS
weighs each visit to represent regional area and national estimates. Each
visit is defined as an encounter with a physician or staff member working
under the direct supervision of a physician to obtain healthcare services.
A multistage probability design is used for data collection where initial
probability samples are gathered from primary sampling units (PSUs)
such as counties, groups of counties, or towns and townships. A probability
sample of practicing physicians from each PSU is obtained to select from for
patient visits. The entire physician sample is first split into 52 random sub-
samples of identical size, and then each subsample is randomly assigned to
one of the 52 weeks in the survey year. For each assigned week, the physi-
cians selected a systematic random sample of visits. A patient record form
(PRF) is used during each visit to gather data on the physician, patient char-
acteristics, diagnoses, delivery of therapeutics services, and prescribed
medications. Per visit, up to 5 diagnosis codes and 30 prescription medica-
tions can be recorded in NAMCS. The NAMCS sampling framework makes
it unlikely that the same individual is included in multiple visits.

2.3. Study sample

A total of 439,321 visitswere collected fromNAMCS from2005 to 2016
and 2018. Data from 2017 were unavailable due to reported challenges in
collecting electronic health record information that year. The final study
sample included 38,403 adult visits (unweighted n = 1932; age ≥ 18
years) with a documented diagnosis of schizophrenia. The F-20 Interna-
tional Classification of Diseases (ICD)-10 codes were used to identify visits
with a documented diagnosis of schizophrenia, including: F20, Schizophre-
nia; F20.1, Disorganized schizophrenia; F20.2, Catatonic schizophrenia;
F20.3, Undifferentiated schizophrenia; F20.5, Residual schizophrenia;
F20.8, Other schizophrenia; F20.81, Schizophreniform disorder; F20.89,
Other schizophrenia; F20.9, Schizophrenia unspecified. Patients diagnosed
with schizoaffective disorder, brief psychotic episode, or schizophrenia ep-
isode not otherwise specified were all excluded to provide greater study
sample homogeneity.

2.4. Dependent variable

Schizophrenia treatment was defined as oral antipsychotic use, deter-
mined using generic drug codes and Multum Lexicon Codes. Treatment
groups were defined as FGA, SGA, and no antipsychotic. The following
oral FGAs were included: fluphenazine, haloperidol, chlorpromazine,
loxapine, perphenazine, pimozide, thioridazine, and thiothixene. Oral
SGAs included were: aripiprazole, asenapine, brexpiprazole, clozapine,
iloperidone, lurasidone, olanzapine, paliperidone, quetiapine, risperidone,
and ziprasidone.
2

2.5. Independent variables

The Anderson Behavioral Model (ABM) classifies independent variables
as predisposing, enabling, and need factors.6 Predisposing factors included:
patient age (18–64 years;≥65 years), gender (male; female), and race/eth-
nicity (Other race/multiple races, non-Hispanic; white-only, non-Hispanic;
Black-only, non-Hispanic; Hispanic). Enabling factors included: insurance
(Private; Public; Other) and area (Non-Metro; Metro). Need factors
included: patient establishment (New Patient; Established Patient), visit
reason (Chronic problem, routine; Other), number of medications (<5
medications; ≥5 medications), number of chronic conditions (<3 condi-
tions;≥3 conditions) and medical comorbidities (COPD; Diabetes; Hyper-
lipidemia; Hypertension). Factors that were hypothesized to impact
prescribing patterns were included for data analysis. Cut-off points for the
number of medications and chronic conditions were determined based
on definitions of polypharmacy and multimorbidity used in previous
studies.7–9 Additional details regarding the independent variables of this
study can be found in the NAMCS data documentation.10

2.6. Statistical analysis

Ambulatory visits at the national level were reported as unweighted fre-
quencies and weighted percentages. Multinomial regression was used with
No antipsychotic and FGA as a reference group. The survey procedures
(SURVEYFREQ and SURVEYLOGISTIC) with the cluster, stratum, and
weighting variables provided by NAMCS were used to obtain national-
level estimates across multiple years in SAS version 9.4 (SAS Institute Inc.,
Cary, NC, USA). Per NAMCS recommendations, sample sizes ≥30 and
≤30% relative standard error (RSE) are required to determine a reliable
national-level estimate.11 Therefore, if any estimates in this study did not
meet these criteria, the variable was left out of the multinomial regression.

3. Results

According to NAMCS data from 2005 to 2016 and 2018, there were
38,403 recorded ambulatory visits (unweighted n = 1932; age ≥ 18)
where schizophrenia was recorded as a diagnosis. Of these visits, 27,108 re-
sulted in an antipsychotic prescription (70.1%, 95% CI [65.8, 75.4]);
23,702 SGA prescriptions (61.7%, 95% CI [58.6, 64.9]) and 3406 FGA pre-
scriptions (8.9%, 95% CI [7.2, 10.5]). Yearly prescribing patterns between
SGAs versus FGAs versus no antipsychotic can be found in the supplementary
material. Predisposing, enabling, and need factors of the study group are pro-
vided in Table 1. Risperidonewas themost prescribed antipsychotic (16.3%),
followed by olanzapine (13.7%), quetiapine (13.6%), aripiprazole (11.0%),
haloperidol (8.9%), and clozapine (6.2%). Prescribing prevalence of individ-
ual antipsychotics used for treating schizophrenia is provided in Table 2.

Multiple factors were associated with SGA prescribing versus no anti-
psychotic prescription (Table 3). Patients aged≥65 were half as likely to
be prescribed an SGA versus no antipsychotic (OR 0.44, 95% CI [0.31,
0.61]). Patients diagnosed with a higher number of chronic conditions
had lower odds of being prescribed an SGA or FGA versus no antipsychotic
(OR 0.98, 95% CI [0.97, 0.99]; OR [0.96, 95% CI [0.96, 0.99]). Patients
prescribed more medications had 1.2 times the odds of being prescribed
an SGA versus no antipsychotic (OR 1.2, 95% CI [1.1, 1.4]). Patients
being seen for a routine visit had 2.5 times the odds of being prescribed
an SGA versus no antipsychotic (OR 2.7, 95% CI [1.8, 4.0]) and almost
twice the odds of being prescribed an FGA versus no antipsychotic (OR
2.1, 95% CI [1.1, 3.7]). There were no factors associatedwith a higher like-
lihood of prescribing an SGA versus FGA, though multiple variables could
not be evaluated for statistical significance in the multinomial regression
due to a sample size <30 for the FGA category.

4. Discussion

As the number of antipsychotics available for treating schizophrenia
continues to rise, it becomes increasingly important to monitor prescribing



Table 1
Demographic and Clinical Characteristics of Eligible Study Sample NAMCS (2005–2016, 2018).

No antipsychotic SGA FGA

Wt% 95% CI Wt% 95% CI Wt% 95% CI p-value

Predisposing factors
Age group

18–64 years 27.0 [23.9,30.1] 64.0 [60.7.67.2] 9.0 [7.2,10.8] <0.001
65+ years 43.4 [35.4,51.4] 48.6 [40.2,56.9] N/A

Gender
Female 31.3 [27.0,35.5] 60.1 [55.9,64.4] 8.6 [6.4,10.8] 0.419
Male 27.8 [23.8,31.8] 63.1 [59.0,67.3] 9.1 [6.9,11.3]

Race/Ethnicity
White 29.4 [26.1.32.7] 62.1 [58.6.65.6] 8.5 [6.5,10.5] 0.015
Black 33.2 [26.0,40.4] 56.3 [49.4,63.6] 10.5 [6.7.14.2]
Hispanic 28.7 [21.8,35.6] 59.8 [51.6,68.1] 11.5 [6.2,16.8]
Others N/A 80.3 [70.4,90.2] N/A

Enabling factors
Area

Metro 29.8 [26.7,32.9] 61.9 [58.6,65.3] 8.3 [6.6,10.0] 0.195
Non-metro 25.9 [15.0,36.9] 59.8 [49.0,70.6] N/A

Insurance
Private 33.4 [26.6.40.2] 61.0 [53.9,68.0] N/A 0.062
Public 27.1 [23.1,31.1] 62.9 [59.0,66.9] 10.0 [7.9,12.0]
Other 33.5 [25.6,41.4] 58.1 [50.0.66.2] 8.4 [4.8,12.0]

Need factors
Patient establishment

New patient 39.7 [28.5,50.8] 55.7 [44.8,66.6] 4.6 [2.1,7.1] 0.034
Established patient 28.8 [25.5,32.0] 62.1 [58.8,65.5] 9.1 [7.4,10.9

Visit reason
Chronic prob., routine 24.7 [20.9,28.5] 66.2 [62.2,70.1] 9.2 [7.2,11.2] <0.001***
Other 43.6 [37.0,50.2] 48.4 [41.6,55.3] 7.9 [4.7,11.2]

Number of medications
<5 meds 31.8 [28.2,35.5] 59.7 [56.0,63.5] 8.5 [6.7,10.2] 0.014*
≥5 meds 22.0 [16.4,27.5] 67.9 [61.8,74.0] 10.2 [6.5,13.8]

Number of chronic conditions
<3 conditions 27.3 [24.0,30.6] 63.5 [60.0,67.0] 9.2 [7.4,11.0] <0.001
≥3 conditions 41.9 [34.7,49.1] 51.3 [44.0,58.5] N/A

Depression
No 29.9 [26.3,33.5] 61.4 [57.6,65.1] 8.7 [6.8,10.7] 0.895
Yes 28.4 [22.8,34.0] 62.4 [56.1,68.8] 9.1 [6.1,12.2]

Diabetes
No 28.9 [25.8,32.0] 62.4 [59.2,65.7] 8.7 [6.9,10.4] 0.181
Yes 35.3 [26.9,43.7] 53.4 [44.9,61.9] N/A

Hyperlipidemia
No 28.2 [24.8,31.5] 62.7 [59.1,66.2] 9.2 [7.3,11.0][ 0.066
Yes 37.4 [28.9,45.9] 55.6 [47.5,63.7] N/A

Hypertension
No 26.6 [23.2,30.1] 64.0 [60.3,67.7] 9.4 [7.5,11.3] 0.001**
Yes 39.1 [32.7,45.4] 53.9 [47.5,60.4] 7.0 [3.9,10.1]

Obesity
No 29.5 [26.2,32.7] 61.5 [58.1,64.9] 9.0 0.854
Yes 28.9 [19.6,38.2] 63.5 [54.6,72.5] N/A

Note: Wt% was noted as N/A if national-level estimates were unreliable (unweighted n < 30). Asterisks represent statistical significance between the three groups based on
chi-square tests. Statistical significance not reported for groups with a sample size <30. Abbreviations: SGA: second-generation antipsychotic; FGA: first-generation antipsy-
chotic; Wt%: Weighted percentage. *** p < 0.001; ** 0.001 ≤ p < 0.01; *0.01 ≤ p < 0.05.

Table 2
Prescribing Prevalence of Individual Antipsychotics NAMCS
(2005–2016, 2018).

Antipsychotic Wt% (95% CI)

Risperidone 16.3 (14.2,18.4)
Olanzapine 13.7 (11.8,15.7)
Quetiapine 13.6 (11.7,15.5)
Aripiprazole 11.0 (9.3,12.8)
Haloperidol 8.9 (7.0,10.8)
Clozapine 6.2 (4.3,8.1)
Ziprasidone 6.1 (4.6,7.7)
Paliperidone 3.6 (2.5,4.8)
Fluphenazine 3.4 (2.3,4.5)
Perphenazine 1.8 (1.1,2.6)

Note: Antipsychotics with a sample size <30 were not
included.
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patterns of these agents. This study showed that SGAs (particularly risperi-
done, olanzapine, and quetiapine) are used more often than FGAs. Each of
these agents has substantial differences in the types of side-effects
experienced,4 which is significant considering side-effects are cited as one
of the leading causes of medication nonadherence.12,13 To promote treat-
ment adherence and optimize patient outcomes, new treatment guidelines
recommend a patient-centered approach in antipsychotic prescribing and
no longer recommend a specific class be used first-line.3 As such, it is also
important to determine what factors influence antipsychotic prescribing
patterns. While previous studies have focused on racial disparities related
to antipsychotic prescribing,14–17 this study sought to determine what addi-
tional factors may impact this.

Patients aged≥65 diagnosed with schizophrenia were less likely to be
prescribed an SGA compared to no antipsychotic. One reason for this may
be the boxed warning for increased risk of death in adults diagnosed with
dementia.18–20 Because this dataset did not allow for the assessment of
certain comorbid diagnoses that may have influenced prescribing



Table 3
Multinomial Logistic Regression NAMCS (2005–2016, 2018).

SGA vs. no antipsychotic FGA vs. no antipsychotic SGA vs. FGA

AOR 95% CI Sig AOR 95% CI Sig AOR 95% CI Sig

Predisposing factors
Age group

65+ yrs. vs 18–64 yrs 0.435 [0.309,0.612] *** 0.484 [0.250,0.936] 0.900 [0.461,1.759]
Gender

Male vs. female 1.144 [0.879,1.489] 1.128 [0.749,1.700] 1.014 [0.717,1.435]
Race/Ethnicity

Hispanic vs. Black 1.414 [0.809,2.473] 1.538 [0.747,3.167] 0.919 [0.460,1.837]
White vs. Black 1.209 [0.824,1.775] 0.883 [0.523,1.493] 1.369 [0.847,2.213]

Enabling Factors
Area

Non-metro vs. Metro 1.085 [0.601,1.959] 1.920 [0.855,4.309] 0.565 [0.307,1.041]
Insurance

Private/vs. Public 0.850 [0.577,1.250] 0.542 [0.315,0.935] 1.566 [0.949,2.585]
Others vs. Public 0.934 [0.632,1.380] 0.917 [0.512,1.640] 1.019 [0.597,1.736]

Need Factors
Patient establishment

Established vs. New 0.881 [0.513,1.512] 1.747 [0.782,3.904] 0.504 [0.240,1.061]
Visit reason

Routine vs. not routine 2.670 [1.775,4.016] *** 2.066 [1.146,3.725] * 1.292 [0.713,2.341]
Number of medications

≥5 meds vs. <5 meds 1.202 [1.006,1.436] * 1.186 [0.997,1.410] 1.013 [0.968,1.061]
Number of chronic conditions

≥3 conditions vs. <3 conditions 0.984 [0.970,0.997] * 0.976 [0.956,0.998] * 1.007 [0.982,1.033]

Note: Based on 1932 adults (weighted N = 38,403) adults (age≥ 18 years) with schizophrenia between 2005 and 2015, 2016, and 2018.
Asterisks represent statistically significant group differences by type of treatment compared to the reference group based onmultinomial logistic regression at α level of 0.05.
The reference group for the dependent variable in the multinomial logistic regression was “no antipsychotic” for the first two columns and “typical antipsychotic” for the last
column. Statistical tests were not performed to evaluate the significance of groups with a sample size <30. Abbreviations: SGA: second-generation antipsychotic; FGA: first-
generation antipsychotic.
***p < 0.001; **0.001 ≤ p < 0.01; *0.01≤ p < 0.05.
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(e.g., neurocognitive disorders, mood disorders), an association between
these specific chronic conditions and antipsychotic prescribing patterns
could not be determined. Since schizophrenia is associatedwith an elevated
risk of developing Alzheimer's disease,21,22 and because SGAs are com-
monly used for treating behavioral and psychological symptoms of demen-
tia (BPSD),19,23,24 these findings may correspond to a reduction in using
these agents over alternative non-antipsychotic options. However, this
data alone cannot determine this, and additional studies are needed to de-
termine patterns and predictors of antipsychotic use in patients with both
schizophrenia and dementia. These findings are similar to a previous
2013 study by Wang et al. that utilized Medical Expenditure Panel Survey
data from 2004 and 2005.25 In the study by Wang et al., patients aged
≥65 were 0.63 times as likely to use antipsychotics as younger patients.25

This suggests this use pattern may have already existed before the antipsy-
chotic warning of increased death risk in dementia, though this study only
reported on antipsychotic use patterns without specifying indications. To
the best of our knowledge, the current study is the first to report on antipsy-
chotic prescribing patterns in patients with schizophrenia.

Older adults with schizophrenia may also be less likely to be prescribed
an SGA compared to no antipsychotic due tomultimorbidity worsening the
probability or extent of experiencing adverse effects with SGAs.26 For ex-
ample, there is a higher prevalence of metabolic disorders in older adults
compared to younger adults.27,28 Older adults also have a higher risk of
experiencing dizziness/falls.26 As such, SGAs may be avoided more in this
population due to increased fall risk and/or worsening metabolic
disorders.29–33 This correspondswith thefinding that patientswith a higher
number of chronic conditions also had a lower likelihood of being pre-
scribed an SGA or FGA versus no antipsychotic. While ongoing pharmaco-
logic treatment may help patients with schizophrenia achieve long-term
remission and functional recovery,34 there may come a time when the pre-
scriber determines the risk of adverse effects associated with ongoing SGA
use exceeds the potential benefit. Therefore, while it makes sense that pa-
tients seen for a routine visit are more likely to be prescribed an SGA or
FGA versus no antipsychotic compared to non-routine visits, it appears
older adults with certain comorbidities or risk factors may be less likely to
4

receive ongoing treatment. This situation may also occur in cases where
the prescriber disagrees with a previously documented diagnosis of schizo-
phrenia, though this study did not find a difference in prescribing patterns
between established and new patients.

Patients on a higher number of medications were more likely to be pre-
scribed an SGA than no antipsychotic. Perhaps this is because patients on a
higher number of medications at baseline may be more agreeable to
starting an antipsychotic medication for treatment of schizophrenia, or
other potential uses, than patients who are on fewer medications and do
not wish to take medication(s). Alternatively, patients with a diagnosis of
schizophrenia that are prescribed a higher number of medications may
have a higher chance of experiencing distressing medication side effects
that result in antipsychotic prescribing to treat both their schizophrenia
and other symptoms (e.g., insomnia, anxiety).35,36 However, this study
did not account for potential off-label uses.

As previously mentioned, many studies have reported on racial/ethnic
disparities in SGA prescribing.14–17 Specifically, gaps in SGA versus FGA
prescribing reportedly decreased during the 1990s but persisted for Black
patients with psychotic disorders.14 In the study by Daumit et al., which
also utilized NAMCS from 1992 to 2000,14 Black patientswere half as likely
to be prescribed an SGA compared toWhite patients. However, the odds of
receiving an SGA prescription continued to increase for both Black and His-
panic patients over time.14 A more recent 2015 study by Cook et al., which
utilized NAMCS data from 2005 to 2010, reported ongoing racial dispar-
ities in FGA versus SGA prescribing, with Black patients having 1.48
times the odds of being prescribed an FGA compared to White patients.17

This study did not find a significant difference in SGA versus FGA prescrib-
ing between Black and White patients, suggesting that racial disparities in
outpatient antipsychotic prescribing for patients with schizophrenia have
improved over the past decade.

There was also no significant difference in antipsychotic class prescrib-
ing between metropolitan and non-metropolitan regions. However, a reli-
able association was not determined since only 28 patients in the non-
metropolitan group were prescribed an FGA. The aforementioned study
by Wang et al., which reported patterns and predictors of antipsychotic
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use in the US using Medical Expenditure Panel Survey data from 2004 and
2005, found that urban residentswere 1.87 times as likely as rural residents
to use SGAs.25 NoUS studies since then have reported on urban-rural differ-
ences in SGA versus FGA prescribing rates. However, a recent 2019 study
investigating psychotropic treatment patterns in patients with schizophre-
nia in China did not find a significant difference in SGA or FGA prescribing
rates between rural/urban areas.37 More studies are needed to determine
whether regional disparities in outpatient antipsychotic prescribing for pa-
tients with schizophrenia have improved over time.

The following limitations should be taken into consideration when in-
terpreting these findings. Data from NAMCS for patients diagnosed with
schizophrenia was only available until 2018; therefore, antipsychotic pre-
scribing patterns may have changed since then. Future studies should
seek to determine prescribing patterns and predictors following the most
recent practice guidelines release.3,38 These findings may not be generaliz-
able to prescribing patterns in inpatient facilities since NAMCS reports on
data from non-federally funded outpatient health facilities. The small sam-
ple size may have contributed to a possible underpowering in statistical
analysis (unweighted N = 1932). Misclassification or underreporting of
schizophrenia may have occurred. Coding errors, reporting errors, and in-
terviewer effects should also be considered. There was no adjusting for
off-label uses of antipsychotics such as for sleep, anxiety, or behavioral dis-
turbances in neurocognitive disorders. Additionally, comorbidities from
NAMCS thatmay have influenced antipsychotic prescribing, such as bipolar
disorder and anxiety disorders, could not be captured. Information regard-
ing antipsychotic dose was also unavailable, and other patient-specific fac-
tors that influence prescribing, such as duration and severity of
schizophrenia, activities of daily living, and functional status. This study
did not evaluate antipsychotic polypharmacy prescribing patterns, though
it appears some patients in this sample were prescribed >1 antipsychotic
since the total number of antipsychotic prescriptions was higher than the
total number of visits resulting in an antipsychotic prescription. Lastly,
causal inferences cannot be established due to the retrospective, cross-
sectional study design.

5. Conclusions

Roughly three-fourths of patients with schizophrenia seen in an ambu-
latory care setting were prescribed an antipsychotic. SGAs were prescribed
more often than FGAs, but no individual-level factors predicted whether
there were higher odds of prescribing an SGA over an FGA. On the other
hand, multiple individual-level factors predicted whether patients were
prescribed a specific antipsychotic class versus no antipsychotic. Future
studies should seek to understand the reasons for antipsychotic prescribing
pattern differences and what impact this may have on clinical outcomes.
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