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Supplementary material 

3 typical clinical case reports 

Comprehensive assessment by MDT: What’s the best time to inform patients of “the Bad News”? 

Case 1 Patient A, female, comorbid coronary heart disease after previous coronary stent implantation, 

was diagnosed as severe COVID-19. After treatment, patient A’s situation got better gradually, but still 
stayed serious. The patient’s oxygen saturation was lower than 85% after walking for 5 minutes. Patient 

A’s husband was critically ill infected by COVID-19 and used extracorporeal membrane oxygenation 

(ECMO) for some time. Patient A had no idea about her husband’s situation, and expressed concern 

about it. In consideration of Patient A’s physical condition and her husband’s severe situation, we 

discussed with the experts of intensive care unit (ICU) and the cardiologists, and then decided to inform 

her of the Bad News of her husband after transferring her to the general ward. 

One of the characteristics of the COVID-19 infection is family aggregation. The worry of family 

members’ situation is unavoidable. Some patients would blame themselves a lot, since they think their 

family members were infected by them, and feel guilty about it. In principle, as their doctors, we should 

inform the patients of the fact, but the time and the way we inform them of the Bad News are critical and 

should be fully considered. On the one hand, we should take account of patients’ physical condition and 
discuss with the other doctors in the multiple disciplinary team to determine an appropriate time. On the 

other hand, we should take patients’ psychological needs and tolerance into consideration, choose a 

suitable approach to deliver “the Bad News”, and follow up the patients’ mental state after they get the 

news. 

 

Innovative communication methods for psychiatric evaluation and psychological assistance 

Case 2 Patient B, an elderly woman, had severe COVID-19 symptoms after tracheostomy, so she was 

unable to accomplish psychiatric evaluation by talking. Patient B showed mental symptoms including 

visual hallucination and behavior disorders during the night. The psychiatrist grasped the patient’s mental 

symptoms and medical history by the patient’s body language, writing, and then chose the proper 

medications for treatment. Meanwhile, the doctor got in touch with the patient’s family members to 
acquire their voice messages. With the family members’ encouragement, Patient B accepted the 
treatment positively, and was transferred to the general ward after great improvement.  

Given the severity level of COVID-19, patients may appear serious somatic symptoms and go through 

some treatment procedures causing disfunction of speaking. In order to get patients’ cooperation, various 

communication methods are needed, and the progression of COVID-19 should be frankly informed. The 

psychiatrist should try to understand patients’ needs and hopes thoroughly, and show enough respect. 

The family members were encouraged to take part in the treatment process. With all kinds of efforts, the 

patients’ recovery could be achieved more quickly. 

 

Stress with agitation should be treated with medications in the earlier stage 

Case 3 Patient C, a middle-aged male, showed obvious anxiety state after being hospitalized. The 

patient’s emotion got agitated on the 3rd day in hospital, showing negative and pessimistic attitude. He 

believed he “can’t be cured” all the time. Furthermore, the patient seemed to purposely make difficulties 

to the medical staff. At first, the patient refused to use mental intervention. In consideration of the obvious 

passive suicidal risk, his doctor suggested using psychotropic medication to control the depressive 

symptoms. Deanxit and low-dose olanzapine were prescribed together. After one week of combined 
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medications, the patient could keep the emotion stable and was willing to try mental intervention. Based 

on the effect of the medications, the psychiatrist discontinued olanzapine five days later, and then stopped 

all other antipsychotics on the 12th day of hospitalization. The patient’s symptoms were stable during the 

rest of time in the hospital without any discomfort. The patient got fully recovered and was discharged 

afterward. 

In fact, several guidelines for acute stress disorder suggest that mental intervention should be the first 

and main treatment. However, since the patient stayed in a closed and isolated ward for further treatment 

of COVID-19, he refused mental intervention, and the mental intervention could not be carried out 

effectively. In this situation, the urgency of clinical treatment should be a priority, especially when the 

mental symptoms affect the treatment of physical disease or the medical staff’s security is under threat. 

Effective control of mental symptoms should be achieved immediately. From a practical perspective, in 

addition to psychotherapy, low-dose antipsychotics have obvious clinical value to relieve mental 

symptoms.  
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