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Abstract
This study aimed to characterize the clinical profile of patients with brief psychotic disorders (BPD) triggered by the psycho-
social distress derived from the COVID-19 crisis. A multicenter study was conducted from March 14 to May 14, 2020 (the 
peak weeks of the pandemic in Europe). All consecutive patients presenting non-affective psychotic episodes with a duration 
of untreated psychosis of less than 1 month and whose onset was related to the COVID-19 crisis were recruited, but only 
those patients meeting Diagnostic Statistical Manual 5th edition (DSM-5) criteria for “BPD with marked stressors” (DSM-5 
code: 298.8) during follow-up were finally included. Patients’ sociodemographic and clinical characteristics were collected 
at baseline and summarized with descriptive statistics. During the study period, 57 individuals with short-lived psychotic 
episodes related to the emotional stress of the COVID-19 pandemic were identified, of whom 33 met DSM-5 criteria for 
“BPD with marked stressors”. The mean age was 42.33 ± 14.04 years, the gender distribution was almost the same, and the 
majority were rated as having good premorbid adjustment. About a quarter of the patients exhibited suicidal symptoms and 
almost half presented first-rank schizophrenia symptoms. None of them were COVID-19 positive, but in more than half of 
the cases, the topic of their psychotic features was COVID-19-related. The coronavirus pandemic is triggering a significant 
number of BPD cases. Their risk of suicidal behavior, their high relapse rate, and their low temporal stability make it neces-
sary to closely monitor these patients over time.
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Introduction

The COVID-19 pandemic, caused by the Severe Acute Res-
piratory Syndrome Coronavirus 2 (SARS-CoV-2), in just a 
few months has become the most severe health crisis of our María José Valdés-Florido and Álvaro López-Díaz Joint first 
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time with more than 37 million confirmed cases and about 
one million deaths worldwide as of October 12, 2020 [1]. 
Almost every country in the world is suffering under the 
negative consequences of the pandemic, which is breaking 
up the normal functioning of our society, pushing healthcare 
systems to the limit, and becoming a serious threat to the 
entire global economy [2]. This dramatic situation is the 
worst since World War II and its impact on the global popu-
lation is raising mental health concerns around the world 
[3, 4]. Beyond the acute neuropsychiatric manifestations of 
COVID-19 infection [5–8], fear of contagion, loss of loved 
ones, mandatory quarantine imposed by governments to 
avoid spread of the virus and the enormous socioeconomic 
uncertainty derived from this crisis are causing an increase 
in the incidence of mental disorders, such as stress-related 
psychosis, in the general population [3, 4, 9].

Reactive, or psychogenic, psychoses are defined as those 
that appear in response to psychological distress [10, 11]. 
This classical diagnostic concept, which originated from 
Jasper’s ’true reaction’ and was further developed in Scan-
dinavia by Wimmer, Faergeman and Strömgren [12], encom-
passes a group of short-lived, acute psychotic episodes in 
reaction to a stressful situation, with symptomatology usu-
ally related to mental trauma [10]. Although the diagnos-
tic validity of reactive psychosis is limited [13], its clinical 
picture has been captured, to a greater or lesser extent, in 
major international psychiatric classification systems [11]. 
Thus, while in the third edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-III) diagnosis 
of “brief reactive psychosis” included precipitating stress 
as a mandatory criterion, in the DSM-IV and DSM-5 that 
criterion was removed, the condition was renamed “brief 
psychotic disorder” (BPD; DSM-5 code: 298.8), and the 
presence of “marked stressors” was considered only a speci-
fier [11, 14]. Similarly, while the 8th and 9th revisions of 
the International Classification of Diseases (ICD) classified 
reactive psychoses within the category “other non-organic 
psychosis” as psychotic conditions attributable to a recent 
stressful event, ICD-10 subsumed them within the composite 
category “acute and transient psychotic disorders” (ATPD; 
ICD-10 code F23) under the specifier “with associated acute 
stress” (F23. × 1) but avoiding any aetiological implication, 
and in the forthcoming ICD-11 that specifier will no longer 
be available in the new ATPD category [11, 15, 16]. Further-
more, it is noteworthy that there is a diagnostic and prognos-
tic overlap between BPD/ATPD and other operationaliza-
tions of short-lived psychotic episodes used in the Clinical 
High Risk for Psychosis (CHR-P) paradigm such as “Brief 
Limited Intermittent Psychotic Symptoms” (BLIPS) and 
“Brief Intermittent Psychotic Symptoms” (BIPS) [17–19]. 
According to the diathesis-stress model [20], individuals 
with brief reactive psychosis have a latent psychological 
vulnerability (such as heightened emotional reactivity) that 

makes them more vulnerable to psychotic symptoms when 
faced with stressful environmental factors [13]. However, the 
aetiopathology of these psychotic episodes, which share a 
multifactorial genetic and environmental pathogenesis, has 
not been established [21, 22]. The epidemiology of brief 
reactive psychoses is not well known owing to the varying 
criteria used to define them in diagnostic classification sys-
tems for mental disorders, even though they could represent 
1.6–11% of all psychiatric first admissions [10]. Middle-
aged women seem to be more prone to these brief reactive 
psychotic episodes, which are typically precipitated by loss, 
isolation, and disaster, as in the ongoing coronavirus pan-
demic [11, 23]. Notwithstanding, these findings have not 
been consistently replicated and there is uncertainty about 
predisposing factors.

There is a growing body of the literature on the role of 
the COVID-19 crisis in the genesis of psychotic symptoms 
in both the general population and in patients with preexist-
ing mental disorders [5, 24–27]. Many reports of individu-
als experiencing psychosis in response to the coronavirus 
were published during the first months of the pandemic [9, 
28–39]. However, the majority of these reports were based 
on single-center case series and spanned heterogeneous 
acute psychotic conditions (such as organic, affective, and 
non-affective psychoses) (see Table 1 for further details of 
the systematic review [40]). As a result, there is as yet no 
clear picture of the clinical and sociodemographic profile of 
individuals presenting reactive psychosis triggered by the 
psychosocial stress associated with COVID-19.

The aim of this prospective observational study was to 
characterize the profile of patients with brief reactive psy-
chosis related to the coronavirus crisis who were attended 
by the mental health services of several hospitals in south-
ern Spain during the peak 8 weeks of the pandemic. To our 
knowledge, this is the first characterization study to involve 
patients from a large geographical area of one of the coun-
tries most affected by the COVID-19 crisis.

Methods

Study population and inclusion/exclusion criteria

This multicenter case-register study included all consecutive 
patients aged 18–65 diagnosed with brief reactive psychosis 
as a result of stress from the current COVID-19 pandemic. 
The 2-month study period, from March 14, 2020 (date 
when the state of emergency and national confinement were 
imposed in Spain) to May 14, 2020 (when social distanc-
ing enforcement measures started to be relaxed), captured 
the peak weeks of the pandemic in the country. The sample 
was recruited from individuals attending the Mental Health 
Services (emergency, inpatient and outpatient settings) of 
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Table 1  Summary of published reports on the onset of psychotic disorders in relation to the COVID-19 pandemic during the first months of the 
outbreak: results of a scoping review

Authors Date of publication Country Design Sample size BPD according 
to DSM criteria

Observations

Bernard-Valnet et al. [28] April 2020 Switzerland Case report 2 No Two COVID-19-positive 
women were diagnosed 
with acute meningoen-
cephalitis. One of them 
developed psychotic 
symptoms

Colizzi et al. [32] April 2020 Italy Case report 1 No A 16-year-old male with 
somatic symptom dis-
order experienced brief 
psychotic symptoms 
triggered by the fear of 
having COVID-19

Finatti et al. [33] May 2020 Italy Case series 3 Yes Two men and one woman 
with no past history of 
psychiatric disorders had 
BPD in the context of the 
mandatory nationwide 
quarantine. One of them 
had suicidal symptoms

Fischer et al. [34] April 2020 Germany Case report 1 No A male patient showed 
acute exacerbation of 
schizophrenia with psy-
chotic content related to 
COVID-19

Hu et al. [35] February 2020 China Observational study N/S N/A This preprint reported an 
increase in incidence 
of first-episode schizo-
phrenia in elderly adults 
during the early stages of 
the pandemic in China

Huarcaya et al. [36] April 2020 Perú Case report 1 No A 38-year-old woman with 
no psychiatric history 
developed acute psychotic 
symptoms in response 
to her fear of COVID-19 
contagion

Martin EB Jr [37] March 2020 USA Case series 3 N/S Three women employed 
at the same hospital pre-
sented brief stress-related 
psychoses related to the 
COVID-19 healthcare 
crisis. One of them devel-
oped suicidal symptoms 
in the context of her 
delusional beliefs

Mehra et al. [38] April 2020 India Case report 2 No Two elderly patients (a 
72-year-old man and 
a 60-year-old woman) 
experienced a recurrence 
of depression triggered 
by the fear of contracting 
COVID-19. The woman’s 
depression had psychotic 
features



8 European Archives of Psychiatry and Clinical Neuroscience (2022) 272:5–15

1 3

10 public hospitals in Andalusia (southern Spain) cover-
ing an epidemiological catchment area of 4.3 million people 
(2.8 million aged between 18 and 65 years old). The main 
outcome of our study was determination of the sociodemo-
graphic and clinical profile of patients with brief reactive 
psychosis (DSM-5 code: 298.8) related to the COVID-19 
crisis. The STROBE statement guidelines for reporting 
observational studies was followed (see checklist in Sup-
plementary appendix) [41]. All patients gave their informed 

consent to participate in this research, which was approved 
by the Andalusian Biomedical Research Ethics Committee.

All patients who presented non-affective psychotic epi-
sodes with a duration of untreated psychosis (DUP) of less 
than 1 month (i.e., with a provisional diagnosis of BPD) 
and whose symptom onset was related to the psychoso-
cial distress from the COVID-19 pandemic (such as fear 
of contagion, the mandatory home-confinement measures 
or concerns about the social and economic effects) were 

BPD Brief psychotic disorder; DSM Diagnostic and Statistical Manual of Mental Disorders; N/A Not Applicable; N/S Not Specified; USA United 
States of America
Note: To identify articles matching the scope of this review, a literature search was conducted in PubMed/Medline, Web of Science and Scopus 
databases from inception to 14 May 2020 using the following terms and strategy: (COVID-19 OR SARS-Cov-2 OR 2019-ncov OR coronavirus) 
AND (psychosis OR psychotic OR schizophrenia). The systematic search followed PRISMA guidelines [40] (see flowchart in Supplementary 
appendix)

Table 1  (continued)

Authors Date of publication Country Design Sample size BPD according 
to DSM criteria

Observations

Ovejero et al. [39] April 2020 Spain Case report 1 No A 41-year-old woman with 
bipolar disorder had 
a manic episode with 
psychotic symptoms in 
which COVID-19 infec-
tion was a delusional 
topic

Rentero et al. [29] May 2020 Spain Case series N/S N/S Clinicians from a consul-
tation-liaison psychiatry 
unit reported that several 
patients from their hos-
pital were experiencing 
psychotic symptoms as 
an acute neuropsychiatric 
manifestation of COVID-
19 infection

Valdés-Florido et al. [9] April 2020 Spain Case series 4 Yes Two men and two women, 
one of whom had a past 
history of BPD, showed 
reactive psychoses attrib-
uted to the psychological 
distress caused by the 
COVID-19 healthcare 
and economic crisis. Two 
of these patients were 
suicidal at the time of 
evaluation

Weise et al. [30] April 2020 Germany Case report 1 No Psychotic symptoms and 
severe suicidal behav-
ior of a woman in her 
mid-60 s with delusional 
disorder worsened as a 
result of the coronavirus 
pandemic

Zulfiki et al. [31] February 2020 Malaysia Case report 1 Yes A 31-year-old man with no 
past history of psychiat-
ric disorders had a BPD 
caused by psychosocial 
stress from the COVID-
19 pandemic
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initially considered eligible. However, only those patients 
with a confirmed DSM-5 diagnosis of ‘BPD with marked 
stressors’ (DSM-5 code: 298.8) during the follow-up were 
finally included in the study [14]. For more robust diag-
noses, clinical interviews were supplemented, when avail-
able, by additional information from family members and 
by reviewing all available medical records. Schizophrenia, 
schizophreniform disorder, schizoaffective disorder, delu-
sional disorder, psychotic disorder not otherwise specified, 
bipolar disorder, major depressive disorder with psychotic 
features, substance/medication‐induced psychotic disorder, 
and psychotic disorder due to another medical condition 
were excluded following DSM-5 criteria [14], as were those 
brief reactive psychoses with stressors which, at the clini-
cian’s criteria, were not directly related to the coronavirus 
pandemic or its consequences. Other exclusion criteria were 
intellectual disability or autism spectrum disorders, severe 
or unstable medical condition, history of traumatic brain 
injury, cognitive impairment or major neurological diseases, 
and not speaking Spanish or English well enough for clinical 
assessment.

Selected demographic, clinical 
and psychopathological variables

Demographic, clinical, and psychopathological features 
were systematically collected at baseline using a clinician-
administered questionnaire designed by the authors which 
was included in the case-record form. Sociodemographic 
characteristics of patients included age, gender, ethnicity 
(European Caucasian or other), marital status (married/
partnership or unmarried), cohabitation (alone or with 
others), education (higher education, complete or incom-
plete secondary education), and occupation (employed or 
unemployed or student). Clinical characteristics collected 
at the onset of the disorder were as follows: (a) Premorbid 
psychosocial adjustment (dichotomized into good or poor, 
using a methodology similar to other studies [42–44] ); (b) 
Past psychiatric records; (c) History of harmful or hazardous 
substance use (alcohol, cannabis or other illicit drugs); (d) 
First-degree family history of psychosis; (e) First-episode or 
recurrent BPD episode; (f) Type of onset of psychotic symp-
toms (dichotomized into abrupt or non-abrupt, depending on 
whether the change from a non-psychotic to a clearly psy-
chotic state occurred within 48 h or not); (g) DUP following 
the methodology outlined in the Nottingham Onset Schedule 
[45] ; (h) Presence of suicidal symptoms (including suicidal 
ideation, plans or attempts [46, 47] ); (i) Psychotic psycho-
pathological symptoms; (j) COVID-19 screening results as 
determined by reverse transcriptase–polymerase chain reac-
tion (RT-PCR) tests; (k) Inpatient or outpatient status; and 
(l) Duration of the psychotic episode to clinical remission.

The presence of marked stressors related to the coro-
navirus crisis and the onset of psychosis was assessed by 
clinical interview and review of medical records to explore 
whether the appearance of psychotic symptoms was from 
fear of contagion (for themselves or loved ones), grief due 
to loss of family members, distress derived from enforced 
home-confinement, or socioeconomic consequences of the 
national lockdown (such as job loss or the fear of job loss). 
The possibility of bias in assessing whether stress due to 
COVID-19 precipitated the onset of psychotic symptoms or 
vice-versa was minimized by asking key informants about 
how the pandemic and its associated socioeconomic con-
sequences adversely affected patients’ mental health prior 
to psychosis onset. Any ambiguities during this task were 
resolved by the consensus of two senior psychiatrists (ÁL-D 
and MR-V).

Premorbid adjustment was rated as good or poor follow-
ing the same criteria as in other previous studies [42–44]. 
According to this methodology, the sum of the following 
sociodemographic variables was used as an indicator of poor 
premorbid adjustment: being unmarried, unemployed, and 
having a secondary or lower education. Suicidal symptoms 
(ideation, plans or attempts) were evaluated following the 
methodology outlined in the Paykel Suicide Scale [48]. 
Psychopathological characteristics were assessed using a 
methodology similar to previous studies [42, 49, 50]. An ad 
hoc checklist based on DSM-5 BPD symptom criteria was 
used to screen for psychotic features during the episode [14]. 
These included the presence or absence of delusions, hal-
lucinations, disorganized speech, and grossly disorganized 
or catatonic behavior. In addition, the presence or absence 
of first-rank schizophrenia symptoms was assessed using a 
symptom checklist that included: (a) thought withdrawal, 
insertion and interruption; (b) thought broadcasting; (c) 
hallucinatory voices giving a running commentary on the 
patient’s behavior, or discussing the patient among them-
selves; (d) somatic hallucinations; (e) feelings or actions 
experienced as made or influenced by external agents; and 
(f) delusional perception [51]. Finally, whether the content 
of psychotic experiences was related to the COVID-19 pan-
demic or not was also recorded.

Data analysis

Descriptive statistics were calculated to characterize the 
sample recruited for the study. Categorical variables were 
summarized using percentages and continuous variables 
by means or medians with their standard deviation (SD) or 
interquartile range (IQR) as appropriate. The normality of 
the distribution for continuous variables was assessed by 
the Shapiro–Wilk test. Missing cases were excluded from 
the data analysis. Statistical analyses were performed using 
SPSS Statistics (ver. 24, IBM Corp., Armonk, USA).
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Results

The figure shows the patient recruitment diagram. From 
March 14, 2020 to May 14, 2020, 57 patients were identi-
fied who presented non-affective psychotic episodes with a 
DUP shorter than 1 month (i.e., a provisional diagnosis of 
BPD) and whose onset was related to the coronavirus crisis. 
Of these cases, 33 completely remitted within one month 
and met the DSM-5 criteria for BPD with marked stressors 
(DSM-5 code: 298.8). The rest were excluded from the study 
based on the exclusion criteria described under Methods 
(Fig. 1). The final sample, therefore, consisted of 33 patients 
with brief reactive psychoses triggered by stress derived 
from the COVID-19 pandemic, which accounted for 57.9% 
of all coronavirus-related psychosis initially identified.

Table 2 illustrates the sociodemographic, clinical and 
psychopathological characteristics of the sample (n = 33). 
The mean age was 42.33 years (SD ± 14.04, range 19–65), 
54.5% (n = 18) were women and the majority (84.8%, 
n = 28) were European Caucasian. Other frequent sociode-
mographic factors were: married or with partner (57.6%, 
n = 19), living with others (84.8%, n = 28), completed sec-
ondary education (45.5%, n = 15) and employed (n = 16, 
48.5%). The majority of the cohort (81.8%, n = 27) were 

assessed as having good premorbid psychosocial adjust-
ment. More than half of the patients (57.6%, n = 19) had 
past psychiatric records (see Table 2 for further details) 
and 15.2% (n = 5) had a concurrent history of harmful or 
hazardous substance use. A first-degree family history 
of psychosis was positive in 21.2% (n = 7) of the sample. 
For the majority of the patients (63.6%, n = 21), it was 
their first episode of BPD, while for the remaining 36.4% 
(n = 12), it was a recurrent BPD episode. The onset of 
the psychotic symptoms was abrupt (< 48 h) in 42.4% of 
patients (n = 14), and the median DUP was 5 days (IQR 
3.75–11.5). Suicidal symptoms were observed in 24.2% 
(n = 8) of the cases. Psychotic psychopathological features 
present included delusions and hallucinations in 84.8% 
(n = 28) and 42.4% (n = 14) of the sample, respectively, 
while disorganized speech was observed in 39.4% (n = 13), 
and 45.5% (n = 15) had grossly disorganized or catatonic 
behaviors. First-rank symptoms of schizophrenia were 
identified in 45.5% (n = 15) of the cohort, and in 57.6% 
(n = 19) of the cases the content of psychotic experiences 
was related to the coronavirus pandemic. None of the 
patients tested positive for COVID-19. Most of the sam-
ple (84.8%, n = 28) required hospitalization for control of 
symptoms. The median duration of the psychotic episode 
to clinical remission was 15 days (IQR 7.75–25.75).

Fig. 1  Patient recruitment diagram
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Discussion

The aim of this study was to characterize the sociode-
mographic and clinical profile of patients diagnosed with 
brief reactive psychosis related to the current COVID-
19 crisis during the first two months (March 14 to May 
14, 2020) of the pandemic in Spain. During the period of 
study, 33 cases were identified as BPD triggered by the 
coronavirus outbreak. The cohort was characterized by 

having a relatively old mean age, almost the same gender 
distribution and good premorbid psychosocial function-
ing. Almost half of the patients had first-rank symptoms 
of schizophrenia and high prevalence of suicidal symp-
toms was observed during the acute phase of psychosis. 
Although there are several other case reports of short-lived 
psychotic episodes in the context of the coronavirus pan-
demic [9, 31–33, 36, 37], to the best of our knowledge, 
this is the first characterization study of patients with BPD 

Table 2  Sociodemographic, 
clinical and psychopathological 
characteristics

BPD brief psychotic disorder; IQR interquartile range; SD standard deviation; DUP duration of untreated 
psychosis
† The sum of the following sociodemographic variables was used as an indicator of poor premorbid adjust-
ment: being unmarried, unemployed, and low education

Total sample (n = 33)

Sociodemographic characteristics
 Age (years), mean ± SD 42.33 ± 14.04
 Gender (male), n (%) 15 (45.5%)
 Ethnicity (European Caucasian), n (%) 28 (84.8%)
 Marital status (unmarried), n (%) 14 (42.4%)
 Cohabitation (living alone), n (%) 5 (15.2%)
 Education, n (%)
   Higher education 9 (27.3%)
   Complete secondary education 15 (45.5%)
   Incomplete secondary education 9 (27.3%)

Occupation (unemployed), n (%) 15 (45.5%)
Clinical characteristics
 Premorbid psychosocial adjustment †, n (%)
 Good premorbid adjustment 27 (81.8%)
 Poor premorbid adjustment 6 (18.2%)
 Past psychiatric records, n (%)
   BPD 12 (36.4%)
   Depressive disorder 3 (9.1%)
   Anxiety disorder 3 (9.1%)
   Hoarding disorder 1 (3%)

 History of substance use, n (%) 5 (15.2%)
 Family history of psychosis, n (%) 7 (21.2%)
 First-episode psychosis, n (%) 21 (63.6%)
 Abrupt onset (< 48 h) of psychotic symptoms, n (%) 14 (42.4%)
 DUP (days), median (IQR) 5 (3.75–11.5)
 Suicidal symptoms, n (%) 8 (24.2%)
 COVID-19 screening results (negative), n (%) 33 (100%)
 Inpatient status, n (%) 28 (84.8%)
 Duration of the psychotic episode until clinical remission (days), median (IQR) 15 (7.75–25.75)

Psychotic psychopathological features
 Delusions, n (%) 28 (84.8%)
 Hallucinations, n (%) 14 (42.4%)
 Disorganized speech, n (%) 13 (39.4%)
 Grossly disorganized or catatonic behavior, n (%) 15 (45.5%)
 First-rank symptoms of schizophrenia n (%) 15 (45.5%)
 Content of psychotic symptoms related to the COVID-19 pandemic, n (%) 19 (57.6%)
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associated with the fear and stress of the COVID-19 crisis 
and the largest cohort published to date.

The number of patients with brief reactive psychosis 
(n = 33; 21 first episodes and 12 recurrent BPD episodes) 
identified in our catchment area (4.3 million people, of 
whom 2.8 million were aged 18–65) during the study period 
(from March 14, 2020 to May 14, 2020), was higher than 
expected compared to other large-scale epidemiological 
studies on short-lived psychotic disorders [52, 53]. In these 
studies, carried out in Scotland [52] and Denmark [53] (both 
countries with a population size slightly larger than our 
catchment area), the epidemiology of ATPDs was roughly 
similar to our study even though the DSM-5 BPD diagnosis 
is a less frequent psychotic condition than ICD-10 ATPD, 
and of that, brief reactive psychosis represents about 50% of 
total BPDs [10, 23]. Moreover, it is worth mentioning that an 
alarming reduction in the number of patients attending Men-
tal Health Services was observed during the initial stages of 
the pandemic [54, 55], and therefore, there may have been 
more cases in the population than actually detected. Con-
tamination phobia, death anxiety, grief, social deprivation, 
economic stress, excessive media exposure and misinforma-
tion, stigma, changes in patterns of interpersonal interaction, 
and loss of cultural traditions and their personal meanings 
could be effects of the COVID-19 crisis predisposing prone 
individuals to a psychotic process [9, 56]. Therefore, we 
believe that the high psychological distress derived from 
the current COVID-19 pandemic and its socioeconomic 
consequences are profoundly impacting on the population’s 
mental health and are leading to a heightened incidence of 
these brief stress-related psychotic episodes. In fact, prelimi-
nary evidence suggests that we are witnessing an increase in 
incident cases of psychosis both in the general population 
and in healthcare professionals working on the front line 
against COVID- 19 [24, 57].

The sociodemographic and clinical characteristics of our 
sample were generally congruent with previous literature, 
although some findings are worth a more detailed discussion 
[10, 23]. The mean age of our cohort (42.33 ± 14.04) was 
higher than in other studies on BPD [58–61]. However, it 
should be recalled that our study included both first-episode 
patients and those with recurrent BPD. Although short-lived 
psychotic episodes are more frequent in women [23], the 
nearly equal gender distribution (54.5% women and 45.5% 
men) in our sample was similar to other studies [61, 62]. 
The ethnicity of our cohort was 15.2% non European Cauca-
sian. Along this line, although higher rates of brief psychotic 
episodes have been reported in migrant populations [23], 
percentages similar to ours have been published in other 
studies on short-lived psychotic disorders occurring in Spain 
[44, 63]. Most of our patients (81.8%) were rated as having 
had good premorbid adjustment at psychosis onset, which is 
common in brief psychotic episode cohorts and is considered 

a factor predicting good prognosis [22, 23]. About a fifth of 
the patients in the sample (21.2%) had family antecedents of 
psychosis, a proportion similar to previous studies [44, 58], 
which is associated with greater vulnerability to psychosis 
due to impaired tolerance to stress [10, 22, 23]. Harmful 
or hazardous substance use, i.e., alcohol, cannabis or other 
illicit drugs, by our patients was only 15.2%. This is lower 
than observed in FEP cohorts [64], but in agreement with 
what has been reported for short-lived psychotic disorders 
[65]. On the contrary, the proportion of participants with sui-
cidal symptoms in our study (24.2%) was higher than tradi-
tionally reported in individuals with FEP [66] and similar to 
what is observed in subjects with schizophrenia [67], a high 
prevalence, which again, warns of risk of suicide by patients 
with brief psychotic episodes, especially in the acute phase 
of the disorder [65, 68, 69]. Finally, concerning psychopath-
ological features, the rate of hallucinations (42.4%), grossly 
disorganized or catatonic behavior (45.5%) and first-rank 
symptoms of schizophrenia (45.5%) observed in our sample 
was substantially lower than reported by Marneros et al. in 
the ‘Halle study on brief and acute psychoses’ (HASBAP) 
[49]. However, proportions similar to ours have also been 
published [42].

It should be recalled that, in this study, we used the con-
cept of brief reactive psychosis defined in the DSM-5 [14]. 
As explained in the Introduction, although this same concept 
of brief stress-related psychosis is also outlined in the ICD-
10 [15], there are some important differences, especially 
with respect to temporal criteria. Thus, while in the DSM, 
the maximum duration of BPD with marked stressor(s) 
should be no longer than one month, ATPDs with associ-
ated acute stress in the ICD-10 may last up to 3 months if 
they do not have schizophrenic features [14, 15]. Another 
difference to consider is the temporal relationship between 
stressful life events and the onset of psychotic symptoms, 
since in the ICD-10, these must appear within 2 weeks of 
acute stressor exposure, whereas there is no such restric-
tive temporal criterion in the DSM. Nevertheless, in spite of 
these differences, there is close agreement between the two 
brief stress-related psychotic syndromes, which means that 
they can be considered analogous disorders [70].

Other characteristics which these short-lived psy-
chotic episodes have in common are the high relapse rates 
(53–54%) and diagnostic transition (52–60%) to serious 
chronic mental disorders such as schizophrenia and bipolar 
disorder [12, 71]. Male gender, younger age at onset, poor 
premorbid psychosocial adjustment, non-abrupt onset of the 
psychotic symptoms, the presence of hallucinations, and 
Schneiderian first-rank symptoms, although not consistently 
replicated, seem to be factors predictive of poor prognosis 
[42, 44, 50, 52, 60, 72–74]. In addition, some studies have 
suggested that longer DUP, long hospitalizations, the need 
for high dosages of antipsychotics for symptom control, and 
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the appearance of psychotic recurrences are variables that 
could be associated with an increased risk of developing per-
sistent psychotic conditions during follow-up [72, 75–77]. 
Therefore, preventive approaches and long-term follow-ups 
are recommended for individuals with reactive psychosis, 
since almost half of BPD cases could be the first manifesta-
tion of a severe mental disorder [9]. In this regard, as the 
treatment requirements of individuals with BPD and ATPD 
are currently unmet in routine practice [78], and since their 
diagnosis and prognosis overlap with BLIPS and BIPS con-
cepts [17], some authors suggest that this population should 
be included in CHR-P programs for preventive intervention 
instead of receiving standard care in general mental health 
services [79].

Methodological limitations, clinical implications, 
and future directions for research

The findings of our study should be interpreted in the light 
of certain limitations. First, limitations derived from the 
short recruitment period and the consequent small sample 
size. Second, the limitations of the descriptive nature of our 
research, which did not allow us to make any inferences 
about causality or verification of hypotheses. Third, as this 
study was conducted under routine clinical conditions, the 
lack of structured interviews for psychiatric diagnoses, and 
standardized psychometric tools for assessing the severity 
of psychotic symptoms were also a limitation. Despite these 
limitations, the study has relevant implications, as it warns 
clinicians of the possible increase in the incidence of reac-
tive psychosis, and would serve as orientation for therapeutic 
management of these patients, both in the acute phase and 
during later follow-up. Future research should be directed at 
long-term international epidemiological studies examining 
the generalizability of our findings, and the impact that the 
COVID-19 pandemic has had on the incidence of psychosis 
and the course of these short-lived psychotic disorders over 
time.

Summarizing, we conclude that reactive psychoses 
derived from the psychosocial stress from the COVID-19 
crisis could become a prevalent psychotic condition during 
the current pandemic. The clinical and sociodemographic 
profile of these individuals is similar to those reported in the 
literature and confirms once more the high risk of suicide 
associated with these short-lived psychotic episodes. Their 
high rate of recurrence and strong likelihood of transition to 
chronic psychotic disorders makes preventive approaches 
and long-term longitudinal follow-ups necessary in this 
population with brief reactive psychosis.
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