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SHORT COMMUNICATIONS
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Abstract  A  case  of  a  middle-aged  male,  suffering  from  acute  psychosis  while  in  self-isolation

due to  COVID-19  (coronavirus  disease  2019)  is presented.  The  patient  required  urgent  hospital

admission due  to  psychosis,  which  was  only  possible  to  COVID-19  unit  of the Department  of

Infectious  Diseases  at  the  time.  After transfer  to  psychiatric  hospital,  stool  sample,  taken  as an

additional preventive  measure,  was  positive  for  the  novel  coronavirus.  In  addition,  the  patient

experienced  spontaneous  virus  reactivation  few  weeks  later.  This  case  report  describes  certain

dilemmas,  based  on  care  for  patients  with  mental  illness  as  Europe  stands  on  the  brink of

COVID-19  second  wave.

© 2020  Asociación Universitaria  de  Zaragoza  para  el Progreso  de  la  Psiquiatŕıa  y  la  Salud  Mental.
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Background

A  2020  pandemic  of  COVID-19,  a  respiratory  illness  caused
by  a  novel  coronavirus  SARS-CoV-2,  has  had  a significant
impact  on  almost  all  aspects  of  our  society.  One  of  the
biggest  challenges  for  healthcare  systems  worldwide  and
especially  psychiatry  has  been  establishing  an  adequate
balance  between  preventive  measures  against  contagion
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spread  and providing  continuous  and  effective  medical  care.
In  addition  to  already  being  significantly  more  vulnerable,
patients  with  pre-existing  mental  illness  may  also  be  among
the  hardest  hit  by  short-  and  longterm  consequences  of
COVID-19  pandemic.1

Case presentation

We present  a  case  of  a  middle-aged  male  with  an acute
polymorphic  psychotic  episode  with  manic  features  that
occurred  during  a self-isolation  due  to  suspected  and  later
confirmed  infection  with  SARS-CoV-2  in the  beginning  of
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S.L.U. All rights reserved.

https://doi.org/10.1016/j.ejpsy.2020.12.002
http://www.elsevier.es/ejpsy
http://crossmark.crossref.org/dialog/?doi=10.1016/j.ejpsy.2020.12.002&domain=pdf
mailto:marko.saje@psih-klinika.si
https://doi.org/10.1016/j.ejpsy.2020.12.002


M.  Saje, K. Prebil  and B.  Kores  Plesnicar

virus  spread  in Europe,  and  additional  subsequent  symp-
tomatic  virus  reactivation.

The  patient  has  a history  of  a  similar  acute  psychotic
reaction  two  years  before,  during  hospitalization  for  an
acute  and  transient  febrile  state.  At  that  time,  a lumbar
puncture,  an  MRI  brain  scan  and extensive  laboratory  tests
were  all  negative.  Harmful  alcohol  consumption  was  also
confirmed,  without  withdrawal  symptoms.  The  febrile  state
was  attributed  to  one  of the  seasonal  viruses.  The  patient
was  transferred  to  a  psychiatric  unit  where  the  psychotic
disorder  further  subsided  in  the following  days.

In  2020  on  14th  March,  the patient  became  symptomatic
with  a  sore  throat  and  a  cough.  Since  the  symptoms  were
mild,  he  was  instructed  by  his  general  practitioner  to self-
isolate  for  at least  14  days,  so  he moved  to  the lower  floor
of  his  family  house  and  strictly  limited  his  contact  with
most  family  members.  No nasopharyngeal  swab for  COVID-
19  was  performed,  despite  his  request.  On 20th  March,  the
patient’s  wife  noticed  changes  in his  mood  ---  he became
increasingly  anxious  and emotionally  unstable,  with  lack  of
sleep.  In  the  next few days,  religious  and  grandiose  delu-
sions  occurred.  His  impulse  control  worsened  and  he became
severely  irritable.  His  psychiatrist  advised  immediate  ces-
sation  of  bupropion,  which  the  patient  was  taking  due  to
persisting  symptoms  of  depression,  and  initiated  olanzapine
with  fast  titration  but  insufficient  effect.  The  patient  was
brought  to  a  psychiatric  emergency  unit  where  a routine
admission  screening  showed  elevated  body  temperature.
Nasopharyngeal  swab confirmed  infection  with  SARS-Cov-2.
The  patient  was  referred  for  admission  to  COVID-19  unit  of
the  Department  of  Infectious  Diseases  the same  day  since
admission  to  a referral  psychiatric  hospital  was  not  possible
due  to  concurrent  COVID-19.  A  consulting  psychiatrist  was
included  in the  treatment  soon  after  with  gradual  improve-
ment  of  patient’s  mental  status  in the  next two  weeks.
The  course  of  the SARS-CoV-2  infection  was  uncomplicated
and after  two  consecutive  negative  nasopharyngeal  swabs,
the  patient  was  transferred  back  to  psychiatric  hospital  on
April  7th.  At  admission  additional  third  swab  was  performed,
which  was  negative,  and as  an  additional  preventive  hospital
measure  based  on  the  available  information  about  SARS-CoV-
2 transmission  routes,  a stool  sample  was  also  taken.  The
result  obtained  three  days  later  was  positive  for  SARS-CoV-2.
At  the  time,  the patient  was  already  transferred  to  the gen-
eral  psychiatric  unit, but  used  private  room  and  toilet.  Since
the  patient’s  condition  was  sufficiently  improved,  he was
discharged  to  home  care  with  his  and  his family’s  consent.  In
the  following  weeks,  continuous  phone  and  e-mail  commu-
nication  between  the patient,  his  wife,  and his  psychiatrist
was  established.  The  patient’s  mental  status  additionally
improved  and  return  to  work  was  planned among  others.
Two  weeks  after  discharge  and  one  day  before  his  first  sched-
uled  in-person  check-up  in  psychiatric  outpatient  room,  the
patient  started  to  experience  spontaneous  and  persistent
cough  with  generally  feeling  worse.  At  that  time,  he  had  no
contacts  aside  from  his family  and  one  visit  with  his physi-
cian.  The  rest  of  the family members  were  asymptomatic
the  entire  time.  Psychiatric  check-up  was  postponed  until
the  control  swab was  performed  the  next  day,  which  was
positive  again  for SARS-CoV-2.  The  patient  and his family
were  instructed  to  self-isolate  again,  this  time  together.
Nasopharyngeal  swabs  of  other  family members  remained

negative.  In  following  days  additional  screening  was  also
performed,  infection  with  seasonal  virus  and  some  other
select  respiratory  pathogens  were  excluded.  The  patient’s
specific  SARS-CoV-2  antibodies  were  positive.  It has  been
concluded  that  the patient  experienced  a  spontaneous  reac-
tivation  of  SARS-CoV-2  from  lower  parts  of his  respiratory
system.  The  patient’s  control  stool sample  result  on  9 May
was  negative  for  SARS-CoV-2,  but  the nasopharyngeal  swab
remained  positive  until  two  consecutive  swabs  on  20  and
21  May,  respectively.  On  his  first  in-person  check-up  on 26
May,  the patient’s  mental  state  was  improved,  without  any
psychotic  symptoms.  The  patient  was  slightly  depressed  but
otherwise  felt  significantly  better.

Discussion

This  case  presentation  most  likely  does not present  an  iso-
lated  case  of  a  patient  with  a  potentially  serious  mental
illness  and  concurrent  COVID-19,  and  even  later  virus  reac-
tivation.  It  describes  the  situation  any psychiatric  clinical
setting  could  be  faced  with,  now  and  even  more  likely  in
the  future months.  Our  patient’s  psychosis  was  just  one  of
many  severe  reactions  in times  of  increasing  psychologi-
cal  burden  of  the  COVID-19  pandemic.  Whether  the  patient
suffered  a  reactive  psychotic  episode  or  had  a recurrence
of  primary  psychotic  disorder  remains  a  subject  of  careful
follow  up.  Nonetheless  he  required  emergency  psychiatric
hospital  treatment  which  at  that  point  was  only possible  at
the  COVID-19  unit  of  the  Department  of  Infectious  Diseases
with  an  engagement  of  a consulting  psychiatrist.  The  delay
in  performing  a  nasopharyngeal  swab  despite  a relatively
high  pretest  probability  is  likely  to  have  additionally  exac-
erbated  anxiety  and contributed  to  the worsening  of  the
patient’s  condition.2

Since  the beginning  of the COVID-19  pandemic  psy-
chiatry  has  been  faced  with  a  significant  challenge  of
providing  constant  effective  care  for  patients  with  serious
mental  illness  because  of  the need  for  fast implemen-
tation  of  reliable  preventive  measures  against  contagion.
Specific  psychopathological  features  such  as  reduced  or
even  absent  insight,  insufficient  compliance,  and  potentially
unreliable  (epidemiological)  history,  together  with  known
and  potentially  high  variability  in false-negative  rates  of
nasopharyngeal  testing  and possible  viral  shedding  even
while  asymptomatic,  all present  a  high  risk  of virus  entry
into  SARS-CoV-2  free  zones  of  psychiatric  units.2---4 Behaviour
of  a person  with  acutely  impaired  impulse  control  due  to,
e.g.,  psychosis  or  mania,  is  at  best  unpredictable,  with
a  high  risk  of  serious  complications  requiring  emergency
admission.  Psychiatric  inpatients  move  and make  close con-
tacts  with  both  each  other  and  medical  personnel.  Limiting
the  spread  of  SARS-CoV-2  after  its  entry  into  a psychiatric
hospital  would be extremely  challenging  if not  impossible,
and  implementation  of  additional  preventive  measures  is
therefore  reasonable.3 Which  of them are  the  most sensi-
ble  remains  a matter  of  a  debate.  In  a  worst-case  scenario,
establishing  a COVID-19  unit  (a so-called  red  zone)  inside
a  psychiatric  hospital  would  be  necessary.  Certainly,  there
would  be advantages  as  well  as  disadvantages.  For  exam-
ple,  a  more  effective  treatment  of psychiatric  conditions  in
a  specialized  environment  with  potentially  shorter  length  of
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inpatient  stay  on  the pro side  against  a higher  risk  of COVID-
19  complications,  use  of  personal  protective  equipment
with  less  skilled  personnel,  and additional  staff  require-
ments  on the con  side.  Additional  information  about  the
SARS-CoV-2  and  COVID-19  is  still  being published  each  day.
To  date,  apart  from  close  person-to-person  transmission
via  droplets  and contact  routes,  there  is  still  insufficient
data  to either  confirm  or  definitely  exclude  other  possible
routes  of  transmission.5,6 COVID-19  related  gastrointestinal
symptoms  have  been  recognized  as  an indicator  of  viral
genetic  material  in feces.7 Faecal  viral  shedding  detectable
for  days  to  weeks  after  negative  nasopharyngeal  swabs
has  been  reported,  as  in  our  patient’s  case.8 Furthermore,
growing  attention  has  been  drawn  to  SARS-CoV-2  reac-
tivation  and  even  reinfection  after  certain  time  and  its
potential  mechanisms.9 Despite  sparse  evidence  for  infec-
tivity  with virus  reactivation,  self-isolation  still  seems  to
be  the  next  step,  especially  in  the  case  of  a  symptomatic
person.5,9

Conclusion

This  clinical  vignette  presents  one  of  a  likely  growing  num-
ber  of situations  in which clinical  dilemma(s)  arose  despite
additional  preparations  in advance.  In  the  beginning  of
the  pandemic,  hospitals  and medical  staff  received  daily
updated  recommendations  as  new  information  was  being
published.  Months  later  and  after  the  first  wave  of COVID-
19,  despite  much  broader  knowledge  about  the  SARS-CoV-2,
some  uncertainties  still  remain.  Lately  as  countries  and
economies  have  been  reopening,  also  general  COVID-19  anx-
iety  has  decreased.  The  virus  is  here  to  stay  and until
recently  the  second  wave  of  COVID-19  was  predicted  for  Fall
2020  but  has  probably  already  started in  some  countries  of
the  European  Union  following  the end  of the  summer  holiday
season,  with  daily  growing  numbers  of confirmed  new  infec-
tions.  This  calls  for  re-evaluation  and  potential  improvement
of  strategies  used  so  far  to  find  the  optimum  balance  of
all  measures  necessary  for providing  a safe environment  for
psychiatric  (in)patients  and  medical  personnel  and  also  ade-
quately  effective  care  for all  patients  in  need.  Moreover
the  role  of telepsychiatry  has  been increasingly  empha-
sized  during  the COVID-19  pandemic  due  to  its  benefits.10

In  addition  to patients  with  pre-existing  mental  illness,
many  more  people suffering  from  COVID-19  and  its  conse-
quences  will  most  likely  require  psychiatric  help  in the  near
future.
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