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LISA HENDERLING

This whole thing is not about heroism. It's about
decency. It may seem a ridiculous idea, but the only
way to fight the plague is with decency.

— Albert Camus, La Peste (1947)'

evere acute respiratory syndrome (SARS), HIN1 swine flu,

Ebola, Zika, and Middle East respiratory syndrome (MERS):

the 21st century has already been witness to several serious
infectious outbreaks and pandemics,? but none has been as deadly and
consequential as the current one. The ongoing SARS-coronavirus-2
(SARS-CoV-2) pandemic is shaping not only current psychiatric care
but the future of psychiatry. Now that we are beyond the initial stages
of the coronavirus disease 2019 (COVID-19) pandemic, when psychia-
trists had a crash course in disaster psychiatry, our attention must shift
to rebuilding and managing disillusionment and other psychological
fallout of the intense early days.?

In this article, we offer guidance to psychiatrists caring for patients
with serious mental illness (SMI) during the SARS-CoV-2 pandemic.
Patients with SMI are easily forgotten as other issues (eg, preserving
ICU capacity) overshadow the already historically neglected needs of
this impoverished group.* From both human and public-health per-
spectives, this inattention is a mistake. Assuring psychiatric stability
is critically important to prevent the spread of COVID-19 in marginal-
ized communities comprised of individuals who are poor, members of
racial minorities, and others who already experience health disparities.®

continued

Current Psychiatry
Vol. 19, No. 9



o

COVID-19 & serious
mental illness

Clinical Point

Mental health
clinicians need to
provide accurate
information about the
pandemic and help
patients cope with
their fears

Discuss this article at
www.facebook.com/
MDedgePsychiatry (%)

| Current Psychiatry
26 September 2020

Without controlling transmission in these
groups, the pandemic will not be suffi-
ciently contained.

We begin by highlighting general princi-
ples of pandemic management because car-
ing for patients with SMI does not occur in
a vacuum. Infectious outbreaks require not
only helping those who need direct medi-
cal care because they are infected, but also
managing populations that are at risk of
getting infected, including health care and
other essential workers.

Principles of pandemic
management

Delivery of medical care during a pandemic
differs from routine care. An effective disas-
ter response requires collaboration and coor-
dination among public-health, treatment,
and emergency systems. Many institutions
shift to an incident management system and
crisis leadership, with clear lines of authority
to coordinate responders and build medical
surge capacity. Such a top-down leadership
approach must plan and allow for the emer-
gence of other credible leaders and for the
restoration of people’s agency.

Unfortunately, adaptive capacity may be
limited, especially in the public sector and
psychiatric care system, where resources
are already poor. Particularly early in a pan-
demic, services considered non-essential—
which includes most psychiatric outpatient
care—can become unavailable. A major
effort is needed to prevent the psychiatric
care system from contracting further, as hap-
pened during 9/11.° Additionally, “essen-
tial” cannot be conflated with “emergent,”
as can easily occur in extreme circumstances.
Early and sustained efforts are required to
ensure that patients with SMI who may be
teetering on the edge of emergency status
do not slip off that edge, especially when the
emergency medical system is operating over
capacity.

A comprehensive outbreak response
must consider that a pandemic is not only
a medical crisis but a mental health crisis
and a communication emergency.” Mental
health clinicians need to provide accurate
information and help patients cope with
their fears.

Psychological aspects of pandemics.
Previous infectious outbreaks have reaf-
firmed that mental health plays an outsized
role during epidemics. Chaos, uncertainty,
fear of death, and loss of income and hous-
ing cause prolonged stress and exact a psy-
chological toll.

Adverse psychological impacts include
expectable, normal reactions such as stress-
induced anxiety or insomnia. In addition,
new-onset psychiatric illnesses or exacer-
bations of existing ones may emerge.® As
disillusionment and demoralization appear
in the wake of the acute phase, with persis-
tently high unemployment, suicide preven-
tion becomes an important goal.’

Pandemics lead to expectable behavioral
responses (eg, increases in substance use and
interpersonal conflict). Fear-based decisions
may result in unhelpful behavior, such as
hoarding medications (which may result in
shortages) or dangerous, unsupervised use
of unproven medications (eg, hydroxychlo-
roquine). Trust is needed to accept public-
health measures, and recommendations
(eg, wearing masks) must be culturally
informed to be credible and effective.

Because people are affected differently,
at individual, cultural, and socioeconomic
levels, they will view the situation differ-
ently. For many people, secondary stress-
ors (eg, job loss) may be more disastrous
than the primary medical event (ie, the
pandemic). This distinction is critical
because concrete financial help, not psy-
chiatric care, is needed. Sometimes, even
when a psychiatric disorder such as SMI
or major neurocognitive disorder is pres-
ent, the illusion of an acute decompensa-
tion can be created by the loss of social and
structural supports that previously scaf-
folded a person’s life.

Mental illness prevention. Community
mental-health surveillance is important to
monitor for distress, psychiatric symptoms,
health-risk behaviors, risk and safety percep-
tion, and preparedness. Clinicians must be
ready to normalize expectable and temporary
distress, while recognizing when that distress
becomes pathological. This may be difficult
in patients with SMI who often already have
reduced stress tolerance or problem-based
coping skills.



Psychological first aid (PFA) is a stan-
dard intervention recommended by the
World Health Organization for most indi-
viduals following a disaster; it is evidence-
informed and has face validity." Intended
to relieve distress by creating an environ-
ment that is safe, calm, and connected,
PFA fosters self-efficacy and hope. While
PFA is a form of universal prevention, it is
not designed for patients with SMI, is not
a psychiatric intervention, and is not pro-
vided by clinicians. Its principles, however,
can easily be applied to patients with SMI to
prevent distressing symptoms from becom-
ing a relapse.

Communication. Good risk and crisis com-
munication are critical because individual
and population behavior will be governed
by the perception of risk and fear, and not by
facts. Failure to manage the “infodemic”"—
with its misinformation, contradictory mes-
sages, and rumors—jeopardizes infection
control if patients become paralyzed by
uncertainty and fear. Scapegoating occurs
easily during times of threat, and society must
contain the parallel epidemic of xenophobia
based on stigma and misinformation.?

Decision-making under uncertainty is
not perfect and subject to revision as better
information becomes available. Pointing this
out to the public is delicate but essential to
curtail skepticism and mistrust when poli-
cies are adjusted in response to new circum-
stances and knowledge.

Mistrust of an authority’s legitimacy and
fear-based decisions lead to lack of coop-
eration with public-health measures, which
can undermine an effective response to the
pandemic. Travel restrictions or quarantine
measures will not be followed if individuals
question their importance. Like the general
public, patients need education and clear
communication to address their fear of con-
tagion, dangers posed to family (and pets),
and mistrust of authority and government.
A lack of appreciation of the seriousness of
the pandemic and individual responsibility
may need to be addressed. Two important
measures to accomplish this are steering
patients to reputable sources of information
and advising that they limit media exposure.

Resilience-building. Community and work-
place resilience are important aspects of

making it through a disaster as best as possi-
ble. Resilience is not innate and fixed; it must
be deliberately built."® Choosing an attitude
of post-traumatic growth over the victim
narrative is a helpful stance. Practicing self-
care (rest, nutrition, exercise) and self-com-
passion (self-kindness, common humanity,
mindfulness) is good advice for patients and
caregivers alike.

Workforce protection. Compared to other
disasters, infectious outbreaks dispropor-
tionally affect the medical community, and
care delivery is at stake. While psychologi-
cal and psychiatric needs may increase dur-
ing a pandemic, services often contract,
day programs and clinics close, teams
are reduced to skeleton crews, and only
emergency psychiatric care is available.
Workforce protection is critical to avoid ill-
ness or simple absenteeism due to mistrust
of protective measures.

Only a well-briefed, well-led, well-sup-
ported, and adequately resourced work-
force is going to be effective in managing
this public-health emergency. Burnout and
moral injury are feared long-term conse-
quences for health care workers that need
to be proactively addressed.* As opposed
to other forms of disasters, managing
your own fears about safety is important.
Clinicians and their patients sit in the pro-
verbial same boat.

Ethics. The anticipated need to ration life-
saving care (eg, ventilators) has been at the
forefront of ethical concerns.” In psychiatry,
the question of involuntary public-health
interventions for uncooperative psychiatric
patients sits uncomfortably between public-
health ethics and human rights, and is an
opportunity for collaboration with public-
health and infectious-disease colleagues.
Redeployed clinicians and those work-
ing under substandard conditions may
be concerned about civil liability due to a
modified standard of care during a crisis.
Some clinicians may ask if their duty to
care must override their natural instinct to
protect themselves. There is a lot of room
for resentment in these circumstances.
Redeployed or otherwise “conscripted” cli-
nicians may resent administrators, especially

continued on page 33
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L Figure

‘Tragic’ epidemiologic triad for patients with SMI

Psychiatric illness

¢ acute psychosis/mania

e disorganization

® negative symptoms

e cognitive difficulties
Medical comorbidities

e obesity

® smoking

¢ lung disease

* metabolic syndrome

Highly infective

/\

Vulnerable WHM Permissive

Crowded living quarters
Poverty

SMI: serious mental illness

those administering from the safety of their
homes. Those “left behind” to work in
potentially precarious circumstances may
resent their absent colleagues. Moreover,
these front-line clinicians may have been
forced to make ethical decisions for which
they were not prepared.® Maintaining
morale is far from trivial, not just during
the pandemic, but afterward, when (and if)
the entire workforce is reunited. All parties
need to be mindful of how their actions and
decisions impact and are perceived by oth-
ers, both in the hospital and at home.

Managing patients with SMI
during COVID-19

Patients with SMI are potentially hard hit by
COVID-19 due to a “tragic” epidemiologic
triad of agent-host-environment: SARS-
CoV-2 is a highly infectious agent affecting
patients with SMI who are vulnerable hosts
in permissive environments (Figure).

While not as infectious as measles,
COVID-19 is more infectious than the sea-
sonal flu virus."” It can lead to uncontrolled
infection within a short period of time, par-
ticularly in enclosed settings. Outbreaks have
occurred readily on cruise ships and aircraft
carriers as well as in nursing homes, home-
less shelters, prisons, and group homes.

Patients with SMI are vulnerable hosts
because they have many of the medical risk
factors'™ that portend a poor prognosis if
they become infected, including pre-existing
lung conditions and heart disease’ as well as
diabetes and obesity.* Obesity likely creates
a hyperinflammatory state and a decrease in
vital capacity. Patient-related behavioral fac-
tors include poor early-symptom reporting
and ineffective infection control.

Unfavorable social determinants of health
include not only poverty but crowded hous-
ing that is a perfect incubator for COVID-19.

Priority treatment goals. The overarching
goal during a pandemic is to keep patients
with SMI in psychiatric treatment and pre-
vent them from disengaging from care in
the service of infection control. Urgent tasks
include infection control, relapse preven-
tion, and preventing treatment disengage-
ment and loneliness.

Infection control. As trusted sources of
information, psychiatrists can play an
important role in infection control in several
important ways:

¢ educating patients about infection-
control measures and public-health
recommendations

¢ helping patients understand what test-
ing can accomplish and when to pursue it
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* encouraging protective health behav-
iors (eg, hand washing, mask wearing, phys-
ical distancing)

¢ assessing patients’ risk appreciation

¢ assessing for and addressing obstacles
to implementing and complying with infec-
tion-control measures

¢ explaining contact tracing

* providing reassurance.

Materials and explanations must be adapted
for patient understanding.

Patients with disorganization or cogni-
tive disturbances may have difficulties coop-
erating or problem-solving. Patients with
negative symptoms may be inappropriately
unconcerned and also inaccurately report
symptoms that suggest COVID-19. Acute
psychosis or mania can prevent patients
from complying with public-health efforts.
Some measures may be difficult to imple-
ment if the means are simply not there (eg,
physical distancing in a crowded apart-
ment). Previously open settings (eg, group
homes) have had to develop new mecha-
nisms under the primacy of infection control.
Inpatient units—traditionally places where
community, shared healing, and group
therapy are prized—have had to decrease
maximum occupancy, limit the number of
patients attending groups, and discourage
or outrightly prohibit social interaction (eg,
dining together).

Relapse prevention. Patients who take
maintenance medications need to be sup-
ported. A manic or psychotic relapse during
a pandemic puts patients at risk of acquir-
ing and spreading COVID-19. “Treatment
as prevention” is a slogan from human
immunodeficiency virus (HIV) care that
captures the importance of antiretroviral
treatment to prevent medical complications
from HIV, and also to reduce infecting other
people. By analogy, psychiatric treatment
for patients with SMI can prevent psychi-
atric instability and thereby control viral
transmission. Avoiding sending psychiatric
patients to a potentially stressed acute-care
system is important.

Psychosocial support. Clinics need to
ensure that patients continue to engage in
care beyond medication-taking to proac-
tively prevent psychiatric exacerbations.
Healthful, resilience-building behaviors

should be encouraged while monitoring
and counseling against maladaptive ones
(eg, increased substance use). Supporting
patients emotionally and helping them solve
problems are critical, particularly for those
who are subjected to quarantine or isolation.
Obviously, in these latter situations, outreach
will be necessary and may require creative
delivery systems and dedicated clinicians
for patients who lack access to the technol-
ogy necessary for virtual visits. Havens and
Ghaemi? have suggested that a good thera-
peutic alliance can be viewed as a mood sta-
bilizer. Helping patients grieve losses (loved
ones, jobs, sense of safety) may be an impor-
tant part of support.

Even before COVID-19, loneliness was a
major factor for patients with schizophre-
nia.? A psychiatric clinic is one aspect of a
person with SMI’s social network; during
the initial phase of the pandemic, many clin-
ics and treatment programs closed. Patients
for whom clinics structure and anchor their
activities are at high risk of disconnect-
ing from treatment, staying at home, and
becoming lonely.

Caregivers are always important to SMI
patients, but they may assume an even big-
ger role during this pandemic. Some patients
may have moved in with a relative, after
years of living on their own. In other cases,
stable caregiver relationships may be dis-
rupted due to COVID-19-related sickness
in the caregiver; if not addressed, this can
result in a patient’s clinical decompensation.
Clinicians should take the opportunity to
understand who a patient’s caregivers are
(group home staff, families) and rekindle
clinical contact with them. Relationships
with caregivers that may have been on
“autopilot” during normal times are oppor-
tunities for welcome support and guidance,
to the benefit of both patients and caregivers.

Table 1 (page 35) summarizes clinical
tasks that need to be kept in mind when
conducting clinic visits during COVID-19 in
order to achieve the high-priority treatment
goals of infection control, relapse prevention,
and psychosocial support.

Differential diagnosis. Neuropsychiatric
syndromes have long been observed in
influenza pandemics,® due both to direct



viral effects and to the effects of critical ill-
ness on the brain. Two core symptoms of
COVID-19—anosmia and ageusia—sug-
gest that COVID-19 can directly affect the
brain. While neurologic manifestations
are common,? it remains unclear to what
extent COVID-19 can directly “cause” psy-
chiatric symptoms, or if such symptoms
are the result of cytokines® or other medi-
cal processes (eg, thromboembolism).*
Psychosis due to COVID-19 may, in some
cases, represent a stress-related brief psy-
chotic disorder.?”

Hospitalized patients who have recovered
from COVID-19 may have experienced pro-
longed sedation and severe delirium in an
ICU.2 Complications such as posttraumatic
stress disorder,”” hypoperfusion-related
brain injuries, or other long-term cognitive
difficulties may result. In previous flu epi-
demics, patients developed serious neuro-
logic complications such as post-encephalitic
Parkinson’s disease.*

Any person subjected to isolation or quar-
antine is at risk for psychiatric complica-
tions.* Patients with SMI who live in group
homes may be particularly susceptible to
new rules, including no-visitor policies.

Outpatients whose primary disorder
is well controlled may, like anyone else,
struggle with the effects of the pandemic.
It is necessary to carefully differentiate
non-specific symptoms associated with
stress from the emergence of a new dis-
order resulting from stress.*> For some
patients, grief or adjustment disorders
should be considered. Prolonged stress
and uncertainty may eventually lead to
an exacerbation of a primary disorder,
particularly if the situation (eg, finan-
cial loss) does not improve or worsens.
Demoralization and suicidal thinking
need to be monitored. Relapse or increased
use of alcohol or other substances as a
response to stress may also complicate
the clinical picture.®® Last, smoking cessa-
tion as a major treatment goal in general
should be re-emphasized and not ignored
during the ongoing pandemic.**

Table 2 (page 36) summarizes psychiat-
ric symptoms that need to be considered
when managing a patient with SMI during
this pandemic.

B e 1

Clinical tasks for patients
with SMI during the COVID-19
pandemic

COVID-19-related

Infection control

e screen for symptoms of COVID-19

e assess understanding of infection control
and educate

Mental health surveillance

e screen for new-onset symptoms or
syndromes

 assess coping and support healthful
behaviors

e screen for maladaptive substance use

Health-care access
e assess for difficulties (eg, filling
prescriptions, program closures)

SMI-specific

Assess for illness exacerbation or relapse

Review adequacy of medications (dose,
safety)

Encourage adherence to psychiatric
treatment

Encourage smoking cessation, if applicable

Address medical comorbidities, if applicable

Provide social support

Coordinate management with caregivers,
if applicable

COVID-19: coronavirus disease 2019; SMI: serious
mental illness

Treatment tools

Psychopharmacology. Even though crisis-
mode prescribing may be necessary, the
safe use of psychotropics remains the goal
of psychiatric prescribing. Access to medi-
cations becomes a larger consideration; for
many patients, a 90-day supply may be indi-
cated. Review of polypharmacy, including
for pneumonia risk, should be undertaken.
Preventing drooling (eg, from sedation, clo-
zapine, extrapyramidal symptoms [EPS])
will decrease aspiration risk.

In general, treatment of psychiatric
symptoms in a patient with COVID-19
follows usual guidelines. The best treat-
ment for COVID-19 patients with delir-
ium, however, remains to be established,
particularly how to manage severe agita-
tion.® Pharmacodynamic and pharmaco-
kinetic drug-drug interactions between

Cgrrenf

SYCHIATRY
x MDedge.com/psychiatry

Clinical Point

Interactions between
psychotropics and
antiviral treatments
for COVID-19 can be
expected and should

be reviewed

Current Psychiatry
Vol. 19, No. 9

| 35



o

COVID-19 & serious
mental illness

Clinical Point

Supportive
psychotherapy

may be the most
important tool we
have in helping
patients deal with
loss and uncertainty

| Current Psychiatry
36 September 2020

B e 2)

Psychiatric symptoms in patients
with SMI during the COVID-19
pandemic

Primary psychiatric

New-onset syndromes

Nonspecific and expectable distress

Stress-related, triggered disorders?
e adjustment disorder

® posttraumatic stress disorder

e brief psychotic disorder

e depressive and anxiety disorders

Exacerbation of pre-existing disorder

Maladaptive health behaviors

e increase in alcohol use and other
substance use

e smoking

Secondary to COVID-19

CNS symptoms due to direct viral effects®

Delirium®

CNS complications from systemic infection

Long-term sequelae of serious COVID-19
infection

2Higher risk for patients in quarantine or isolation
®Unresolved issue
°Usually several etiologies

COVID-19: coronavirus disease 2019; SMI: serious
mental illness

psychotropics and antiviral treatments
for COVID-19 (eg, QTc prolongation) can
be expected and need to be reviewed.* For
stress-related anxiety, judicious pharmaco-
therapy can be helpful. Diazepam given at
the earliest signs of a psychotic relapse may
stave off a relapse for patients with schizo-
phrenia.® Even if permitted under relaxed
prescribing rules during a public-health
emergency, prescribing controlled sub-
stances without seeing patients in person
requires additional thought. In some cases,
adjusting the primary medication to buffer
against stress may be preferred (eg, adjusting
an antipsychotic in a patient on maintenance
treatment for schizophrenia, particularly if a
low-dose strategy is pursued).

Clozapine requires registry-based pre-
scribing and bloodwork (“no blood, no
drug”). The use of clozapine during this
public-health emergency has been made
easier because of FDA guidance that allows
clozapine to be dispensed without blood

work if obtaining blood work is not possible
(eg, a patient is quarantined) or can be accom-
plished only at substantial risk to patients
and the population at large. Under certain
conditions, clozapine can be dispensed safely
and in a way that is consistent with infec-
tion prevention. Clozapine-treated patients
admitted with COVID-19 should be moni-
tored for clozapine toxicity and the clozapine
dose adjusted.’” A consensus statement con-
sistent with the FDA and clinical consider-
ations for using clozapine during COVID-19
is summarized in Table 3% (page 37).
Long-acting injectable antipsychotics
(LAIs) pose a problem because they require
in-person visits. Ideally, during a pan-
demic, patients should be seen in person as
frequently as medically necessary but as
infrequently as possible to limit exposure
of both patients and staff. Table 4 (page 37)
provides some clinical recommendations
on how to use LAIs during the pandemic.”
Supportive psychotherapy may be the most
important tool we have in helping patients
with loss and uncertainty during these chal-
lenging months.”” Simply staying in contact
with patients plays a major role in prevent-
ing care discontinuity. Even routine interac-
tions have become stressful, with everyone
wearing a mask that partially obscures the
face. People with impaired hearing may find
it even more difficult to understand you.
Education, problem-solving, and a direc-
tive, encouraging style are major tools of
supportive psychotherapy to reduce symp-
toms and increase adaptive skills. Clarify
that social distancing refers to physical, not
emotional, distancing. The judicious and
temporary use of anxiolytics is appropri-
ate to reduce anxiety. Concrete help and
problem-solving (eg, filling out forms) are
examples of proactive crisis intervention.
Telepsychiatry emerged in the pandemic’s
early days as the default mode of practice
in order to limit in-person contacts.* Like
all new technology, telepsychiatry brings
progress and peril.> While it has gone
surprisingly well for most, the “digital
divide” does not afford all patients access
to the needed technology. The long-term
effectiveness and acceptance of telehealth
remain to be seen. (Editor’s Note: For more
about this topic, see “Telepsychiatry: What



you need to know.” CURRENT PSYCHIATRY.
2020;19[6]:16-23.)

Lessons learned and outlook
Infectious outbreaks have historically
inflicted long-term disruptions on societies
and altered the course of history. However,
each disaster is unique, and lessons from
previous disasters may only partially
apply.*® We do not yet know how this one
will end, including how long it will take for
the world’s economies to recover. If nothing
else, the current public-health emergency
has brought to the forefront what psychia-
trists have always known: health dispari-
ties are partially responsible for different
disease risks (in this case, the risk of getting
infected with SARS-CoV-2).> It may not be
a coincidence that the Black Lives Matter
movement is becoming a major impetus for
social change at a time when the pandemic
is exposing health-care inequalities.

Some areas of the country succeeded in
reducing infections and limiting commu-
nity spread, which ushered in an uneasy
sense of normalcy even while the pan-
demic continues. At least for now, these
locales can focus on rebuilding and pre-
paring for expectable fluctuations in dis-
ease activity, including the arrival of the
annual flu season on top of COVID-19.#
Recovery is not a return to the status quo
ante but building stronger communities—
“building back better.”# Unless there is a
continuum of care, shortcomings in one
sector will have ripple effects through the
entire system, particularly for psychiat-
ric care for patients with SMI, which was
inadequate before the pandemic.

Ensuring access to critical care was a
priority during the pandemic’s early phase
but came at the price of deferring other
types of care, such as routine primary care;
the coming months will see the down-
stream consequences of this approach,*
including for patients with SML

In the meantime, doing our job as cli-
nicians, as Camus’s fictitious Dr. Bernard
Rieux from the epigraph responds when
asked how to define decency, may be
the best we can do in these times. This
includes contributing to and molding

B e 3

Consensus statement on the
use of clozapine during the
COVID-19 pandemic

Recommendation 1: Criteria for up to 90-day
clozapine supply
¢ Continuous clozapine treatment for
>1 year
e Never had an ANC <2000/uL (or <1500/uL
if history of BEN)
¢ No safe or practical access to ANC testing

Recommendation 2: Evaluate for any new
infection
¢ Patients need an ANC to rule out
clozapine-related agranulocytosis

Recommendation 3: Consider adjusting
clozapine dose during infection
e COVID-19 may increase clozapine levels
due to cytokine-inhibition of CYP1A2
ANC: absolute neutrophil count; BEN: benign ethnic

neutropenia; COVID-19: coronavirus disease 2019;
CYP: cytochrome P450

Source: Adapted from reference 38

Use of long-acting injectable
antipsychotics during the
COVID-19 pandemic

Make a spreadsheet to keep track of patients

Arrange for more local injections and identify
new resources
¢ pharmacies may be able to administer
injections
e visiting nurses
¢ family members with medical background

Move to longer injection intervals

Use flexibility for timing of injection (giving it
earlier or later)

Consider giving a higher dose, which may last
longer

If giving an LAl is not possible, temporarily
prescribe oral medications again

COVID-19: coronavirus disease 2019; LAI: long-acting
injectable antipsychotic

Source: Adapted from reference 39

our field’s future and fostering a sense of
agency in our patients and in ourselves.
Major goals will be to preserve lessons
learned, maintain flexibility, and avoid a
return to unhelpful overregulation and
payment models that do not reflect the
flexible, person-centered care so impor-
tant for patients with SML¥
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Related Resources

« Huremovi¢ D (ed). Psychiatry of pandemics: a mental
health response to infection outbreak. Cham, Switzerland:
Springer Nature Switzerland AG; 2019.

« Ursano RJ, Fullerton CS, Weisaeth L, et al (eds). Textbook
of disaster psychiatry. 2nd ed. Cambridge, UK: Cambridge
University Press; 2017.

- Centers for Disease Control and Prevention. Coronavirus
(COVID-19). https://www.cdc.gov/coronavirus/2019-ncov/
index.html.

- American Psychiatric Association. Coronavirus resources.
https://www.psychiatry.org/psychiatrists/covid-19-
coronavirus.

« SMI Adviser. Make informed decisions related to COVID-19
and mental health. https://smiadviser.org/about/covid.

Drug Brand Names

Clozapine - Clozaril
Diazepam - Valium

Hydroxychloroquine
- Plaquenil
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