
The New Way of the World 
By Sheila Cooperman, MD, CPS President 

   This is my 
final column 
as President of 
the Connecti-
cut Psychiatric 
Society.  I will 
say that I am 
sad about what 
has happened 

in the world at this time.  We will 
be forever changed. Some as-
pects of life may return as before 
the pandemic but I believe many 
of the simple things of daily life 
will not.  The pandemic has high-
lighted what the JAMA article I 
described in my last column de-

Covid-19’s Silver Lining? 
By Sohrab Zahedi, MD 

A Publication of the Connecticut Psychiatric Society  |  www.ctpsych.org 

Connecticut Psychiatrist 
Vol. 57, No. 2, Spring 2020 

tailed.  Prior to COVID-19, the 
life expectancy of Americans has 
decreased due to heart disease, 
lung disease, obesity, conditions 
related to excessive alcohol use 
and opiate overdoses.  This is 
intertwined with the lack of coor-
dination and universal healthcare 
coverage in our health care sys-
tem.  I question whether we can 
call it a system given its ineffi-
ciency and disparity in the care of 
the most vulnerable.  The pan-
demic has illuminated these is-
sues like a neon sign. 
 
   Certainly, we as Psychiatrists 

can take advantage of this chal-
lenge to provide support to the 
public, our patients, and our col-
leagues.  It has been heartening 
to see the widespread explosion 
of the use of telepsychiatry with 
many clinical settings using this 
tool for sessions, consultations 
and meetings. Systems that do 
not have patients with computers 
are using telephone sessions.  
Some psychiatrists have been 
surprised to find that their pa-
tients are talking more and mak-
ing better use of their sessions 
with this change.  Other groups 
are using tablets to go out into 
the community while the psychi-
atrist stays in the office to consult 
on a larger number of patients 
rather than go to each interven-
tion in order to improve access. 
 
   The DEA has relaxed how pa-
tients with Opiate Use Disorders 
can access Buprenorphine with-
out a face-to-face interview and 
Methadone patients are eligible 
for more take-home doses.  These 
changes in federal regulations for 
telemedicine and the manage-
ment of Opiate Use Disorders 
have been life saving as others 
around them struggle with 
COVID-19. 
      
   The pandemic has pushed us 
into adapting to new ways of 
providing access that will be im-
portant to maintain as our work-
force diminishes and the need for 
care increases.  What I do not 
want psychiatry to completely 
lose is the value of the in person, 
face-to-face interaction that we 
have enjoyed throughout our 
careers.  There is a loss of im-
portant information in our global 
assessment of patients when we 
do not share the room with them.  
What is the detail of their gait, 

(Continued on page 5) 

   Psychiatrists 
are no stranger 
to social isola-
tion. Stigma is 
only the be-
ginning. Our 
patients are 
often margin-

alized. Our units are locked and 
separated from the rest of the 
hospital. Seclusion is standard of 
care for agitated patients. Hospi-
talized psychiatric patients do not 
leave or transfer. They discharge 
or elope. Psychiatry, while better 
accepted, remains a stepchild in 
the medical family. CL psychia-
try is a sub-specialty which helps 
us “liaison” with others within 
the house of medicine. The battle 
for the equal treatment of mental 
and physical illness is ongoing. 
And lastly, isolation from greater 
society is the harsh reality of 
imprisonment, a common course 
for the majority of severely men-
tally ill Americans.  
 
   In the best of times, psychia-
trists face daily challenges of 
biological, social, & psychologi-
cal nature in treating their pa-
tients; often while working alone, 

away from other physicians. 
Most of us don’t attend conjoined 
grand- or tumor rounds. We are 
removed from curbside or hall-
way discussions with colleagues. 
During a viral pandemic? Stay 
tuned as that story has yet to be 
told, but what is clear is that 
things are even more isolated. 
Telemedicine is particularly ame-
nable to the practice of psychia-
try. But try interviewing a para-
noid patient via a smartphone or 
a computer screen. Better yet, try 
explaining isolation to a COVID-
19 positive patient who has long 
held that others are persecuting 
him.  
 
   And yet, what COVID-19 has 
brought on is exposure to col-
leagues from across the world. 
Society has turned to physicians 
to provide answers. Drs. Birx and 
Fauci, unknown to most a few 
weeks ago, are regular fixtures of 
the White House’s task force and 
press conferences. For weeks, the 
nation has looked for their in-
sights with great anticipation. 
Beyond our shores, one finds the 
legend of Dr. Li, the ophthalmol-
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   It took a pandemic to bring 
telepsychiatry into the forefront 
and change some people’s per-
ception that remote care is subop-
timal to treatment delivered in 
the office. For physicians who 
were not raised with cell phones 

and video chatting, the idea of 
having an appointment with a 
patient over the computer is often 
met with skepticism. But in the 
face of COVID-19, many psychi-
atrists (and patients) have been 
forced outside their comfort 

zones and have had to crash learn 
the ins and outs of providing re-
mote care. As we eventually re-
turn to the “old days” of being 
able to see people in person, phy-
sicians will need to decide what 
role, if any, telepsychiatry will 
play in their practice.  
 
   Although psychiatrists have 
been ahead of most other medical 
specialties that incorporate tele-
medicine, in general, it has been 
an underutilized modality 
(radiologists and dermatologists 
were other early adopters). Barri-
ers to its use have been continued 
confusion about what it is and 
how to do it (it’s like learning a 
new language!), how it benefits 
physicians and patients, and a 
lack of awareness of telemedicine 
best practices. Many public payer 
and private insurers have been 
reluctant to reimburse it.  
 
   Sometimes people forget that 
even before COVID-19, we 
weren’t strangers to providing 
remote delivery of care. Many of 
us spend hours of unbillable time 
each day talking on the phone to 
patients or consulting with col-
leagues. Telemedicine offers an 
opportunity to both improve the 
efficiency of care, enhance ac-
cess, and capture reimbursement. 
 
   Here are some ongoing benefits 
of telepsychiatry: 
 
It’s convenient!  
 
   People already struggle against 
stigma, access to care issues, and 
the fact that mental health needs 
are often put low on the priority 
list until they cannot be ignored. 
They don’t need additional barri-
ers to stand in their way of treat-
ment. Telepsychiatry allows par-
ents with young kids (or a new-
born) to schedule appointments 
around naptimes without the 
need to lug their kids into the 
office with them. Employed indi-
viduals can go to their car at 
lunchtime for a remote appoint-
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extremely vulnerable to the coro-
navirus. Given the extremely 
high prevalence of such condi-
tions among our patients with 
serious mental illness, they are 
much more vulnerable than oth-
ers to have severe symptoms or 
death upon infection with coro-
navirus. High rates of COVID-19 
infection had been documented at 
long-term psychiatric hospitals in 
New York. In fact, we have long 
known of the far shorter life ex-
pectancy and greater morbidity 
among our patients with serious 
mental illness. We should not 
waste this crisis and must redou-
ble our efforts at integrated care 
to emphasize prevention and 
treatment of medical co-
morbidities in our patients.     

   Previous efforts to promote 
telepsychiatry and integrated care 
have had mixed results. Thus, our 
approach must evolve. Large 
payers like the Department of 
Social Services, the Centers for 
Medicare and Medicaid Services 
and private insurance companies 
usually mandate specific ap-
proaches to the administration of 
programs in exchange for their 
funding. This approach has often 
fallen short, lacking the innova-
tion necessary to promote these 
changes. We’ll continue to work 
with these organizations, but we 
must ally ourselves with smaller 
and more flexible patrons that 
will encourage the necessary 
innovation and change. Some 
sources of this additional support 

(Continued on page 6) 

   Crisis crys-
talizes needs 
and goals and 
motivates us 
far more quick-
ly and clearly 
than routine. 
There are two 
priorities for 

Connecticut Psychiatry that have 
emerged from the coronavirus 
pandemic that will be important 
in the year to come and that pre-
sent great opportunities for ex-
panding the method and quality 
of support and services that we 
provide.  

   The first priority is to continue 
to expand the use of technology 
to support and treat our patients 
and communicate with col-
leagues. Telepsychiatry was pro-
posed for many uses prior to the 
pandemic but it was only proper-
ly funded and supported in Con-
necticut during this emergency. 
This has led to a safe, flexible 
way of providing quality treat-
ment when travel is not possible. 
It has allowed many professional 
practices and institutions to con-
tinue to support their patients 
during this crisis. Ongoing 
telepsychiatry will be crucial to 
our patients’ achieving greater 
access to treatment in the future.  

   The second priority for Con-
necticut Psychiatry that emerges 
from the coronavirus crisis is 
greater attention to the physical 
health of our patients through 
integrated care. People with 
comorbid medical conditions are 

The Benefits of Using Telepsychiatry Beyond the  
Covid-19 Pandemic 
By Melissa Welby, MD 

“We should not waste this 

crisis and must redouble 

our efforts at integrated 

care to emphasize 

prevention and treatment 

of medical co-morbidities 

in our patients.” 
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   I am a psy-
chiatrist in 
training.  I 
am also an 
activist in 
training.  I 
will never 
have the lux-
ury of “just 
focusing on 

the medicine.”  If I did, it would 
be like looking the other way, 
ignoring a crucial layer of my 
life.   
 
   I grew up watching my parents 
advocate for my brother, who has 
severe autism, all the time.   
Mom and Dad, an inpatient clini-
cal pharmacist and child/
adolescent psychiatrist, were 
fortunate to even have the lan-
guage to discuss the complexities 
of my brother’s medications.  
They provided pushback against 
psychiatrists who slumped be-
hind their computers at my broth-
er’s appointments, diving imme-
diately into discussions about 
dosage increases, without look-
ing up from their screens once.  
Mom placed calls of concern to 
the staff at his residential home, 
who failed to notice that my 
brother was dressed in old, ratty 
clothing, despite having newly 
bought apparel.   
 
   But on top of that layer, on top 
of the constant battle that only 
those with disabled family mem-
bers can truly understand, there 
was another layer. 
 
I remember a White couple, who 
lived down the street from my 
brother’s residential home, 
threating to press legal charges 
against him.  A group of boys 
were tampering with streetlights.  
The couple asserted that they 
“saw one who looked like my 
brother,” which is code for: one 
of the boys looked Black.  I re-
member my mother, very calmly 
and shrewdly, saying “My son is 
extremely autistic.  He doesn’t 
have any friends. I wish that was 
him whom you saw.”  The couple 

was quiet after that.  Now, as a 
psychiatry trainee, I am doing my 
best to model my parent’s poised, 
yet vigilant, activism, but some-
times, I have trouble. 
 
   One day, I was interviewing 
one of my patients.  He was a 
complex kid, in all realms of the 
biopsychosocial model.  Ex-
tremely intelligent and self-
motivated, but badly in need of 
an advocate.  He was a ward of 
the state with a DCF worker who 
seemed overworked and exhaust-
ed.  But, there was another layer. 
 
   “Another patient called me a 
nigger today.  He kept chanting 
it,” he said softly, hanging his 
head in embarrassment.   
 
   The pieces fell into place. I 
learned that staff were present, 
but watched the scenario happen 
with no intervention.  No one 
said anything to the patient tor-
menting mine.  No one came to 
my patient to ask if he was okay 
after being repeatedly called such 
a historically loaded, traumatiz-
ing word. My blood began to 
boil.  “So basically, no one did 
ANYTHING?!”  I questioned 
thunderously.  I quickly lowered 

my voice and glanced at my at-
tending.  Another layer.  As a 
Black woman, I can never appear 
too passionate or too unhappy, 
because this quickly can and has 
been misconstrued as me being 
an “angry Black woman.”  As a 
minority and as a woman, we 
must always be aware of our ste-
reotypes.  “It’s okay,” insisted 
my patient, attempting to comfort 
me.  “People chant nigger at my 
school too,” he whispered. 
 
   I felt powerless, just like my 
patient.  My idea to hold a staff 
meeting was politely declined.  I 
told my colleague, who had just 
arrived for their night shift, what 
happened.  We went together to 
check in with my patient and to 
apologize for what he endured.  I 
wrote some emails to leadership, 
hoping to change how racism is 
responded to in the future.  But, it 
makes me wonder, what if I had-
n’t been there?  What if I hadn’t 
had the energy to advocate for 
him, as my parents have for my 
brother?  And even more im-
portantly, what is happening to 
Black boys out there and why 
aren’t we doing a better job of 
protecting them?  

Resident Column: Layers 
By Amanda Calhoun, MD, MPH, PGY-1 
Yale Psychiatry Resident, Albert J. Solnit track 

   COVID-19 is the viral infection 
caused by novel coronavirus. As 
of the day of writing this article, 
2,261,425 people worldwide 
have been infected with the virus, 
with total of 154,734 deaths. In 
America, the total number of 
infected people is 710,272 with a 
death toll of 37,175. Currently, 
the number active cases in the 
U.S. is 609,587 and the predic-
tion is that there will be more 
than 60,000 deaths by August  
2020. It was initially thought that 
the death rate from this disease to 
be about 2-3%, but if we calcu-
late from the numbers above, the 
death rate is actually running 
between 5-7% .  Earlier corona 

virus infections, such as Severe 
Acute Respiratory Syndrome 
(SARS) in 2002 and Middle East 
Respiratory Syndrome (MERS) 
in 2012 and had death toll of 
10% and 34% respectively.  The 
novel coronavirus disease started 
in China’s Wuhan province in 
December of 2019. It possibly 
originated from a wet animal 
market via animal to human 
transmission. It was subsequently 
transmitted by person to person 
transmission via droplet or fom-
ite and became a world-wide 
pandemic with 210 countries 
affected by it.  The WHO has 
named it COVID-19 to avoid 
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   I imagine most enjoy the prom-
ise of spring and the longer dura-
tion of sunshine that the season 
brings.  Even this year, nature 
will take its course. 
 
   But April has for many years 
been my least favorite month of 
the year. The reason is that April 
is probably the most feverishly 
active time of the legislative year. 
For non-legislators, most hear-
ings are over, and it’s a time of 
waiting and worrying.  Did all 
that testimony make an impact?  
Have we contacted enough mem-
bers of the Committee? Will the 
bill get out of committee, or in 
other cases, is that bad bill really 
dead? In April, on my way to the 
Capitol, I drive by the glorious 
spring blooms and the rapidly 
greening landscape with a feeling 
of anxiety, if not dread. 
 
   Not so this year.  The Capitol 
closed down on March 11 for 
what was to be a two-week clean-
ing period.  That was extended to 
April 23, and everyone expects it 
to be extended again.  The Con-
stitutionally mandated adjourn-
ment date of May 6 is expected 
to pass without another session 
taking place.  As a result, there 
will probably be a special session 
to consider budget matters and a 
stimulus package.  That will be a 
free-for-all. Chaos is expected 
and we will have to watch very 
carefully. 
 
   After watching the debacle of 
trying a simple telephone confer-
ence for a Bond Commission a 
week or two ago, I think it’s very 
unlikely there will be any remote 
session meetings of Committees. 
I believe the legislative leaders 
would have to allow it; individual 
committee chairs couldn’t do it 
on their own. 
 
   Will the legislature ever oper-
ate remotely?  That was unthink-
able just a few months ago.  I 
think it is conceivable, but a great 
deal of thought would be re-
quired. It won’t happen this year. 
Politics is a people process, espe-
cially at the Senate and House 

District level.  So much goes on 
at the Legislative Office Building 
in face-to-face conversations and 
the process will look very differ-
ent without that. 
 
   So, what did CPS experience 
this year legislatively?  Drs. 
Cooperman and Madonick gave 
excellent testimony of coverage 
for medication assisted treatment 
(MAT) and allowing shorter than 
90-day prescriptions upon pre-
scriber order. Dr. Cooperman 
spoke at a press conference with 
the Senate and House chairs of 
the Insurance Committee, Sena-
tor Lesser and Representative 
Scanlon.  We had momentum.   
 
   On March 10, the Insurance 
Committee approved the MAT 
bill.  They were hoping to pre-
serve their option of taking up 

the bill along with others when 
the session recommenced.  It’s 
likely dead for this year as there 
is no plan to resurrect the current 
legislative session in its entirety 
as a special session. Other bills 
we were following were modifi-
cations to the red flag law and a 
proposal for outpatient commit-
ment. 
 
   Legislators will be running for 
office this year, and the lack of 
legislative activity leaves them 
with very little to show for the 
year.  I wonder if that lack of 
activity is going to be exploited 
by their potential opponents? 
 
   So perhaps this April hasn’t 
been as stressful in the legislative 
arena, although there has been 
plenty of other stress to go 
around. 

tion management with their phy-
sician. 
 
   “We have heard from many 
psychiatrists whose patients are 
only able to call into appoint-
ments, because they don’t have 
access to online technology,” 
said APA President Bruce 
Schwartz, M.D. “Even if we 
can’t physically see our patients, 
we can provide medication man-
agement and psychotherapy. We 
must be able to provide care to 
our patients in a way that re-
spects current guidelines on so-
cial distancing. Now is the time 
for CMS to revise the rule so that 
all people with serious mental 
illness and substance use disor-
ders can access the vital care they 
need.” 
 
   “We commend the great steps 
that CMS has taken thus far to 
ensure everyone can access the 
care they need during this pan-
demic,” said APA CEO 
and Medical Director Saul Levin, 
M.D., M.P.A. “Our recommenda-
tion will ensure that those pa-
tients who still rely on older tech-
nology can access vital psychiat-
ric services.” 

APA Urges Additional Access 
to Mental Health Services Over 
Phone During COVID-19 Pan-
demic 
 
   WASHINGTON, D.C. – In the 
face of the COVID-19 pandemic, 
increasing numbers of Americans 
are accessing their care through 
telehealth, and the Centers for 
Medicare and Medicaid Services 
(CMS) at the U.S. Department of 
Health and Human Services has 
loosened requirements so that 
people receiving Medicaid and 
Medicare can use this vi-
tal link to health care. However, 
many of the most vulnerable pa-
tients, especially the serious men-
tally ill and elderly, are still fac-
ing obstacles to this care because 
they lack the required video tech-
nology or live in areas without 
reliable broadband access. 
 
   The American Psychiatric As-
sociation (APA) sent a letter to 
CMS to request that they loosen 
the video requirement for 
telepsychiatry to allow patients 
with older phones that do not 
have a camera, or who do not 
have internet access, to receive 
individual therapy and medica-

“...May 6 is expected to 

pass without another 

session taking place.” 
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ment. Providing flexible care can 
make it so people can be seen 
more regularly.  
 
   For some people, travel and 
wait times can take two (or more) 
hours to get to and from an ap-
pointment. This time burden dis-
proportionately affects lower-
income and minority patients. In 
one study, the total time was 25-
28% longer for racial/ethnic mi-
norities and unemployed individ-
uals. The excess time burden can 
be a disincentive to seeking care. 
Transportation, whether public or 
private, is a major barrier, espe-
cially to lower income patients.   
 
Improved reimbursement 
 
   Physicians can convert unbilla-
ble phone calls into billable time. 
For example, instead of calling to 
discuss lab results (or making 
someone come to the office to go 
over something that can be done 
remotely), a telepsychiatry ap-
pointment can be set up. Patients 
don’t need to wait until their 
scheduled appointment to have 
their treatment adjusted, and phy-
sicians don’t need to have these 
conversations (that often last as 
long as an appointment) and not 
be reimbursed.  
 
Greater access to specialists 
 
   Technology expands the reach 
of physicians, allowing patients 
at a distance to access specialists. 
Sure, we have to be mindful of 
licensing restrictions when pa-
tients are out of state, but even in 
a small place like Connecticut, 
there is an uneven distribution of 
psychiatrists. Think about the 
struggles of patients unable to 
access Suboxone treatment be-
cause of the dearth of physicians 
prescribing it in their area. Why 
do we make our vulnerable popu-
lations work so hard to get care 
when we have options that work 
and make it easier? 
 
Bonus: No more rescheduling 
for snow days and reduced no-
shows! 
 

   One of my favorite benefits of 
offering remote visits, I no longer 
have to reschedule a full day of 
patients when it snows. Sure, 
some patients may choose to re-
schedule, but the majority are 
happy to hold a remote appoint-
ment and not have to wait for a 
new time.  
 
   Also, when a patient is late for 
their appointment, I reach out to 
them to see if they are on their 
way. If it turns out they have 
forgotten, I see them remotely. 
 
Moving forward 
 
   Telemedicine is a tool that al-
lows physicians to provide indi-
vidualized and flexible care for 
patients. When used correctly, 
and in line with telemedicine best 
practices, it’s an effective alter-
native to in-person appointments 

and can eliminate certain obsta-
cles to accessing treatment. I am 
hopeful that by the time this virus 
passes, more physicians will feel 
comfortable providing remote 
care, confident of its benefits, 
and won’t reflexively revert to 
the “old way of doing things.”  
 
   Keep in mind, once this state of 
emergency passes, many of the 
telemedicine laws and require-
ments that have been temporarily 
waived will likely go back into 
effect. Make sure to familiarize 
yourself with these. Now that the 
world sees how useful telemedi-
cine is, hopefully, the laws and 
insurance reimbursements will 
quickly and favorably evolve. 
 
   Moving forward, will you in-
corporate telemedicine services 
into your practice?  

Using Telepsychiatry Beyond the Pandemic 
(continued from Page 2) 

how did they dress, what is the 
smell, how do they interact spon-
taneously. 
      
   It has taken a great deal of 
work for many of us to change 
our manner of working in order 
to adjust to this crisis.  We have 
focused on how to “do” the care 
in a different way and that has 
been an important beginning.  I 
do think it is important for each 
of us to examine how we feel 
about these changes. 
      
When I was a Resident in Bos-
ton, one of our readings was Er-
ich Lindemann’s 
“Symptomatology and Manage-
ment of Acute Grief.”  As the 
pandemic has continued, I kept 
having the themes from the arti-
cle cross my mind and thought 
they would be worth sharing 
here.  The background of the 
article is what Dr. Lindemann 
learned from the victims and 
family members of the Cocoanut 

Grove fire in Boston in Novem-
ber 1942.  The club was at twice 
its capacity with one revolving 
door exit.  A fire broke out, peo-
ple ran for the only exit, 492 peo-
ple died and hundreds more were 
injured.  He described a syn-
drome of acute grief with 
“sensations of somatic distress 
occurring in waves lasting from 
twenty minutes to an hour at a 
time, a feeling of tightness in the 
throat, choking with shortness of 
breath, a need for sighing and an 
empty feeling in the abdomen, 
lack of muscular power, and an 
intense subjective distress de-
scribed as tension or mental 
pain.”  He went on to state that 
grief when properly managed 
may help prevent prolonged and 
serious consequences.  I see us as 
needing to work through this 
crisis by accepting these changes 
in our personal and professional 
lives so that we can better help 
ourselves and our patients.   

The New Way of the World 
(continued from Page 1) 
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hospitalization, 5% of whom end 
up in intensive care units and 
may require ventilator support.   
The patients who require ventila-
tor support have a 20% survival 
rate.  
 
   COVID-19 has significant 
mental health implications. As 
psychiatrists, we need to be 
aware of these consequences of 
pandemic disease.  The impact 
may be greatest on the patients 
who are affected by the disease 
or have recovered from it, but it 
also affects the general popula-
tion who suffer great uncertainty 
and fear that they could be next 
victims of COVID-19. National 
anxiety as manifested by unprec-
edented media coverage also 
adds to this fear.  Immediate fam-
ily members of the persons af-
fected by COVID-19 may need 
to render help to the infected 
person and at the same time 
maintain social distance and 
avoid their own infection.  The 
population in general is practic-
ing “social distancing” for their 
own safety and as recommended 
by public health officials and 
sometimes mandated by govern-
ment authorities.   
 
   The term itself is misleading 
and in fact people are maintain-
ing “physical distance.”  They are 
staying at home, avoiding large 
gatherings, and staying at least 
six feet from others. While these 
public safety measures should be 
followed by everyone for their 
own safety and safety of others, 
such practices have consequenc-
es. Human beings are social ani-
mals. Consensual physical touch 
and close personal interactions 
release endorphins, serotonin, 
and oxytocin that can bring hap-
piness, and reduce pain and 
stress. At a time when we need 
more closeness and support from 
each other, we are asked to main-
tain distance albeit for good rea-
son.   
 
   Many businesses, deemed non-
essential, have closed and fur-
loughed numerous employees. 
COVID-19 may cause an unem-

Silver Lining 
(Continued from Page 1) 

include donors, patients who can 
pay out of pocket, venture capi-
talists, purveyors of social impact 
bonds, psychiatrists and our phy-
sician colleagues. This support 
will be more flexible and will be 
aligned with the progress that 
psychiatrists and our patients 
have desired for some time. We 
need to broaden and modernize 
our approach to progress in im-
portant aspects of our field. 

ogist who sounded the alarm on 
Coronavirus as it ravaged Wu-
han, China, and eventually took 
his life. More locally, pick any 
news outlet and you will see a 
guest physician providing an 
opining on the latest clinical dis-
coveries or the state of clinical 
knowledge. Long after this mo-
rass has been navigated, the 
memory of their contributions 
and input will remain. Among 
my personal favorites, are Drs. 
Bauchner and Mehta. The former 
hosts a JAMA Network podcast, 
which has become akin to a well-
informed passenger who accom-
panies me in all my car rides. The 
latter is a young social media 
juggernaut whose “Physician 
Side Gigs” group on Facebook 
has made her a staunch physician 
advocate with a massive follow-
ing. She has used her platform to 
shine a light on issues related to 
lack of PPEs or administrative 
blowback against outspoken phy-
sicians on the frontlines.  
 
   Looking to the future, as we 
race to find a remedy for COVID
-19, be it a vaccine or drugs, it is 
a fact that other heroes within the 
house of medicine will soon 
emerge. While it is unlikely that 
psychiatrists’ level of isolation 
will improve, we can look for-
ward to our colleagues being 
celebrated by the news media and 
becoming known to the rest of 
us. It is a nice time to belong to 
the tribe of physicians.  

CPS Priorities and 
Strategies 
(Continued from Page 2) 
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disparaging China as its source.  
 
   SARS-CoV-2, the novel corona 
virus that causes COVID-19, 
comes from the same family of 
RNA viruses as SARS and 
MERS virus. The coronaviruses 
are named for the crown-like 
protein spikes on their surfaces. 
The coronavirus binds with the 
target receptors on human cells 
using these proteins. It has four 
main subgroups: alpha, beta, 
gamma, and delta.  Although all 
coronaviruses have the spike 
proteins, because of the genetic 
mutations, in the novel corona-
virus, it is a more compact struc-
ture which allows it to bind with 
the angiotensin converting en-
zyme II (ACE2) receptors on the 
surface of the human cells more 
strongly to better infect the cells 
and spread faster. It is highly 
contagious.  
 
   The initial symptoms of coro-
navirus infection include fever, 
cough, shortness of breath or 
difficulty breathing, chills, re-
peated shaking with chills, mus-
cle pain, headache, sore throat, 
and new loss of taste or smell 
(CDC). It may cause fulminant 
pneumonitis pneumonia, leading 
to acute respiratory distress syn-
drome and respiratory failure.  
However, comorbidities such as 
cardiovascular disease and diabe-
tes are associated with increased 
fatality; according to initial re-
ports from China, 10% of hospi-
talized patients with coronavirus 
had diabetes mellitus, while 
10.5% of fatal cases occurred in 
patients with cardiovascular dis-
ease (China CDC Weekly, 2020: 
2:113-122).   
 
   The novel coronavirus has a 
longer incubation period of 1-14 
days, with an average of 5 days. 
It has longer infectious time and 
spreads the disease even when 
the infected persons are asympto-
matic.  Previous coronavirus in-
fections had shorter incubation 
periods and were not contagious 
when the patients were asympto-
matic. About 10-20% of the pa-
tients with COVID-19 require 

“It is a nice time to belong 

to the tribe of physicians. ” 



The COVID-19 Disaster and Mental Health 
(continued from page 3) 

7 

ployment rate that rivals that of 
the great depression of 1930s that 
reached 32%.  Loss of family 
members from COVID-19, dis-
ruption of usual lifestyle, daily 
routine, business, employment, 
financial security, and access to 
community and religious support 
may lead to grief, anxiety, and 
even depression.  According to 
recent report published in APA 
newsletter (Psychiatric News, 
March 2020), about 48% of 
Americans are anxious about 
getting coronavirus and 40% are 
worried about becoming serious-
ly ill.  In a survey by the APA, 
36% believe COVID-19 has seri-
ous implication on mental health 
and 59% believe it has a serious 
impact on everyday life.  
 
   The COVID-19 pandemic is a 
disaster. The definition of disas-
ter offered by WHO is as fol-
lows: a “severe ecological and 
psychosocial disruption which 
greatly exceeds the coping capac-
ity of the affected community.”  
There are different types of disas-
ters based on their causes. Disas-
ter may be caused by natural oc-
currences, or “acts of God” (e.g., 
earthquakes, hurricanes, floods); 
man-made accidents or techno-
logical malfunctions (e.g., air-
craft crash or power plant explo-
sion); or willful human acts (e.g., 
atrocities or terrorism). Natural 
disasters are becoming more fre-
quent, which can be attributed to 
various factors, including chang-
es in climate and geopolitical 
situations.  Some experts even 
suggest that climate change 
might have contributed to the 
current COVID-19 pandemic.  
SARS-CoV-2 is closely related 
to a virus found in bats. The need 
for more natural resources has 
forced humans to encroach on the 
various natural habitats and in-
creasingly expose themselves to 
unknown pathogens.    
 
   It is generally accepted that 
there are phases of response and 
recovery after a disaster hits a 
community, those are: 
 

• Impact Phase: first 24-48 

hours of acute phase (hours 
to days) 

• Acute Phase: extends up to 2 
months after the event 

• Post-Acute Phase: approxi-
mately 2 months and beyond 
(weeks to months or years). 

 
   The primary focus of this arti-
cle with be on the Impact and 
Acute Phases. Appropriate prepa-
ration for disaster should begin 
before a disaster hits a communi-
ty (pre-disaster phase). The men-
tal health intervention should 
begin as soon as possible, prefer-
ably, in the acute phase and 
should continue in the post-acute 
phase and beyond. In many ways, 
current disaster is not a typical 
disaster as described above.  The 
Impact Phase of this disaster is 
ongoing as new communities 
continue to be hit by infection. 
The uniqueness of this novel vi-
rus infection also warrants un-
conventional interventions.   
 
   Long-term effects of exposure 
to disaster may cause or contrib-
ute to many psychiatric disorders. 
Immediately after a disaster, 
however, the psychological effect 
may be manifested by various 
symptoms. These may include 
acute stress, anxiety, depressed 
mood, sleep disturbances, mood 
lability, transient cognitive defi-
cits (e.g. dissociation, concentra-
tion and memory problems), be-
havioral disturbances (e.g. agita-
tion), psychosis (e.g., delusions 
and hallucinations), and medical-
ly unexplained physical symp-
toms (MUPS).  
 
   Following the current corona 
virus outbreak, the APA survey 
found 24% of responders have 
trouble concentrating on “other 
things,” 19% have difficulties in 
sleep, and 8% have reported in-
creased alcohol and substance 
use. The symptoms of pre-
existing psychiatric conditions 
may also be exacerbated.  Clini-
cians have already noticed in-
crease in anxiety and depressive 
symptoms.  Patients are experi-
encing more social anxiety and 
becoming fearful of leaving 

home (agoraphobia).  This time 
is especially difficult for the pa-
tients who are suffering from 
obsessive compulsive disorder 
(OCD).  Patients who are fearful 
of germs often have significantly 
increased (and validated) fears as 
well as increased compulsive 
cleaning behaviors. Paranoia is 
also often exacerbated under 
these circumstances.  There will 
be a significant increase in sui-
cidal behaviors.  
 
   Although mandated lockdown 
or self-quarantine has created an 
opportunity for the family mem-
bers to be together, it has brought 
the disruption of the structure and 
routine in typical family and so-
cial situations. An APA survey 
has shown a 12% increase in 
conflict between partners and 
loved ones. These conflicts are 
expected to increase as more peo-
ple live in close quarters, unem-
ployment continues, and eco-
nomic hardship deepens. There 
has been an increase in domestic 
violence as shelter-in-places con-
tinues.  Surveillance for child 
abuse is also disrupted by school 
closing.   
 
   Disaster response preparation 
should include measures for pre-
vention and for early interven-
tion. Disaster mental health uses 
the principles of “preventive 
medicine.” This principle has 
“relief centered post-disaster 
management to a holistic, multi-
dimensional, integrated commu-
nity-based approach of health 
promotion, disaster prevention, 
preparedness and mitigation.” 

In the aftermath of disaster, the 
response is in the Acute Phase. 
After the needs assessment, the 
Acute Phase response includes 
ensuring safety, reducing symp-
tom burden, reducing anxiety and 
distress and improving function-
ing. A key goal is to enhance 
resilience and prevent the long-
term effects of trauma. As the 
current COVID-19 pandemic has 
created a complicated disaster 
situation, the Impact and Acute 
Phases are not distinguishable 
and disaster responses should be 

“In a survey by the APA, 

36% believe COVID-19 

has serious implication on 

mental health…” 
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children, adolescents, adults, and 
families in the immediate after-
math of disaster and terrorism.  

 
   PFA is designed to reduce the 
initial distress caused by traumat-
ic events and foster short- and 
long-term adaptive functioning 
and coping. It is a set of early and 
practical responses, which can be 
started immediately in the after-
math of disaster on site, and then 
continued for several days or 
weeks. Many of these responses 
are not psychological in nature 
and are commonsense approach-
es related to meeting the basic 
needs such as physical safety. 
PFA also encourages calmness, 
connectedness, and security, with 
the goal of improving function-
ing and mental health coping.  
 
   The core actions and interven-
tions of Psychological First Aid 
(PFA) are as follows:   
 

• Initiating contact and en-
gagement with victim in a 
non-intrusive, helpful and 
compassionate manner.  All 
protocols for self-protection 
and protection of others need 
to be followed. One needs to 
be creative to initiate contact 
while maintaining physical 
distance.  

• Ensuring immediate safety 
and physical and emotional 
comfort. In the context of the 
COVID-19 epidemic, safety 
from being infected by coro-
navirus is vital.  

• Stabilizing anxious victims 
by using various techniques 
such as grounding, breathing 
exercises and mindfulness 
practice.  

• Information gathering, pri-
marily related to current 
needs and concerns. Overly 
detailed questions should be 
avoided. With COVID-19, 
having accurate information 
is important and it is also 
important to avoid misinfor-
mation.  

• Offering practical assistance 
and giving realistic assuranc-
es. 

modified. Nevertheless, the re-
sponse should be started as soon 
as possible and continue as long 
as needed.   

 
   The Acute Phase intervention 
begins with the assessment of 
needs. In a typical disaster, the 
immediate needs assessment in-
cludes identifying the survivors 
who need immediate treatment of 
acute medical or psychiatric con-
ditions and then the need for on-
going medical and psychiatric 
care. Other important needs to be 
assessed include hydration, food, 
shelter, safety, family and com-
munity support, and spiritual 
care. The International Federa-
tion of Red Cross and Red Cres-
cent Societies (IFRC) recom-
mend three forms of needs as-
sessment: rapid assessment, de-
tailed assessment, and continued 
assessment. The American Red 
Cross uses PsySTART for Triage 
System for disaster victims, 
which is a very useful tool for 
initial assessment. 
 
   The Acute Phase mental health 
intervention can be psychological 
or pharmacological. In the acute 
disaster setting, pharmacological 
treatment is directed at the symp-
toms rather than syndromes or 
specific psychiatric illnesses. For 
example, there is no U.S. Food 
and Drug Administration (FDA) 
approved medication for acute 
stress disorder (ASD), a common 
psychiatric condition in the con-
text of disaster.  Standard clinical 
practice is to prescribe various 
psychotropic medications for “off
-label” use to treat anxiety, in-
somnia and agitation as in emer-
gency psychiatry or primary care 
settings.  

 
   Acute Phase psychological 
intervention should be empathet-
ic, supportive, practical, and 
short-term, with goals for en-
hancing resilience, and address-
ing impairment and acute mental 
health issues and symptoms. The 
individual and group psychother-
apies for disaster victims include 
supportive psychotherapy, grief 
counselling, anxiety manage-

The Covid-19 Disaster and Mental Health 
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ment, cognitive behavioral thera-
py (CBT), dialectical behavioral 
therapy (DBT) and eye move-
ment desensitization and repro-
cessing (EMDR). The therapy 
with the greatest evidence base is 
cognitive behavioral therapy 
(CBT). CBT focuses on alleviat-
ing suffering by modifying mala-
daptive thoughts and behaviors 
associated with traumatic experi-
ences. Specific techniques used 
for psychological intervention in 
CBT may include: coping skill 
training, problem solving, cogni-
tive restructuring, goal setting, 
relaxation techniques, and relapse 
prevention strategies.  Although 
it is still practiced, the critical 
incident stress debriefing (CISD), 
known simply as “debriefing,” is 
no longer recommended as an 
intervention in the aftermath of 
disaster. Debriefing was found to 
be ineffective and some of its 
elements could be re-
traumatizing. In CISD, normal 
responses to trauma are some-
times pathologized. 
 
   Members of consensus groups 
agree that the chaotic and stress-
ful post-event environment may 
not be ideal for conducting the 
traditional psychotherapy. Also, 
the providers lack the energy and 
efforts needed to track clinical 
progress.  
 
   “Psychological First 
Aid” (PFA) is a very helpful tool, 
and all disaster responders should 
be familiar with it.   It is used by 
responders to simply provide 
basic care, comfort, and support 
to those individuals who are ex-
periencing disaster-related stress. 
PFA, currently used in the U.S., 
was developed by the National 
Child Traumatic Stress Network 
(NCTSN) and the National Cen-
ter for PTSD (NCPTSD). PFA 
has received widespread ac-
ceptance, including adoption by 
the American Red Cross, public 
health agencies, and the military, 
as well as state and local govern-
ments. It has been translated into 
several different languages.  PFA 
is an “evidence-informed” modu-
lar, flexible approach to help 
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• Helping to establish connect-
edness with victim’s primary 
support system, such as fam-
ily members and friends, is 
very important while main-
taining appropriate physical 
distance. Encourage using 
smart phones, computer, 
laptop, tablets and various 
programs installed in these 
devices to maintain connec-
tivity.  

• Teaching coping skills and 
fostering inner strength of 
the victims.  Relaying accu-
rate and timely information 
about the situation to reduce 
anticipatory anxiety and un-
certainty.  

• Establishing links with col-
laborative services, such as 
food banks, etc.  
 

   Providing care and support to 
the victims in the aftermath of a 
disaster can be satisfying for dis-
aster responders, but it can also 
be physically and emotionally 
demanding. PFA providers 
should be mindful of their own 
care too.  They should always 
maintain their own safety.  One 
needs to follow well-known 
flight attendant instruction to 
“put your oxygen mask on first, 
before helping others.” Providers 
of PFA should maintain support-
ive connections and “buddy up” 
with other providers and share 
emotional responses to the disas-
ter work. They should take care 
of their own health issues, pay 
attention to adequate rest and 
nourishment, and find time for 
relaxation and recreation. Finally, 
they should know their own lim-
its and say “no” when over-
whelmed. 


