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Abstract
This study examined changes in psychotropic medication use associated with the early months of the coronavirus disease 2019
(COVID-19) pandemic. Using Kaiser Permanente Northern California electronic health records, the authors identified adult patients
with fills for psychotropic medications and a non-psychotropic comparator (statins) in the 13weeks before and after the first-known
COVID-19-related death in California (March 4, 2020). Generalized estimating equations were used to derive relative risk ratios (RRR)
for medication fills compared with the prior year. Analyses were stratified by new and continued fills and patient characteristics.
Among 2,405,824 patients, themean (SD) age was 49.8 (17.9) years; 52.9%were female; 47.9% identified asWhite; 8.0% and 7.9%
had anxiety and depression disorder diagnoses, respectively. Accounting for secular trends, in the 13weeks following March 4,
2020, there were increased fills for trazodone (RRR=1.03, 95% CI=1.02, 1.04), decreased fills for benzodiazepines (RRR=0.95,
95% CI=0.94, 0.96) and hypnotics (RRR=0.97, 95% CI=0.96, 0.99), and stable fills for antidepressants (RRR=1.00, 95% CI=
0.99, 1.00). Relative rates of new fills decreased across most medication classes and continued fills either remained stable or
demonstrated non-clinically significant decreases. Patients aged ≥65years demonstrated decreased fills for most medication
classes. In the first 13weeks of the COVID-19 pandemic, fills for most psychotropic medications remained constant or showed small
changes relative to the previous year. Continued (compared with new) fills accounted for observed increases in some medication
classes. Older adults demonstrated decreased fills of most medications.

Abbreviations: COVID-19 = coronavirus disease 2019, EHR = electronic health record, GEE = generalized estimating equation,
KPNC = Kaiser Permanente Northern California, RRR = relative risk ratio.
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1. Introduction

In early 2020, the coronavirus disease 2019 (COVID-19)
pandemic led to a series of sudden and profound increases in
reported psychiatric symptoms and changes in mental health care
delivery methods. Multiple surveys among US adults revealed
increased rates of depressive and anxiety-related symptoms; for
instance, in a national survey conducted in June 2020, 40% of US
adults reported at least 1 adverse mental or behavioral health
symptom, including 31%who reported symptoms suggestive of a
depressive or anxiety disorder.[1] Recent surveys have also found
higher rates of depressive and anxiety symptoms among adults in
the initial months of the pandemic compared with previous
years,[2] increased rates of serious psychological distress during
the pandemic compared with the previous year,[3] and increased
rates of depressive and anxiety symptoms during the pandemic.[4]

Rates of clinically significant insomnia also increased in the early
months of the COVID-19 pandemic, ranging from one-fifth to
one-third of adult respondents in studies fromChina,[5] Greece,[6]

and France.[7]

Coincident with the increase in psychiatric symptoms, much
outpatient mental health care moved from in-person to telehealth
modalities (telephone or video). A survey of US physicians in the
summer of 2020 revealed that prior toMarch 11, 2020, over 92%
of behavioral and mental health physicians reported seeing 0 to 5
patients per week via telehealth; at the time of the survey, nearly
60% reported seeing more than 20 patients per week via
telehealth.[8] It is not well understood how this profound shift in
outpatient mental health care delivery may relate to psychotropic
medication prescribing. In the immediate term however, early
reports indicated only modest changes in psychotropic medication
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prescribing.[9–11]National pharmacy claims data suggest increased
prescribing of antidepressant and anxiolyticmedications inMarch
2020, with a subsequent decline toward pre-pandemic levels in
April 2020.[10] In the first 5months of 2020, compared with the
same period in 2019, an analysis of psychotropic prescription
patterns in North York, Ontario demonstrated consistent
prescription rates of antidepressants and benzodiazepines across
the 2 periods.[12] However, the 2020 period was associated with
higher rates of dose and medication changes as well as higher
dispensations of benzodiazepines compared with the 2019
period.[12] It is not understood if these trends persisted into the
summer of 2020 or if patterns were consistent across medication
classes or patient demographic groups.
Telehealth care may deter clinicians from prescribing con-

trolled medication classes such as benzodiazepines and hypnotics
due to significant risk for misuse or overdose or may impede
starting new medications with patients seen virtually. Prescribing
patterns may also differ across patient subgroups; older[13] and
non-White[14] patients may have had decreased access to
telehealth during the pandemic and consequently to psychotropic
medications. Longer-term and more granular data would help
characterize changes associated with the COVID-19 crisis,
informing proactive planning for future pandemics.
Using electronic health record (EHR) and pharmacy data from

Kaiser Permanente Northern California (KPNC), a large,
integrated health care system, we examined prescribing trends
for commonly used psychotropic medication classes prior to and
following the onset of the COVID-19 pandemic compared with
the prior year. For a non-psychotropic comparator, we assessed
statin prescribing during the same time periods. We additionally
stratified trends by patient age, gender, and racial/ethnic groups.
We hypothesized that in general, prescriptions for antidepressant,
anxiolytic, and insomnia-related medications would increase
during the COVID-19 period, corresponding with reports of
increased mood and anxiety symptoms. We also hypothesized
that pandemic-related increases in psychotropic medications
would be lower among patients with new medications, and
among older and non-White adults given potential slower uptake
of telehealth among older adults[15] and inequalities in mental
health access among non-White populations.[16] Last, we
hypothesized that continued (in contrast to new) fills would
account for any observed increases associated with the pandemic.
2. Methods

2.1. Setting

KPNC provides integrated health care to approximately 4.3
million members, constituting about one-third of Northern
California’s insured population. Members are insured through
employer-based plans,Medicare,Medicaid, and health insurance
exchanges and are generally representative of the insured US
population by both sex and race/ethnicity.[17] The KPNC
Institutional Review Board reviewed the study and granted a
waiver of informed consent to examine EHR data.
2.2. Study sample

The analytic sample comprised 2,405,824 KPNC members, aged
≥18years, with continuous KPNC membership and prescription
medication coverage between December 1, 2017 and June 30,
2020. This date range extended 12months prior to the
2

comparison (i.e., non-pandemic) period to allow for distinguish-
ing new from continued prescriptions. The fixed study sample
allowed for direct comparisons of rates of prescribed medications
in the defined period within the 2-year observation window.
2.3. Prescribed medications

Outpatient psychotropic medication fills were extracted from
KPNC pharmacy data and classified into broad drug classes:
antidepressants, benzodiazepines, non-benzodiazepine hyp-
notics, trazodone, mood stabilizers and antipsychotics, and
stimulants. Additionally, statins were included as a non-
psychotropic comparator (see Supplemental Table 1, http://
links.lww.com/MD/G465, which lists the generic names of
medications included in this study). More than 90% of members
obtain prescription medications through KPNC pharmacies;
dose, directions for use, supply, and refills for all dispensed
prescriptions are stored in electronic databases validated for as-
needed and scheduled medications.[18–20] A medication was
classified as filled within each observation period if the patient
had ≥1 documented fill. For each medication class and within an
observation period (December 3, 2019 to June 2, 2020 or
December 4, 2018 to June 2, 2019), patients with new
prescriptions (no fills of a medication from the same class in
the prior 12months) were identified and distinguished from
continued fills (≥1 fill of a medication from the same class in the
prior 12months).
2.4. Patient characteristics

From the EHR, we extracted patients’ sex, age, race/ethnicity,
and whether patients’ primary medical insurance was covered by
the state Medicaid program or another payer source. To measure
socioeconomic status, which has been shown to be associated
with psychotropic medication use,[21] we used median household
income by geocoding patients’ residential addresses to 2010 US
Census blocks. We created a dichotomous variable based on the
median estimated household income in the sample (�$92,295.40
vs >$92,295.40).
2.5. Statistical analysis

A quasi-experimental difference-in-difference design[22] was used
to account for secular trends in prescribing fills, comparing the
period of interest (March 4, 2020 to June 2, 2020) following the
first reported statewide COVID-19 death to the 13weeks prior
(December 3, 2019 to March 3, 2020) with corresponding 13-
weeks comparison periods in the year prior (March 4, 2019 to
June 2, 2019 and December 4, 2018 to March 3, 2019).
McNemar’s test was used to examine differences in proportion of
patients prescribed study drugs in the 13weeks prior to and after
March 4 for each year. Generalized estimating equations (GEE)
were used to derive relative risk ratios (RRR) for each medication
within 13weeks with year (2018–2019 or 2019–2020), period
(before or after March 4), and their interaction as covariates.
These models were repeated among the subgroup of patients with
new prescriptions for each medication class. To test for effect
modification by demographic subgroups, we performed stratified
McNemar’s tests and GEE analyses. Subgroups of interest
included age (18–44, 45–64, and ≥65years), sex, race/ethnicity
(non-Hispanic White and Other), and estimated household
income. We tested for significant interactions by adding a
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covariate for subgroup, all 2-way interaction terms, and the 3-
way interaction between subgroup, 13-week time frame, and
period to the GEE models. Participants missing subgroup data
were dropped from these analyses (sex: missing n=131; income:
missing n=27,292). Significance was defined as 2-tailed P< .05.
All analyses were performed using SAS version 9.4 (SAS Institute;
Cary, NC).
3. Results

Among the 2,405,824 adults whomet study inclusion criteria, the
mean (SD) age was 49.8 (17.9) years, 23.2% were age ≥65years,
52.9%were female, 47.9%were non-Hispanic White, 4.2% had
Medicaid insurance, and approximately 8% had an anxiety or
depressive disorder diagnosis (Table 1).
3.1. Antidepressants, benzodiazepines, hypnotics, and
trazodone

In the first 13weeks of the COVID-19 period (March 4, 2020 to
June 2, 2020), 8.9% of patients filled ≥1 prescription for
antidepressants, 0.5% for hypnotics, 2.5% for benzodiazepines,
and 2.0% for trazodone. Before accounting for prior-year
patterns, these rates were significantly increased compared with
the previous 13weeks (December 3, 2019 to March 3, 2020) for
Table 1

Baseline characteristics of 2,405,824 Kaiser Permanente Northern
California adult members.

Characteristic Overall

Age, n (%), years
18–45 1,021,735 (42.5)
46–64 824,822 (34.3)
≥65 559,267 (23.2)

Sex, n (%)
Female 1,273,133 (52.9)
Male 1,132,560 (47.1)
Other/missing 131 (0.0)

Race/ethnicity, n (%)
Black 171,048 (7.1)
Asian/Pacific Islander 515,289 (21.4)
Hispanic/Latinx 450,497 (18.7)
Other/unknown 115,833 (4.8)
White 1,153,157 (47.9)

Median neighborhood household income,
mean ± SD, US$

∗
92,295±40,707

Any medication treatment (time period), n (%)
Antidepressants (2018–2019) 258,721 (10.8)
Antidepressants (2019–2020) 266,325 (11.1)
Benzodiazepines (2018–2019) 92,457 (3.8)
Benzodiazepines (2019–2020) 83,323 (3.5)
Hypnotics (2018–2019) 18,188 (0.8)
Hypnotics (2019–2020) 15,869 (0.7)
Trazodone (2018–2019) 58,845 (2.4)
Trazodone (2019–2020) 62,517 (2.6)
Mood stabilizers/antipsychotics (2018–2019) 55,325 (2.3)
Mood stabilizers/antipsychotics (2019–2020) 58,100 (2.4)
Stimulants (2018–2019) 3,120 (0.1)
Stimulants (2019–2020) 3,382 (0.1)
Statins (2018–2019) 455,402 (18.9)
Statins (2019–2020) 476,401 (19.8)

∗
Missing n=27,292 (1.1%).
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antidepressants (+1.5%), and trazodone (+5.8%) (Table 2;
Fig. 1). Over the same period, fills decreased for benzodiazepines
(�3.6%) and hypnotics (�3.5%). Fills of antidepressants and
trazodone as well as mood stabilizers and antipsychotics,
stimulants, and statins increased compared with the prior year
between mid-February and late March 2020 (Fig. 1). To account
for secular trends, we contrasted these changes before and after
March 4, 2020 with fills in the same periods 1year prior. These
difference-in-differences models indicated increased fills for
trazodone (RRR=1.03, 95% CI=1.02, 1.04), decreased fills
for benzodiazepines (RRR=0.95, 95% CI=0.94, 0.96) and
hypnotics (RRR=0.97, 95% CI=0.96, 0.99), and stable fills for
antidepressants (RRR=1.00, 95% CI=0.99, 1.00) after ac-
counting for prior-year patterns.

3.2. Other psychotropic medications

In the first 13weeks of the COVID-19 period, 2.0% of patients
filled ≥1 prescription for mood stabilizers and antipsychotics and
0.1% for stimulants. Before accounting for prior-year patterns,
these rates were significantly increased compared with the
previous 13weeks for mood stabilizers and antipsychotics
(+3.5%) and stimulants (+9.8%) (Table 2; Fig. 1). Accounting
for fill patterns in the prior year, difference-in-difference models
indicated slightly increased fills for mood stabilizers and
antipsychotics (RRR=1.01, 95% CI=1.00, 1.02) and stable
fills for stimulants (RRR=1.02, 95% CI=0.98, 1.06).
3.3. Statins

In the first 13weeks of the COVID-19 period, 16.7% of
patients filled ≥1 prescription for statins. Before accounting for
prior-year patterns, these rates were significantly increased
compared with the previous 13weeks (+4.0%) (Table 2;
Supplemental Tables 2–3, http://links.lww.com/MD/G466,
which contain the RRR values for new and continued fills for
each medication class, including statins). Accounting for fill
patterns in the prior year, difference-in-difference models
indicated slightly increased fills for statins (RRR=1.01, 95%
CI=1.00, 1.01).
3.4. Patients with new prescriptions

In the first 13weeks of the COVID-19 period, 1.6% of patients
filled≥1 newprescription for antidepressants, 0.1% for hypnotics,
0.7% for benzodiazepines, 0.6% for trazodone, 0.4% for mood
stabilizers and antipsychotics, 0.0% for stimulants, and 1.4% for
statins. Before accounting for prior-year patterns, these rates were
significantly increased compared with the previous 13weeks for
antidepressants (+18.6%, P< .001), trazodone (+22.9%, P
< .001), mood stabilizers and antipsychotics (+25.6%, P< .001),
stimulants (+66.4%, P< .001), and statins (+14.8%, P< .001)
(Supplemental Tables 2–3, http://links.lww.com/MD/G466,
which contain the RRR values for new and continued fills for
each medication class). Over the same period, fills decreased for
benzodiazepines (�6.2%, P< .001) and hypnotics (�2.5%,
P< .001). However, after accounting for secular trends, differ-
ence-in-difference models indicated that for nearly all medication
classes, new fills were substantially lower than expected,
specifically for antidepressants (RRR=0.84, 95% CI=0.83,
0.86), benzodiazepines (RRR=0.78, 95% CI=0.76, 0.81),
hypnotics (RRR=0.78, 95% CI=0.73, 0.84), mood stabilizers
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Table 2

Medication fill changes by class.

2018–2019 2019–2020 Difference in differences

Medication, n (%) Dec 4–Mar 4 Mar 4–Jun 2 % Change P value Dec 3–Mar 4 Mar 4–Jun 2 % Change P value RRR (95% CI) P value

Antidepressants 202,414 (8.4) 205,689 (8.5) +1.6 <.001 212,098 (8.8) 215,307 (8.9) +1.5 <.001 1.00 (0.99–1.00) .642
Hypnotics 14,462 (0.6) 14,343 (0.6) �0.8 .171 13,177 (0.5) 12,711 (0.5) �3.5 <.001 0.97 (0.96–0.99) <.01
Benzodiazepines 65,835 (2.7) 66,687 (2.8) +1.3 <.001 62,216 (2.6) 59,998 (2.5) �3.6 <.001 0.95 (0.94–0.96) <.001
Trazodone 43,205 (1.8) 44,327 (1.8) +2.6 <.001 45,879 (1.9) 48,545 (2.0) +5.8 <.001 1.03 (1.02–1.04) <.001
Mood stabilizers/

antipsychotics
44,485 (1.8) 45,442 (1.9) +2.2 <.001 47,017 (1.9) 48,654 (2.0) +3.5 <.001 1.01 (1.00–1.02) <.01

Stimulants 2,394 (0.1) 2,578 (0.1) +7.7 <.001 2,505 (0.1) 2,750 (0.1) +9.8 <.001 1.02 (0.98–1.06) .351
Statins 364,936 (15.2) 375,345 (15.6) +2.9 <.001 387,316 (16.1) 401,627 (16.7) +4.0 <.001 1.01 (1.00–1.01) <.001

Hirschtritt et al. Medicine (2021) 100:43 Medicine
and antipsychotics (RRR=0.85, 95%CI=0.82, 0.88), and statins
(RRR=0.77, 95% CI=0.76, 0.79). Only new fills for stimulants
remained stable relative to prior-year patterns. In contrast to the
relative decreases in new fills, there were either no changes or
Figure 1. Weekly volume of fills for selected psychotropic medication classes and s
to June 2, 2019 or between December 3, 2019 to June 2, 2020. The vertical dotted
California in 2020.

4

clinically insignificant relative decreases in continued fills for all
medication classes (Fig. 2, Supplemental Tables 2–3, http://links.
lww.com/MD/G466, which contain the RRR values for new and
continued fills for each medication class).
tatins. Numbers on the x-axis represent the 26wk between December 4, 2018
line represents March 4, the first documented death attributed to COVID-19 in
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Figure 2. Relative rates of new and continued fills for selected psychotropic medications and statins in 2019–2020 compared with 2018–2019. Error bars
represent standard errors of relative risk ratios.
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3.5. Trends in fills by patient characteristics

Stratified difference-in-differences models suggested that overall
fill patterns were consistent for medication classes across patient
sex, race/ethnicity, and income (Supplemental Tables 4–10,
http://links.lww.com/MD/G467, which contain the RRR values
for each medication class by patient characteristics). When fills
were examined by age group, fill rates for manymedications were
reduced for older adults (ages ≥65years) relative to younger (18–
45years) and middle aged (46–64years) adults based on
difference-in-differences models. Contrary to younger and
middle-aged adults who had stable hypnotic fills, older adults
had a reduction in hypnotic fills when accounting for prior-year
patterns (older adult RRR=0.93, 95% CI=0.91, 0.96; 3-way
interaction P<0.01). Whereas younger and middle-aged adults
had relative increases in trazodone fills when accounting for
prior-year fills, older adult rates were stable (older adult RRR=
1.01, 95% CI=0.99, 1.02; 3-way interaction P<0.001). Older
adults also saw slightly lower antidepressant and statin fills
compared to other groups in difference-in-differences analyses.
All age groups had relatively decreased benzodiazepine fills and
stable stimulant fills. Older adults had modest increases in mood
stabilizers and antipsychotics (RRR=1.02, 95% CI=1.00, 1.04)
but rates did not significantly differ across age groups (3-way
interaction P=0.47).

4. Discussion

During the COVID-19 study period, medication fills for
psychotropic medications and statins were stable or changed
only modestly after accounting for prior-year patterns. When
compared to prior-year fill rates, there was a slight increase in
trazodone, mood stabilizers/antipsychotics, and statins; small
decreases in benzodiazepines and hypnotics; and no significant
change in antidepressants and stimulants. All medications, except
benzodiazepines and hypnotics, showed a brief increase in fills in
late February and early March 2020, followed by a decrease and
reversion to 2019 levels by April 2020, but these dynamics did
not lead to clinically meaningfully different overall prescription
rates in 2020 vs 2019.
5

The stability in prescription fills was specific to patients who
continued use of a medication from the same class. This pattern
suggests that patients and prescribers may have responded to
concerns regarding reduced availability of prescription medi-
cations due to the pandemic. These concerns may have led to a
brief initial “stockpiling” of medications to avoid disruptions in
pharmacotherapy.
Reports of critical medication shortages in the first half of 2020

highlighted supply-chain failures that led to decreased supplies of
many medications, some of which had no direct role in the
treatment of COVID symptoms.[23,24] Patients may have
responded to this information by stockpiling any medication,
with the concern that they might not have access to these
medications in the near future. For instance, in a US-based survey
of adults (N=361) in April 2020, 53% of respondents reported
stockpiling “medicine,” similar to stockpiling rates of bottled
water (57%) and bread (53%).[25] In Australia, adults with
diabetes demonstrated substantially increased rates of dispensed
antidiabetic medications from February through early April 2020
compared with the same period in the 4 previous years.[26] Our
observation that statins followed a similar pattern suggests that
this phenomenon was not unique to psychotropics and, instead,
may have characterized general prescribed medication fill
patterns in the early stages of the pandemic.
Most prior pharmacoepidemiologic studies that have exam-

ined trends in use of psychotropic medications following a
disaster have identified a single discrete event, such as an
earthquake,[27,28] terrorist attack,[29–32] or another man-made
disaster.[33–35] In contrast, the COVID-19 pandemic has been an
ongoing, dynamic series of events. In addition, prior studies
employed heterogenous methods to examine changes in medica-
tion use, thereby making comparisons of our results with
previous studies challenging. However, our findings are generally
concordant with previous studies that have demonstrated a short-
lived and modest increased use of psychotropics immediately
following a disaster.[27,31,36]

In contrast to continued prescriptions, new fills for psychotro-
pic medications were substantially lower than what would have
been expected based on 2019 rates. Patients were especially less
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likely to fill new prescriptions for benzodiazepines, hypnotics,
and statins. Only for stimulants were new fills not significantly
lower. This pattern of results is similar to that found in the
12weeks following the September 11 terrorist attacks;
namely, rates of new fills of psychotropic medications did not
substantially change compared to the same period in the previous
year.[29] In our study, this finding may be explained by the
hesitancy of patients to initiate care during the tumultuous initial
weeks of the pandemic; not only are most psychotropics
prescribed in primary care,[37] but in KPNC, most referrals to
psychiatry originate in primary care.
It is especially reassuring that new fills for benzodiazepines and

hypnotics, both of which carry high potential for serious side
effects, abuse, and diversion, did not increase immediately
following the onset of the pandemic. In contrast, in North York,
Ontario, rates of prescriptions for benzodiazepines in the first 5
months of 2020 were higher compared with the same period in
2019.[12] The reasons for this specific discrepancy between the
results of the current study and those of the Ontario-based
study[12] may be multifactorial, attributable to a combination of
increased prescriber awareness of the hazards of benzodiazepines
and hypnotics; an emphasis on safer pharmacologic and
behavioral interventions; and uncertainty regarding the regula-
tory issues surrounding prescription of controlled substances via
telehealth, especially in the initial months of the pandemic.
Psychotropic fills among older adults generally decreased

relative to rates for younger adults. Interestingly, older adults
may report less severe mental health effects during the pandemic
compared with younger adults,[38] which may partially explain
why older adults were less likely to exhibit increased use of
psychotropic medications in the early stages of the pandemic.
Other explanations may include prescriber behavior (e.g.,
caution regarding prescribing psychotropics in elderly popula-
tions; awareness of hazards of psychotropic use in the context of
medical comorbidities) and patient factors (e.g., low technologi-
cal literacy among older adults in a period in which telemedicine
may have been the only mode of outpatient health care delivery).
However, older adults did demonstrate modest relative increases
in mood stabilizers and antipsychotics, which may have been
partially accounted for by low-dose antipsychotics (such as
quetiapine) for insomnia.
The results reported here should be interpreted in the context

of several limitations. First, we were unable to examine the effects
of loss in medical insurance coverage as we selected for patients
with continuous coverage through the study period. However,
nationally, changes in coverage appeared to be considerably
smaller than changes in employment during this period.[39] In
addition, this methodologic choice allowed us to examine fill
trends among a consistent cohort. Second, our classification of
large heterogeneous medication classes may have obscured subtle
changes in fill rates of individual medications. Furthermore, we
did not examine changes in doses over this period because of the
complexity of comparing doses of different agents within the
same class and across age and sex groups. We also did not
examine frequency of fills. Third, our data are limited to the first
13weeks of the pandemic in California; subsequent studies may
investigate the longer-term effects of the pandemic on psycho-
tropic fill trends. Fourth, this study was conducted in a Northern
California-based, large integrated health system with an insured
population; our findings may not generalize to different patient
populations, practice settings, or geographic regions. Last, the
large sample sizes result in even small changes achieving
6

statistical significance. For this reason, it is important to consider
the clinical and policy significance of the observed trends
alongside their statistical significance.
It is notable that the observed trends during the COVID

pandemic occurred within the context of a longer term national
increase in psychotropic medication prescribing, most notably for
antidepressants[40] and benzodiazepines.[41] Therefore, ideally
this study would have examined psychotropic prescription trends
over a longer pre-COVID observation period. However, similar
to multiple previous reports that have examined the effects of a
natural or man-made disaster on psychotropic prescribing
patterns,[27–36,42] we chose to focus on patterns during the
pandemic and in the same period the year prior. Despite the
limited observation period, this approach has the benefit of
describing a single cohort across the entire observation period,
thereby reducing patient-level variability.
5. Conclusion

In the early stages of the COVID-19 pandemic, psychotropic
medication fills among adult members of a large, integrated
health care system increased over about 1month before returning
to pre-pandemic rates. Fills of benzodiazepines and hypnotics
either decreased or remained constant. These findings run
counter to expectations that use of psychotropic medications,
especially anxiolytics and sedatives, would increase during the
pandemic.[43] These results are reassuring. Simultaneously, our
findings should prompt clinicians, health system leaders, and
social policy makers to ensure that patients are receiving
appropriate non-pharmacologic interventions, including finan-
cial and family-based resources, to address the documented
worsening of mental health associated with the pandemic.
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