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Background: The COVID-19 pandemic has been suspected to increase mental health problems, but also to possibly lead to a decreased treatment seeking, for example due to fear of attending hospital. Early findings demonstrate decreased treatment seeking for mental health, which may differ across diagnostic groups. This study aimed to examine treatment uptake at a general psychiatry emergency unit and at an addiction psychiatry emergency unit in Malmö, Sweden, separately. In addition, the study aimed to investigate treatment uptake for different diagnostic groups—during and prior to the COVID-19 pandemic.

Methods: Monthly data for number of unique patients and number of contacts were extracted for the three-year period of January 2018 through December 2020. Data from each facility were analyzed separately for women, men and patients with psychotic, affective, anxiety and substance use-related disorders. Interrupted time series were used to demonstrate possible effects of COVID-19.

Results: COVID-19 was associated with a marked decrease in treatment contacts, both for women and men, in the general psychiatry emergency unit—driven by a significant decrease in anxiety-related disorders (p < 0.001) and affective disorders (p < 0.01)—but not in psychotic or substance use disorders (SUDs). Also, in the addiction psychiatry emergency unit, no significant impact of COVID-19 was seen.

Conclusions: COVID-19 may decrease treatment uptake for acute affective and anxiety-related disorders. Given the hypothesized increase in the population regarding these conditions, societal efforts are needed to facilitate adequate treatment for these patients during the COVID-19 pandemic. Society should also remain vigilant with respect to SUDs during the pandemic.
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BACKGROUND

The COVID-19 pandemic, in addition to its devastating consequences on mortality and physical health, has been suspected to have significant effects on mental health worldwide (1). Based on experience from both the COVID-19 pandemic, and from previous pandemics, affective and anxiety-related mental health symptoms are believed to increase as consequence of worsening socio-economic conditions and substantial societal restrictions (2).

However, somewhat paradoxically, despite fears of increased mental health problems during the pandemic, there are also reasons to believe that treatment seeking for psychiatric problems may decrease due to COVID-19 and COVID-19-related restrictions in society. Concerns have been raised about the influence of the pandemic on psychiatric emergency settings (3). Several reports have indicated a lowered number of treatment-seeking patients, for example, in psychiatric units in France or Spain (4, 5), in a German psychiatric hospital (6), a decreasing number of psychiatric presentations at a general emergency unit in New Zealand (7). Also, reductions in treatment seeking have been associated with periods of lock-down or confinement (4, 5, 7).

Actions taken by the government to avoid further viral transmission differ between countries. Many countries have used measurements such as lock-down or stay-at-home orders. However, in the present study setting, Sweden, formal lock-down procedures and complete stay-at-home orders have not been applied as COVID-19-preventive strategies. Instead, strategies have involved national authority recommendations to work at home to the largest extent possible, to avoid public gatherings, to avoid meeting new people and to restrict one's social contacts to the closest family. While such recommendations may decrease mental health patients' willingness to attend hospital and seek treatment, the societal restrictions imposed by Swedish authorities have been described as markedly less strict than in many other countries (8–11).

Addictive disorders are among the conditions believed to increase during COVID-19 (12). Early reports during the pandemic demonstrated that effects on acute psychiatric emergency contacts may differ depending on whether contacts are related to addictive disorders or not, although results have been conflicting so far. One study demonstrated that cannabis use was one of the factors associated with treatment seeking still taking place, despite a decrease in the overall treatment-seeking at a psychiatric emergency unit. However, other specific substances, as well as the overall diagnosis of a substance use disorder (SUD), did not differ during COVID-19 (13). In another study from Western Australia, both alcohol intoxications and “drug abuse” decreased as underlying causes of seeking emergency psychiatric care, whereas the number of drug overdoses remained stable (14). Among self-harm-related emergencies in an Irish study, SUD as diagnosis constituted a significantly higher proportion of patients during 2020 than in the preceding years (15). Likewise, although decreasing in absolute numbers, SUDs represented a larger proportion of psychiatric admissions at a psychiatric emergency unit in Spain during COVID-19 lockdown (5). Thus, it is possible that SUD-related treatment needs and treatment-seeking behavior remain more stable during the pandemic, although data are hitherto inconclusive and limited. In addition, reports on changes in treatment seeking included, for natural reasons, a relatively brief period of the pandemic. Studies available to date covers time-periods between ~2 to 4 months before and after restrictions such as confinement or lock-down (4–6, 14, 15). The few studies available up to now, addressing a limited time-period of the COVID-19 pandemic, call for longer follow-up investigations of possible impact of COVID-19 on psychiatric treatment uptake.

For these reasons, the present study aimed to study effects of COVID-19 on treatment seeking behaviors at a psychiatric emergency unit setting during a substantially longer time frame than previous studies on the subject, namely involving the whole period of COVID-19 impact hitherto in Sweden. Patients' tendency to seek treatment for mental health conditions during COVID-19 may be better reflected in the data of some units than others; for example, long-term, planned treatment interventions at a facility may be less likely to demonstrate whether there are changes in patients' willingness to seek treatment or to refrain from or postpone treatment seeking. In contrast, units where each contact is unplanned, based on the needs perceived by the patient or perceived by families or others, may better reflect short-term changes in the numbers of people choosing to attend hospital for a mental health conditions or who may theoretically postpone their help seeking due to effects of a pandemic on society. For these reasons, psychiatric emergency units were assessed in the present study, that is, a setting where contacts are initiated by patients or by caregivers around them, on a likely short-term basis and typically not occurring as part of a regular long-term planning. The effects of COVID-19 were studied in a separate addiction psychiatry emergency unit and in the remaining general psychiatric emergency unit. Thus, this study had the possibility to analyze the effects of COVID-19 in these settings separately.

More specifically, the study aimed to examine whether the number of unique patients, were affected in these facilities as a result of COVID-19. In addition, for the general psychiatric emergency unit, the numbers of help-seeking patients with SUD were examined. The study aimed to examine these parameters on a month-to-month basis during the full year of 2020, in comparison with the two preceding years. The full year of 2020 represents nearly 10 months of pronounced COVID-19 transmission in Sweden.



METHODS


Study Procedures

The present study was a retrospective analysis of the number of patients seen in emergency psychiatric facilities in the same catchment area; one general psychiatric emergency unit and one addiction psychiatry emergency unit. The assignment of the addiction psychiatry emergency unit is to receive patients seeking acute in-patient or out-patient interventions, typically involving withdrawal symptoms related to SUDs, attempts to quit substance use, non-life-threatening intoxications of mainly alcohol and psychiatric symptoms in individuals with SUDs. Patients may seek voluntarily, or may be transported by ambulance, police, social workers or staff of other treatment institutions. However, the large majority of contacts are voluntary, whereas a smaller proportion of contacts are initiated while being assessed for compulsory treatment interventions by the social services. This unit operates seven days a week, from 8 am (9 am on weekends) until 11 pm. The general psychiatric emergency unit, operating around the clock, is responsible for all other acute psychiatric treatment seeking, typically involving affective or anxiety symptoms, psychotic symptoms, severe behavioral disruptions or suicidal behavior. For substance-related issues, patients are typically referred to the general psychiatry emergency unit in case of severe suicidal or violent behavior requiring psychiatric coercion and, to a smaller extent, patients seeking help outside the opening hours of the corresponding addiction emergency unit. Patients can, in some cases, be seen in both units when the problem picture is judged to require assessment from both services or when the clinical picture changes during early assessment.

Data of treatment seeking were extracted for each month during the time-period of January, 2018 until December, 2020. Data described the total number of unique patients seen in the facility during each month, including the total number of male and female unique patients, respectively, as well as the total number of contacts per month. Both the numbers of unique patients and the number of separate contacts were included, as some patients may have been seen more than once during 1 month. Thereby, the study limited the risk of separate individuals influencing the statistics with a very high number of visits. In addition, for the general psychiatric emergency unit, the number of unique patients receiving a SUD diagnosis (ICD-10 section F1), psychotic disorders (section F2), affective disorders (section F3) or an anxiety-related disorders (section F4, including disorders such as anxiety, panic disorder, obsessive-compulsive disorders, stress reactions, and phobias), were analyzed. In addition, as descriptive background information for both units, the number of distance contacts were registered, that is, the number of formal assessments made on telephone or video during this time-period.



Setting

The studied emergency facilities are physically located in the same building in the hospital area of Malmö, which is situated in the urban center of the Skåne region, in the very south part of Sweden. Although a patient can, theoretically, seek psychiatric emergency treatment at any location in Sweden, the natural catchment area of the present two facilities include a population of around 460,000 inhabitants. The two emergency units are responsible for the uptake of unplanned, emergency needs for assessment and treatment for psychiatric conditions in general, and for addiction psychiatry, respectively. The general psychiatry emergency unit is open around the clock, whereas the addiction emergency unit is open from 8 am to 11 pm, and for which the (low) number of individuals seeking during the night are instead referred to the general psychiatry emergency unit (the latter is one part of the explanation that patients in the general psychiatry emergency unit may be diagnosed with addictive disorders, although a considerably more common reason for this is comorbidity of addictions and other psychiatric conditions, in patients whose reason for contact is more related to the presentation of pronounced psychiatric symptoms). The general psychiatry emergency unit typically receives patients with acute suicidal ideation or suicidal behavior, acute worsening of affective and anxiety disorders conditions, psychotic episodes, self-harm or states of confusion. The addiction psychiatry emergency unit receives patients for acute needs for withdrawal treatment, assessment for potential in-patient detoxification, or other types of acute worsening of pre-existing addictive disorders. Both units operate on the same hospital area as the main emergency unit for medical and surgical conditions for adults, although in separate buildings. Both the psychiatric units assessed in the present work are aimed to adults, that is, for individuals above 18 years of age.

The course of COVID-19 influence in the Swedish society is demonstrated in Table 1. Also, the official numbers of deaths in Sweden (per week) with confirmed COVID-19 infection are seen in Figure 1 (data derived from the official web page of the Swedish Public Health Agency). In brief, an increasing debate surrounding COVID-19 was seen in early March, 2020 and a large number of restrictions and recommendations were implemented in mid-March. After substantial virus transmission throughout May, the burden on the hospital system was substantially lower during the summer months. Thereafter, a marked surge in COVID-19 cases was seen from mid-October, which continued with a high level of virus transmission and health care impact at least through November and December 2020 (16). During 2020, formal lock-down measures or stay-at-home orders were never applied in Sweden, where COVID-19 policies instead focused on recommendations, such as avoiding public gatherings, avoiding meeting new acquaintances, maintaining thorough hand washing, to stay at home to the largest extent possible and to take a COVID-19 test in case of suspected symptoms. The Swedish authority recommendations have been described as less strict than in a number of other locations (8–10) and Sweden is one of few comparable countries where a formal lockdown procedure was never applied (17). Many government recommendations were issued and applied during the spring months of 2020, based on the first “wave” of intense viral transmission and fatal cases. Recommendations from October, 2020, related to a second “wave,” were more extensive and were in progress throughout the study period.


Table 1. Course of the COVID-19 pandemic in Sweden.
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FIGURE 1. COVID-19 development during 2020. Number of deaths with confirmed COVID-19 infection. Data collected from official statistics of Swedish Public Health Agency (https://www.folkhalsomyndigheten.se/contentassets/4b4dd8c7e15d48d2be744248794d1438/jamforelse-av-olika-matt-pa-covid-19-dodsfall.pdf). Data accessed February 4, 2021.




Ethical Considerations

An application was submitted to the Swedish Ethical Review Authority, regarding the addiction psychiatry emergency unit (along with other units of the Malmö Addiction Center, Malmö, Sweden). The announcement of the authority was that the present kind of research does not require ethical permission since it only examines retrospective clinical register data on a group level and uses no information which can be linked to identified individuals (file number 2020-03232). Based on this decision, the study was carried out and data involving the corresponding unit of the general psychiatry department were added.



Statistical Methods

An interrupted time series analysis was carried out for each outcome measure (number of patients, number of men, number of women, number of contacts, and number of SUD patients in the general psychiatry emergency unit), analyzing the potential effects of COVID-19 over time (per month during the 3-year study period) when controlling for time. The analyses included a dichotomous factor describing the potential COVID-19 effect, which was considered to start in March, 2020 (thus, with the COVID-19 item represented by “1” for each of these months, and “0” for each of the preceding months). A time variable describing months (January, 2018–December, 2020, 36 months) was entered in the analyses. Analyses were carried out as an interrupted time-series analysis using the ARIMA models in the forecasting tools of the software SPSS version 25.0.

In addition, in order to decrease the possible influence of seasonality, a Student's t-test was run for the outcome measures, studying only the COVID-19-affected months (March through December, 2020) in comparison to the same months during previous years (March through December) of 2018 and 2019 combined. The t-test analyses included only the numbers of visits (contacts), as the numbers of unique patients may include individuals with a registered visit during more than 1 month. All analyses were carried out in SPSS version 25.0. Associations with a p-value below 0.05 were considered to be significant.




RESULTS

Data on treatment-seeking unique patients (total, and men and women separately), as well as the total number of contacts, are seen in Table 2 (for general emergency psychiatry) and in Table 3 (for addiction emergency psychiatry). Data on treatment-seeking unique patients in each unit are displayed visually in Figure 2, and data on diagnostic groups at the general emergency psychiatry unit in Figure 3.


Table 2. Psychiatry emergency contacts in Malmö psychiatric emergency unit, 2018–2020.
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Table 3. Addiction psychiatry emergency contacts in Malmö addiction psychiatric emergency unit, 2018–2020.
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FIGURE 2. Number of unique patients in general emergency psychiatry and addiction emergency psychiatry.
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FIGURE 3. Number of unique patients in general emergency psychiatry with diagnoses of substance use disorders, psychotic disorders, affective disorders, and anxiety-related disorders.



Interrupted Time-Series Analysis of Number of Visits and Unique Patients at Emergency Units

In interrupted time-series analyses, controlling for general time trends throughout the study, the COVID-19 factor had a significantly negative effect on the monthly number of unique patients (p < 0.001) and number of treatment contacts (p < 0.001) in the general psychiatry emergency unit. This significantly negative effect was seen both for the number of unique male (p < 0.001) and female patients (p < 0.001). However, the number of unique patients (p = 0.57) and the number of contacts (p = 0.57) related to a SUD diagnosis were not affected by COVID-19. The number of unique patients with psychosis diagnosis was not affected (p = 0.52) by the pandemic, whereas the number of patients with affective disorders decreased (p < 0.01), as well as the number of patients with anxiety-related disorders (p < 0.001).

In contrast, in the addiction psychiatry emergency unit, COVID-19 did not have any significant effect on the number of unique patients (p = 0.30), the number of contacts (p = 0.67), or the number of unique male (p = 0.10) or female patients (p = 0.65).

Both units applied distance contacts to some extent during COVID-19; in addiction emergency psychiatry, this was also used during 2019 and did not increase significantly with COVID-19 (p = 0.48). In psychiatric emergency, distance contacts were used to a very limited extent prior to the pandemic and expanded as late as in December, 2020 (with a non-significant effect from COVID-19, p=0.51).



T-Test Analyses of Number of Contacts During COVID-19 (March-December, 2020) vs. Preceding Years

During the months of March through December, 2020, in general emergency psychiatry, the number of unique patients (334.5 vs. 401.5), total contacts 408.6 vs. 489.9), unique female (172.4 vs. 207.9) and male patients (162.1 vs. 193.6) were significantly lower (all p < 0.001) than in the corresponding months of 2018-2019, whereas the numbers of patients (31.0 vs. 32.6, p = 0.62) or contacts (33.9 vs. 35.6, p = 0.64) with SUD were not lower. In addiction emergency psychiatry, the year of 2020 did not display any difference with respect to the number of patients (181.5 vs. 191.1, p = 0.18), total contacts (340.5 vs. 343.3, p = 0.89), unique male (132.7 vs. 142.8, p = 0.10) or female patients (48.8 vs. 48.4, p = 0.86). Distance contacts were significantly higher (21.9 vs. 8.3, p < 0.001) in addiction emergency psychiatry, but not in general emergency psychiatry (1.9 vs. 0.9, p = 0.55).



Sensitivity Analysis of Planned Out-Patient Contacts

At the two major out-patient general psychiatry units, when comparing the ten COVID-affected months to the same months (March through December) of 2018 and 2019 combined, a difference in the mean monthly number of visits was not seen (p = 0.11). Also, an interrupted time-series analysis did not reveal any COVID-19-related impact on the monthly number of patients (p = 0.17) or visits (p = 0.34) at the two major out-patient general psychiatry units combined. The mean monthly number of visits related to affective disorders did not differ between the 10 COVID-19-affected month compared to the same months in 2018 and 2019 (p = 0.40), whereas the mean monthly number of visits related to anxiety disorders was lower (727 vs. 849 visits, p = 0.04). However, in interrupted time-series analyses, there were no significant COVID-19-related impact on the monthly numbers of patients (p = 0.33) or visits (p = 0.53) related to affective disorders, but a marginally significant association with a lower number of patients (p = 0.05), but not visits (p = 0.21), related to anxiety disorders.




DISCUSSION

The present study provided diverse trends in COVID-19-related effects on treatment seeking behaviors in general emergency psychiatry and addiction emergency psychiatry. Altogether, general emergency psychiatry had a (significantly) decreased treatment uptake, with significant decreases seen for affective and anxiety-related diagnoses, whereas treatment seeking in the addiction emergency psychiatry unit (as well as for addiction-related problems in general emergency psychiatry) did not decrease. While the decreases in treatment seeking were seen for conditions where a corresponding decrease in planned, non-emergency contacts was not evident, these findings highlight the worrying tendency for patients to refrain from actively seek treatment in emergency phases of a number of common mental health conditions.

Importantly, treatment seeking at the general psychiatric emergency unit dropped significantly during the pandemic. While treatment seeking remained stable for psychotic disorders, it demonstrated a substantial decrease for anxiety-related and affective disorders. Depressive and anxiety-related symptom in the population have been suggested as an early consequence of COVID-19 in several studies (18). In a German web survey, describing self-reported COVID-19 effects on people with different types of self-assessed mental health problems, depression and anxiety were among the disorders reported to have worsened during the pandemic (19). The impacts of COVID-19 on mental health in the clinical setting in Sweden are comparable to impacts shown in previous research in a general population survey in Sweden (20). Importantly, the pandemic seems to impose most on the mental health of those already burdened with the impacts of mental health problems. These results provide a basis for providing more support for vulnerable groups and for developing psychological interventions suited to the ongoing pandemic and similar events in the future. In contrast, however, in recent general population data from the Netherlands; while emotional loneliness increased during the first few months of the pandemic, scoring of clinical symptoms of depression or anxiety did not increase (21). Thus, although still early in the course of health consequences of the pandemic, studies are hitherto not conclusive on the actual mental health consequences. Whether or not an actual change in psychological symptoms has occurred in the population, a possible explanation of the substantial decrease in affective and anxiety-related disorders in the present study may be due to recommendations of social distancing and possible fear of visiting hospital facilities, the latter being suggested in several studies as a reason for avoiding help-seeking (22–24). Also, the present findings related to mental health corroborate with research demonstrating that people may delay or avoid seeking treatment even for acute physical disease, which may generate possible severe consequences (25).

Further, it cannot be excluded that COVID-19 disease itself may have influenced treatment seeking. It was demonstrated in a Korean sample that mental health disorders may be associated with higher virus transmission, although the difference was demonstrated only for psychotic disorders in the study. In addition, among infected individuals, having a mental health disorder was associated with higher mortality (26). A Spanish survey study, describing consequences of lock-down, showed more extensive consequences in patients with mental illness than in community controls. This issue goes beyond the aims of the present study, but emphasizes the need to maintain treatment seeking in patients with poor mental health, as otherwise, patients with higher risks of disease and complications may paradoxically be less prone to seek treatment (27). More research is warranted in order to thoroughly examine the relationship between actual changes in mental health in society and subsequent changes in treatment seeking.

One important finding in the present study was the fact that whilst general emergency psychiatric contacts decreased, hypothetically based on current COVID-19-related restrictions in society, this was not the case for addiction emergency psychiatric contacts. Interestingly, this pattern was seen both for the addiction unit itself and for the sub-sample of patients with SUD within the general emergency psychiatry unit, which may have several explanations. For example, the lack of decrease in addiction-related treatment seeking may reflect a necessity for the patient group to seek treatment due to the severity of the conditions, regardless of fear of virus transmission and/or advices to avoid public gathering. As part of this, it is also possible that addictive disorders may involve a varying degree of formal coercion, fear of such coercion or varying degree of emotional pressure from loved ones around the patient. A third explanation may also be that an actual increase in treatment-requiring addictive behaviors may be present, although blunted by a coexisting decrease in treatment seeking behavior and thus leaving an unchanged net effect on treatment seeking data.

The present findings of a stable treatment seeking pattern for acute SUD problems and decreased treatment seeking for depression and anxiety, are to some extent in line with the reports on psychiatric emergencies before and during lockdown in Spain. In a Spanish study, the overall treatment seeking decreased substantially, however, the most pronounced decrease was seen for anxiety disorders. As the absolute number of treatment-seeking SUD patients also decreased, their proportion of the whole patient sample increased during lockdown (5). Possibly, this may corroborate the present findings of SUD requiring more stable treatment needs, even during a period when treatment seeking for mental health overall may be hindered by the pandemic. Thus, given the uncertainty and conflicting findings from previous studies, the present study strengthens the hypothesis that addictive behaviors are among the mental health issues remaining more stable in general emergency psychiatry, despite the effects of the COVID-19 pandemic.

The present study intended to study treatment seeking patterns in a setting where visits typically not part of a regular, long-term planning for mental health conditions, but where a visit is prompted by acute or at least short-term requirements of patients or by their caregivers; that is, the treatment seeking at a psychiatric emergency unit is assumed to involve a certain degree of choice of whether to seek emergency treatment, or to postpone or refrain from treatment seeking. Thus, in this individual decision making about whether to seek help at a given moment or not, hypothetically, reasons related to the particular situation of the COVID-19 pandemic would be part of the decision making. Therefore, it was also of value to contrast these findings to those of the sensitivity analysis, which intentionally measured a setting where psychiatric contacts are typically part of a more long-term procedure and may be based on plans established prior to the pandemic. It is interesting to note that in this sensitivity analysis, in an out-patient setting mainly providing planned contacts as part of an ongoing treatment contact, there were very few significant changes in treatment uptake related to the COVID-19 pandemic. While the total number of general psychiatry patients at these facilities did not change, the number of patients with anxiety disorders, but not affective disorders, did not change, and this was not confirmed in the analysis of actual visits related to anxiety disorders, where no difference was seen. Thus, altogether, this demonstrates that the decrease in emergency contacts in general psychiatry, including in the most common general psychiatry diagnoses specifically, was not clearly seen in the planned out-patient treatment setting. It can be argued that emergency contacts are more likely than regular, planned out-patient contacts to reflect voluntary treatment-seeking behaviors and changes in such behaviors, such as changes related to fear of COVID-19 or altered lifestyle habits related to the pandemic.

The present study may have a number of implications. Authors of a study in the U.S., have suggested a number of interventions potentially useful in the adaptation of psychiatric care to the COVID-19 situation (3). As there is little reason to believe that mental health needs have decreased during the pandemic, the lowered treatment uptake in general emergency psychiatry suggests a need to facilitate access to mental health care for patients who do not seek treatment on different grounds. Also, one implication may be to further study addictive behaviors in the society during the pandemic as the figures from the present study may suggest that addictive diseases may at least be preserved, and possibly increased, during this period. The present findings call for close attention to addictive behaviors in society, throughout and after the COVID-19 pandemic, as these issues did not demonstrate the decrease seen for emergency psychiatry in general.

One further implication highlights the need for increased telemedicine interventions in the emergency settings. Despite the possibility of such contacts, these were very low prior to the pandemic. However, it can be argued from the present data, as well as from the clinical experience in the present setting, that the reasons for assessing patients in an emergency unit, either because of an acute psychiatric conditions or acute treatment needs related to addictive disorders, are unlikely to be replaced to a major extent by distance contacts. Thus, in contrast to out-patient non-emergency settings, where telepsychiatric interventions may play a clearer role, the need for assessment or factors such as suicide risk, risk of violence, states of confusion or psychosis, as well as the physical status of patients in need for withdrawal treatment, are factors which make digital replacements difficult. Thus, the actual area of responsibility of the present two emergency units is likely to explain the low use of distance contacts, both before and even during the pandemic.

The present study is a retrospective longitudinal analysis of treatment uptake in two emergency psychiatric units. As the study was carried out in only one urban area, the findings cannot be readily generalized to other settings. In particular, with respect to COVID-19 restrictions, these are known to have differed between countries and over time, which naturally limits the generalizability of the study to other geographical settings. Generalizability may also be limited by the fact that the role of emergency psychiatric facilities may be different in different settings; the extent to which unplanned help seeking of patients happens at emergency units, in contrast to more traditional out-patient facilities during office hours, may differ across settings.

Moreover, given its retrospective and anonymous data collection, the study has a number of limitations. The study cannot describe information on the severity of conditions, nor can it describe the full picture of secondary diagnoses. Also, as the study did not involve detailed individual hospital records, the data cannot describe whether treatment seeking was voluntary or prompted by families or authorities, or whether patients sought help for poor mental health for the first time or in the picture of a pre-existing condition. Strengths of the study include the fact that the study involves all occasions of treatment seeking at the present facilities during 10 months of the pandemic. We were also able to provide a relatively satisfactory time-period for control previous to COVID-19 outbreak in this setting. Thus, although detailed hospital records of patients are not included, the study is able to describe how patterns of active treatment seeking may have differed over time. Future studies need to provide more in-depth descriptions of the reasons for seeking or not seeking emergency care during COVID-19.



CONCLUSIONS

In conclusion, during a nearly 10-months long period of COVID-19 pandemic in Sweden, treatment uptake in a general psychiatry emergency unit was substantially decreased, reflecting a lowered tendency to seek mental health emergency treatment for some conditions. Barriers against treatment-seeking, such as fear of attending hospital, can be suspected. In particular, the number of patients attending with affective or anxiety-related diagnoses decreased. In contrast, however, addiction emergency treatment seeking remained stable. Our suggestions are that stakeholders should address methods for maintaining treatment seeking in people with poor mental health and that further observations should be made regarding addictive behaviors in society during COVID-19, as these behaviors at least do not seem to decrease.
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