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Background: The new SARS-CoV-2 has caused an ongoing pandemic. Health prevention 
measures to contain the outbreak are profoundly affecting the physical and mental health as 
well as personal freedom of the population.
Aim: To evaluate psychiatric emergencies in a 6-month period during the COVID-19 
pandemic in 2020 compared to those of the corresponding period of the previous year.
Methods: This monocentric observational study preliminarily collected variables of the 
urgent psychiatric consultations (UPCs) carried out in emergency room (ER) from 
1-3-2020 to 31-8-2020 and the socio-demographic and clinical characteristics of patients 
who required UPCs in the 6-month period, comparing these data with those collected from 
1-3-2019 to 31-8-2019. The data, collected in alpha-numeric code, were statistically analyzed 
through STATA 12-2011.
Results: This research reported a reduction of both UPCs and hospital psychiatric admis
sions. Concomitantly, we observed an increase of UPCs required by people already being 
treated by psychiatric and other health services, residents in psychiatric facilities and non- 
Italians. In 2020, differently from 2019, the most frequent reasons for urgent psychiatric 
consultations were aggressive behavior and adjustment disorders with anxiety and depressive 
mood.
Conclusion: This preliminary study suggests that, during the COVID-19 epidemic, urgent 
psychiatric consultations in ER were reduced, except for the most vulnerable people due to 
their clinical and/or social conditions.
Keywords: psychiatric emergencies, urgent psychiatric consultations, COVID-19 pandemic

Introduction
Psychiatry of Catastrophes During COVID-19 Pandemic
Catastrophes are defined as the events that cause such serious human and material 
losses as to exceed the coping resources of the community.1 These events trigger 
behavioural reactions and overwhelming emotions. The effects of catastrophes can 
lead to mental imbalance requiring specialized intervention and external support.2 

Exposure to disasters represents an important risk factor in the development of 
mental health problems.3 In the field of “disaster psychiatry”, the two most studied 
pathologies are post-traumatic stress disorder (PTSD) and major depression. 
A study conducted among the survivors of the Jiji earthquake, in Taiwan, found 
a considerable prevalence of these two diseases six months after the incident. In the 
following three years, a decrease in the percentage of PTSD and major depression 
concomitant to a significant increase in the rate of suicidal behaviour and alcohol 
and substance abuse were found.4 A study, implemented in the Fukushima district 
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after the nuclear power plant disaster reported a qualitative 
and quantitative variation in psychiatric service users in 
the district in the year of the disaster compared to the 
previous one: the number of individuals who required 
consultations and treatments increased, with a significant 
number of diagnoses of adjustment disorders and PTSD 
whereas, concomitantly, major depression was reduced.5 

Following the earthquake in L’Aquila, which occurred in 
2009, a study investigating the reasons for hospitalizations 
and for consultations in emergency room in the year of 
earthquake observed a substantial increase of cardiovascu
lar, psychiatric, gynaecological, infectious and chronic 
diseases, while pneumological, gastroenterological, trau
matic and “other” diseases decreased, plausibly related to 
the stress generated by the event.6 It is widely documented 
in the literature that exposure to trauma of catastrophic 
proportions causes psychological vulnerabilities in the 
population involved, for reasons attributable to both the 
social implications of the disaster and the negative effects 
of stress.

In the last months of 2019, several cases of unknown 
pneumonia occurred in Wuhan, Hubei province, China. 
Cases rapidly increased across the province and, in early 
2020, also occurred in other states in China. In 
January 2020, the virus was identified in a patient’s 
swab, classified as belonging to the coronavirus family 
and was named 2019nCoV by the World Health 
Organization (WHO). On 11 February 2020, the 
International Commission for the Taxonomy of Viruses 
renamed the virus as SARS-CoV-2, Severe Acute 
Respiratory Syndrome-Coronavirus-2.7–9 In Italy, the first 
coronavirus infections occurred in the region of Lombardy, 
initially only in a few small towns, then it spread rapidly to 
densely populated cities. From March 9 until May 3, 2020, 
the Italian government imposed a lockdown throughout 
the country, limiting travel across the country except for 
urgent and unpostponable work and health reasons, in an 
effort to contain the coronavirus spread.10,11

It is plausible to assume that the current COVID-19 
pandemic, which is still uncontrolled and potentially dan
gerous, and the related “lockdown” measures are trauma
tizing for the world population. Since this is a situation 
that has never occurred before, there are still no reliable 
data or predictive models of the psychological reactions in 
the population following this event. However, a pattern in 
the incidence of psychiatric diseases in COVID-19 pan
demic can be assumed analogous to other catastrophic 
events such as the SARS and H1N1 epidemics of past 

years.12,13 As WHO recently alerted, the COVID-19 pan
demic represents a worldwide epidemic risk not only for 
infection but also for the development, exacerbation and 
relapse of many psychiatric and substance use disorders.14

In a recent article, an author indicates the diagnostic 
criteria for pandemic acute stress disorder induced by 
COVID-19, which belong to the category of acute stress 
disorder. The extent of the stressful experience includes 
many situations: becoming a victim of infection with an 
immediate threat to life, being a direct witness to such an 
event, staying in quarantine, confronting the death of close 
family and friends. The area of traumatic experiences also 
includes prolonged exposure to the consequences of com
monly introduced hygienic-epidemic rules that limit free
dom of action, access to goods, and existential 
possibilities.15

The isolation, the state of uncertainty and the fear of 
infection have a strong impact on the emotional and psy
chological state of the population. Individuals with 
a certain or suspected infection may have experienced 
a strong sense of anguish about the evolution of the dis
ease, while those who faced the period of forced confine
ment have experienced boredom and a sense of 
loneliness.12 A study conducted in 2015 in a sample of 
1656 people in Korea highlighted anxiety symptoms 
(7.6%) and feelings of anger (16.6%) as effects on the 
population of the quarantine measures taken to prevent the 
spread of respiratory syndrome (MERS) in the Middle 
East; six months after the end of the quarantine, the 
same symptoms and feelings were still present in the 
population.16 Similarly, university students in 
Guangzhou, China, experienced panic (7.2%), depression 
(6.3%) or reported symptoms of emotional or mood dis
orders during the H1N1 epidemic.17 There are few articles 
about the 1918 flu pandemic, known as the Spanish Flu, 
and its effects on the mental health of the population due 
to the losses and the psychological trauma suffered by the 
people involved.18,19

A recent study identified four main types of vulner
abilities among patients with mental disorders during this 
pandemic: (1) medical comorbidities such as cardiovascu
lar and pulmonary diseases, diabetes, obesity, etc., fre
quent conditions among patients with mental disorders, 
that are risk factors for severe COVID-19 infection; (2) 
age, since the elderly are the population most vulnerable to 
coronavirus; (3) cognitive and behavioural disturbances, 
which can hinder compliance with isolation and hygiene 
measures; and (4) psychosocial vulnerability-related 
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stigmatization and/or socioeconomic difficulties.20 

Furthermore, the mental health services can be more vul
nerable than other health systems. Safety measures such as 
social isolation are poorly suited to psychiatric treatments 
in outpatient services institutions. In addition, a number of 
structural aspects make the psychiatric services particu
larly vulnerable: mental health community facilities are 
closed and medical teams are understaffed; maintaining 
the continuity of psychiatric care in this pandemic situa
tion can be in opposition to safety isolation measures. 
There are also major problems when referring patients 
with acute mental disorders to intensive care units.20

Recent reviews of the literature about the current 
COVID-19 pandemic have highlighted that, since the 
beginning of the COVID-19 outbreak, the world popula
tion complained of psychological distress and symptoms 
of anxiety and depression, with a significant reduction of 
well-being.21,22 In Italy, just three weeks after the begin
ning of the virus containment measures, high rates of 
psychological sufferance such as stress and post- 
traumatic symptoms, both in the population and in health 
professionals, were recorded.12 In January 2020, Wang 
et al administered a questionnaire to the Chinese popula
tion to collect data about the psychophysical states of 
anxiety, depression and stress two weeks from the begin
ning of the epidemic: 53.8% of respondents reported 
a moderate or severe impact of the outbreak on psycholo
gical status, 16.5% reported severe symptoms of depres
sion while 28.8% reported significant symptoms of 
anxiety.23 Among patients already suffering from psychia
tric disorders, symptoms of PTSD, feelings of anger, 
increased impulsivity and suicidal ideation were high
lighted, probably due to not only to the emergency period, 
but, above all, to the containment measures and the isola
tion. Furthermore, the same patients obtained high scores 
on the scales “Impact of Events Scale – Revised (IES-R)” 
and “Depression, Anxiety and Stress Scale – 21 (DASS- 
21)”, which, respectively, measure the subjective stress 
due to traumatic events and the global level of anxiety, 
depression and stress.24 A review of current scientific 
evidence, conducted by Vindegaard, highlighted the 
increase of post-traumatic, anxious and depressive symp
toms and a concomitant decrease of psychological well- 
being in the population.21 These data predict an increase in 
requests for psychiatric care in the post-emergency period 
and highlight how mental health issues related to the 
pandemic could evolve into long-lasting health problems. 
This prediction is also supported by the evidence emerging 

in previous studies, in which an increase in psychiatric 
diagnoses such as PTSD, substance and alcohol abuse and 
major depression, following the SARS and H1N1 epi
demics, was found. Protective measures towards vulner
able people should be globally adopted and healthcare 
services should be strengthened through a more extensive 
use of modern means of telecommunications.21,25

The actual stressful period and social isolation may 
increase the risk of recurrence and new episodes of psy
chiatric disorders. In fact, people are forced now to live 
isolated because social distancing is the most effective 
strategy to limit the spread of the virus. However, social 
isolation, especially if protracted, may increase the risk of 
mental disorders such as anxiety, mood, addictive and 
thought disorders. In many countries, the pandemic emer
gency impacts on economic and social disruptions have 
been reported.26

Psychiatric Emergencies in Emergency 
Room
A psychiatric emergency (PE) is defined by the American 
Psychiatric Association as an acute disorder of thought, 
behaviour, mood or social relationships, requiring immedi
ate intervention as reported by the patient, family members 
or social circle.27 Generally, PEs are represented by acute 
anxiety, agitation and/or aggressiveness in acute psychotic 
episode, manic episode, depressive disorders and suicidal 
behaviour.28

In the Emergency Room (ER), the degree of emer
gency severity is assigned by nurse triage, which is used 
to “classify” the priority of patients’ disorders giving them 
a colour code with a priority level based on the prognosis 
of clinical condition. The four-colour code, similar in most 
western countries, is standardized in order to define the 
order of patient access to treatments and care.29,30 For 
psychiatric emergencies, the intervention is aimed at com
prehension of the crisis, temporary clinical stabilization 
and referral of the patient to the appropriate (inpatient or 
outpatient) setting.31 In case of differential diagnosis from 
somatic pathologies, clinical investigation should be dee
pened through diagnostic blood tests and/or specialist 
consultancies.32 Some authors indicate seven main aspects 
to explore during the urgent psychiatric consultation 
(UPC): event triggering the crisis; suicidal or violent beha
viour against others; comorbid medical conditions; mental 
and physical status; availability of personal resources; 
therapeutic relationship with physician/professionals; 
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availability of health treatments.33 Psychological support 
in psychiatric emergency refers to the establishment of 
a therapeutic alliance between the health worker and the 
patient in order to offer an appropriate containment for 
psychological crisis, whereas drug treatment can be indi
cated for reducing anxiety and agitation when psychologi
cal containment is not sufficient.34 Nevertheless, the first 
outcome in psychiatric emergencies can be represented by 
the need to “de-escalate” a state of psychomotor agitation 
or a suicidal behaviour. De-escalation is a communication 
process aimed at reassuring the patient, restoring him/her 
to a calm state, without dangerous escalation of violence. 
At the same time, this process can foster a therapeutic 
alliance with the patient.34

The primary aim of this study was to evaluate the 
impact of COVID-19 pandemic on psychiatric emergen
cies. The secondary aim was to compare the socio- 
demographic and clinical characteristics of patients who 
required urgent psychiatric consultations (UPCs) in ER 
during a 6-month period of 2020 with those who required 
UPCs in the same 6-month period of 2019.

Materials and Methods
Study Design and Period of Data 
Collection
This monocentric observational preliminary study col
lected variables of the urgent psychiatric consultations 
(UPCs) in ER carried out from 1-3-2020 to 31-8-20 and 
the socio-demographic and clinical characteristics of 
patients who required the UPCs in the 6-month period, 
comparing these data with those collected from 1-3-2019 
to 31-8-2019. The study period selected in 2020 consisted 
of three months in the restricted lockdown imposed by the 
Decree of the President of the Council of Ministers 
(DPCM) from 8 March 2020 to 3 May 2020 and the 
following three months, when the limitations were sus
pended. In particular, the social limitations set up by 
DPCM were represented by the absolute prohibition of 
any movement except for work or emergency; the closure 
of all institutes, cultural venues and the suspension of all 
sporting events, activities and competitions; the closure of 
all shops on festive and pre-festive days, except pharma
cies, para-pharmacies, post-offices and food stores; the 
suspension of all civil and religious ceremonies and 
events; allowing the activities of bars and restaurants 
only from 6 am to 6 pm, with the obligation to respect 
social distancing.35 Subsequently, a new Prime Minister’s 

Decree on 11 March 2020 imposed new restrictions which 
were maintained until 3 May 2020: total closure of all 
shops except pharmacies, para-pharmacies, post offices 
and grocery stores, complete suspension of bar and restau
rant activities with the exception of home deliveries and 
closure of hairdressers and beauty centers.36

During the 2020 study period, the province of Modena 
on 01/03/2020 recorded 24 infected people, while on 31/ 
08/2020 the number of infected people had risen to 
4334.37

The local Mental Health Department is organized into 
four sectors: Adult, Child and Adolescent, Drug Abuse 
and Clinical Psychology. Adult Mental Health, through 
the Mental Health Centers (MHCs), provides diagnostic, 
therapy and rehabilitation treatments for adults in outpati
ent and inpatient services for a population of 703,203 
individuals. It guarantees voluntary and compulsory hos
pitalizations to the public acute psychiatric ward 
(Psychiatric Diagnosis and Care Service) in the General 
Hospital OCSAE in Baggiovara (Modena) and urgent psy
chiatric consultations at Emergency Room (ER) of the two 
General Hospitals in Modena, OCSAE and Policlinico.

Eligibility Criteria
All individuals aged 18 or over who received UPC in ER 
of the two Modena General Hospitals during the two 
observation periods were enrolled.

Selected Variables
We collected the following information regarding UPC:

- Referral to UPC,
- Clinical motivations for UPC,
- Therapeutic prescriptions and/or administration 

in UPC,
- Supplementary diagnostic test and/or additional med

ical consultations,
- Short-stay observation in ER: an access modality 

which permits patients to remain in ER for 24 hours in 
order to undergo further medical examinations or to wait 
for the availability of a bed in a psychiatric unit,

- UPC outcomes.
We collected the following variables related to the 

individuals who required UPC:
- Age,
- Gender,
- Nationality,
- Marital status,
- Living environment,
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- Occupational status;
- Previous treatment and care in outpatient services;
- Psychiatric diagnosis according to the classification sys

tem (ICD-9-CM)38 in accordance with local guideline 
indications;

- Double diagnosis of substance/alcohol use;
- Medical comorbidity;
- UPC number in the observation periods.
Data were collected from two different sources: the ER 

database for clinical data of UPCs integrated with data from 
the database of psychiatric outpatient services for demo
graphic and clinical data of patients already in care at MHC.

Statistical Analysis
We used descriptive statistical analysis of variables: mean and 
standard deviation, t-test for analysis of continuous variables; 
percentages, Pearson chi2 tests or Fisher’s exact test and post- 
hoc testing using Bonferroni correction for categorical vari
ables; multiple logistic regression, stepwise backward model, 
between the dependent variable “UPC” (UPC in 2020= 1, UPC 
in 2019= 0) and all demographic and clinical patient variables 
and all UPC but one (UPC outcome) selected variables, as 
independent ones. The level of statistical significance was set at 
p <0.05. Data were analyzed through STATA12-2011.

Ethical Considerations
This research was conducted following the principles of 
the Declaration of Helsinki and according to good clinical 

practice behaviour. This study was approved by the Ethics 
Committee of the Vasta Emilia Nord Area (protocol 
n. 1265/2020/OSS/AOUMO; protocol n. 0035176/20 and 
protocol n. 0035169/20 of 03/12/2020).

Only the study manager and collaborators have had 
access to the data to respect confidentiality. Data were 
processed according to privacy regulations. The data 
were stored anonymously and identified on the basis of 
the assigned alphanumeric code.

Results
Urgent Psychiatric Consultations (UPCs) 
Due to Psychiatric Emergency (PE) in ER 
During the 6-Month Observation Periods 
of 2019 and 2020
We recorded 602 urgent psychiatric consultations (UPCs) 
due to PE carried out in the six months of observation in 
2019 and 476 in the six months of observation in 2020, with 
a statistically significant difference in the number of con
sultations performed in each month between the two years. 
Nineteen UPCs, 12 in 2019 and 7 in 2020, were not com
pleted due to the patients’ refusal to participate in the UPC.

As shown in Figure 1, in March 2020 only 44 UPCs 
(9.2%) were performed in comparison with those carried out 
in 2019 (n = 98, 16.2%) and in the other months also 
a reduced number of UPCs were carried out in 2020 com
pared to 2019. For each UPC, different characteristics were 
found. The patient’s referral to UPC was statistically 

Figure 1 Urgent psychiatric consultations (UPC) in ER during the 6-month periods in 2019 and 2020.
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significantly different in the observation periods of the two 
years: in 2020, we observed a significant increase in 
patient’s referral to UPC from psychiatric facilities (6%) 
compared to the previous year (2%) (Table 1). The clinical 
motivations for UPC in ER were grouped in accordance with 
the prevalence observed in our sample and are represented 
by ten groups of conditions: suicidal behaviour, acute psy
chosis, depressive disorders, anxiety disorders, aggressive
ness, maladjustment disorders with anxiety and depressive 
mood, drug intoxication, psychiatric symptoms in medical 
conditions, manic episode and other. As shown in Table 1, 
motivations for UPCs were statistically significantly differ
ent between the two observation periods of 2019 and 2020. 
In particular, the greatest differences were found in suicidal 
behaviour, which included suicidal ideation, suicide 
attempts and para-suicidal behaviors39 (17.3% in 2019 and 
14.1% in 2020), aggressiveness (3.8% in 2019 and 10.7% in 
2020), maladjustment disorders (2% in 2019 and 7.8% in 
2020) and manic episode (8% in 2019 and 2.9% in 2020).

In the Emergency Room, various clinical activities relating 
to the consultations were implemented (Table 2). Statistically 
significant differences were highlighted in the two observation 
periods as regards the therapeutic measures implemented, with 

more frequent pharmacological administration in 2019 
(32.6%) in comparison with 2020 (23.7%), whereas drug 
prescription was prevalent in 2020 (32.3%) compared to 
2019 (23.1%). On the other hand, there were no statistically 
significant differences regarding the short-stay observation in 
ER or the request for supplementary diagnostic test and/or 
medical consultations between the two years (Table 2). The 
outcome of psychiatric consultations was statistically signifi
cantly different between the two years, as shown in Table 2: in 
2020, both the voluntary and involuntary hospitalizations were 
reduced whereas discharges at home and referral to MHC 
were increased in comparison with the previous year.

The Characteristics of Individuals Who 
Required UPCs in ER in the 6-Month 
Observation Periods of 2019 and 2020
We reported a different number of individuals who 
required urgent psychiatric consultations in ER during 
the two observation periods: 479 patients in 2019 and 
395 patients in 2020, of which 62 in 2019 and 66 in 
2020 required two or more UPCs. As shown in Table 3, 
the socio-demographic characteristics of individuals who 

Table 1 UPCs for Psychiatric Emergency in ER During the 6-Month Observation Periods in 2019 and 2020

Variables UPCs from 
1 March 

to 31 August 
2019 

(n=602)

UPCs from 
1 March 

to 31 August 
2020 

(n=476)

Statistical Test Probability

Clinical motivations for PEs, n (%)

Suicidal behaviour 103 (17.3%) 67 (14.1%) Pearson 

chi2=68.58 

§Bonferroni 
correction

p=0.000 

p<0.05Acute psychosis 64 (10.6%) 46 (9.7%)

Depressive disorders 82 (13.6%) 61 (12.8%)
Anxiety disorders 140 (23.3%) 106 (22.3%)

Aggressiveness 23 (3.8%) 51 (10.7%)§

Maladjustment disorder with anxiety and/or depressed 
mood

12 (2%) 37 (7.8%)§

Drug intoxication 59 (9.8%) 50 (10.5%)
Psychiatric symptoms in medical conditions 11 (1.8%) 22 (4.6%)§

Manic episode 48 (8%)§ 14 (2.9%)

Others (anorexia, and other eating disturbances) 60 (10%)§ 22 (4.6%)

Referral to UPCs, n (%)

Spontaneous/General practitioner 567 (94.2%) 430 (90.3%) Fisher's exact 

§Bonferroni 

correction

p=0.002 

p<0.05MHC 1 (0.2%) 3 (0.6%)

Psychiatric facilities 12 (2%) 29 (6%)§

Other medical specialists 22 (3.6%) 14 (2.9%)

Note: §Statistically significant percentage at post-hoc testing using Bonferroni correction.
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required UPC at ER in the observation periods of 2019 and 
2020 were not statistically significantly different between 
the two years. In 2020, Italians who required UPC 
decreased whereas European non-Italians increased in 
comparison to the previous year. For 3 (0.3%) patients, 
in the two observation periods, it was not possible to 
detect the nationality. We observed that in 2020 the pre
valence of patients was males in contrast to 2019 when 
females were prevalent and older than in 2019 but without 
any statistically significant difference. In both years, the 
majority of patients were single and lived in acquired or 
parental family. For 121 (25.7%) patients in 2019 and 116 
(29.4%) patients in 2020, it was not possible to register the 
marital status. The housing environment was not statisti
cally significantly different in the two years, although we 
registered an increase in patients living in psychiatric 
facilities in 2020 (4.8%) in comparison with 2019 
(1.5%). Regarding work status, we reported a statistically 

significant difference in the comparison between the two 
years: in 2020, more employed (27.3%), retired (10.1%), 
pensioner for disability patients (4.6%) were found 
whereas students (3.8%) were reduced in comparison 
with 2019.

As regards the psychiatric diagnoses, coded by ICD- 
9-CM, of individuals who required UPC, we did not 
observe any statistically significant difference in the two 
observation periods (Table 4). More than one third of 
individuals who received UPC in 2019 and 2020 had 
not previously been diagnosed with any psychiatric dis
orders. Among the patients with previous psychiatric 
diagnosis, in 2020, we observed an increase of indivi
duals with bipolar disorders (6.1%), personality disorders 
(13.7%) and adjustment disorders (9.4%) and a reduction 
of individuals with depressive disorders (9.1%) and alco
hol/substance abuse and dependence (1.8%), in compar
ison with 2019, without any statistically significant 

Table 2 Clinical Activities Performed in UPCs During the 6-Month Observation Periods in 2019 and 2020

Variables UPCs 
from 1 March 
to 31 August 

2019 
(n=602)

UPCs 
from 1 March 
to 31 August 

2020 
(n=476)

Statistical Test Probability

Therapy prescription and/or administration, n (%)

No drug prescription and/or administration 267 (44.4%) 209 (43.9%) Pearson 
chi2 =15.62 

§ Bonferroni 

correction

p=0.000 
p<0.05Drug prescription 139 (23.1%) 154 (32.4%)§

Drug administration 196 (32.6%)§ 113 (23.7%)
Drug prescription 

and administration

33 (5.5%) 24 (5%)

Short-Stay observation in ER, n (%)

No short-stay observation 536 (89%) 433 (91%) Pearson chi2=1.0892 p=0.297
Short-stay observation of 1or 2 days 66 (11%) 43 (9%)

Supplementary diagnostic test and/or additional medical consultations, n (%)

Necessary 509 (84.5%) 394 (82.8%) Pearson chi2=0.6182 p=0.432
Not necessary 93 (15.4%) 82 (17.2%)

Outcomes of UPC, n (%)

Voluntary psychiatric hospitalization 151 (25.1%) 99 (20.8%) Pearson chi2=23.03 

§Bonferroni 
correction

p=0.002 

p<0.05Involuntary psychiatric hospitalization 12 (2%) 6 (1.3%)
Discharge at home and referral to general practitioner 78 (13%) 45 (9.5%)

Discharge at home and referral to MHC 251 (41.7%) 237 (49.8%)§

Discharge at home and referral to Drug Abuse Center 33 (5.5%) 22 (4.6%)
Discharge at home and referral to GP 33 (5.5%) 32 (6.7%)

Discharge at home and referral to other medical specialists 21 (3.5%) 30 (6.3%)§
Discharge at home and referral to more than one outpatient 

service

23 (3.8%)§ 5 (1%)

Note: §Statistically significant percentage at post-hoc testing using Bonferroni correction.
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difference. We observed a statistically significant differ
ence between the two years in the number of individuals 
previously in treatment and care at MHC and not pre
viously treated in MHC or other outpatient services, as 

shown in Table 5. In particular, in 2020, more patients 
previously treated in MHC and a reduced number of 
individuals not previously treated in MHC or other out
patient services required UPC in comparison with 2019. 

Table 3 Demographic Characteristics of Individuals Who Required UPC During the 6-Month Observation Periods in 2019 and 2020

Variables Individuals Who Required UPC from 
1 March to 31 August 2019 

(n=470)

Individuals Who Required UPC from 
1 March to 31 August 2020 (n=395)

Statistical 
Test

Probability

Gender, n (%)

Male 222 (47.2%) 205 (51.9%) Pearson 

chi2=2.80

p=0.247
Female 248 (52.8%) 190 (48.1%)

Age, m±DS

Year 44.1±17.33 46.0 ±19.24 t =−1.4897 

t-test

p=0.1367

Nationality, n (%)

Italian 384 (81.7%) 307(77.7%) Pearson 
chi2=3.80

p=0.284
European 

non-Italian

24 (5.1%) 32 (8.1%)

Not 
European

60 (12.8%) 55(13.9%)

Unknown 2 (0.4%) 1 (0.3%)

Marital status, n (%)

Single 171 (36.4%) 139 (35.2%) Pearson 
chi2=1.94

p=0.747
Married 125 (26.6%) 102 (25.8%)

Divorced 40 (8.5%) 27 (6.8%)
Widowed 13 (2.8%) 11 (2.8%)

Unknown 121 (25.7%) 116 (29.4%)

Living environment, n (%)

Parental 
house

109 (23.2%) 86 (21.8%) Pearson 
chi2= 9.55

p=0.145

Married 
family

133 (28.3%) 111 (28.1%)

Alone 48 (10%) 42 (10.6%)

Protected 
facility

7 (1.5%) 19 (4.8%)

Homeless 11 (2.3%) 7 (1.8%)

Other 157 (33.4%) 129 (33.7%)

Occupational status, n (%)

Unemployed 109 (223.2%) 90 (22.8%) Pearson 

chi2=9.42

p=0.093

Employed 115 (24.5%) 108 (27.3%)

Student 28 (6%) 15 (3.8%)
Retired 37 (7.9%) 40 (10.1%)

Disability 

pension

10 (2.1%) 18 (4.6%)

Unknown 171 (36.4%) 124 (31.4%)
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Regarding the dual diagnosis, we observed a statistically 
significant difference between the two years: in 2020, 
a reduced number of individuals with alcohol and sub
stance abuse and more individuals without any abuse 
required UPC in comparison with 2019 (Table 5). For 
16 (1.8%) patients in total it was not possible to ascertain 
whether or not there was any pathological alcohol/sub
stance use. The medical comorbidity was also statistically 
significantly different between the two observed periods 
(Table 5). In 2020, we reported a lower percentage of 
patients who presented medical comorbidity (79.5%), 
compared to 2019 (85.1%). For only 11 (1.3%) patients 
it was not possible to detect the presence or absence of 
medical comorbidities.

The Multiple Logistic Regression Between 
UPC and Selected Variables
The selected variables statistically significantly related to 
UPC (dependent variable) carried out in the two years 
(UPC in 2020=1; 2019=0) at multiple logistic regression, 
stepwise backward model, are represented by the following 
predictive variables of UPC in 2020 with OR >1 (Table 6):

● living in psychiatric facilities among housing 
environment,

● maladjustment disorders among clinical motivations 
for UPC,

● previous treatment and care at MHC,
● absent medical comorbidity.

In contrast, being student among work status, manic state 
among clinical motivations for UPC, substance and alco
hol use in comorbidity among dual diagnosis, other clin
ical motivations for UPC, and previous psychiatric 
diagnosis were the protective variables for UPC in 2020 
with OR<1 (Table 6).

Discussion
This preliminary study was focused on the evaluation of 
urgent consultations in ER for psychiatric emergencies 
during the coronavirus epidemic spread and the related 
measures of social isolation in Italy. In particular, this 
study evaluated the period between 1 March and 
31 August 2020, which included the three lockdown 
months and the three following ones, compared with the 
same period of 2019.

The period of health emergency caused by COVID- 
19 led to the reshaping of the mental health service 
activities, in both out- and inpatient settings, with the 
fundamental objective of guaranteeing the highest level 
of care in restrictive safety measures due to the 
pandemic.40 The planned outpatient activities of MHC 
were reassessed through telephone contacts and video 
calls in order to maintain the support of patients and 
their families even in social isolation. The availability 

Table 4 Psychiatric Diagnoses (ICD-9-CM) of Individuals Who Presented PE During the 6-Month Observation Periods in 2019 and 
2020

Variables Individuals with PEs from 
1 March 

to 31 August 
2019 

(n=470)

Individuals with 
PEs 

from 1 March 
to 31 August 

2020 
(n=395)

Statistical Test 
Probability

Probability

No previous psychiatric diagnosis 175 (37.2%) 144 (36.5%) Pearson chi2= 7.0147 p=0.724
Organic psychotic conditions 21 (4.5%) 16 (4.1%)

Schizophrenic disorders 56 (11.9%) 46 (11.6%)

Bipolar disorders 22 (4.7%) 24 (6.1%)
Depressive disorders 58 (12.3%) 36 (9.1%)

Anxiety disorders 27 (5.7%) 20 (5.1%)
Personality disorders 48 (10.2%) 54 (13.7%)

Alcohol/substance abuse and 

dependence

11 (2.3%) 7 (1.8%)

Adjustment disorders 41 (8.7%) 37 (9.4%)

Mental retardation 7 (1.5%) 7 (1.8%)

Other 4 (0.85%) 4 (1%)
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of unscheduled urgent consultations for psychiatric 
emergencies, during regular service opening hours, was 
assured, but not the routine activities at Day-Hospital 
and/or residential facilities, where the daily presence of 
patients was drastically reduced in order to limit crowd
ing, in accordance with safety measures. All group activ
ities involving the simultaneous presence of several 
professionals were suspended during pandemic and reor
ganized. Hospital admissions in acute psychiatric wards 
were limited as much as possible in order to avoid 
COVID-19 outbreaks. Therefore, the non-urgent clinical 
activities and many psychotherapy interventions in out
patient service were deferred to the end of the 
epidemic.40

In the emergency pandemic of 2020, we observed 
a relevant reduction in the number of UPCs, as observed 

by other authors in Italy and all over the world, in line 
with the general reduction of all consultations in ER 
obviously excluding those related to SARS-CoV-2.41–45 

Differently, we observed an increase in the total and 
daily number of the UPCs performed at the outpatient 
Mental Health Center of Modena during the coronavirus 
outbreak period, from 1 March to 31 August 2020, in 
comparison with the same period in 2019, often required 
by the most clinically and socially vulnerable patients in 
care at local outpatient services.46 The emergency condi
tions have led the health system to reorganize the 
Emergency Departments, imposing filter to accesses 
which, in turn, has reduced all accesses to the emergency 
rooms other than for COVID-19 infection due to the risk 
of contagion. This reduction, which appeared in particular 
in the first month of the pandemic explosion in Italy, 

Table 5 Clinical Characteristics of Individuals Who Presented PE During the 6-Month Observation Periods in 2019 and 2020

Variables Individuals with PEs 
from 1 March 
to 31 August 

2019 
(n=470)

Individuals with PEs 
from 1 March 
to 31 August 

2020 
(n=395)

Statistical Test Probability

Previous treatment and care, n (%)

MHC 166 (35.3%) 240 (60.8%)§ Fisher’s exact 
§Bonferroni 

correction

p=0.000 
p<0.05Drug Abuse Center 12 (2.6%) 0 (0%)

Other specialists 24 (5.1%)§ 1 (0.3%)
Other or more than one outpatient services 28 (6%)§ 2 (0.5%)

Not previously treated in MHC or other 

outpatient services

240 (51.1%)§ 152 (38.5%)

Dual diagnosis, n (%)

Not present 330 (70.2%) 311 (78.7%)§ Fisher’s exact 

§Bonferroni 

correction

p=0.000 

p<0.05Non-specified substances 37 (7.9%)§ 13 (3.3%)
Alcohol 45 (9.6%) 42 (10.6%)

Alcohol + substance 28 (6%)§ 4 (1%)

Cannabis 10 (2.1%) 10 (2.5%)
Cocaine 5 (1.1%) 10 (2.5%)

Opioids 2 (0.4%) 2 (0.5%)

Unknown 13 (2.8%) 3 (0.8%)

Medical comorbidity, n (%)

Present 62 (13.2%)§ 78 (19.7%) Fisher’s exact 

§Bonferroni 

correction

p=0.01 

p<0.05Not present 400 (85.1%) 314 (79.5%)§

Unknown 8 (1.7%) 3 (0.8%)

UPC per individual, n (%)

One UPC 408 (86.8%) 329 (83.3%) Pearson 

chi2=2.1061

p=0.147

More than one UPC 62 (13.2%) 66 (16.7%)

Note: §Statistically significant percentage at post-hoc testing using Bonferroni correction.
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March 2020, was therefore an expected result that has 
been confirmed by another Italian study.44,47 In particular, 
we reported the reduction of spontaneous referral to UPC 
may be due to both the restricted lockdown measures and 
the fear of infection contagious in ER.42 On the other 
hand, in 2020, we reported the increase of UPCs required 
by the most vulnerable people due to their clinical and/or 
social conditions, as suggested by the higher number of 
people living in psychiatric facilities and already treated in 
MHC, in line with the results of our previous study imple
mented in the outpatient Mental Health Center of Modena 
in the same period.46 Although apparently in contrast with 
the general trend of UPCs, these results highlight the 
greater fragility of patients suffering from psychiatric 

pathology during pandemic, for whom ER remained the 
only place where they could ask for help, as suggested by 
other studies.12,23,44 Patients staying at the facilities may 
have suffered from problems related to “forced coexis
tence”, 24 hours a day, with other residents due to the 
inevitably severe lockdown, applied in Italy especially 
from March to May 2020 to prevent the spread of the 
virus.48 The increase of UPCs required by patients already 
treated in MHC can be explained by the necessary reduc
tion of clinical activities provided by MHC due to safety 
measures. Some of these, in fact, could only be carried out 
through telephone contact, such as consultancy with one’s 
nurse of reference, whereas other activities were totally 
suspended until the end of the state of emergency, such as 
group activities and semi-residential activities.34,46 In 
accordance with some recent studies, despite remote inter
views and telephone calls, the patient population taken 
into care by the outpatient services has received less psy
chological support and psychiatric treatments.49 Concerns 
about tele-psychiatry have been expressed by both users 
and especially by professionals, reporting the loss of per
sonal contact, which can limit the building of therapeutic 
relationship, although it can represent the only instrument 
now available to maintain the continuity of care in 
a regular setting.50,51 Patients with auditory, visual or 
cognitive impairments as well as individuals with psycho
tic symptoms, acute crisis or at risk of self-harm appear 
not to be eligible for tele-psychiatry.52 The inability of 
patients to receive the psychological and relational sup
port, which previously all professionals of MHC regularly 
provided them, could represent one of the reasons for the 
increased UPC in ER, as observed by other authors.47

Our results show that the sample of patients was homo
geneous over the two years with regard to the demo
graphic and social characteristics, except for nationality 
and work activity. In 2020, there was an increase of UPCs 
required by foreign patients, both European and non- 
European, and a parallel reduction of Italians. These 
changes do not appear to be of univocal interpretation. 
However, the increase in the percentage of UPCs due to 
socio-environmental emergencies could plausibly be 
explained by the weaker social network of foreign indivi
duals, as observed by another recent study, which has 
highlighted that precarious environmental conditions 
represent a cause of psychological distress in 
immigrants.53 Regarding the work status of individuals 
who required UPCs, there was an increase of both 
employed and retired patients, probably due to the 

Table 6 Multiple Logistic Regression Between UPC (UPC in 
2020=1, UPC in 2019=0) and Statistically Significantly Related 
Variables

Variables Odds 
Ratio

Std. 
Err.

Probability 95% 
Conf. 
Interval

Housing environment: 

Psychiatric facilities

7.60 5.35 0.004 1.91; 

30.21

Clinical motivations 

for UPC: 

Maladjustment 
disorders with anxiety 

and depressive moods

4.38 1.92 0.001 1.86; 

10.34

Previous treatment 

and care: 
MHC

5.99 1.79 0.000 3.33; 

10.77

Medical comorbidity: 
Absent

1.69 0.43 0.037 1.03; 
2.77

Work status: 
Student

0.43 0.13 0.007 0.23; 
0.79

Clinical motivations 
for UPC: 

Manic state

0.38 0.15 0.012 0.18; 
0.81

Dual diagnosis: 

Substance+alcohol in 

comorbidity

0.13 0.074 0.000 0.04; 

0.39

Clinical motivations 

for UPC: 
Others

0.52 0.17 0.047 0.28; 

0.99

Previous psychiatric 
diagnosis: 

Present

0.31 0.10 0.001 0.16; 
0.61
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concerns for the ongoing economic crisis which have led 
them to require psychological support. On the contrary, we 
reported a reduction in the number of students who needed 
UPC. We suppose that also this result can be more or less 
directly correlated with the COVID-19 pandemic since we 
hypothesize that most offsite students, who represent the 
majority of the student population in Modena,54 probably 
returned to their cities of origin due to the social isolation 
imposed by safety measures. We reported a statistically 
significant difference not in the ICD-9-CM diagnoses of 
the patients who required UPC in the two observation 
periods but in the clinical reasons for UPCs: in 2020, 
aggressiveness, psycho-organic disorders and maladjust
ment disorders with anxiety and depressed mood increased 
in comparison with the previous year. We hypothesize that 
pandemic situation could be the cause of the increase in 
aggressive behaviour, as historically highlighted in 
catastrophes55 and maladjustment disorders with depressed 
mood as reported by a recent study,43 both conditions 
potentially related to the social environmental distress 
triggered by COVID-19 pandemic. In particular, as men
tioned above, the absence of a protective and supportive 
social network may have led the most vulnerable people to 
go to the emergency room for help.44 In line with other 
studies all over the world,45,56,57 we reported a reduction 
in the percentage of suicidal behaviour, probably because, 
in this initial phase of pandemic emergency, a self- 
preservation instinct prevailed over the external and col
lective danger of mortal infection, in accordance with the 
historical findings of Morselli and Durkheim, who 
reported a decreased rate of suicidal behaviour during 
wars or profound social crises.58,59 On the other hand, 
this result, could represent the patients’ difficulties in 
requesting help during pandemic, especially if they suf
fered from feelings of helplessness which fostered suicidal 
behaviour.57 Nevertheless, other authors found an increase 
in suicide attempt44 and intense suicidal ideation24 among 
patients affected by psychiatric disorders during pandemic, 
whereas other studies reported unchanged rates.48,60 

However, in the near future when the emergency situation 
is over, the distress experiences of pandemic could lead to 
an increase in self-injurious behaviour as another study 
evidenced.61 This prediction is based on research con
ducted on past epidemics, which showed an increase of 
Post-Traumatic Stress Disorder, major depression and self- 
injurious behaviour only several months after the end of 
the moment of emergency.13,61,62 Another variation was 
observed in the number of UPCs for psycho-organic 

disorders decreased in 2020, probably motivated by the 
global reduction of psychiatric clinical activities due to the 
pandemic measures. Differently from the previous year, in 
2020, we reported a decreased percentage of patients who 
required UPCs for acute psychosis, depressive and anxiety 
disorders, which may be attributable to many stress trig
gers related to pandemic (forced lockdown, fear of infec
tion, reduced treatment adherence, social isolation, etc.) 
that led to the general reduction in ER of all consultations 
not related to COVID-19, as reported by other authors 
during the pandemic.40,45 Patients with mood disorders 
probably avoided UPC in ER due to their fear of 
contamination63 or, otherwise, they found sufficient care 
and stabilization in tele-psychiatry.64 This last result is 
partially in line with other studies, which observed 
a higher number of consultations for patients suffering 
from anxiety and depressive disorders.22,45 Our results 
suggest that manic status was a protective factor for UPC 
in pandemic, confirming the observation of another study 
which highlighted that a potentially severe disorder such 
as manic state could be a defensive and protective condi
tion from acute post-traumatic stress symptoms induced by 
pandemic.65

The analysis of UPC outcomes was statistically signif
icantly different between the two observation periods: in 
2020, psychiatric hospitalizations decreased and, concur
rently, the discharge at home and the referral to outpatient 
services, in particular to the local MHC, increased. 
Consistent with these data, the therapeutic prescriptions 
in UPCs increased, whereas the other therapeutic measures 
carried out in the emergency room were not significantly 
modified. These results globally indicate that, in accor
dance with the Ministerial directives, hospitalizations to 
psychiatric units were limited to extreme severe and acute 
clinical situations to avoid the spread of COVID-19 infec
tion as much as possible.10,34

Regarding the clinical characteristics of patients who 
required UPC in 2020, we observed a reduction in medical 
comorbidities as well as in dual diagnosis with use of 
alcohol/substances, suggesting that the majority of patients 
who required UPC in ER during pandemic suffered from 
a psychiatric disorder without any substance and/or med
ical comorbidity. This result is not in line with other 
studies which observed an increase of substance and, in 
particular, alcohol use during pandemic.66 An explanation 
could be represented by the use of alternative settings, 
such as outpatient drug abuse service or general practi
tioner, for the management of minor emergencies in 
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patients with substance and/or alcohol use, excluding 
states of alcohol and drug intoxication whose frequency 
remained almost stable in the two years. Regarding the 
reduced rate of substance use, we can hypothesize that the 
pandemic restrictions and social isolation could have 
reduced the diffusion of illegal substances and conse
quently their abuse, especially during the restricted lock
down. This hypothesis is in line with the findings of 
another Italian study, which highlighted an overall signifi
cant reduction in the use of substances during the lock
down period compared with the pre-lockdown control 
period and significant changes in drug/alcohol use patterns 
during Covid-19 confinement.67 Our observations were 
confirmed by the regression model applied, which high
lighted as risk factors for UPC in ER living in 
a psychiatric facility, being a patient in care in MHC, 
suffering from maladjustment disorders and not being 
affected by any medical disorders. On the contrary, being 
student, use of substance and alcohol in comorbidity, suf
fering from manic state, other motivations for UPC (as 
anorexia and other eating disturbances) and having been 
diagnosed with psychiatric diagnoses were protective fac
tors for seeking help in ER during pandemic.

All our results suggest that, during pandemic, social 
environmental factors more than clinical variables condi
tioned the request of UPCs in ER. In particular, people 
already in care in MHC and/or living in psychiatric facil
ities showed extreme vulnerability to the impact of pan
demic emergency. Further changes in the population’s 
request for psychological support can be expected, in line 
with the evolution of pandemic events. We hypothesize in 
accordance with other catastrophic events that, once the 
emergency has been overcome, we could observe an 
increase in anxiety and depression as well as post- 
traumatic stress disorders and self-harm behaviour.61,62

In light of our results, we agree with the authors who 
alert us to the risk of a mental health pandemic following 
the COVID-19 epidemic,42,49,68 especially for the most 
fragile, socially vulnerable people who closely depend on 
services’ support and need stable living environment con
ditions. This ongoing pandemic could represent 
a challenge that can paradoxically improve the treatment 
and care of people with psychiatric disorders as many 
authors hope.42,49,68,69 More psychological interventions 
for supporting vulnerable groups, more psychiatric assess
ment and treatments for long-term consequences of 
COVID-19 and more preventive activities for the 

population should be implemented to counteract the 
impact of the “virus that silently stalks”70 countries all 
over the world.

Limitations and Advantages of the 
Study
Although the sample of patients is large, the analysis is 
restricted to the catchment area of the province of Modena. 
This limits the generalizability of the results to the Italian 
population. Furthermore, the design of the retrospective 
study does not allow us to infer causation. Another major 
limitation can be represented by the 2020 pandemic com
parison only to 2019 and not to additional previous years 
in order to identify UPC trends in more detail.

It was difficult to find some variables, especially social 
and demographic ones, which were collected in the data
base of MHC and/or ER for clinical and epidemiological 
purposes. Another limitation can be represented by the use 
of ICD-9-CM instead of the more recent disorder classifi
cation systems (DSM-5 or ICD-10), due to our local 
guideline indications. On the other hand, this study, 
which was promptly conducted during the pandemic emer
gency in the lockdown period from March to May 2020 
and the following three months, provides a detailed and 
timely picture of the real world, in line with the literature.

Conclusions
The pandemic emergency has significantly reduced the 
total number of urgent psychiatric consultations in the 
emergency room, but, at the same time, has increased the 
demand for UPC from the most clinically and socially 
vulnerable individuals, more exposed to the changes 
occurring in healthcare setting of outpatient services as 
well as to the economic and social difficulties imposed 
by the COVID-19 epidemic. In fact, we observed that 
people already being treated by psychiatric services, peo
ple living in psychiatric structures and non-Italians, there
fore potentially more fragile and vulnerable, more 
frequently requested UPCs in 2020 than in the 
previous year. At the same time, among motivations for 
UPCs, aggression and maladjustment disorders with 
depressed mood increased in 2020, suggesting that the 
socio-environmental emergency probably related to the 
difficulties of the COVID-19 pandemic has strongly con
ditioned the requests for psychiatric treatment and care. 
These observations can also be explained by the reduction 
of the normal daily clinical activities offered by outpatient 
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psychiatric services which have been forced to limit their 
clinical activities to urgent and serious cases, also reducing 
hospital admissions, in accordance with the directives 
issued by the Ministry of Health. These results are totally 
in line with those of most studies all over the world, 
suggesting that pandemic conditions have similar impact 
on the population beyond the cultural and social differ
ences of each country.

Our study may be relevant for all healthcare profes
sionals who have to deal with psychiatric emergencies in 
the ER, which represents the setting where accuracy in 
diagnosis and prognosis can condition and shape the treat
ment outcome, even during the COVID-19 pandemic.

We hope to have contributed to illustrating the changes in 
urgent psychiatric interventions observed in emergency room 
during the COVID-19 pandemic, which has dramatically and 
rapidly changed both normal and pathological behaviour.
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