
Yo
u 

ar
e 

pr
oh

ib
it

ed
 fr

om
 m

ak
in

g 
th

is
 P

D
F 

pu
bl

ic
ly

 a
va

ila
bl

e.

For reprints or permissions, contact permissions@psychiatrist.com. ♦ © 2021 Copyright Physicians Postgraduate Press, Inc.

It is illegal to post this copyrighted PDF on any website.

    e1Prim Care Companion CNS Disord 2021;23(6):21m03021

Original Research: COVID-19

ABSTRACT
Objective: To evaluate the demographic and clinical 
profiles of patients admitted to the psychiatry ward during 
the coronavirus disease 2019 (COVID-19) pandemic and 
compare with profiles of patients admitted 1 year before 
the onset of the pandemic (ie, before the lockdown 
announcement in India). An additional objective was 
to evaluate the incidence of COVID-19 infection in the 
psychiatry inpatient unit and discuss the measures taken to 
run the unit during the pandemic, including the measures 
taken if any patient or staff member was detected to have 
COVID-19 infection.

Methods: This retrospective study was conducted in 
a tertiary care hospital in North India. Data of patients 
admitted to the inpatient unit from March 24, 2019, to 
March 23, 2020, were compared with data from March 24, 
2020, to March 23, 2021. The data were extracted from the 
inpatient registry.

Results: Compared to the pre-pandemic period, fewer 
patients were admitted during the pandemic, and the 
patients admitted had more severe illness. During the 
ongoing pandemic, the incidence of COVID-19 infection 
among the residents was 5%, nursing staff was 4.7%, and 
support staff was 6.66%. The incidence rate of COVID-19 
among the patients was 3.2%. Patients were not found to be 
the primary source of infection; on the other hand, COVID-
positive status among the health care professionals was 
responsible for patients becoming infected.

Conclusions: During the ongoing COVID-19 pandemic, 
psychiatry inpatient facility can be managed with reduced 
capacity and by following COVD-19 protocol.
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The coronavirus disease 2019 (COVID-19) pandemic 
has greatly impacted mental health care services. At the 

beginning of the pandemic, outpatient services were stopped 
or reduced at institutions worldwide.1–4 A survey by the 
World Health Organization conducted from June to August 
2020, which included data from 130 countries, suggested that 
the pandemic led to disruption or halting of mental health 
services in 93% of countries.5 In terms of vulnerable groups, 
the survey reported disruption of services for children and 
adolescents (72%), the elderly (70%), and women requiring 
antenatal or postnatal services (61%).5 In terms of interventions, 
counseling and psychotherapy services were disrupted in 67% 
of countries, critical harm reduction services were disrupted in 
65% of countries, and opioid agonist maintenance treatment was 
disrupted in 45% of countries. Further, mental health services 
provided at the workplace (75%) and in schools (78%) were 
disrupted in about three-fourths of the countries. There was 
an expansion of teleservices in 70% of the countries, more so 
in developed nations.5 However, there are limited data on the 
impact of the pandemic on inpatient services. Studies from 
different parts of the world suggest that psychiatry wards were 
closed and converted to COVID wards to accommodate patients 
with infection.6,7 However, at some institutions, separate wards 
were created for COVID-positive patients with mental illnesses.6,7 
Throughout the world, inpatient units followed different COVID-
related protocols, which included use of masks, social distancing, 
and frequent hand washing.6–9 Additionally, some centers used 
teleservices in the inpatient setting to minimize patient contact 
with health care services.10,11

In India, most mental health services were impacted, in 
both the institutional setting3 and the private sector.12 However, 
little is known about running inpatient services during the 
ongoing pandemic. It is essential to understand the impact of 
the pandemic on inpatient services and the factors that disrupt 
services in settings with limited resources. An improvement 
in this understanding can help in reorganization to minimize 
disruption of ongoing services in the wake of the second wave 
of COVID-19 in India. Accordingly, this study aimed to evaluate 
the demographic and clinical profiles of patients admitted to the 
psychiatry ward during the COVID-19 pandemic and compare 
with profiles of patients admitted 1 year before onset of the 
pandemic (ie, before the lockdown announcement in India). 
The study also aimed to document the incidence of COVID-
19 infection in the psychiatry inpatient unit and describe the 
COVID-related measures taken in the units, including when 
patients or staff received a positive diagnosis.

Management of a Psychiatry Inpatient Unit  
During the COVID-19 Pandemic:
An Audit of Services
Sandeep Grover, MDa,*; Subho Chakrabarti, MD, FRCPsya; Rahul Chakraborty, MDa;  
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Clinical Points
 ■ Inpatient psychiatry units can be effectively managed 

during the COVID-19 pandemic by developing proper 
protocols for patients and staff that can be tailored 
according to the available infrastructures and prevailing 
situations.

 ■ If appropriate COVID-19 behavior and protocols are 
followed, then the chances of spreading COVID-19 infection 
are minimal.

 ■ There is a need to develop universal COVID-19 guidelines 
for psychiatric inpatient unit management to prevent 
closure of psychiatric wards.

METHODS

This retrospective study was conducted in a tertiary 
care hospital in North India. The ethics committee of the 
hospital approved the study. The Department of Psychiatry 
has 27 general beds and 2 private rooms in the psychiatry 
ward. Of the 27 beds in the general ward, 6 are used for 
rapid turnover (ie, the patients admitted to these beds are 
usually discharged within 2 weeks of admission). The rest 
of the beds are used for routine care. Patients are generally 
admitted for 2 weeks to up to 3 months, with an occasional 
patient admitted for a longer duration. Rarely, patients are 
admitted to the general private ward of the hospital. Most 
of the admissions occur from outpatient services. During 
the entire period of admission, patients are required to be 
accompanied by 1 to 2 caregivers, mostly family members. 
Each morning, group ward activities include prayers, 
exercising, and a few recreational activities. The general 
ward comprises 4 cubicles, each of which can accommodate 
6 patients. Additionally, there are 4 isolation rooms that are 
used for 1 to 2 patients, depending on the need.

With the onset of the COVID-19 pandemic, the inpatient 
facility was reduced to 15 routine beds in the general ward, 
with no rapid turnover beds. The private wards attached 
to the psychiatry ward were closed; however, the private 
wards in the general units of the hospital were available 
for patients with mental illness. In-person outpatient 
services were suspended from March 19 to October 31, 
2020, and telepsychiatry services were started in mid-April 
2020. The emergency services and consultation-liaison 
psychiatry services continued as before the pandemic. 
The electroconvulsive therapy (ECT) service was limited 
to inpatients only, and ECT on an outpatient basis was 
suspended for some time. Patients receiving ECT underwent 
rapid transcriptase-polymerase chain reaction (RT-PCR) 
testing prior to administration of the first ECT session from 
April to August 2020. Later, from September 2020, patients 
receiving ECT had to undergo RT-PCR testing before each 
ECT session, and ECT services were resumed for outpatients.

With the announcement of lockdown in India and 
reduction in the number of inpatient beds, COVID-19 
protocols were implemented for patients, their caregivers, 
and staff (Table 1), as per the latest recommendations.13 

Patients were admitted after they and their caregivers tested 
negative on the RT-PCR test. The number of caregivers 
accompanying each patient was reduced to 1, except for 
violent and aggressive patients who were allowed to have 2 
caregivers. During the first week of admission, patients and 
their caregivers were kept in the isolation room. If they did 
not report any symptoms suggestive of COVID-19 infection 
during this period, they were shifted to the cubicles, which 
could accommodate a maximum of 4 patients.

The caregivers and patients were asked to use a mask 
during their inpatient stay, maintain social distancing, 
frequently wash their hands and use hand sanitizer. 
Additionally, the caregivers were instructed to minimize 
their movement out of the ward. Interactions among the 
patients and caregivers were restricted, with social distancing 
and use of a mask. Group ward activities were canceled. 

The trainee residents were posted on a rotation basis for 
2–4 weeks from April to December 2020. From January 2021, 
the posting of residents could extend for a longer duration. 
The residents were also encouraged to follow the COVID-
19–related precautions while working on the inpatient unit. 
Other staff (nursing staff and hospital attendants) were also 
encouraged to follow the COVID-19–related precautions. 

Everyone was encouraged to report symptoms suggestive 
of COVID-19 infection, and whenever anyone disclosed 
symptoms, they were evaluated as per the institutional 
protocol. No structural changes were made in the psychiatry 
ward area, except that the main entry of the psychiatry ward 
was closed, and the emergency exit was used for entry and 
exit.

The basic data for inpatients are coded in the ward 
register, and the same data are maintained in SPSS format. 
The essential data include demographic profile, diagnosis, 
investigations conducted, and management during the 
inpatient stay. These data are coded on a day-to-day basis 
and reviewed periodically for completeness and accuracy. 
After the pandemic began, a record of COVID-19 positivity 
among patients and staff was also kept.

For this study, the data of patients admitted to the 
inpatient unit from March 24, 2019, to March 23, 2020, 
were compared with data from March 24, 2020, to March 23, 
2021. The data were extracted from the inpatient registry.

RESULTS

As is evident from Table 2, there was a significant 
reduction (49.4%) in the number of patients admitted to the 
psychiatry inpatient unit when the data from before and after 
declaration of lockdown were compared. Patients admitted 
during the pandemic had significantly higher incomes, were 
more educated, and were more often admitted to the general 
private wards compared to the pre-pandemic year (see Table 
2).

During the pandemic period, lower proportions of 
patients were admitted for special treatment (ie, ECT or 
any kind of psychological treatment), on an urgent basis, or 
with obsessive-compulsive disorder. Those admitted during 
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Table 1. Measures Implemented for the Prevention of the Spread of COVID-19 Infection

Setting
Reduce the occupancy rate to about half
Stop of all group activities
Reduce the contact and interaction of a patient/caregiver with another patient/caregiver
Reduce the number of caregivers in the inpatient setting
Allow no change of caregivers during the inpatient stay 
Allow no visitors for patients during the inpatient stay

Preadmission procedures
Admit only after both the patient and caregiver to stay with the patient tests negative for COVID-19
Explain the COVID-19 protocol to the patient and caregiver  

Measures for patients and caregivers during the admission
Keep the newly admitted patients in isolation for the first week
Provide adequate information about symptoms of COVID-19 infection
Self-report any symptoms suggestive of COVID-19 infection
Use mask, follow hand hygiene measures, and maintain social distancing
Plan admission and discharge to minimize contact between old and new patients
Maintain a cubical to house a maximum of 4 patients

Measures for the staff
Avoid unnecessary socialization in the off-duty hours
Self-report any symptoms suggestive of COVID-19 infection
Use mask, follow hand hygiene measures, and maintain social distancing
Resident posted in rotation

Communication with other departments
Consultations with other departments were sought with a combination of telephonic and in-person consultations
During the consultations with colleagues from other department, patients and caregivers were in proper masks and 

social distancing measures were followed to the maximal extent

Abbreviation: COVID-19 = coronavirus disease 2019.

the pandemic had a higher number of previous admissions, 
more often received ECT, and were more often admitted 
more than once during the period of evaluation (Table 3). 
Also, a higher proportion of patients at the time of discharge 
were prescribed benzodiazepines, other medications, and 
continuation/maintenance ECT during the COVID period.

COVID Positivity
During the COVID period, at admission, only 4 patients 

or their caregivers tested positive for COVID-19 and thus 
could not be admitted. During the inpatient stay, only 1 

patient developed severe respiratory symptoms and had to be 
shifted out of the ward for further evaluation for COVID-19. 
However, the patient was later found to not have COVID-
19, but rather had a pulmonary embolism. This patient’s 
ECT was continued after management of the pulmonary 
embolism.

During the pandemic, 3 (5%) residents (of 59 junior 
and senior residents), 3 (4.7%) nursing staff/students (of 
14 nursing staff and 50 nursing students), and 1 (6.66%) 
support staff member (of 15) who worked in the ward were 
found to be positive for COVID-19. Among all residents 

Table 2. Sociodemographic Profile of the Study Sample

Variable
Before Lockdown

(n = 312)
After Lockdown

(n = 158)
t Test/Mann-Whitney U/χ2

(P value)
Age, mean (SD), y 39.59 (16.02) 39.48 (18.38) 0.06 (.95)

> 60 y 58 (18.6) 34 (21.5) 0.57 (.45)
Education, mean (SD), y 11.48 (4.97) 12.49 (4.22) –2.19 (.02*)

Family income, ₹ 21,145 (25,178) 44,515 (128,293) 19,129 (< .001**)
Admitted to private wards (psychiatry or general) 18 (5.76) 48 (30.3) 52.62 (< .001**)
Sex, n (%)

Male
Female

159 (51.0)
153 (49.0)

95 (60.0)
63 (40.0)

3.54 (0.06)

Marital status, n (%)
Currently single/widow
Currently married

145 (46.7)
167 (53.3)

83 (51.5)
75 (48.5)

0.89 (0.34)

Occupation
Unemployed and housewives
Employed and earning/retired

230 (73.9)
82 (26.1)

111 (69.6)
47 (30.4)

0.63 (0.42)

Family type, n (%)
Nuclear
Nonnuclear

200 (64.1)
112 (35.9)

96 (60.6)
62 (39.4)

0.50 (0.47)

Residence, n (%)
Rural
Urban

89 (28.4)
223 (71.6)

41 (26.1)
117 (73.9)

0.34 (0.55)

Religion, n (%)
Hindu
Non-Hindu

219 (70.4)
93 (29.6)

114 (72.0)
44 (28.0)

0.08 (0.77)

*Statistically significant (P < .05). **Statistically significant (P < .01).
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Table 3. Clinical Profile of the Study Samplea,b

Variable Before Lockdown (n = 312) After Lockdown (n = 158)
t Test/Mann Whitney U/χ2

(P value)
No. of previous admissions, mean (SD) 0.29 (0.73) 0.59 (1.08) 20998 (.001**)
Reason for admission

Acute disturbances
Special treatment
Differential diagnosis
Detailed investigations

270 (86.5)
26 (8.3)
15 (4.8)

5 (1.6)

146 (92.4)
3 (1.9)
5 (3.2)
5 (3.2)

3.55 (.06)
7.50 (.006**)
0.69 (.40)
1.22 (.26)

Mode of admission
Routine
Urgent
Emergent
Transferred

229 (73.4)
67 (21.5)
12 (3.8)

4 (1.3)

124 (78.5)
19 (12.0)
15 (9.5)

0

11.23 (.003**)

Diagnosis—psychotic illness 125 (40.0) 71 (44.9) 1.02 (.31)
Schizophrenia
Schizotypal
Persistent delusional disorder
Acute and transient psychotic disorders
Schizoaffective, manic
Schizoaffective, depressive
Psychosis not otherwise specified
Organic delusional disorder

80 (25.6)
3 (0.9)
5 (1.6)
5 (1.6)
3 (0.9)
3 (0.9)

25 (8.0)
1 (0.3)

39 (24.7)
4 (2.6)
5 (3.2)
5 (3.2)
1 (0.6)
2 (1.2)

15 (9.5)
0

0.05 (.82)
…
…
…
…
…

0.29 (.58)
…

Diagnosis—affective illness 176 (56.4) 98 (62.0) 1.36 (.24)
Mania, first episode
Bipolar affective disorder, currently mania
Bipolar affective disorder, currently depression
Bipolar affective disorder, currently mixed
Depression, first episode
Recurrent depressive disorder
Double depression

1 (0.3)
29 (9.3)
14 (4.5)

6 (1.9)
63 (20.2)
61 (19.6)

2 (0.6)

1 (0.6)
7 (4.4)
6 (3.8)
0

42 (26.6)
41 (25.9)

1 (0.6)

…
3.50 (.06)
0.12 (.72)

…
2.46 (.11)
2.52 (.14)

…
Diagnosis—neurotic illness 70 (22.4) 27 (17.0) 1.83 (.17)

Phobia
Generalized anxiety disorder
Obsessive compulsive disorder
Dissociative disorder
Somatoform disorder
Other

3 (0.9)
7 (2.2)

36 (11.5)
6 (1.9)
8 (2.6)

10 (3.2)

0
8 (5.2)
9 (5.7)
3 (1.9)
1 (0.6)
6 (3.8)

…
…

5.14 (.02*)
…
…
…

No. of patients with > 1 psychiatric diagnosis 67 (21.4) 35 (22.1) 0.02 (.86)
Presence of comorbid physical illness 94 (30.1) 58 (36.7) 2.07 (.15)
Psychotherapy 195 (62.5) 102 (64.5) 0.19 (.66)

Supportive
Cognitive-behavioral therapy
Eclectic

164 (52.6)
11 (3.5)
20 (6.4)

92 (58.2)
4 (2.5)
6 (3.8)

1.35 (.24)

Behavior therapy …
Exposure and response prevention
Thought stopping
Token economy
Other

18 (5.8)
2 (0.6)
1 (0.3)
9 (2.9)

8 (5.1)
0

2 (1.2)
6 (3.8)

1.62 (.44)

Electroconvulsive therapy 120 (38.5) 77 (48.7) 4.54 (.03*)
Mode of discharge

Routine
Left against medical advice
Discharge on request
Absconded from the ward

302 (96.8)
5 (1.5)
4 (1.2)
1 (0.3)

148 (93.7)
6 (3.8)
2 (1.2)
2 (1.2)

3.73 (.29)

Status at discharge
Improved
Unchanged

296 (94.9)
16 (5.1)

148 (93.7)
10 (6.3)

8.09 (.08)

Multiple admissions of the same patient in the period under 
evaluation

18 (5.8) 19 (12.0) 5.66 (.01**)

No. of patients prescribed antidepressants at the time of discharge 176 (56.4) 102 (64.5) 2.88 (.08)
SSRI
SNRI
TCA
Mirtazapine
Other

103 (33.0)
29 (9.3)
19 (6.1)

5 (1.6)
18 (5.8)

51 (32.3)
22 (13.9)
14 (8.9)

5 (3.2)
10 (6.3)

2.98 (.56)

Taking > 1 antidepressant 9 (2.8) 8 (5.0) 1.42 (.23)
No. of patients prescribed antipsychotics at the time of discharge 213 (68.2) 113 (71.5) 0.52 (.47)

Risperidone
Olanzapine
Quetiapine
Aripiprazole
Clozapine
FGA (chlorpromazine + trifluoperazine + haloperidol)

23 (7.4)
81 (25.9)
28 (8.9)
18 (5.8)
56 (17.9)

7 (2.2)

6 (3.8)
55 (34.8)
12 (7.6)
16 (10.1)
23 (14.6)

1 (0.6)

8.16 (.08)

(continued)
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Table 3 (continued). 

Variable Before Lockdown (n = 312) After Lockdown (n = 158)
t Test/Mann Whitney U/χ2

(P value)
Taking > 1 antipsychotic 21 (6.73) 12 (7.59) 0.12 (.72)
Prescribed mood stabilizers at the time of discharge 46 (14.7) 19 (12.0) 0.65 (.41)
Prescribed benzodiazepines at the time of discharge 127 (40.7) 83 (52.5) 5.93 (.01*)
Prescribed other medications at the time of discharge 80 (25.6) 57 (36.0) 5.53 (.01*)
Prescribed continuation of ECT at the time of discharge 9 (2.88) 11 (6.96) 4.28 (.03*)
No. of patients prescribed antidepressants at the time of discharge 176 (56.4) 102 (64.5) 2.88 (.08)

SSRI
SNRI
TCA
Mirtazapine
Other

103 (33.0)
29 (9.3)
19 (6.1)

5 (1.6)
18 (5.8)

51 (32.3)
22 (13.9)
14 (8.9)

5 (3.2)
10 (6.3)

2.98 (.56)

aData are presented as n (%) unless otherwise specified.
bTotal numbers may add up to more than the number of patients in the study because patients with > 1 diagnosis or prescribed > 1 medication from the 

same category are shown in both places.
*Statistically significant (P < .05). **Statistically significant (P < .01).
Abbreviations: FGA = first-generation antipsychotic, SNRI = serotonin-norepinephrine reuptake inhibitor, SSRI = selective serotonin reuptake inhibitor, 

TCA = tricyclic antidepressant.

and staff who tested positive, the source of infection was 
traced to interaction of the staff or resident with people 
outside the ward or with coworkers in the ward. Patients 
were never found to be the primary source of infection in 
any incidence.

During the 1-year COVID period, of 158 patients 
admitted, 5 (3.2%) tested positive for COVID-19. All the 
patients who tested positive for COVID-19 were receiving 
ECT and were undergoing regular COVID-19 testing. 
Among the patients who tested positive, 3 were admitted 
to a private room and 2 were admitted to the general ward 
(Figure 1). Those admitted to the private ward allowed their 

relatives to visit them, despite being instructed not to do so, 
which contributed to the possible infection. Staff members 
were considered the source of infection of patients admitted 
to the general ward (Figure 1). When a patient tested 
positive, after initial surveillance of 1 week, all patients in 
the psychiatry ward underwent testing, and on no occasion 
were any additional patients detected to have COVID-19 
infection.

When a patient tested positive, the junior resident taking 
care of the patient was quarantined, and all patients seen by 
the resident were isolated and monitored or were given an 
option of home quarantine. During the subsequent testing, 

aLight blue box: patients admitted to the private ward (not seen by ward staff ). Purple box: patients 
admitted to the general ward. Residents were in contact with patients in the private and general 
wards (resident 1 had no contact with patient 2).

bBlack double arrows show that any 1 of the 2 could be a source of infection for the other.
cThe white arrow with orange border shows the possible transmission from staff 3 to staff 4.
dThe black single indicator shows possible transmission from the staff to the patient.
Abbreviation: COVID-19 = coronavirus disease 2019.

Figure 1. COVID-19–Positive Status and Possible Link of Transmission Between 
the Various Groupsa,b,c,d

Resident 3

Sta� 1
(8-23-2020)

Sta� 2
(11-20-2020)

Sta� 3
(11-27-2020)

Sta� 4
(12-7-2020)

(11-7-2020)

Patient 3
(12-3-2020)

Patient 4
(12-3-2020)

(1-21-2021)

(3-10-2021)

Resident 1 
(11-2-2020)

Resident 2
(3-9-2021)

Patient 1

Patient 2

Patient 5

(8-27-2020)
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none of these patients tested positive. When a resident tested 
positive, they also were offered admission to the COVID 
ward or home quarantine. Patients who had been seen by 
the resident were kept in isolation in the ward or were given 
the option for home quarantine and were tested after 5 days. 
None of the patients tested positive (Figure 2).

When a patient, resident, or nursing or support staff 
member tested positive, interactions between the staff, the 
patients, and caregivers were minimized; all were asked to 
monitor their symptoms and report such symptoms as soon 
as possible. None of the patients or the other staff became 
positive during the subsequent monitoring periods, except 
for possible transmission of infection from 1 nursing staff 
member to another (Figure 1). Only on 1 occasion did we 
encounter transmission from 1 person to another in the ward 
(Figure 1).

Throughout the 1-year period, when 2 residents tested 
positive together, the ward resident team was changed 
completely, and ECT services were suspended for 1 week. 
When any patient or staff member, including residents, tested 
positive, new admissions were temporarily stopped in the 
psychiatry ward for 5 days. There was no mortality among 
any of the individuals who tested positive for COVID-19 
infection during the COVID study period.

Frequency of Problematic Behaviors and Anger 
Among Inpatients During the Pandemic Period

With respect to COVID-19 precautions, 41.2% (n = 63) 
of the patients were annoyed with the restrictions. Very 
few patients (n = 8) required physical restraints during their 
inpatient stay.

DISCUSSION

The present study shows no change in the demographic 
profiles of patients admitted to the psychiatry inpatient 
unit pre- and post-pandemic, except that patients admitted 
during the COVID period were more educated and had 

higher family incomes. The higher family income of the 
patients admitted during the COVID period could be due 
to an increase in the percentage of patients admitted to the 
private wards. This profile could also be an indicator that 
patients with lower incomes could not reach the hospital 
and hence were not admitted. The patients admitted during 
the pandemic had a higher number of previous admissions, 
and a higher proportion of the patients received ECT and 
had multiple admissions. These findings possibly reflect 
that only those patients who could not be managed without 
ECT were admitted during the pandemic. These findings 
also suggest the need to continue ECT services for severely 
ill patients, as has been recommended previously.14–18 A 
higher proportion of patients admitted during the COVID 
period requiring ECT also possibly reflects that these 
patients were more severely ill and experienced frequent 
relapses. Also, a higher proportion of patients admitted 
during the COVID period were on benzodiazepines, other 
medications, and continuation/maintenance ECT at the 
time of discharge. These factors also possibly reflect the 
higher severity of illness of patients admitted during the 
pandemic. All these findings reflect that only severely ill 
patients were admitted to optimally utilize the reduced 
services during the pandemic.

In terms of the reason for admission, there was a decrease 
in the number of patients admitted for special treatment 
and those requiring urgent admission. The reduction in 
the number of patients requiring acute admission could 
be attributed to the closure of the rapid beds, which were 
being used previously for short stays, and the management 
of patients requiring urgent admission. A reduction in 
the number of patients requiring admission for special 
therapy and that for obsessive-compulsive disorder could 
be attributed to the possible reluctance of patients with this 
disorder to visit the hospital due to fear of infection, as has 
been reported previously.19–21 Additionally, this could also 
be due to reluctance on the part of the treatment team to 
admit such patients given the ongoing pandemic.

Figure 2. COVID-19 Protocol Followed During Inpatient Care

Abbreviations: COVID-19 = coronavirus disease 2019, ECT = electroconvulsive therapy, RT-PCR = rapid transcriptase-
polymerase chain reaction.
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Despite all this, our COVID-19 positivity rate was only 
3.2% for patients, 5% for residents, 4.7% for nursing staff 
and students, and 6.66% for support staff. In most cases, 
the residents and staff were infected from sources other 
than the patients. The results showed that more positive 
cases were detected during the latter part of the year, 
suggesting complacency or carelessness over time. Also, of 
the 12 individuals with COVID-19–positive status, 3 were 
detected at the beginning of the second wave of COVID-
19 in India. This finding suggests that, to run a psychiatry 
inpatient unit successfully during the pandemic, COVID-19 
safety precautions must consistently be followed. The results 
indicate that a cluster of COVID-19 cases were avoided 
because immediate action was taken to stop further spread 
by imposing isolation and offering home quarantine to 
patients and staff. Our findings also suggest that if proper 
measures are implemented for staff and patients, the spread 
of infection in the inpatient unit from one person another 
can be prevented without complete closure of services, as 
has been reported from different parts of the world.6,9,22 In 
our setting, precautions that possibly helped to maintain the 
low COVID-19 incidence rate were following COVID-19 
protocols, having isolation wards to segregate the patients 
during the initial part of the admission, isolating patients 

and caregivers if someone was detected to have COVID-19 
infection, and moving patients diagnosed with COVID-19 
to their homes. The other finding was that patients who 
were admitted in the general private ward, away from 
the main psychiatry ward, had poor compliance with the 
COVID-19 protocol. This poor compliance could have 
been due to poor supervision of these patients by the 
psychiatry team throughout the day. Hence, it can be said 
that there is a need to develop a strategy to improve the 
compliance of the patients and their caregivers admitted 
to the private wards away from the main psychiatry ward. 
The present study has several limitations, including the 
retrospective study design and the inclusion of a limited 
number of clinical variables.

To conclude, our study suggests that the COVID-19 
pandemic has led to the admission of only severely ill 
patients. Further, the results indicate that an inpatient 
facility can be managed successfully during the ongoing 
pandemic if the proper precautions are taken to maintain 
social distancing, hand hygiene measures, and adequate 
use of masks. Additionally, if appropriate safety measures 
are employed for the staff and patients, then the spread of 
infection in the inpatient psychiatric units can be prevented 
without complete closure of services.
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