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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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The Handbook of Religion and Health provides the 
following definition of ‘religion’:

“Religion involves beliefs, practices, and rituals re-
lated to the transcendent, where the transcendent is 
God, Allah, Hashem, or a Higher Power in Western 
religious traditions, or to Brahman, manifestations of 
Brahman, Buddha, Dao, or Ultimate Truth/Reality in 
Eastern traditions…Religion is a multidimensional 
construct that includes beliefs, behaviors, rituals, and 
ceremonies that may be held or practiced in private or 
public settings, but are in some way derived from es-
tablished traditions that developed over time within a 
community.”[1]

For that reason alone, religion plays a very impor-
tant role in everyday psychiatric practise. Religious 
counsellors have played a very important part in deal-
ing with distress associated with psychiatric symp-
tomatology. During my days as a psychiatric resi-
dent in Edinburgh, our hospital chaplain, Rev. Murray 
Leishman,[2] a very dynamic minister at the Church of 
Scotland. He was also a trained psychoanalyst and he 
used his clerical and analytical training to excellent ef-
fect. It was Murray who was very largely responsible 
for the development of my interest in psychoanalysis. 
Much later, I was to learn, that it was Murray again 
who had convinced Rev. John McIntyre, the Chief 
Moderator of the Church of Scotland, to include a man-
datory spell in a psychiatric hospital for those training 
to be ministers. 

He firmly believed that spirituality could not be 
separated from mental wellbeing and always used to 
remind us that many of the very early psychiatrists 

(alienists) were trained clergymen. But he always cau-
tioned the tendency to overemphasize guilt in vulner-
able individuals, as that it could predispose people to 
severe depression and psychosis. Depression induced 
by over-religiosity was one of his favourite cliches. 

I personally became familiar with the term ‘reli-
gious melancholy’ while working for my philoso-
phy doctorate on existentialism and for years believed 
that it was coined by Soren Kierkegaard. Later, dur-
ing a visit to Utah, I happened to visit the Utah State 
University Special Collections Archive where I came 
across a paper ‘The Anatomy of Melancholy’ dated 
1628 which mentions:

“Excessive involvement in religious affairs can lead 
to persistent sadness.”[3] 

Source: Author’s doctoral dissertation



The Indian Practitioner d Vol.75 No.6 June 2022

Column

41

However, it was while I was working for my doc-
torate in history of medicine that I came across this 
term in a book that was published in 1692, and perhaps 
the only surviving copy exists in the Royal Society of 
Medicine Library. I am reproducing the front page of 
this book, [2] which, I am sure would fascinate any stu-
dent of history of psychiatric development. And one 
has to give a great deal of credit to the author, John 
Moore, for producing such a text in an era when the re-
ligious institutions in Britain were very powerful. 

I have reproduced the text as it appears in the book. 
Readers would note how similar Moore’s concepts 
were to Emil Kraeplin’s, who is generally regarded as 
the father of modern psychiatry.

Religious Melancholy According to John Moore in 1692...[4]

“Religious melancholy was the name given to any 
mental distress marked by a preoccupation with reli-
gious duties and relation to God and salvation. Often 
such persons are plagued by guilt feelings or ‘dread 
of those Punishments which he has threatened to in-
flict on unrelenting sinners’ despite ‘their sincere 
love of God’; they have ideas of unworthiness, find-
ing a flatness on their minds... which makes them fear, 
that what they do is so defective and unfit to be pre-
sented unto God, that he will not accept it; they suf-
fer from scrupulosity and are overpowered by ‘naugh-
ty and sometimes Blasphemous Thoughts’ which ‘start 
in their Minds, while they are exercised in the Worship 
of God’ despite ‘all their endeavours to stifle and sup-
press them.” 

This describes what are today called obsessions, 
namely recurrent, distressful thoughts, which enter a 
patient’s mind against his will and in spite of his efforts 
to exclude them. And since the more they struggle with 
them, the more they increase, “such patients”grow 
more dejected. This was the least understandable to 
Bishop Moore as indeed it still is to those who suffer 
from “these perplexing thoughts” since they are most-
ly good people, who are exercised with them. For bad 
men... rarely know anything of these kinds of thoughts. 
Like others, he argued that this was a good reason “to 
judge them to be Distempers of the Body rather than 
Faults of the Mind.”

However, his “Advice,” accorded with what one 
might call seventeenth century psychotherapy:

‘“Thoughts” should be “engaged in a good 
matter,”“Passions” kept “within due bounds.” Attempts 
be made “to chase away....gloomy Apprehensions,” and 
avoid being “mightily dejected” since “as you did not in-

vite them. So they continue with you much against your con-
sent ‘and’ God... nowhere had said, ‘that Men shall be con-
demned for their ungovernable thought, over which they have 
no dominion.” Therefore, instead of “a furious Combat 
with Melancholy Thought’s which are known to “increase 
and swell by vehement opposition ... and so make the Case 
worse” recourse should be had to “gentle Application of 
such comfortable things as restore the strength, and recruit 
the languishing Spirits that must quash and disperse these 
disorderly Tumults.” Finally, he wrote, “I exhort you not 
to quit your Employment.... For no business at all is as bad 
for you as too much: and there is always more Melancholy to 
be found in a Cloyster, than in the Market-place.”’

That such a book filled a real need is shown by the 
fact that it went into seven editions (1708) and that as 
late as 1780 by when mental diseases were engaging 
the attention of so many medical men. There appeared 
yet another, and incidentally the last of its kind by a 
clergyman, Benjamin Fawcett’s Observations on the na-
ture, causes and cure of melancholy; especially of that which 
is commonly called religious melancholy in Shrewsbury. 
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