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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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“The patient is quite willing to describe and discuss with the doctor all his other troubles and complaints, to which, 
as he says, he is a ‘martyr’ - his indigestion, headaches, liver troubles, his rheumatism, his gout, and his ‘neuritis’. 
But the subject of his teeth is his own affair - one between himself and his dentist. And the doctor regards it as 
such. ‘It is a matter of teeth and dentistry,’ with which he cannot deal. ... It is not ‘a matter of teeth and dentistry’. 
It is an all-important matter of sepsis and antisepsis that concerns every branch of the medical profession, and 
concerns very closely the public health of the community. It is not a simple matter of ‘neglect of the teeth’ by the 
patient, as is so commonly stated, but one of neglect of a great infection by the profession ...

No one has probably had more reason than I have had to admire the sheer ingenuity and mechanical skill con-
stantly displayed by the dental surgeon. And no one has had more reason to appreciate the ghastly tragedies of 
oral sepsis which his misplaced ingenuity so often carries in its train. Gold fillings, gold caps, gold bridges, gold 
crowns, fixed dentures, built in, on, and around diseased teeth, form a veritable mausoleum of gold over a mass 
of sepsis to which there is no parallel in the whole realm of medicine or surgery. The whole constitutes a perfect 
gold trap of sepsis of which the patient is proud and which no persuasion will induce him to part with. For has it 
not cost him much money, and has he not been proud to have his black roots elegantly covered with beaten gold, 
although no ingenuity in the world can incorporate the gold edge of the cap or crown with the underlying surfaces 
of the root beneath the edges of the gums. ... Such are the fruits of this baneful so-called ‘conservative dentistry’. ... 
Conservative it is, but only in one sense. It conserves the sepsis which it produces by the gold work it places over 
and around the teeth, by the satisfaction which it gives the patient, by the pride which the dentist responsible for it 
feels in his ‘high-class American work’, and by the inability or unwillingness to recognise the septic effects which 
it produces. ... The medical ill effects of this septic surgery are to be seen every day in those who are the victims of 
this gilded dentistry ... In no class of patients and in no country are these, in my observation, more common than 
among Americans and in America, the original home of this class of work.”

– William Hunter, 1910
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I have, right from my days as a medical student, wondered why 
it was considered necessary for dentistry to have an indepen-
dent existence from the other branches of medicine. It has al-

ways appeared bizarre and incongruous. After all dental care is an 
integral component of health and dental conditions do have a bear-
ing on the other parts of the body affecting nearly every system. It 
was reassuring to learn that one of the recognized all-time greats 
battled with the same dilemma.

I did pose a few interrogatories as to how this separation came 
about and its desirability but never quite received a satisfactory 
answer. Some of my colleagues were of the view that treatment of 
dental conditions involved only very short term medical attention 
and no hospitalization hence its existence as a separate profession 
was justified. This somehow did not seem a credible explanation 
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as there are other medical specialties where hospital-
ization is hardly ever required. Our medical school did 
have a bed in the medical ward assigned for derma-
tological patients but in all my time there, I can recall 
it being occupied only once with a pemphigus patient 
receiving care. Yet it was nobody’s case -and rightly 
so-that dermatology should be separated from rest of 
medicine.

Ironically, the most popular dental surgeon in the 
metropolis was Dr. Aslam who took up dentistry on-
ly after his comprehensive medical training when he 
went to Paris. But he remains the only such physician I 
knew of until decades later I was apprised of Dr. Pleus 
from Lustmuhle in Switzerland. 

As to the desirability of amalgamation of dentistry 
with the mainstream medicine, the general view was 
that since this status has been accepted, it would not 
be in public interest to alter the situation as it existed 
-and still does. Most surprising was the fact that even 
in the West with its inquisitive academic tradition, 
such an incongruous separation does not invite any 
debate. One of my Swiss colleagues did try to raise this 
issue but did not find any takers. The World Medical 
Association and the World Dental Association have re-
mained silent on this anomaly as has been the World 
Health Organization. 

Clearly this confers disadvantage to the dental pro-
fession. Despite a very well established specialty which 
is every bit as essential as the other specialties, no den-
tal surgeon has ever made it to the top of the medi-
cal echelon such as the chief of the WHO-or even as-
pired for it. But the existence of dentistry as a separate 
profession has conferred a major disadvantage to the 
mainstream medicine as well. We are given hardly any 
instruction on the intricacies of dental problems and 
the most rudimentary skills needed. At least that was 
the state of affairs when I was a medical student about 
45 years ago and my understanding is that things have 
not changed in this regard.

The legitimate question of course is that do we need 
to acquire preliminary skills in dentistry in our basic 
medical training as we do of other specialties. I believe 
we do. Not very often we do come across patients with 
dental problems who do turn up at the clinics in remote 
centres not just in India but in many other countries I 
have worked in where dental surgeons are not avail-
able; we simply do not have the skills to handle the 
contingency which to me is most unfortunate. There 
is an acute shortage of dentists in remote areas - per-
haps even more so than general practitioners and spe-
cialists, and until this is effectively addressed, I think 

a short period of dental apprenticeship maybe during 
the internship stage would be desirable. Conversely, 
there is also a case for the dentistry recruits to famil-
iarize themselves with some of the systematic manage-
ment of the certain conditions which might be expect-
ed to emerge in the course of dental management. This 
fact was of course recognized when it was decided to 
extend full prescribing rights to dental surgeons - and 
rightly so!

In effect I am stating that even if there is no consen-
sus on amalgamation, there is a strong case for the two 
professions to maintain a strong link with each other 
which presently does not exist. Comprehensive health-
care is woefully incomplete unless we incorporate den-
tal care and hygiene.

This somewhat artificial separation of the two pro-
fessions had a very interesting corollary. When I was 
working towards a doctorate in history of medicine, in 
a seminar on ‘The Most Primitive Surgical Procedures 
Known to Medicine’ at Cambridge in which I partici-
pated, I ended up upsetting a few experts when I ques-
tioned their assertion that the earliest known surgical 
procedures performed on the human beings were cir-
cumcision, gall-bladder, and trepanning of the skull 
followed by Caesarian section. My contention was 
that the earliest known surgical procedures in this re-
gard were dental operations -evidence exists that den-
tal surgery was actively practiced was back in 3000 BC.

Evidence of dental decay has been found in teeth 
from skulls that are 25,000 years old and archaeologists 
have evidence of the first dental fillings in teeth from 
people who lived around 8000 BC in the Indus Valley 
Civilization. The first written reference to dental de-
cay is found in a Sumerian text from 5000 BC. Ancient 
Egyptian papers dating as back as far as 3700 BC have 
references to diseases of the teeth, and describe sub-
stances to be mixed and applied to the mouth to re-
lieve pain. The first references to dentists are in ancient 
Egyptian texts from 2700 BC, and refer to a doctor who 
specializes in treating teeth. Greek writings from 1300 
BC by Aesculapius, a Greek physician, discuss extract-
ing (or pulling) diseased teeth. Moving forward into 
5000 BC, the Sumerians blamed tooth worms as the 
cause of any dental issues, with the worms boring little 
holes in your teeth and hiding out inside. (Reportedly 
some ancient doctors even mistook nerves as tooth 
worms and tried to yank them out. Ouch!)  The idea 
that a worm travelled through your mouth and was the 
cause of dental pain lasted until it was proven false in 
the 1700s. In ancient Greece, Hippocrates and Aristotle 
wrote about treating decayed teeth as well as having 
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teeth extracted to keep mouth pain away. The concept 
of having a tooth extracted from the mouth through 
using forceps was often used to treat many diseases in-
to the middle ages.

Although books and reviews on the history of den-
tistry usually start with a description of the evolu-
tion of medicine and dentistry during the existence of 
Sumeria, Babylon and Ancient Egypt, and the prac-
tice of dentistry among Hebrews, Phoenicians and 
Chinese, Greeks and Romans, those then practicing 
the three ill´s (“drill, fill and bill”) business (essen-
tially some kind of micro-carpentry) were lay people 
without the academic education required for a mod-
ern dentist. And this was still the case during the early 
part of the 19th century. Teeth are part of the body and, 
therefore, should have been a matter of medical inter-
est. But while some physicians dedicated considerable 
time to dental research, the medical profession in gen-
eral apparently neglected the treatment of dental dis-
orders which they regarded as rather superficial trou-
bles of short duration and very rarely life-threatening.

In medieval Europe, in the 1300s to the 1500s, the 
elite were aware of the importance of keeping their 
teeth clean and even had liquids to help whiten their 
teeth. People’s tooth troubles were treated by their own 
remedies or by barber surgeons. Barber surgeons were 
jacks-of-all-trades and pulled teeth, performed minor 
surgery, cut hair and applied leeches. The barber den-
tists usually pulled teeth to treat decay, but they also 
knew how to fill cavities and created false teeth out of 
human teeth and cow bone. 

All this is not so very different from the develop-
ment of mainstream medical profession. The late Roy 
Porter was justifiably regarded as a pioneer in the his-
tory of medicine. He is single-handedly credited with 
acquainting an entire generation with the history of the 
development of the healing profession with his classic 
volume named ‘The Greatest Benefit to Mankind’. I be-
lieve this book should be read by every medical prac-
titioner (Here I do have to declare myself - Roy was 
an acquaintance whom I had the pleasure of nominat-
ing for the fellowship of the Royal Historical Society). 
But even this book, comprehensive in every regard on-
ly has a passing reference to dentistry.

It was between 1650 and 1800 that the concepts be-
hind what we now think of as dentistry got its start. 
The man behind the science was 17th century French 
Physician, Pierre Fauchard. He is called ‘The Father of 
Modern Dentistry’, and he was the brains behind ma-
ny of the procedures still used in today’s society. For 
instance, he was the man behind the thought process 

for dental fillings, and he also helped to explain that 
acids from sugar are a major source of tooth decay.

In 1866 Lucy Hobbs became the first woman 
dentist when she graduated from Ohio College of 
Dental Surgery-considerably before Elizabeth Garret 
Anderson became the first female ‘physician’.

Delving into the history of dentistry, I came across 
some very interesting facts:
q Dental researchers (they do exist) have been sur-

prised to find that there are grooves in the teeth of 
prehistoric humans that seem to be similar to those 
caused by current day dental floss and tooth picks.

q It is said that the ancient Chinese were the first to 
use toothbrushes. They made them from pigs’ necks 
or used pieces of wood to create “Chew Sticks”.

q Invisalign braces were first made public in May of 
2000, but centuries before, orthodontics were being 
perfected. Edward H. Angle created a simple classi-
fication for crooked teeth in the late 1800s, and that 
system is still used today. He also started the first 
school of orthodontics in 1901.

q Contrary to popular belief, George Washington’s 
teeth were not actually made from wood. 
Researchers in Baltimore found that his false teeth 
included gold, ivory, human, and animal teeth. In 
that time, horse and donkey teeth were often used 
to supplement the real thing.

q One of the first known professional dentists was an 
Egyptian named Hesi-Re who lived around 3000 
BC.  His tomb included the inscription, “the great-
est of those who deal with teeth…”

q If you had a toothache and when to Roman doc-
tor, Archigenes, around 15 A.D., he’d make an oint-
ment of roasted earthworms, crushed eggs of spi-
ders, and spikenard.  Next, he’d drill a hole in the 
tooth causing you pain and place this ointment in-
side to relieve it. 
Very similar anecdotes shall be found in Roy’s book 

when he elaborates the development of the medical 
profession. There are clearly some advantages in keep-
ing the two professions separate which a lesser mor-
tal like myself cannot fathom at this moment. But we 
would do well to remember that their underlying phi-
losophy which includes ethical principles is identical. 
For that reason alone, it would be in my view to the 
advantage of both the professions if their interactions 
were enhanced both formally and informally.
      +


