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INTRODUCTION

The current pandemic is creating uncertainties about
what is real and anyone as a personal viewpoint about
Coronavirus, hence people become disoriented, illogi-
cal, anxious, frightened, paranoid and intolerant of
others to the point of displaying irrational behaviours
(Jakovljevic et al. 2020). The emotional reactions of
people to the COVID-19 pandemic can be recorded as a
traumatic experience developing as extreme anxiety or
depressive disorder or post-traumatic stress illness (Ja-
kovljevic 2020). The clinical cases found in the psychia-
tric hospitals of the authors of the current study and here
reported bolsters the theory that COVID-19 pandemic
can trigger, fuel or break mental stability in fit individuals
who never had contacts with psychiatric services before.
In all cases, presentation to psychiatric hospitals or in-
firmaries is characterised by extreme anxiety and psycho-
motor agitation which is a direct or aberrant route con-
nected to COVID-19 pandemic, social segregation,
constraints or interference of day by day lifestyles.

The diagnoses of the cases reported in the current
study mainly were those of ICD-11 F 23.0 Acute Stress
Reactions (ASR) characterised by the presentation of
transient psychological, physical, cognitive, or social
disruption because of experiencing rare and extraordi-
nary circumstances (either short-or durable) of an ama-
zingly undermining or horrendous nature (e.g., conven-
tional or human-made debacles, battle, genuine mishaps,
sexual savagery, attack). Side effects may incorporate
autonomic signs of anxiety (e.g., tachycardia, pers-
piring, flushing), being in a surprise, disarray, misery,
nervousness, irritation, despair, psychomotor agitation,
dormancy, social withdrawal, or daze; the reaction to
the stressor is viewed as usual given the seriousness of
the stressor, and for the most part starts to decrease in-
side a couple of days after the event or following remo-
val from the compromising circumstance (Luciano 2015,
WHO 2020).

The cases reported in the current study also fulfil the
criteria for Acute and Transient Psychotic Disorder
(ATPD) (ICD-10 F 23.0) which is characterised by the

abrupt onset of psychotic symptoms often induced by
severe stress and subsiding within the period from one
week to three months (affected by prescribed antipsy-
chotic medication), commonly associated to female gen-
der with healthy premorbid social life (Castagnini &
Berrios 2019, Jargensen et al. 1997).

Studies indicate that stress reaction can augment the
level of dopamine in the brain and cause psychosis in
susceptible individuals (Soliman 2007). COVID-19 has
also increased self-isolation and loss of jobs. Hence,
studies confirm that social isolation is recorded as a
highly stressful event which can trigger extreme anxiety
leading to several mood and psychotic disorders inclu-
ding paranoia, mania, depression, conversion disorder
and perceptual abnormalities such as visual and auditory
hallucinations due to increased ambiguity to decipher
psychological experiences (Garcia-Montes 2006, Wearne
2017, Wickham 2014). In most extreme cases, recurring
life events can trigger bipolar disorders (Simhandl 2015).

During COVID-19 pandemic, the emotional load
linked to severe and lethal illnesses like COVID-19 pan-
demic can affect vulnerable people beyond their point of
resistance, leading to increased stress reactions, depres-
sion, suicide, homicide, and psychosis (Lazzari et al.
2020a). In a most extreme case, a brief psychotic res-
ponse to stress resulted in a man who attempted mercy
killing of his whole family preoccupied with the out-
comes of COVID-19 pandemic (Lazzari et al. 2020b).
The following paragraphs will bring the description of
four clinical cases which presented as a direct conse-
quence of stress reaction to COVID-19 pandemic.

CASENO 1

This is the case of a 64-year old lady at her first
admission to a psychiatric hospital. She accessed our
psychiatric services after she was assessed at the
department of Emergency of the local hospital. She was
referred to mental health teams as she had a sudden
change of her character, starting to give her money
prolifically out to other residents of the nursing home
where her father was staying and to all the children of
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attending to her nursery school. She explained that she
wanted to help them because of the COVID-19 emer-
gency. She also was buying food and flowers for her
neighbours and leaving the goods outside of their
houses.

Although she is a religious person, she became
aggressive and disinhibited to her husband, which was
considered totally out of her character. At the psychia-
tric assessment, she presented as agitated and hypo-
manic, taking her clothes off while in the seclusion
room of the ward. There were accounts that she was
aggressive towards her family members. She commen-
ted that Coronavirus is connected with the devil. She
reported grandiose religious delusional beliefs. She
also presented with pressured speech and flight of
ideas. She was confused and thought blocking was
observed. At admission, she appeared to suffer from
mania with psychotic symptoms or an acute psychotic
episode. She spoke about fixed beliefs and predictions
over the future of the Coronavirus and El Shaddai (God
Almighty) commanding her to get the scripture right.

She had no insight into her mental health and did not
believe she was unwell. Besides, she was presenting as
aggressive towards her family and displaying disin-
hibited behaviours in response to following FEl
Shaddai’s command. At the assessment, all her bioche-
mical parameters were within normal limits. There was
no concern about her physical health.

Test scores at admission were: BPRS (Brief Psy-
chiatric Rating Scale) (Overall & Gohrman 1962) = 65
(scoring high on elated mood, grandiosity, unusual
thought content, bizarre behaviour and hyperactivity),
Young Mania Rating Scale (YMRS) (Young et al.
1978) = 44 (scoring high in irritability and hostility,
pressure of speech, hyper-religious thought content, and
aggressive behaviour). The diagnosis posed was ICD-11
Acute Stress Reaction with Manic Mood. She recovered
soon after she was started on injectable antipsychotic
depot as she was refusing her oral medication. The
Clinical Global Impression (CGI) Scale (Busner &
Targum 2007; Guy 1976) at admission and with oral
antipsychotic medication was Severity of Illness 6 =
(severely ill), Global Improvement 4 = (no change).

Considering that she did not improve and remained
in seclusion, she was started on depot antipsychotic
Zuclopenthixol Decanoate 100 mg weekly after a one-
off dose of Zuclopenthixol Acetate of 100 mg and
Semisodium Valproate 250 mg twice daily. At this
point, she normalised her presentation, and her mood
became euthymic. At this point, her CGI was CGI-
Severity = 2 (subtle or suspected pathology), CGI-
Improvement = 1 (very much improved - nearly all
better; good level of functioning; minimal symptoms;
represents a very substantial change). She regained
insight and capacity. Ultimately her Young Mania
Scale subsided at the score of 4 just because she
denied having been ill.
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CASE NO 2

The current case refers to a 59-year-old woman who,
at admission, reported feeling under pressure and unable
to trust people. She added that she had these feelings for
the previous few weeks and heightened since self-
isolating because of COVID-19 emergency. At back-
ground assessment, she reported that she had a history
of depression and chronic fatigue treated by primary
care. She also reported seeing a private psychiatrist in
2004. Since then, no other contacts with secondary care
and psychiatric services were recorded. She stated that
her mood has been deteriorating for the three weeks
before admission, experiencing ideas of reference,
making bizarre connections between things, also feeling
very close to God.

At the time of admission, she presented with beha-
viours out of her character, like buying a home to a
homeless man to help him cope with Coronavirus res-
trictions. She reported feeling unsafe because of the
current pandemic. She said that she started to attend the
Cathedral and trying to connect with God. She also
mentioned that she wanted to follow the footsteps of
Jesus, and therefore, she started inviting a homeless
person to her home to help him. She said that her husband
was a bit irritated with her because of her choices.

She was also trying to engage with homeless people
on the high street as well but believing that they might
be disguising their identity and not be who they said
they were. Besides, she was also dropping letters and
notes to her neighbours to uplift their spirit due to
quarantine and told that one of her neighbours messaged
her to thank her for her gesture but lied about his name.
Nonetheless, she added that she was not sure if she
received the message on the phone or was imagining it;
therefore, she broke her phone. She felt that if she were
left to be herself, she would calm down. She also
mentioned about her irritation at people trying to
restrain her like the Good Samaritan on the roadside at
the time of her accident when she bumped into the back
of another car in extreme panic and fright.

At the initial psychiatric assessment, she reported
weight loss, increased energy, reduced sleep, dizziness
spells that were not present in the past. At the initial
psychiatric evaluation, she presented in an acute manic
state with a pressure of speech, a flight of ideas,
grandiose ideas, overfamiliarity with bystanders and
lack of insight. Psychiatric tests scores were: BPRS = 50
(extremely severe conceptual disorganisation, severe
grandiosity, extremely severe unusual thought content).
The Young Mania Rating Scale reported a score of 26
(manic symptoms). Biochemical parameters were all
within normal limits. The diagnosis posed was ICD-10
F30.0 Acute Manic Episode. At admission, her CGI was
CGI-S=5 (markedly ill) and CGI-I=4 (no change in
presentation after admission). She was started on a
course of antipsychotic Olanzapine at 10 mg twice daily
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to address the manic symptoms and abnormal beliefs.
At discharge, her CGI was CGI-Severity = 1 (normal)
and CGI-I = | (very much improved).

CASE NO 3

Here is the case of a 38-year-old gentleman at his
first admission to a psychiatric hospital and not known
to psychiatric services. He had a negative history for
psychiatric disorders, negative family history of
siblings and relatives diagnosed with mental illnesses,
while medical history was unremarkable. At admission
to a psychiatric hospital, he reported feeling very
depressed which he justified to the accumulation of
stress, moving to a new home, having a new-born
child, and decreased financial assets due to COVID-19
forced restrictions on his activity as a builder. In his
household, he had a boy of age three years and a six-
month-old baby daughter. He reported hearing voices
into his head for the first time but becoming constant
and affecting his sleep.

When assessed, he was found having a severe degree
of subjective and objective levels of anxiety. He denied
any suicidal or self-harming thoughts, though he did
respond with “not yet.” At admission, he told that he
was experiencing an increased level of stress due to the
recent COVID-19 pandemic and lockdown, resulting in
being confined at home and provoking uncertainty
about his future and finance. He explained that he has
been experiencing thoughts that his neighbours have
been planning on killing him and harming his family.
He expressed some guilt feelings that it took him a long
time to bond with the baby. Tests at admission were:
BPRS =50 (severe anxiety, guilt feelings, tension, de-
pression; and extremely severe suspiciousness); HAM-A
(Hamilton 1959) (Hamilton-Rating Scale for Anxiety =29
(moderate-severe anxiety) (Thompson 2015); HAMD-7
(Hamilton 2002) = 17 (moderate depression) (Zimmer-
man et al. 2013). CGI (Clinical Global Index of Seve-
rity) was: Severity = 4 (moderately ill), Global Improve-
ment = 4 no improvement).

He was started on a course of antipsychotic Quetia-
pine at 100 mg twice daily and antidepressant Mirta-
zapine 30 mg once daily. Biochemical parameters and
blood test were all within normal limits. After the
beginning of treatment, all test scores normalised to
non-pathological levels. The diagnosis at discharge
was ICD-11 = Acute Stress Reaction with Depressed
Mood. CGI at discharge was CGI-S=1 (normal) and
CGI=I (1 = very much improved).

CASE NO 4

Here is the clinical case of a 44-year-old woman
who recently moved in with her partner due to COVID-
19 restrictions. Her past psychiatric history only
depicted anxiety two years before admission assessment

with episodes of panic attacks which responded to
medication. At the current psychiatric evaluation, it
emerged that she has been worried about COVID-19
for the last months, concerned about her children
visiting her and her ex-partner and grandparents, and
reporting that these concerns were impacting enor-
mously on her mind. Her partner said that he was
unable to provide full support to her as she appeared
more agitated and he was incapable of distracting her
from her intrusive thoughts with increased risk when
she was left alone in the house, such as using the toilet
or bathroom on her own.

From her account and partner’s report, she presented
with an articulated story suggesting psychotic features.
She spoke about people spraying bleach on her Guinea
pigs, these people being miniaturised and tied to the
cage. She also added that there were similar minia-
turised people in the Accident and Emergency Unit at
the hospital, and some were on the ceiling. She also
mentioned that flies and insects were covering the
ground and up her legs. She also reported vivid visual
hallucinations and persecutory paranoid beliefs.

Psychiatric tests scores at admission were: BPRS = 50
(severe anxiety, severe conceptual disorganisation, ex-
tremely severe tension, extremely severe hallucinatory
behaviour, severe thought content); PANSS = 58 (mo-
derate delusions, severe hallucinations, mild agitation
and anxiety). CGI, CGI-S =5 (markedly ill) and CGI-1 =
4 (no improvement). Biochemical parameters were all
within normal limits. The diagnosis posed was Acute
and Transient Psychotic Disorder (ICD-10 F 23.0). She
was started on the beta-blocker Propranolol 20 mg
twice daily to reduce physical and psychological
symptoms of anxiety, antipsychotic Olanzapine 5 mg
twice daily to address psychotic symptoms, and
antidepressant Venlafaxine 225 mg once daily also to
address mixed anxiety and depressive symptoms. At
discharge, her CGI was CGI-S = 1 (normal) and CGI-I
(1 = very much improved).

DISCUSSION

The case reported were all characterised by symp-
toms that satisfied the diagnostic criteria of acute stress
reactions and brief psychotic episodes.. The clinical
cases discussed were all short-lived and required brief
admissions in a psychiatric hospital to up two weeks.
None of the patients has ever had any contact with
psychiatric services before. In all the instances, the
triggers were the concern about COVID-19 pandemic
experienced either as a form of divine punishment,
highly stressful event, Doomsday condition, or as
bereavement (Ambelas 1979) due to loss of a job or
freedom with increased responsibility in the family.

The anxiety reported in the clinical cases is classifi-
able in the category of ‘abnormal emotional reactions’
which recognises an identifiable stressful trigger (e.g.
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fear of Coronavirus) but associated to a more profound
and protracted deficiency of daily living with impact on
mood, on other emotions and altered behaviour (Kasey
& Kelly 2007). When the cases included psychotic
symptoms, these were classified as ‘secondary delu-
sions’ as arising from stressful events and which
ranked as grandiose or nihilistic delusions (Kasey &
Kelly 2007).

The behavioural component was characterised by
extreme psychomotor agitation, aggressiveness out of
character, severe anxiety, odd behaviours that were
never observed before admission and were indicative
of a high level of psychogenic arousal and psycho-
motor agitation. In extreme cases, patients arrived to
destroy theirs or others property (Lazzari 2020b).
Major traumatic life events are reported to increase the
risk of first episodes of bipolar disorder and a spec-
trum of psychotic disorders (Gibson et al. 2019;
Kessing et al. 2004). COVID-19 is inducing a whole
sort of emotional and behavioural responses to fear
(Mar¢inko et al. 2020).

In all the cases described, the rapid recovery was
facilitated by combined therapy of sedative antipsy-
chotics (Olanzapine, Quetiapine, Zuclopenthixol) with
antidepressants with anxiolytic effects (Mirtazapine,
Venlafaxine) and mood stabilisers (Semisodium Valpro-
ate). The decision to treat instead of waiting for a natu-
ral outcome was dictated by the severity of the risk to
self and others presented by patients, some of them
requiring restriction in a seclusion room. Research has
shown a correlation between trauma, auditory hallu-
cinations and paranoid thoughts, although the reaction
is higher in those who had more severe child abuses
being and were victims of unpredictable events (Free-
man & Fowler 2009).

The use of antipsychotic medication in acute mania
is reported as being advantageous compared to mood
stabilisers alone (Tarr et al. 2011). Besides, the litera-
ture supports the use of antidepressants Serotonin-Nor-
adrenaline Reuptake Inhibitors like venlafaxine (SNRI)
for treating anxiety linked to depression (Baldwin
2006).

CONCLUSIONS

The current study on case reports suggests that
COVID-19 pandemic is about to generate new pre-
sentations of cases linked explicitly to the present viral
infection. The first cases that we studied show that the
emotional impact of stress and lifestyle related to the
pandemic can have a severe effect on people who never
had any contact with psychiatric services before. Be-
sides, it was found that the impact of worries linked to
COVID-19 is of such a degree to generate severe
psychoses and mania that require close attention to
people who start to behave in ways that were considered
at high risk for self and others.
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