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On March 11, 2020, the World Health Organization declared that the infection of novel coronavirus identified in 
Wuhan, China, is a pandemic. Various studies have shown that SARS-CoV-2 infection can trigger psychiatric effects 
such as anxiety, depression, and bipolar disorder. Here, we reported a case with no significant psychiatric history who 
experienced first-episode mania during the COVID-19 treatment. On the third day of hospitalization, the patient’s mood 
was elevated, she thought she can treat other patients with her special power, she was talkative and irritable. Olanzapine 
20 mg was started and the patient’s score on the Young Mania Rating Scale decreased on the 17th day. Psychiatric 
outcomes associated with covid 19 are just emerging and it seems likely to be a potential engagement for psychiatric 
professionals in the future. More studies are required in terms of the treatment, course, and follow-up of psychiatric 
sequelae in these patients. 
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INTRODUCTION

In December 2019, viral pneumonia of unknown cause 
are identified in Wuhan, China [1]. On March 11, 2020, 
the World Health Organization (WHO) declared that the 
infection of novel coronavirus is a pandemic [2]. Since 
then, coronavirus cases have increased worldwide. As of 
21 October 2020, more than 40.7 million cases have 
been confirmed, with more than 1.12 million deaths from 
COVID-19 [3]. Although the respiratory system is the 
most affected system, experiments on these viruses have 
shown the ability to settle in and affecting the central 
nervous system (CNS). Many publications are showing 
that COVID-19 disease causes neuropsychiatric symp-
toms [4]. Bipolar disorder (BD) is a severe, chronic neuro-
psychiatric disorder that causes unusual shifts in mood, 
energy, activity levels, concentration, and the ability to 
carry out daily work [5]. Some studies have shown that 
BD has early and late age-of-onset (AAO), and some have 

indicated that early, middle, and late AAO [6].
Here, we report a case of a female patient who experi-

enced first-episode mania during the COVID-19 treatment.
Written consent is obtained from the legal guardian. 

CASE 

On August 22, 2020, a 64-year-old woman with no sig-
nificant psychiatric history was brought to our emergency 
department for agitation. She was under treatment for 
COVID-19 for 1 week at outer central. On August 15, 
2020, the patient and her all family including her husband 
and 3 sons were admitted to the hospital with a chief com-
plaint of fever and myalgia for 5 days and headache, diar-
rhea, taste, and smell disorder. Ten days ago before the 
symptoms had begun, their relatives had come from an-
other city for condolence. A chest computed tomographic 
(CT) scan showed bilateral patchy shadows and ground- 
glass opacity in the lung consistent with a COVID-19 
pneumonitis. A nose and throat swab taken on admission 
for the presence of severe acute respiratory syndrome co-
ronavirus 2 (SARS-CoV-2) viral RNA was negative despite 
other family members. Due to their contact history, symp-
toms, and CT scan consistent with COVID-19, our patient 
and her husband were hospitalized at an outer center. The 
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patient received Hydroxychloroquine tablets, Enoxaparin 
sodium by subcutaneous, Salbutamol, and Methylpredni-
solone by inhaler for supportive care and symptomatic 
treatments. 

On the third day of hospitalization, the patient’s mood 
was cheerful and irritable, the other day she had started to 
sing hymns aloud and throw things out of the window. 
She had thought that she had a special power to treat oth-
er patients. She told her son that she had seen a religious 
leader and he had given her two prayer rugs so she had 
started to pray day and night. Her husband who was hos-
pitalized in the same room had been disturbed by his wife 
because she was talkative and irritable. On the seventh 
day she had charged from the hospital, due to her agi-
tation and hostile behaviors, the patient was brought to 
our emergency room (ER). Because of her quarantine process, 
she was examined at the isolation unit at ER. During the 
initial psychiatric consultation, the patient was disorganized 
and singing songs aloud. She was hostile to her son and 
had aggressive behaviors. Because of her aggressiveness 
like punching the door and yelling, 20 mg haloperidol 
and 5 mg biperiden was performed by intramuscular and 
in follow up because of her agitation going on, the same 
dose of haloperidol and biperiden was performed again. 
The initial ER workup was compatible with COVID-19 
infection. To exclude neurologic situations the patient 
was consulted by the neurology department. A non-con-
trast CT scan of the brain and neurologic examination was 
obtained and was unremarkable. According to the anam-
nesis taken from the patient’s relatives and psychiatric ex-
amination, a manic attack was considered as the diagnosis. 
The Young Mania Rating Scale (YMRS) was 43. Because 
she was unmanageable in the isolation unit, she was 
wanted to be referred to a local mental health service but 
could not find a place for hospitalization due to the 
density. So the patient was treated as outpatient and zu-
clopenthixol acetate and 10 mg haloperidol was per-
formed by intramuscular. Zuclopenthixol decanoate ev-
ery 2 weeks and 2 × 10 mg olanzapine prescribed. 

The patient’s score of YMRS was decreasing when anti-
psychotics were added. Her YMRS score decreased from 
43 to 9 on the 17th day of the manic attack. Biperiden 2 × 
2 mg added for her extrapyramidal side effects. Zuclopen-
thixol decanoate was stopped and 2 × 10 mg olanzapine 
was continued. On follow up olanzapine dose was gradu-
ally reduced to 10 mg.

DISCUSSION

In this case, we presented a patient who experienced 
first-episode mania during the COVID-19 treatment. 
According to our knowledge, there are a number of pub-
lications in the literature that show psychiatric symptoms 
due to COVID-19 disease. There are several reasons why 
COVID-19 might have psychiatric symptoms. One of 
these reasons is neurotropism and direct damage of 
SARS-CoV-2 infection of the CNS. SARS-CoV-2 has a pro-
tein on its surface that can bind to the human receptor an-
giotensin-converting enzyme 2 which is expressed mainly 
in the lungs and the gastrointestinal tract but little in the 
endothelial cells of the brain so it can enter CNS [7,8].

The other reason is the inflammation can affect CNS by 
immune system activation. There is growing evidence that 
the inflammation might be associated with the patho-
genesis of bipolar disorder [9]. Previous studies have re-
ported increased production of proinflammatory cyto-
kines such as interleukin (IL)-6, interleukin-8, and tumor 
necrosis factor (TNF)-α in bipolar patients [10-12]. It is 
known that SARS-CoV-2 infection can activate a cascade 
of inflammation too. A recent study has shown increased 
cytokine levels in COVID-19 patients compared to the 
control group [13] and in another study, it has been found 
that especially IL-6, IL-10, and TNF-α were increased in 
the severe SARS-CoV-2 cases [14]. As shown in these 
studies, the increased cytokine levels may have caused 
the onset of the manic episode seen in our patient.

Another reason is that stressful life events can trigger bi-
polar disorder as well as many psychiatric illnesses [15]. 
Stressful life events like loss of loved ones, job loss, inter-
personal problems, childhood trauma, and any other trau-
mas are important changes that can influence personal 
and social situations [16]. Since the emergence of the 
COVID-19 pandemic, we have faced many stress factors 
such as ongoing uncertainty about when and how will the 
pandemic end, the number of cases still increasing, lack 
of definitive treatment, social isolation, quarantine, fear of 
illness and death, loss of loved ones, unemployment, eco-
nomic uncertainty [17,18].

Recently, it has been reported that a patient who expe-
rienced her first manic attack during quarantine due to 
contact while she was negative for SARS-CoV-2 [19]. In a 
review that compiles studies investigating the psycho-
logical consequences of COVID-19, it is recommended 
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health systems be prepared to respond to the potential in-
crease in requirement for mental health services [20]. 

Although the relationship of the manic episode of the 
patient with COVID-19 is not certain, the absence of pre-
vious psychiatric history and the first attack during the 
treatment of COVID-19 led us to present this case. More 
studies are required in terms of the treatment, course, and 
follow-up of psychiatric sequelae in these patients.
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