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Commentary

Need to Brace Ourselves for Major Mental Health Is-
sues Post COVID-19 Pandemic

produce meningitis associated with significant mor-
bidity and mortality, presenting symptoms including 
headache, nausea, nuchal rigidity, confusion, lethargy, 
and apathy to be confirmed by the examination of CSF. 
Bacterial meningitis may also result in brain abscess, 
with seizures and various psychiatric symptoms pre-
vailing depending on the size and location of the ab-
scess. Successful treatment with empirical antibiotics 
and primary excision of the abscess may still result in 
persistent psychiatric symptoms. In cases of viral en-
cephalitis, psychiatric symptoms are very common in 
the acute phase and recovery, especially mood disor-
ders. Major disability can result, including symptoms 
of depression, amnestic disorders, hypomania, irritabil-
ity, and disinhibition (sexual, aggressive, and rageful) 
even months after recovery. Psychosis may also rarely 
result. Standard treatments with antidepressants, stim-
ulants, mood stabilizers, neuroleptics, and electrocon-
vulsive therapy should be applied [1].

Individuals may suffer potentially permanent cog-
nitive deficits secondary to illness or its treatments 
that will require cognitive rehabilitation. In cases of 
delirium, if the resultant encephalopathy is severe or 
persistent, pharmacologic interventions with antipsy-
chotics (such as haloperidol 0.5–20 mg/ day) and mood 
stabilizers (such as valproic acid up to 60 mg/kg/ day) 
should be considered. Also, psychosocial interventions 
will need to be implemented to maintain safety and 
care for someone who may no longer be able to care for 
themselves. 

 In the wake of an infectious disease outbreak, the 
loss of functioning imparted by illness may leave sur-
vivors feeling demoralized, helpless, and in a state of 
mourning over the loss of the person, they used to be. 
If the patient experiences marked distress or significant 
impairment in social or occupational functioning, they 
may meet DSM-V criteria for adjustment disorder. Ther-
apeutic interventions in those instances should focus 
on helping individuals regain a sense of autonomy and 
mastery through rehabilitation. It is helpful to focus on 
gaining immediate control over some specific aspects of 
their lives, as well as helping the persons identify and 
link with agencies and supports in the community [2]. 
Psychotherapy, both individual and group therapy, if 
available, can help survivors come to terms with the 
loss of functioning.

 If the patient is left with significant depressive 

We are battling a pandemic of unprecedented pro-
portions. Healthcare professionals are working 

round the clock to curtail this global menace. It is very 
likely that we would soon be able to slow down the 
alarming rate at which the illness is spreading and from 
the reports in the medical journals that I have been pe-
rusing, we would be able to procure a vaccine in due 
course. The price that the entire humankind has had to 
pay is huge by any reckoning and everyone is looking 
forward to the day when we would not approach the 
newspapers with the degree of trepidation that we are 
doing so today. 

But I worry that we are more or less completely un-
prepared for the psychiatric sequalae of this COVID 19 
which we would have to confront very soon. As a mem-
ber of several international medical relief missions, I 
have myself noticed the major mental health issues that 
emerge in nearly every major epidemic - and it is a fair 
bet that this episode would not be any different.

Providing psychiatric care to survivors and health-
care workers in the aftermath of a pandemic outbreak 
is a complicated, but crucial, imperative in the service 
of reducing the burden of human suffering. Challenges 
will abound on multiple levels, but there is no substi-
tute for preparedness. Knowledge of assessment, differ-
ential diagnosis, medical complications, and treatment 
will aid the psychiatric care provider in developing a 
treatment approach for these patients who are most 
vulnerable during their greatest time of need. One must 
first consider the psychiatric sequelae of surviving the 
illness, its complications, and the complications of its 
treatments. In the acute phase of illness, even small foci 
of infection can produce psychiatric symptoms ranging 
from mood changes and irritability to cognitive dys-
function to psychosis. Neuropsychiatric manifestations 
may even present as the first signs of infection in an oth-
erwise well-appearing patient. Hematogenous spread 
of bacteria or virus to the central nervous system can 
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“I will remember that I remain a member of society with special obligations to all my fellow human beings.” 
– Hippocratic Oath
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Should the medical professionals resort to strike in 
extreme situations? This is an ethical conundrum 
that has resulted in countless debates. There is a 

strong lobby that believes that come what may, an indus-
trial action by a physician in the form of withdrawal of 
services is an immoral act. There are others who believe 
that while withdrawal of labour should be avoided in 
most situations, there are circumstances in which this can 
be contemplated. 

Way back in 1977, I was myself spearheading a phy-
sician’s strike in Kanpur when a Deputy Minister for 
Health presented himself at the Medical College Hospital 
along with a drunken colleague and suspended three 
doctors on the spot for no rhyme or reason. The Doctors’ 
Association in Kanpur decided to protest and I recall my 
lengthy meetings with the District administration. Later I 
was summoned by the then Chief Minister and his Health 
Minister. The Health Minister, to his credit acted imme-
diately before the agitation spread to the other cities. The 
Deputy Minister for Health concerned was sacked imme-
diately and we resumed work.

I must confess though that after witnessing the mag-
nification of suffering during those few days, my views 
underwent a radical transformation. I became convinced 
that come what may, there could be no justification for 
either the physicians or the nurses to go on strike as the 
worst effected were the most vulnerable sections of the 
society.

Over the years, I have observed medical professionals 
being taken for granted, at times physically and verbally 
abused  and I must confess to being gripped by a dilem-
ma once again-I am simply not certain whether there is 
any other option realistically available to the medical pro-
fession in certain extreme situations. 

Strikes are very much in the news these days. Industrial 

action, in whatever form, is nothing new and in principle, 
I support the rights of organized labor to use any legiti-
mate means at its disposal to draw attention to the egre-
gious injustices which can be proven and demonstrat-
ed. What I am against is the now too common practice of 
medical personnel, specifically doctors and pharmacists, 
threatening or engaging in work stoppage of any kind in 
a country like India. I say this not because I do not recog-
nize that doctors have rights as individuals. My position 
here is simple: Strikes cause harm, sometimes irrepara-
ble, to patients who are in no position to influence the out-
come of any conflicts between the government and doc-
tors. More importantly, I argue that some jobs, specifical-
ly that of doctors have what I call an implicit moral com-
ponent, thereby rendering the willful withdrawal of ser-
vices from patients an immoral act. 

Moral theory focuses on right and wrong. Moral is-
sues are weighty matters that have occupied philoso-
phers throughout history: from Greek philosophers such 
as Aristotle and Plato. I draw on some basic moral tradi-
tions to show that in our special circumstances where the 
vast majority of patients who use public hospitals are the 
weakest members of our society, it is unethical and a vi-
olation of their fundamental human rights to deny them 
services to force the hands of the government to negotiate 
employment conditions.

The first framework I discuss is utilitarianism. 
Utilitarianism suggests that moral actions are those that 
produce the best overall result for the majority of people. 
The utilitarian argues that what is important is the satis-
faction of human happiness or the reduction of human 
suffering. For all the Hippocratic Oath is worth, it’s main 
declaration of “do no harm” is most consistent with utili-
tarian arguments that the best sort of decision is one that 
minimizes harm. The utilitarian judges actions in terms 
of the outcomes the action produces. In this case, motives 
and intentions for making a particular decision are not 
important; the result is what matters. Here you can say 
they have good intentions. This moral framework would 
nonetheless argue that the decision is not ideal because 
in the end, majority of patients would suffer. The lesson 
here is that we have to consider the consequences of our 
actions. While it is true that the doctors, as a minority, al-
so have rights, the aspirations of the majority here trump 
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their legitimate needs. This and other weaknesses of the 
framework exist. However, it still enlightens us in this 
case. No matter the arguments, the main issue here is that 
the doctor’s strike is causing harm to the majority of the 
most vulnerable people.

Immanuel Kant and his followers (Kantians) speak 
to us as reasonable individuals. Here the focus is not on 
the results of our actions but rather on the principles by 
which we act. Kant suggests that a moral person makes 
decisions based on what is right, regardless of the conse-
quences. Kant adds that the best moral choices are those 
that you would want other people to make, even if that 
choice would harm you or those close to you. The idea 
here is that you are acting as a principled person. For ex-
ample, a doctor, knowing well that their mother who 
lives away in their village might need emergency care 
at the nearest Government Hospital, nevertheless casts a 
vote for a doctor’s strike. Kant would say this doctor vot-
ed on principle. However, before we start celebrating, we 
ought to look at some additional caveats Kant raises. For 
lack of space, I will raise just three key questions from this 
view. To act, we must ask (1) Does our action set a posi-
tive or negative example for others to follow in the future? 
(2) Is this an action that other reasonable people will be-
lieve is proper? (3) Does the action respect or at least not 
abuse human dignity? 

I think doctors’ strikes fail on all three points. A strike 
by essential service personnel, especially doctors sets 
a bad precedent. There will be chaos each time an ag-
grieved group of essential services people decides to go 
on strike. I believe governments the world over recognize 
this and that is why they pass laws that forbid essential 
service personnel such as doctors and police from going 
on strike. I am not sure that most reasonable people agree 
that it is appropriate to deny care to the sick. Worse yet, 
this sort of strike abuse the dignity of patients.

The Greek philosophers, Plato and Aristotle challenge 
us to live our lives a certain way. Like the previous frame-
work, this one speaks to us at a personal level. It its sim-
plest form, their view is for us to “Do the Right Thing, 
Always.” They urge us to develop our character and 
make decisions that we believe a person who has char-
acter (a virtuous person) would make. If we reverse the 
roles and we find the doctors at the receiving end of the 
scale, would they like services to be withheld from them? 
I do not think so. 

It is enlightening to remind readers that there are 
three main groups of people (stakeholders) directly asso-
ciated with an industrial strike by doctors in public hos-
pitals. They are the doctors themselves, the government, 
and of course the patients. Clearly, the patients are in the 
weakest position. They are incapable of influencing the 
outcomes of any disputes between the other two parties. 
Indeed, they are not the key actors here. Ironically, they 

are people who stand to lose the most, at least in the short 
term. The government has institutional power it can draw 
upon to press its point. The doctor has a privileged posi-
tion and their knowledge and expertise confer a unique 
form of power on them that they can use as a bargain-
ing chip. Now, patients have no power here. They remain 
most vulnerable. As the well-known and often quoted 
proverb goes “when two elephants fight, it is the grass 
that suffers.” 

Doctors, like most professionals have years of school-
ing and training. Doctors acquire very important skills af-
ter their long, strenuous years of training. Their patients 
then become the beneficiaries of their effort and hard 
work. For the most part, people only see the physician 
when they are not well. The patient goes to see the phy-
sician because they want to get well. This is an important 
point. An ill individual is already in a vulnerable posi-
tion. They need help. Sometimes, when that help is not 
forthcoming immediately, they may die. Therein lays the 
moral dimension. Morality, seem simply as right versus 
wrong, compels all of us to aid those who may be suffer-
ing. For the sick person, the doctor is almost playing the 
role of God here. The patient and doctor relationship is 
one of absolutely trust. It at once creates a moral contract. 
This implicit moral contract should not be taken lightly 
and physicians through history seem to have recognized 
that.

Having made all the arguments against the idea of 
physicians striking work, I am still in a dilemma about 
the appropriateness of this position when it comes to cer-
tain extreme situations where this reluctance to resort to 
industrial action is cruelly exploited. A few years ago, we 
witnessed a disgraceful instance of an errant police officer 
forcing his way inside the medical college in Kanpur and 
indulging in unapologetic thuggery and violence which 
made national headlines. What was most disconcerting 
and shameful is that this errant cop enjoyed political sup-
port. The doctors went on a strike to seek redress. In this 
case, the doctors were agitated not over their stipend or 
conditions but the lack of the most fundamental security 
that was owed to them. Sadly I had to concede that in this 
case the strike was justified. 

At this stage of my career, I hold the position that when 
it comes to the most fundamental security being denied, 
an industrial action on part of the medical community 
cannot be condemned unequivocally. I would therefore 
hope that a permanent dispute resolution mechanism of 
a credible nature be put in place by every government to 
preclude this possibility. 

Is anyone listening!
						      +


