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THERAPY OF POST-COVID DEPRESSION: 
A PROACTIVE PSYCHOSOMATIC APPROACH
Olena O. Khaustova, Vitaliy Y. Omelyanovich, Dmytro O. Assonov, Azize E. Asanova
BOGOMOLETS NATIONAL MEDICAL UNIVERSITY, KYIV, UKRAINE

ABSTRACT
Aim: Evaluation of the effectiveness of the early 8-week monotherapy with escitalopram as a form of proactive psychosomatic 
intervention for patients with post-COVID depression.
Materials and methods: 44 patients with post-COVID depression were involved in a proactive psychosomatic intervention in 
the form of an 8-week intake of escitalopram (Medogram, Medochemiе Ltd) for 2–8 weeks in the case of a diagnosis of severe 
depression. Hamilton Depression Scale (HAM-D), Somatic Symptom Scale (SSS-8), Quality of Life Scale (CQLS) were used to assess 
symptoms and status dynamics. 
Results: Patients with post-COVID depression after an 8-week course of escitalopram therapy showed a significant reduction in 
mental and somatic symptoms of depression and an improvement in quality of life. At the time of enrollment in the study, 12 
(28.58%) individuals had mild depression, 15 (35.71%) had moderate depression, and 15 (35.71%) had severe depression. At the 
end of the 8th weeks of taking the drug in 24 (57.14%) there were no signs of depression on the HAM-D scale, in 18 people there 
were subclinical manifestations of depression. The effectiveness of escitalopram in reducing the symptoms of depression in this 
study was 66%. 
Conclusions: With the introduction of pharmacotherapy with escitalopram there was a significant reduction in mental and so-
matic symptoms of depression and an improvement in quality of life. Escitalopram (Medochemie Ltd) may be an effective drug for 
psychopharmacotherapy of depressive symptoms in patients who have had COVID-19. Further studies are promising its effective-
ness in the treatment of post-COVID depression.

KEY WORDS: proactive psychosomatic medicine, COVID-19, depression, escitalopram

Table 1. Consultative-liaison psychiatry: traditional and 
proative models (modif. Sledge W.H., Lee H.B., 2015) [4] 

Characteristic Traditional model Proactive model

Type of 
assistance

Sole 
proprietorship: 
psychiatrist

Multidisciplinary: 
psychiatrist, primary 
care physician, 
nurse, social worker

Case definition Consultation at 
the request of 
the attending 
physician

Screening based on 
anamnesis, medical 
records and report 
of nursing staff

Method 
of intervention

Recommendations 
for the attending 
physician 
(entry in the 
outpatient 
card / medical 
history) 

Joint supervision 
with close 
supervision

Purpose 
of the 
intervention

Recommendations 
for treatment, risk 
reduction =and 
crisis management

Prevention of 
behavioral barriers 
to care, avoidance 
of crises, synergy of 
suppliers

Permanent 
location 

Outside the 
multidisciplinary 
hospital

Multidisciplinary 
team in the staff of 
a multidisciplinary 
hospital

INTRODUCTION
In recent years, the world has been developing and 

implementing a proactive approach to providing psychi-
atric care to patients of multidisciplinary hospitals, based 
on the theoretical foundations of psychosomatic medi-
cine and its clinical embodiment – consultative-liaison 
psychiatry [1]. Proactive psychosomatic medicine (PPM) 
is a new way of providing psychological and psychiatric 
services in general medical departments, based on the 
principles of initiative, dedication, intensity and integra-
tion into general medical care [2].

The basis for the evolution of the system of psycholog-
ical and psychiatric care was the need to effectively man-
age the psychological and social aspects of any disease, 
because it is these aspects that are partly an important 
reason for the lack of effectiveness of therapy and the pa-
tient’s long stay in the hospital [3]. Recent baseline stud-
ies, meta-analyses and expert consensuses on proactive 
psychiatric counseling in 2011–2018 [2–5] noted that 20 
to 40% of patients in multidisciplinary hospitals also suffer 
with mental illness, which can significantly complicate the 
course, effectiveness of therapy and prognosis of somatic 
pathology. Mental illness in patients of multidisciplinary 
hospitals partly interferes with timely discharge from the 
hospital, causes a greater number of additional consulta-
tions of related specialists and increases the overall cost 
of medical care. Based on these studies, it was recognized 
that psychiatric counseling is of great importance for the 
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supervision of patients of a somatic profile, and the main 
features of the traditional and proactive models of con-
sultative and communicative psychiatry were identified 
(Table 1.) [4].

Published in 2019 HOME studies [6] have made more 
specific recommendations on how hospital psychiatric 
services should be organized and what specific interven-
tions are needed for patients:
1. Early proactive biopsychosocial evaluation of newly 

hospitalized patients using a biopsychosocial ap-
proach to identify all problems, including mental ill-
ness.

2. Creating a plan for comprehensive supervision and 
systematic management of problems that create po-
tential obstacles to a quick discharge from the hospi-
tal.

3. Implementation of a comprehensive supervision 
plan with daily examinations of the patient on the 
progress of the psychosomatic state.

4. Integrated work with the staff of local departments 
(doctors, nurses, other consultants and social as-
sistance specialists) and out-of-hospital services to 
ensure  the implementation of the comprehensive 
supervision plan.

In 2019 The American Psychiatric Association’s Board 
of Consultative and Communication Psychiatry initiated 
the development of a resource document on proactive 
counseling and communication psychiatry, which was 
approved for publication on December 12, 2020. This 
document notes the implementation of the model of 
proactive consultative-liaison psychiatry which contents 
four elements:
• systematic screening for actual mental health prob-

lems in patients with a somatic profile (patients ad-
mitted to certain medical institutions are system-
atically checked for signs of active mental health 
problems, especially those that may jeopardize the 
provision of care);

• early clinical intervention (proactive measures adapt-
ed to individual patients, with acombination of inter-
ventions for somatic and mental disorders);

• providing care on the basis of a team multidiscipli-
nary approach (the mental

• health team is part of the structure of the multidisci-
plinary hospital and provides comprehensive mental 
health care directly in the general hospital);

• integration of care with primary teams and services (a 
proactive psychological and psychiatric  team closely 
coordinates work with primary services in real time, 
often between clinicians of relevant experience: from 
doctor to doctor, from nurse to doctor /nurse, from 
social worker to social worker / rehabilitation special-
ist, and vice versa).

It is the proactive models of mental health care that 
have been tested by the COVID-19 pandemic. Some hos-
pitals have decided to create separate departments spe-
cifically designed to treat patients with acute psychiatric 
needs and COVID-19 [7]. The rest have chosen to create 

units of psychological-psychiatric or consultative-liaison 
psychiatric care in the structure of multidisciplinary hospi-
tals [8, 9]. The latest scientific medical literature highlights 
the potential of proactive psychological and psychiatric 
care, to help reduce costs and length of hospital stay, 
which are critical goals during this pandemic [10–13].

In addition to psychoeducation, increased motivation 
and adherence to treatment and emotional support, the 
authors note that clinically defined depression and other 
mental disorders seen in patients requiring infectious iso-
lation in hospitals are also expected to be prevented and 
treated. [11].

Indeed, infectious diseases, including respiratory viral 
diseases, quite often lead to longterm negative medical, 
biological and psychosocial consequences in sick per-
sons [14]. Novel coronavirus disease of 2019 (COVID-19), 
a systemic infection that could potentially target various 
organs and functions, is the most complex pandemic in 
the twenty-first century [15]. The death rate from COV-
ID-19 is approximately in the range of 3.4–5.5%, which 
is significantly higher than for seasonal influenza caused 
by the influenza virus (1%) [16]. Moreover, despite the 
fact that effective COVID-19 vaccines continue to be ap-
proved and distributed around the world, these injec-
tions are one step in a multi-step process to combat the 
challenges posed by the pandemic. Even with millions 
of people receiving COVID-19 vaccines, the virus will 
continue to spread, and viral mutations will continue to 
test the effectiveness of available vaccines. Many health 
experts argue that identifying a medication that can pre-
vent people from developing severe COVID-19 illness is 
also important, especially when it is an inexpensive and 
widely available treatment [15].

COVID-19 has a significant impact on people’s mental 
health and quality of life. It is associated with numerous 
psychological and societal effects, in particular with an 
increase in the number of reports of an increase in the 
number of mental disorders [17, 18]. Although recent evi-
dence suggests that in about 18% of patients who have 
had SARS-CoV-2 infection, a psychiatric diagnosis is es-
tablished between 14 and 90 days after infection, long-
term data show that approximately 1 in 3 COVID-19 pa-
tients experiences neurological or psychiatric disorders 6 
months after infection.

During the COVID-19 pandemic, the number of symp-
toms of depression reported by patients increased 3-fold 
compared to the previous period [19, 20]. Already during 
COVID-19, about 50% of patients report symptoms of 
depression [20]. A significant proportion of patients after 
coronavirus report persistent fatigue, shortness of breath 
and neuropsychological symptoms [21]. After over-
dressed depressive symptoms are also observed in most 
people – up to 39% [22]. Persistent mental problems with 
a critical level of depression are observed in COVID-19 sur-
vivors even 1 year after discharge from the hospital [23]. 
A number of researchers argue that due to depressive 
manifestations, persons who survived COVID-19 can be 
considered a risk group for suicide [24].
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The mentally related effects of COVID-19 are likely to be 
present for a long time and reach their peak later than the 
pandemic itself [18, 25]. In addition to social phenomena, 
for example, associated with lockdown, the cause of dis-
turbances may be that the coronavirus is able to stimulate 
the development of psychological consequences through 
direct infection of the central nervous system or indirectly 
through the immune response [26]. Various mental dis-
orders, including those of the depressive spectrum, have 
been linked to neuroinflammatory processes [27].

Although mental health research currently focuses on 
social anxiety and quarantine measures, mental disorders 
caused by COVID-19 may become a problem to be ad-
dressed in the future [28]. Research is needed on how to 
reduce the negative burden of post-COVID mental prob-
lems, in particular depressive disorders [18]. Thus, a num-
ber of therapy issues should be addressed, including the 
question of effective psychopharmacological treatment 
of post-COVID depression.

A recent meta-analysis [29] of studies conducted in 
individuals with depressive disorder after antidepressant 
treatment, predominantly including selective serotonin 
severe reuptake inhibitors (SSRIs), confirms that in gen-
eral, antidepressants may be associated with a decrease 
in plasma levels of 4 of the 16 inflammations, including 
IL-10, TNF-α and CCL-2, which are associated with the 
severity of COVID-19 [30], as well as IL-6, which is highly 
correlated with mortality from disease [31, 32]. These find-
ings are consistent with a preliminary meta-analysis of 22 
studies conducted by Hannestad et al. in 2011, where it 
has been shown that treatment with SSRIs can reduce lev-
els of IL-1β, IL-6, and possibly TNF-α [33].

N. Hoertel et al. [34] reported the first major observa-
tional study of antidepressant use in COVID-19. They con-
ducted a retrospective multicenter cohort study that ex-
amined the association between antidepressant use and 
the risk of intubation or death in 7345 adults hospitalized 
with COVID-19. 257 patients received SSRIs, 71 patients 
received SSRIs, 59 patients received tricyclic antidepres-
sants, 94 – received tetracyclic antidepressants, 44 – an-
tidepressants of α2-antagonists, 6885 patients did not re-
ceive antidepressant treatment. The authors concluded 
that the effects of escitalopram, fluoxetine, paroxetine, 
venlafaxine, or mirtazapine were largely associated with 
reduced risk of intubation or death (all p<0.05).

Escitalopram is a selective serotonin reuptake inhibi-
tor used to treat depressive disorders and generalized 
anxiety disorder [35, 36]. The results of a number of stud-
ies indicate that escitalopram is a fairly effective antide-
pressant and causes a small number of side effects when 
taken [37]. No less interesting is the recent information 
about the antiviral effect of escitalopram (in particular 
on SARS-CoV-2 through inhibition of sphingomyelinase), 
which makes the study of the effectiveness of this drug 
in the treatment of depression in patients with COVID-19 
who have recently had it and have post-COVID depres-
sive manifestations especially interesting. However, at 
the start of this study, most of the information found in 

the scientific medical literature about studies conducted 
or planned mainly concerned the safe and/or potentially 
beneficial qualities of escitalopram, rather than its effec-
tiveness in reducing depressive symptoms in patients 
who have had COVID-19 [33, 34, 38].

AIM
The aim of the work was to evaluate the effectiveness 

of proactive psychosomatic intervention in the form of 
8-week monotherapy with escitalopram in patients with 
post-COVID depression.

MATERIALS AND METHODS
According to the proactive model of consultative-

liaison and communication psychiatry, all patients ad-
mitted to the hospital with a diagnosis of coronavirus 
disease were screened for signs of active mental health 
problems, especially those that could jeopardize the 
provision of care.

After screening and obtaining informed consent, 
44  patients with post-COVID depression were involved 
in the study. 2 patients withdrew from the study prema-
turely; their data were not taken into account in the final 
processing of the results.

Inclusion criteria: The study included men and non-
pregnant non-breastfeeding women between the ages 

Table 2. Study design.

Screening assessment for eligibility n=67)

Not included due to non-inclusion criteria (n=25)

Signing of informed consent and involvement in the study 
(n=44)

T1: status rating by scales 
HAM-D, HADS-D, SSS-8, CQLS Before starting the medication

Early withdrawal from the study (n=2)

T2: HAM-D score 2 weeks after taking the drug

T3: HAM-D rating 4 weeks after taking the drug

T4: HAM-D status rating 6 weeks after taking the drug

T5: HAM-D status rating 8 weeks after taking the drug

Analysis and statistical processing of the data (n=44)

Table 3. Dynamics of results on scales on the first and last day 
of the study.

Scale T1 (week 0 ) T5 (Week 
8 )

t p

HADS-D 15.00±3.09 7.09±2.36 –14.09 <0.001

HAM-D 21.26±3.59 7.04±2.45 –24.85 <0.001

SSS-8 6.90±3.46 4.52±2.72 5.37 <0.001

CQLS 58.23±14.61 69.54±10.61 4.58 <0.001
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of 18 and 75 who had had COVID-19 less than 1 month 
ago and had ≥11 points on the Depression subscale of the 
Hospital Anxiety and Depression scale.

Exclusion criteria: Patients who participated in another 
study for 1 month prior to or during screening who had 
undergone surgery in the previous 6 months were not 
included in the study. Patients who abused psychoactive 
substances at the time of screening, had uncontrolled 
or unstable cardiovascular, pulmonary, gastrointestinal, 
urogenital, endocrine, neurological or psychiatric disor-
ders were not enrolled in the study. Patients who used ac-
counting drugs or opiate analgesics for >5 days during the 
month before screening were not included in the study.

ENDPOINTS
The primary endpoints were the depression severity 

level on the Depression subscale of the Hospital Anxiety 
and Depression Scale (HADS-D) and the Depression Se-
verity Level on the Hamilton Depression Scale (HAM-D) 
for assessing depression. Secondary endpoints were so-
matic symptoms on the Somatic Symptom Scale (SSS-8) 
and Quality of Life Scale by A.S. Chaban (CQLS) were used.

PSYCHODIAGNOSTIC TOOLS
To assess the symptoms, the 17-factor Hamilton De-

pression Rating Scale, Hospital Anxiety and Depression 
Scale (Depression subscale), Somatic Symptoms Scale 
and Chaban A.S. Quality of Life Scale were used.

The 17-item Hamilton Depression Rating Scale (HAM-
D) consists of 17 items (9 of which are rated from 0 to 
4 points, and 8 from 0 to 2 points) filled out by a specialist 
during a structured clinical interview [39]. Interpretation 
of the final score was carried out according to the up-

dated in 2019 NICE recommendations for the treatment 
and management of depression in adults: 0–7 – absence 
of depression, 8–13 – subclinical manifestations, 14–18 – 
moderate manifestations, 19–22 – moderate manifesta-
tions, 23+ – severe manifestations of depression [40].

The Hospital Scale of Anxiety and Depression (HADS-
D) is a self-esteem scale often used to assess anxiety and 
depression. Developed by Zigmond & Snaith in 1983, it 
includes two subscales – anxiety and depression [41]. The 
depression subscale contains 7 statements, estimated 
from 0 (absence of a sign) to 3 (maximum severity of a 
sign). The maximum score for the depression subscale is 
from 0 to 21. The interpretation is as follows: 0–7 – nor-
mal, 8–10 – risk zone, 11 or more – clinically pronounced 
depression [42].

The Somatic Symptom Scale (SSS-8) is a brief self-
questionnaire of the somatic manifestations of depres-
sion developed by Gierk B. et al. [43]. The scale consists 
of 8 questions, each of which is rated from 0 to 4 points, 
where 0 is “Not at all bothered”, 4 is “Very disturbing”. The 
assessment of somatic symptoms occurs by calculating 
the total score, which can vary from 0 to 32 points. The re-
sults are interpreted as follows: 0–3 points – the minimum 
degree of intensity of manifestations, 4–7 – low, 8-11 – av-
erage, 12–15 – high, 16–32 – a very high degree of inten-
sity of manifestation of somatic symptoms [44].

Chaban A.S. Quality of Life Scale (CQLS) is a question-
naire designed to assess the quality of life, containing 10 
questions on different aspects of the life of the subject. It 
is necessary to indicate the number of points that is most 
suitable, from 0 (“Not at all satisfied” to 10 (“Extremely 
satisfied”). Assessment of the quality of life occurs by cal-
culating the total score, which can vary from 0 to 100. A 
score of up to 56 points corresponds to an extremely low 
level of quality of life, from 57 to 66 – low, 67–75 points 
correspond to an average level, 76–82 points – high, from 
83 points – a very high level of quality of life [42].

PROTOCOL AND DESIGN
The study was conducted on the clinical basis of 

the Department of Medical Psychology, Psychosomatic 
Medicine and Psychotherapy of the Bogomolets National 
Medical University. After obtaining informed consent and 
conducting a screening procedure, if the inclusion cri-
teria were met, the participants filled out the CQLS and 
SSS-8 questionnaires and a structured clinical interview 
was conducted with them to assess depression (HAM-D), 
which corresponds to the time point T1. The study design 
is presented in Table 2.

A structured clinical interview (HAM-D) was conduct-
ed with participants every 2 weeks after 2 weeks (T2), 4 
weeks (T3), 6 weeks (T4), and 8 weeks (T5). After the 8th 
week, a second assessment was carried out on the CQLS, 
SSS-8 and HADS-D scales. Pharmacological intervention 
consisted of taking escitalopram (Medoprom, Medoche-
mie Ltd) 5 mg per day for the first week and 10 mg per day 
for 2–8 weeks for the initial level of mild to moderate de-
pression and taking escitalopram (Medoprom, Medoche-

Table 4.  Changes in average values on the first and last day of 
the study.

Scale Changes in averages 
T1 and T5

95% CI

HADS-D –7.90 –9.03; –6.77

HAM-D –14.21 –15.36; –13.05

SSS-8 –2.38 –3.27; –1.48

CQLS +11.31 6.32; 16.28

Table 5. HAM-D scores for 8 weeks.

HAM-D indicators at different time points, M±SD

T1 T2 T3 T4 T5

21.26
±3.593,4, 5

20.45
±3.483, 4,5

16.33
±2,501, 2, 4, 5

10.54
±2.431, 2, 3, 5

7.04
±2.451, 2, 3, 4

Notes: 
1 difference from T1 indicators is statistically significant, p<0.05; 
2 the difference from T2 indicators is statistically significant, p<0.05; 
3 the difference from the T3 indicators is statistically significant, p<0.05; 
4 the difference from the T4 indicators is statistically significant, p<0.05; 
5 the difference from the T5 indicators is statistically significant, p<0.05.
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mie Ltd) 10 mg per day for the first week and 20 mg per 
day for 2–8 weeks for severe initial levels of depression.

STATISTICAL ANALYSIS
To assess the normality of the distribution, the Shapiro 

– Wilk criterion was used. Quantitative data are presented 
by mean value and standard deviation [M±SD]. Qualita-
tive data are presented through n and %. To compare 
treatment outcomes at time points T1 and T5 Student’s’-
t Test was used for related samples; to compare HAM-D 
results at points T1–T5 the Repeated Measures Analysis of 
Variance (rANOVA) (rANOVA) was applied. The Bonferroni 
Correction Method was used for the post-hoc evaluation. 
Correlation analysis was performed using the Pearson cri-
terion. To statistically process the results, Microsoft Excel 
and Python were used with packages NumPy, Pandas, 
scipy, statsmodels. The data visualization was done using 
Python with the Seaborn package. The statistical signifi-
cance was set to p<0.05.

RESULTS
According to the proactive model of consultative-

liaison and communication psychiatry, 67 patients hos-
pitalized with a diagnosis of coronavirus disease were 
screened for signs of active mental health problems, 
namely depressive manifestations. 44 people (65.7%) 
were confirmed to have clinically significant symptoms of 
depression (≥11 on the depression subscale of the hospi-
tal anxiety and depression scale).

42 (95.5%) patients with post-COVID depression com-
pleted the study; 2 (4.5%) patients left the study early, 
their data were not taken into account in the final process-
ing of the results. Among the persons studied, there were 
31 (73.80%) women and 11 (26.19%) men. The average 
age of the participants was 38.02±9.50 years. All quantita-
tive indicators obeyed the normal law of distribution.

At the time of enrollment in the study, 12 (28.58%) 
individuals had mild depression, 15 (35.71%) had moder-
ate depression, 15 (35.71%) had severe depression (Fig. 1). 

Fig. 1. Distribution of examined persons by severity of depression (by HAM-D) and the severity of somatic symptoms (SSS-8).   

Fig. 2. Distribution of the studied persons by the level of quality of life at the time of T1 and T5.
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The average value on the HAM-D scale was 21.26±3.59, on 
the HADS-D scale – 15.00±3.09.

The minimum level of manifestations of somatic symp-
toms had 7 (16.66%) subjects, low – 19 (45.23%), medium 
– 12 (28.58%), high – 4 (9.52%). The average score on the 
SSS-8 scale was 6.90±3.46.
22 (52.38%) participants at the time of enrollment in 
the study rated their level of quality of life as very low, 8 
(19.04%) as low, 6 (14.28%) as average, 3 (7.14%) as high 
and 3 (7.14%) as very high. The average value on the CQLS 
scale at the time of attraction (T1) was 58.23±14.61.
After 8 weeks (T5), there was a statistically significant de-
crease in HADS-D, HAM-D and SSS-8 and a statistically sig-
nificant increase in CQLS (Table 3.).

At the end of the 8th week of taking the drug, 18 
(42.86%) subjects remained subclinical manifestations of 

Fig. 3. Dynamics of HAM-D indicators during 8 weeks.

Fig. 4. Correlation matrix of scale and age characteristics.
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depression on the HAM-D scale, the rest of the study con-
tingent had no signs of depression at all. The number of 
subjects with a minimum level of somatic symptoms in-
creased – at the end of the 8th week, 17 subjects (40.47%) 
had such a result. Thus, a low level of somatic symptoms 
was in 21 (50%) subjects, average – in 3 (7.14%) subject, 
high – only in 1 person (2.38%). Changes in average indi-
cators on the first and last day of the study are presented 
in Table 4. 

We noted an improvement in the quality of life – 
within 8 weeks, a significant shift to the left decreased, to-
wards a low quality of life. Thus, at the time point T5, only 
3 (7.14%) subjects had a very low level of quality of life, a 
low – 13 (30.95%) subjects, an average – 14 (33.3%) sub-
jects, a high – 6 (14.28%) subjects, a very high – 6 (14.28%) 
subjects (Fig. 2). 
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The dynamics of the overall score on the Hamilton 
Depression Scale over 8 weeks was statistically significant 
(F=225.32, p<0.000). Post-hoc tests showed a statistically 
significant difference between the averages of the Hamil-
ton Scale at individual time points (Table 5), with the ex-
ception of T1 and T2. 

The graph of the dynamics of depressive symptoms 
(Fig. 3) allows us to visually assess that a significant de-
crease could be observed after 4 weeks (T3) of taking esci-
talopram. 

Correlation analysis revealed that at the beginning of 
the study the total score on the HAM-D scale (T1) had a 
moderate directly proportional correlation with the total 
scores on the HADS-D scale (r=0.419, p<0.01) and the SSS-
8 scale (r=0.393, p<0.01), and there was also a moderate 
inversely proportional relationship with the CQLS quality 
of life shower (r=–0.385, p<0.012). 

The overall HADS-D score at the beginning of the 
study had a moderate, directly proportional relationship 
with the result of the HADS-D scale at the end of the study 
(point T5, r=0.419, p<0.01), with the shower of the HAM-
D scale at point T5 (r=0.488, p<0.001), with indicators of 
the SSS-8 scale at point T1 (r=0.489, p<0.001) and point T5 
(r=0.307, p<0.05).

The CQLS score at the start of the study had a moder-
ate inversely proportional relationship also to the SSS-8 
score at the same time point (r=–0.403, p<0.008). The pa-
tients’ age had a moderate, directly proportional relation-
ship with the CQLS score at 8 weeks (r=0.311, p<0.05). The 
thermal correlation matrix is shown in Fig. 4.

DISCUSSION
Post-COVID depressive manifestations are a serious 

challenge for the mental health system, so the introduc-
tion of a proactive model of consultative-liaison and com-
munication psychiatry to provide patients with depressive 
disorders with specialized care within the department of a 
multidisciplinary hospital was timely and appropriate [44].

At the time of involvement in this study, most patients 
had moderate manifestations of depression. These results 
are consistent with data obtained by Raman et al. in 2021: 
2–3 months after the onset of the disease, patients with 
COVID-19 were more likely to report symptoms of moder-
ate and severe depression compared to the control group 
[45]. High rates of depression make it relevant to develop 
a number of actions aimed at rehabilitating and re-adap-
tation of the persons who have had COVID-19 [46].

The effectiveness of escitalopram in reducing symp-
toms of depression in this study was 66%. A systematic 
review and meta-analysis by Cipriani et al. (2018) shows 
that escitalopram is significantly more effective than most 
other antidepressants and easier to tolerate in patients 
[37]. Another meta-analysis is 2020 also showed that esci-
talopram is associated with a rapid reduction in the sever-
ity of symptoms of depression after critical somatic condi-
tions (using the example of a stroke) [47].

A study by Pastoor D., Gobburu J. (2013) indicates that 
with 8 weeks of use of escitalopram, there is a decrease 

in symptoms of depression compared to the initial level 
by at least 50%, fluctuating in various studies from 44 to 
55% [48]. In a recent study by Si T., Wang et al. (2018), a 
68% reduction in symptoms of depression was reported 
(from 29.7 to 9.4 on the Hamilton scale) for 8 weeks at a 
dosage of 10 mg per day [30]. Thus, it can be assumed that 
the effectiveness of escitalopram in reducing depressive 
symptoms after suffering COVID-19 is not lower than the 
effectiveness of the drug in other populations.

Starting escitalopram as early as possible with de-
pressive symptoms due to COVID-19 has the potential 
to reduce the mental effects of coronavirus illness and 
stop the further development of post-COVID depression. 
Given that taking escitalopram along with antiviral drugs 
is considered safe [49], it is promising to take already dur-
ing COVID-19 therapy, that is, within the proactive model 
of psychosomatic medicine. Further studies on this topic 
could clarify which format of therapy is most effective.

An interesting finding was a stronger association of 
quality of life with somatic symptoms than with a depres-
sive state as such. In our opinion, this can be explained by 
a significant somatization of depressive symptoms in pa-
tients with post-COVID depression, that is, manifestations 
of somatized (masked, larval) depression. Such depression 
is characterized by the same biochemical changes in the 
brain as depression with typical symptoms, but a variety of, 
partly non-specific, somatic symptoms come to the fore.

Therefore, in patients with post-COVID depression, 
affective symptoms, exacerbated by a state of loneliness 
and isolation, can be hidden or poorly differentiated may 
be hidden. for numerous complaints of a somatic nature. 
However, the reduction of somatized depressive manifes-
tations under the influence of escitalopram affected the 
improvement of the quality of life. Improving the quality 
of life and simultaneously reducing the degree of mani-
festation of somatic symptoms after 8 weeks of taking 
escitalopram may be serve as an argument in favor of 
this hypothesis. In a study of the effectiveness of escit-
alopram in the treatment of somatoform disorders, Mul-
ler et al. found that the drug significantly reduces symp-
toms and improves the functioning of such patients [50]. 
Somatization of symptoms of anxiety and depression in 
the era of COVID-19 has become common [51,52] and is 
a promising topic for further research. Given the inversely 
proportional relationship of somatization with resilience 
and resilience with depressive manifestations [51, 53], it is 
no less interesting to study the effectiveness of psychop-
harmacotherapy in improving the resilience of patients 
with post-COVID depression. Especially since, according 
to the World Happiness Report 2021 on the effects of the 
COVID-19 pandemic [54], as well as last year’s Xinli Chi et 
al. study [55,56], nearly 2/3 of the people showed post-
traumatic growth after suffering PTSD, anxiety, or depres-
sive disorder.

CONCLUSIONS
The introduction of a proactive model of consultative-

liaison psychiatry within the COVID department of a multi-
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disciplinary hospital for patients with depressive disorders 
was timely and appropriate, as it ensured early screening 
for depression and early initiation of escitalopram for the 
onset of depressive symptoms due to COVID-19.

Based on current knowledge of SARS-CoV-2, drugs 
combining anti-inflammatory and antiviral effects and a 
favorable adverse effect profile should be the most prom-
ising therapeutic strategies to combat this viral infection. 
In this context, SSRIs are not only inexpensive and widely 
available drugs with a safe tolerability profile (even in el-
derly patients), but also fit significantly into this effects 
profile.

Patients with post-COVID depression who underwent 
an 8-week course of escitalopram therapy (Medopram, 

Medochemiе Ltd) had a significant reduction in the men-
tal and somatic symptoms of depression and an improve-
ment in quality of life. Thus, escitalopram may be a prom-
ising drug for psychopharmacotherapy of depressive 
symptoms in patients who have had COVID-19. Further 
study of its effectiveness in randomized controlled trials 
is needed to obtain a promising drug for psychopharma-
cotherapy of depressive symptoms in patients who have 
had COVID-19.

Further research is also needed on the effectiveness 
of the implementation of the proactive model of consul-
tative-liaison and communication psychiatry in multidis-
ciplinary hospitals for patients with comorbid psychoso-
matic pathology.
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