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Abstract

IMPORTANCE—The COVID-19 pandemic has negatively affected adult mental health (MH), 

with racial and ethnic minoritized groups disproportionately affected.

OBJECTIVE—To examine changes in adult MH-related emergency department (ED) visits into 

the Delta variant pandemic period and identify changes and inequities in these visits before and 

during COVID-19 case surges.

DESIGN, SETTING, AND PARTICIPANTS—This epidemiologic cross-sectional study used 

National Syndromic Surveillance Program data from US adults aged 18 to 64 years from 1970 

to 2352 ED facilities from January 1, 2019, to August 14, 2021. All MH-related ED visits and 

visits related to 10 disorders (ie, anxiety, depressive, bipolar, schizophrenia spectrum, trauma- 

and stressor-related, attention-deficit/hyperactivity, disruptive behavioral and impulse, obsessive-

compulsive, eating, and tic disorders) were identified.

EXPOSURES—The following periods of MH-related ED visits were compared: (1) high Delta 

variant circulation (July 18-August 14, 2021) with a pre-Delta period (April 18-May 15, 2021), 

(2) after a COVID-19 case peak (February 14-March 13, 2021) with during a peak (December 27, 

2020-January 23, 2021), and (3) the Delta period and the period after a COVID-19 case peak with 

the respective corresponding weeks during the prepandemic period.

MAIN OUTCOMES AND MEASURES—ED visits for 10 mental disorders and all MH-related 

visits.

RESULTS—This cross-sectional study included 107 761 319 ED visits among adults aged 18 

to 64 years (59 870 475 [56%] women) from January 1, 2019, to August 14, 2021. There 

was stability in most MH-related ED visit counts between the Delta and pre-Delta periods 

(percentage change, −1.4% to −7.5%), except for eating disorders (−11.9%) and tic disorders 

(−19.8%) and after a COVID-19 case peak compared with during a peak (0.6%−7.4%). Most 

MH-related ED visit counts declined in the Delta period relative to the prepandemic period (−6.4% 

to −30.7%); there were fluctuations by disorder when comparing after a COVID-19 case peak 

with the corresponding prepandemic period (−15.4% to 11.3%). Accounting for ED visit volume, 

MH-related ED visits were a smaller proportion of visits in the Delta period compared with 

the pre-Delta period (visit ratio, 0.86; 95% CI, 0.85–0.86) and prepandemic period (visit ratio, 

0.80; 95% CI, 0.79–0.80). After a COVID-19 case peak, MH-related ED visits were a larger 

proportion of ED visits compared with during a peak (visit ratio, 1.04; 95% CI, 1.03–1.04) and 

the corresponding prepandemic period (visit ratio, 1.11; 95% CI, 1.11–1.12). Of the 2 510 744 

ED visits included in the race and ethnicity analysis, 24 592 (1%) were American Indian or 

Alaska Native persons, 33 697 (1%) were Asian persons, 494 198 (20%) were Black persons, 

389 740 (16%) were Hispanic persons, 5000 (0.2%) were Native Hawaiian or Other Pacific 

Islander persons, and 1 172 683 (47%) were White persons. There was between- and within-group 

variation in ED visits by race and ethnicity and increases in selected disorders after COVID-19 

peaks for adults aged 18 to 24 years.

CONCLUSIONS AND RELEVANCE—Results of this cross-sectional study suggest that EDs 

may have increases in MH-related visits after COVID-19 surges, specifically for young adults 

and individual racial and ethnic minoritized subpopulations. Public health practitioners should 

Anderson et al. Page 3

JAMA Psychiatry. Author manuscript; available in PMC 2022 May 09.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



consider subpopulation-specific messaging and programmatic strategies that address differences in 

MH needs, particularly for those historically marginalized.

The COVID-19 pandemic has resulted in greater self-reported symptoms of anxiety, 

depression, trauma and stress, tics, and other mental disorders among adults into early 

2021.1–9 The pandemic may also have had an effect on mental health (MH)–seeking 

behavior. In addition to a rise in untreated mental disorders,7 there has been an increase 

in emergency department (ED) visits for selected aspects of MH in March to October 2020 

compared with the prepandemic period.10 There are limited data on contemporary pandemic 

periods and insufficient information on MH care-seeking behavior and how this is affected 

by COVID-19 case surges, which is critical for health care planning.

Preexisting health, social, and economic conditions for historically marginalized 

communities in the US have exacerbated outcomes associated with the pandemic,11–14 

including MH.3–5 Racial and ethnic minoritized groups, particularly Black and Hispanic 

persons, had more symptoms of some mental disorders compared with other groups early in 

the pandemic.3–5 The cumulative effect of high COVID-19 mortality, economic downturn, 

and trauma—including racially motivated violence—have MH consequences for racial and 

ethnic minoritized groups.15–18 EDs serve as a critical entry point for health care services 

for racial and ethnic minoritized groups owing to lack of primary care and medical home 

access.19,20 There are limited data on MH care-seeking behavior for these communities 

during the pandemic.

This analysis examined changes for all MH-related ED visits, and visits for 10 specific 

mental disorders, for adults aged 18 to 64 years during the pandemic. Data through August 

2021 were used to describe MH trends into the Delta variant period on emergency MH 

care-seeking behavior for US adults, with an emphasis on identifying changes and racial and 

ethnic inequities in adult MH-related ED visits before and during COVID-19 case surges.

Methods

Participants and Procedures

In this epidemiologic cross-sectional study, we analyzed deidentified electronic medical 

record data on ED visits for adults aged 18 to 64 years collected via the National 

Syndromic Surveillance Program (NSSP) from January 1, 2019, to August 14, 2021. 

More than 3600 facilities from 49 states and District of Columbia contributed data at 

the time of analysis, constituting approximately 71% of US nonfederal ED facilities.21 

Administrative data analyses are considered public health practice by the US Centers for 

Disease Control and Prevention; therefore, no institutional review board approval or patient 

consent was required. Race and ethnicity information for all adults was gathered from 

the database and included American Indian or Alaska Native, Asian, Black, Hispanic, 

Native Hawaiian or Other Pacific Islander, and White. Persons of Hispanic ethnicity were 

classified as Hispanic regardless of race; other categories reflect non-Hispanic persons. All 

MH-related ED visits, and visits related to 10 disorders (ie, anxiety, depressive, bipolar, 

schizophrenia spectrum, trauma- and stressor-related [TS], attention-deficit/hyperactivity, 

disruptive behavioral and impulse, obsessive-compulsive, eating, and tic disorders), were 
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identified using chief complaint terms and discharge diagnosis codes (eTable 1 in the 

Supplement). This study followed the Strengthening the Reporting of Observational Studies 

in Epidemiology (STROBE) reporting guidelines.

Statistical Analysis

As contributing facilities change over time and chief complaint and discharge diagnosis field 

completeness varies by facility, we limited all analyses to facilities reporting high-quality 

data (coefficient of variation ≤40; average weekly discharge diagnosis ≥75%) in each period 

of interest. For race and ethnicity analyses, we also restricted data to include only average 

weekly data at least 75% or more complete for combined race and ethnicity fields. As of 

August 2021, NSSP race and ethnicity data were 84.5% complete; completeness and data 

collection mechanisms vary by facility.

We examined MH-related ED visits before and during the COVID-19 pandemic; periods 

were selected by examining changes in US COVID-19 case trajectories.22 To examine the 

association of the Delta pandemic period with MH-related ED visits, we compared visits in 

a period with high (>90% of US specimens tested) Delta variant circulation (July 18-August 

14, 2021) with a period when Delta circulation was low (<15%; April 18-May 15, 2021).23 

We compared MH-related ED visits immediately after a COVID-19 case peak (February 

14-March 13, 2021) with during a COVID-19 case peak (December 27, 2020-January 23, 

2021) to understand trends in MH-related visits after COVID-19 case surges. We compared 

the Delta period and the period after a COVID-19 case peak with corresponding weeks 

in 2019 to understand changes in MH-related ED visits before and during the pandemic. 

Analytic index periods were either the COVID-19 Delta period (July 18-August 14, 2021) or 

the period after a COVID-19 case peak (February 14-March 13, 2021).

For each index period, raw ED visit counts and MH visits per 100 000 ED visits were 

calculated overall and by race and ethnicity, sex, and age. The denominator per 100 000 

ED visits reflects visits for the subpopulation of interest in stratified results. To examine 

temporal changes from index to comparison periods, we calculated the percentage change 

in raw ED visit counts. In line with NSSP data standards, we considered changes in 

visit volume as follows: high decreases (≥−20%), moderate decreases (>−10% to −<20%), 

stable (≥−10% to <10%), moderate increases (≥10%–<20%), and high increases (≥20%). 

These thresholds included rounded percentages. In addition to presenting raw MH-related 

visit counts, we calculated visit ratios (VRs) and 95% CIs to compare the proportion of 

MH-related visits of all ED visits in the index with comparison periods. VRs and 95% CIs 

provided information on whether MH-related visits comprised a larger (VR >1.0) or smaller 

(VR <1.0) proportion of all ED visits in the index compared with comparison periods. The 

median (range) number of facilities included in analyses examining all MH-related ED visits 

and specific disorders overall and by sex and age was 2035 (1970–2041).

Owing to small cell sizes, analyses by race and ethnicity included only the 5 most common 

disorders and all MH-related visits. Owing to improvements in race and ethnicity data 

completeness during the pandemic, MH-related visit count percentage change and VRs with 

95% CIs for race and ethnicity were only calculated when comparing the Delta with the 

pre-Delta period and the period after a COVID-19 case peak with during a peak. VRs with 
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95% CIs were calculated to compare the proportion of MH-related visits between racial and 

ethnic groups. There were 2352 facilities included in race and ethnicity analyses. All data 

were analyzed using R software, version 4.1.2 (The R Foundation).

Results

This epidemiologic cross-sectional study included 107 761 319 ED visits among adults aged 

18 to 64 years (16 569 474 [15%] aged 18–24 years; 58 682 874 [55%] aged 25–49 years; 

32 508 971 [30%] aged 50–64 years; 59 870 475 [56%] women; 47 711 919 [44%] men) 

from January 1, 2019, to August 14, 2021. There were 2 510 744 ED visits included in 

the subsample used for the race and ethnicity analysis; sex and age demographic patterns 

mirrored those for the entire sample. Among these visits, 24 592(1%) were among American 

Indian or Alaska Native persons, 33 697 (1%) were among Asian persons, 494 198 (20%) 

were among Black persons, 389 740 (16%) were among Hispanic persons, 5000 (0.2%) 

were among Native Hawaiian or Other Pacific Islander persons, and 1 172 683 (47%) were 

among White persons.

MH-related ED visit counts from January 1, 2019, to August 14, 2021, are listed in Figure 1. 

After a decline in March 2020, MH-related ED visit counts for most disorders rose from the 

spring to the summer of 2020, with a decline in late fall 2020. MH-related ED visits, overall 

and for most disorders, were at their highest in the summer to midfall 2020.

Delta to Pre-Delta Pandemic Period

Among adults aged 18 to 64 years, there was stability in all MH-related ED visit counts 

(−3.3%), as well as counts for most specific disorders (range, −1.4% to −7.5%), between the 

Delta and pre-Delta periods (Table 1). However, there were moderate and high decreases in 

ED visit counts for eating disorders (−11.9%) and tic disorders (−19.8%), respectively, from 

the Delta to the pre-Delta periods.

Across all MH-related visits and many disorders, White and American Indian or Alaska 

Native persons had a higher prevalence of ED visits for the disorder of interest per 100 000 

ED visits than other groups (eg, all MH-related visits: American Indian or Alaska Native 

persons, 7428; Asian persons, 6406; Black persons, 6318; Hispanic persons, 6026; Native 

Hawaiian or Other Pacific Islander persons, 4744; White persons, 9792 per 100 000 ED 

visits) (Table 2, Figures 2 and 3, eAppendixes 1 and 2 in the Supplement). There were also 

differences between several other racial and ethnic minoritized groups in MH-related ED 

visits per 100 000 ED visits in the Delta period, which varied by specific disorders (Figures 

2 and 3). For example, Black persons had a lower prevalence of anxiety-related ED visits 

(2481 per 100 000) than Asian persons (3497 per 100 000) and Hispanic persons (3462 per 

100 000) (Figure 2B), but a higher prevalence of schizophrenia spectrum disorder-related 

ED visits (1244 per 100 000) compared with American Indian or Alaska Native (716 per 

100 000), Asian (562 per 100 000), Hispanic (524 per 100 000), and White (757 per 100 

000) persons (Figure 3B). MH-related ED visits varied over time within racial and ethnic 

groups (Table 2). Asian persons had a moderate increase (12.0%), and Native Hawaiian 

or Pacific Islanders had a moderate decrease (−16.0%) in all MH-related visit counts in 

the Delta period compared with the pre-Delta period; other groups had stable counts over 
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these periods. Black, Hispanic, and White persons had stable ED visit counts for all specific 

disorders between the Delta and pre-Delta period. Although visit counts were stable for 

depressive disorders, American Indian or Alaska Native persons had a high decrease in 

ED visit counts for bipolar (−30.8%), schizophrenia spectrum (−23.8%), and TS-related 

(−25.0%) disorders—but a moderate increase in anxiety-related ED visits (9.9%)—in the 

Delta period compared with the pre-Delta period. Asian persons had moderate to high 

increases in ED visit counts for anxiety disorders (18.3%), depressive disorders (20.5%), 

schizophrenia spectrum disorders (18.2%), and TS-related disorders (11.8%); visits for 

bipolar disorders decreased (−13.6%).

VRs with 95% CIs, including for some racial and ethnic groups, were mostly less than 

1.0 (Tables 1 and 2), indicating MH-related ED visits composed a smaller proportion of 

all ED visits in the Delta period compared with the pre-Delta period. For American Indian 

or Alaska Native and Asian persons, VRs and 95% CIs mostly spanned 1.0, indicating no 

difference in the proportion of MH-related ED visits in the Delta period compared with the 

pre-Delta period. Findings by sex and for those aged 25 to 49 years and 50 to 64 years 

mostly reflected nonstratified findings (eTable 2 in the Supplement). For adults aged 18 to 

24 years, many disorders had moderate to high decreases in ED visit counts in the Delta 

period compared with the pre-Delta period.

Changes Immediately After a COVID-19 Case Peak

Among adults aged 18 to 64 years, there was stability in adult MH-related ED visit counts 

overall (1.5%), including for specific disorders (range, 0.6%–7.4%) after a COVID-19 case 

peak compared with during a peak (Table 1). Similar to the Delta period findings, there were 

between-group racial and ethnic differences in ED visit prevalence for all MH-related visits 

and specific disorders (Figures 2 and 3).

For within-group differences, there was stability in all MH-related ED visit counts 

during and immediately after a COVID-19 case peak for all specific racial and ethnic 

subpopulations (range, −0.3% to 6.2%) (Table 2). For Black, Hispanic, and White persons, 

there was limited variability in ED visit counts for most disorders during this period. 

However, each of these groups had increases in the percentage change in visit counts for 

1 disorder in the period after a COVID-19 case peak compared with during a peak (Black 

persons, 14.0% increase in TS-related disorder visits; Hispanic persons, 24.3% increase in 

bipolar disorder visits; White persons, 11.5% increase in schizophrenia spectrum disorder 

visits) in the period after a COVID-19 case peak. For Asian persons, there was stability in 

ED visit counts for several disorders, but high increases in depressive disorders (26.6%) and 

decreases in schizophrenia spectrum disorders (−31.6%) in the period after a COVID-19 

case peak. Among American Indian or Alaska Native persons, anxiety and schizophrenia 

spectrum–related ED visit counts were stable after a COVID-19 case peak, but there were 

moderate to high increases in ED visit counts for other disorders (depressive disorders, 

9.9%; bipolar disorders, 40.0%; TS-related disorders, 42.4%).

For MH-related visits overall and specific disorders, VRs were mostly greater than 1.0 with 

95% CIs excluding 1.0 (Tables 1 and 2). This predominantly indicates that MH-related 

ED visits composed a larger proportion of all ED visits in the period immediately after 
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a COVID-19 case peak compared with during a peak. For some racial and ethnic groups, 

VR point estimates were similar but with wider CIs that often spanned 1.0, which could be 

due to small sample size. Findings by age and sex reflected overall patterns, with several 

exceptions (eTable 2 in the Supplement): there was a moderate increase (10.9%) in eating 

disorder–related ED visit counts for men; high increases (25.8%) in tic disorder–related 

ED visit counts for women; and moderate to high increases in visit counts for 3 disorders 

(disruptive behavioral and impulse disorders, 11.8%; eating disorders, 12.5%, tic disorders, 

25.8%) among adults aged 18 to 24 years after a COVID-19 case peak compared with 

during a peak.

MH-Related ED Visits Compared With Prepandemic

Among adults aged 18 to 64 years, there were decreases for all MH-related ED visit counts 

(−17.2%) and for most disorders (range, −12.1% to −30.7%) when comparing the Delta 

period with the corresponding period in 2019, except for tic disorders, which was stable 

(−6.4%) (Table 1). Across most disorders and all MH-related visits, VRs were mostly less 

than 1.0 with 95% CIs that excluded 1.0 (Table 1), indicating that MH-related ED visits 

were a smaller proportion of ED visits in the Delta period compared with the corresponding 

prepandemic period in 2019. Findings by sex and age mostly reflected nonstratified results 

(eTable 2 in the Supplement).

For adults aged 18 to 64 years, ED visit counts for all MH-related visits (−5.4%) and for 

anxiety (−4.2%), bipolar (−8.7%), schizophrenia (5.2%), and TS (−3.9%) disorders were 

stable when comparing the period after a COVID-19 case peak with the corresponding 

prepandemic period (Table 1). There were moderate increases in ED visit counts for 

disruptive behavioral and impulse disorders (9.5%), obsessive-compulsive disorders (9.8%), 

eating disorders (11.1%), and tic disorders (11.3%), and moderate decreases for 2 disorders 

(attention-deficit/hyperactivity and depressive disorders), when comparing the period after 

a COVID-19 case peak with the corresponding prepandemic period. When stratified by sex 

and age, findings were similar for the most common disorders. However, increases in ED 

visit counts for obsessive-compulsive disorder were greater for men (18.8%) and particularly 

for those aged 50 to 64 years (19.2%). For eating and tic disorders, women (eating, 12.7%; 

tic, 34.1%) and people aged 18 to 24 years (eating, 22.8%; tic, 73.3%) had the greatest 

increases (eTable 2 in the Supplement). VRs were mostly greater than 1.0 with 95% CIs that 

excluded 1.0 (Table 1), indicating that MH-related ED visits composed a larger proportion 

of all ED visits after a COVID-19 case peak compared with the corresponding prepandemic 

period.

Discussion

The COVID-19 pandemic has had collateral effects on MH1–9; to our knowledge, this 

epidemiologic cross-sectional study was the first analysis to examine differences in MH-

related ED visits in the Delta period and to investigate the association of COVID-19 case 

surges with MH-related ED visits. Study findings suggest that all MH-related ED visit 

counts were mostly stable into the Delta period (except among Asian persons who had 

visit increases and people of Native Hawaiian or Other Pacific Islander race and ethnicity 
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who had visit decreases) compared with a pre-Delta period but had declined since the 

corresponding prepandemic period. MH-related ED visits compose a smaller proportion 

of all ED visits in this period compared with earlier in the pandemic and prepandemic 

period. Given that self-reported MH concerns have increased during the pandemic,1–9 

poor MH may be untreated or undertreated. Although it is possible that increases in 

primary care telemedicine use24–26 or other services may be offsetting some decreases 

in MH-related ED visits during these periods, these resources may be less available to 

disproportionately affected subpopulations27—such as racial and ethnic minoritized groups

—who have historically been more likely to use EDs as first-line health care.19,20 Given the 

effect poor MH can have on life-long health,28 access to flexible MH services tailored to 

individual needs and accounting for differences in service access and availability are critical.

Study findings suggest that MH-related ED visit counts were mostly stable when comparing 

the period after a COVID-19 case peak with during a peak; some exceptions included 

adults aged 18 to 24 years. Compared with the prepandemic period, there were increases 

in ED visit counts for 4 disorders, decreases for 2 disorders, and stability for the remaining 

disorders and all MH-related visits. When accounting for ED visit volume,29,30 our results 

indicated that MH-related visits composed a larger proportion of ED visits after COVID-19 

peaks compared with the corresponding prepandemic period. This aligns with previous 

work examining MH-related ED visits in 2020, which indicated that MH-related visits 

accounted for a higher proportion of visits than during the prepandemic period.10 Increases 

in MH-related ED visit counts after a COVID-19 case peak were notable for several 

racial and ethnic minoritized groups, including American Indian or Alaska Native persons. 

The increases observed after a COVID-19 case peak may suggest that individuals are 

experiencing stress and increases in poor MH in the periods after a COVID-19 case surge, 

as witnessed after a public health crisis.31–33 Alternatively, individuals may be delaying 

MH care during COVID-19 peaks owing to limited accessibility or perceived safety of 

services,34 or care may be unavailable given reduced capacity. After a COVID-19 case peak, 

hospitals may need to prepare for a potential increase in MH care in emergency health care 

settings.

Study results showed variation in patterns for MH care-seeking, which change based on 

the time of the pandemic, both in ED visits within and across racial and ethnic groups. 

This highlights the need to support persons who have used EDs as a safety net during the 

prepandemic period.19,20 The variation in MH-related ED visits, including across specific 

disorders, by racial and ethnic group subpopulation suggests that communication and 

advocacy interventions may need to be tailored for groups who are experiencing increases 

in poor MH during the pandemic. Within-group variability of MH-related ED visits during 

the pandemic suggests the need for attention from clinicians related to continuity of care 

for those with preexisting MH problems. Focus on proactive and preventive care for racial 

and ethnic groups more likely to experience new MH needs during the pandemic may be 

warranted. Race and ethnicity are related to inequities in hospital care and mortality, and 

stigmatizing experiences and other factors that lead to mistrust.35,36 Primary prevention 

efforts are needed to maintain mental and physical health, sustain community resilience, and 

overcome additive stress owing to the COVID-19 pandemic.
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Limitations

This study had some limitations. Although NSSP data represent approximately 71% of 

US ED facilities, these data are not nationally representative. After limiting our study 

to facilities that reported high-quality data, results may not be generalizable to all NSSP-

contributing facilities. ED visit counts should be considered an underestimate of MH-related 

disorders that are identified in ED visit records, given that these data do not include all 

US EDs. There were substantial changes in ED health care–seeking behavior during the 

pandemic,29,30 which may have affected results as the characteristics of persons seeking 

care before and during the pandemic may have changed. Although all examined MH 

definitions were validated on NSSP data from multiple US jurisdictions, there may have 

been misclassification owing to challenges with identifying and reporting MH-related 

visits. We could not distinguish between acute and chronic presentation of MH-related 

visits, or visits where MH was a comorbidity but not the primary reason for the visit. 

Estimates provided do not capture all health care–seeking needs for persons experiencing 

MH challenges given that many people receive MH care outside of EDs. Moreover, this 

analysis focused on MH and did not include suicide or other behavioral health–related 

outcomes, which are critical and should be examined in future research. Finally, there 

may have been misclassification in race and ethnicity, which could influence estimates of 

inequities in MH-related ED visit burden.

Conclusions

This epidemiologic cross-sectional study described changes in MH-related ED visits into 

the Delta variant pandemic period and during and after peaks in US COVID-19 cases. The 

findings suggest that there were fluctuations in patterns of MH-related ED visits relative 

to COVID-19 case surges, which differed by race and ethnicity. Emergency health care 

professionals may experience increases in MH-related visits during COVID-19 case surges 

(such as during the Delta period) among Asian persons and after COVID-19 case surges, 

particularly for adults aged 18 to 24 years and for American Indian or Alaska Native 

persons. There may also be increases in visits for specific disorders for individual racial and 

ethnic groups. Public health practitioners should consider subpopulation-specific messaging 

and programmatic strategies that address differences in MH prevention and intervention 

needs across subpopulations, particularly those who have been marginalized in the US.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key Points

Question

How have adult mental health (MH)–related emergency department (ED) visits changed 

during the COVID-19 pandemic?

Findings

In this cross-sectional study of 107 761 319 eligible ED visits, MH-related visit count 

findings depended on the COVID-19 pandemic period examined, whether this was 

compared with other periods in the pandemic or prepandemic period, and which mental 

disorder was examined. There was between- and within-group variation in ED visits by 

race and ethnicity, which varied by pandemic period examined, and there were increases 

in some disorders after COVID-19 case peaks for adults aged 18 to 24 years.

Meaning

Results of this study suggest that EDs may have increases in MH-related visits after 

COVID-19 surges, especially for young adults and some racial and ethnic minoritized 

subpopulations.
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Figure 1. 
US Mental Health-Related Emergency Department (ED) Visit Counts for Adults Aged 

18 to 64 years, Overall and by DisorderThis figure includes data from January 1, 2019, 

through August 14, 2021. Shaded areas of the graph depict time periods included in the 

analytic index or comparison periods, which are as follows: the prepandemic comparison 

periods (February 10-March 9, 2019, and July 14-August 10, 2019), the COVID-19 case 

peak comparison period (December 27, 2020-January 23, 2021), the period immediately 

after a COVID-19 case peak index period (February 14-March 13, 2021), a COVID-19 

pandemic comparison period with low circulation of the Delta variant, called the pre-Delta 

period (April 18-May 15, 2021), and a COVID-19 pandemic index period with high 

circulation of the Delta variant, called the Delta period (July 18-August 14, 2021). To 

accommodate differences in counts of all mental health-related visits and specific disorders, 

results for high-prevalence (A), medium-prevalence (B), and low-prevalence (C) disorders 

are presented.
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Figure 2. Mental Health–Related, Anxiety, and Depressive Disorder US Emergency Department 
(ED) Visits, by Race and Ethnicity, December 27, 2020, to August 14, 2021
This figure includes data for all mental health (A), anxiety disorders (B), and depressive 

disorders (C). Shaded areas of the graph depict time periods included in analytic index 

or comparison periods: a COVID-19 case peak comparison period (December 27, 2020-

January 23, 2021), the period immediately after a COVID-19 case peak index period 

(February 14-March 13, 2021), a COVID-19 pandemic comparison period with low 

circulation of the Delta variant (the pre-Delta period; April 18-May 15, 2021), and a 

COVID-19 pandemic index period with high circulation of the Delta variant (the Delta 

period; July 18-August 14, 2021). These windows were used in the temporal comparisons 

displayed in Table 2 (eAppendix 1 in the Supplement).
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Figure 3. Bipolar, Schizophrenia Spectrum, and Trauma- and Stressor-Related Disorders US 
Emergency Department (ED) Visits, by Race and Ethnicity, December 27, 2020, to August 14, 
2021
This figure includes data for bipolar disorders (A), schizophrenia spectrum disorders (B), 

and trauma- and stressor-related disorders (C). Shaded areas of the graph depict time periods 

included in analytic index or comparison periods: a COVID-19 case peak comparison period 

(December 27, 2020-January 23, 2021), the period immediately after a COVID-19 case peak 

index period (February 14-March 13, 2021), a COVID-19 pandemic comparison period with 

low circulation of the Delta variant (the pre-Delta period; April 18-May 15, 2021), and 

a COVID-19 pandemic index period with high circulation of the Delta variant (the Delta 

period; July 18-August 14, 2021). These windows were used in the temporal comparisons 

displayed in Table 2 (eAppendix 2 in the Supplement).
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