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Behavioral health problems are among the most commonly experienced adverse health effects of a
pandemic, and demand for services historically increases during a crisis. Almost everyone in the community
where an infectious outbreak occurs will feel some type of emotional effect as general anxiety increases
with fear of contamination and death, financial instability and loss, lifestyle changes, and uncertain futures.
Difficulty in coping with pandemic-related events can lead to confusion, panic, anxiety, depression,
hopelessness, loneliness, despair, and grief. Startling evidence of widespread distress among U.S. citizens
can be seen in the nine-fold increase in March 2020 in the number of calls to the Disaster Distress Hotline
reported by the Substance Abuse and Mental Health Services Administration (SAMHSA).1
According to the United States Centers for Disease Control and Prevention (CDC), limiting face-to-face
contact with others is the best way to reduce the spread of coronavirus disease 2019 (COVID-19). Research
has linked social isolation which may be experienced by many during a pandemic, to poor physical and
behavioral health.2,3 A review of the research on quarantine reported a high prevalence of symptoms of
psychological distress and disorder, including emotional disturbance, depression, low mood, irritability,
insomnia, post-traumatic stress symptoms, anger, and sleep difficulties.3 A recent Kaiser Family Foundation
COVID-19 tracking poll found 21% of those sheltering in place reported major negative mental health
effects resulting from worry or stress. This rate was significantly higher than the 13% of people not
sheltering in place who reported major negative mental health impacts from the experience.4 Social
isolation is a risk factor for relapse, and social connection is crucial for persons recovering from a substance
use disorder. A widely accepted tenet of addiction recovery is that loneliness and disconnection are
doorways to addiction. People who are isolated and stressed frequently turn to substances to self-medicate
and alleviate their negative feelings. Because of the isolation and disconnection associated with mitigation
measures necessary to control the coronavirus contagion, Ohio is likely to see more new people suffering
from addiction and more people who have dropped out of treatment and relapsed.5
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For many Ohio residents, the COVID-19 pandemic will have severe and long-lasting impacts on behavioral
health, as it is likely to be experienced as a sustained, traumatic event. According to Nielsen data, retail
alcohol sales currently are “soaring,” with online sales up 55% during the first two weeks of March.6 Many
people use alcohol and other drugs to ease stress and do not experience adverse effects, but for some
individuals, increased substance use leads to substance use disorders. Before the advent of the COVID-19
pandemic, the opioid epidemic was taking the lives of hundreds of U.S. citizens each day. Although it is too
early to properly evaluate public health data on opiate drug overdoses, anecdotal evidence from hotspots
with comorbid coronavirus and opiate epidemics point to a disturbing rise in overdose deaths.7 Infectious
disease epidemics are known to disproportionately ef-fect individuals of low socio-economic status and
marginalized groups such as individuals with medical and psychiatric conditions.8 People with both treated
and untreated behavioral health disorders are at higher risk of contracting COVID-19 as well as experiencing
relapse or a worsening of symptoms.9 For those with histories of trauma, symptoms may be heightened as
they re-experience intrusive and distressing memories, nightmares, or changes in thoughts and mood as
a consequence of pandemic-related stress. Between mid-February and mid-March 2020—a period when
public awareness of the COVID-19 pandemic in the United States came into full view, prescriptions for
anti-anxiety medications rose 34.1%, and increased for antidepressants (18.6%) and anti-insomnia drugs
(14.8%).10
The pandemic is also expected to have a disproportionate effect on family violence victims. As families
experience the stress of unemployment, reduced income, and limited resources in addition to an increase
in alcohol abuse— all known risk factors for family violence— some hotlines are reporting an increased
number of calls from family violence victims.11,12 Reports of a significant increase in gun sales in the U.S.
during March 2020 are particularly concerning given the link between access to firearms and incidence
of fatal domestic and community violence.13,14 But the strongest evidence for the disparate impact of
pandemic mitigation strategies on families at risk for violence is found in the research on past disasters with
similarities to the COVID-19 epidemic. Studies that have looked at the impact of unemployment and income
loss during the Great Recession of 2007-2009 found a 10% to 12% increase in intimate partner violence.15
Communities of color historically have had less access than white individuals to behavioral health services
and were less likely to receive needed care. Compared to 37.6% of white individuals, only 22.4% of Latinos
and 25% of African Americans receive treatment among adults needing mental health or substance abuse
services.16 With the disproportionate impact of COVID-19 on minority communities, we are facing the
likelihood of more African Americans and Latinos needing behavioral health treatment from a system
with longstanding disparities in access. Culturally appropriate education for providers is important, as
is outreach to communities of color to better understand behavioral health disease management. For
example, African American and Latina women are less likely to perceive a need for depression treatment
than white women.17 Educating minority patients impacted by COVID-19 about behavioral health and
available services could help reduce access disparities.
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Because children are dependent on others for food, shelter, safety, and transportation, they are especially
vulnerable to the situation-induced distress of the COVID-19 pandemic. School closures have disrupted
millions of students’ daily functioning, and stress levels have risen in families when parents are not able
to work or family members are ill. Witnessing the loss of loved ones to the disease and the cancellation
of rituals and traditions that help families cope with illness and death can further expose children to poor
behavioral health outcomes. In surveys conducted prior to the current pandemic, between 12% and 14%
of adolescents aged 12 to 17 were estimated to have anxiety and depression or to use illicit drugs, putting
them at higher risk for negative impacts related to pandemic-related disruptions.18
A consistent finding of the research on disasters is the relationship between the intensity of exposure to
disruptive events and the development or exacerbation of behavioral health disorders in the exposed
population.19 Gravely ill patients who survive COVID-19 infections and front-line health and safety workers
are two groups that experience highly intense exposure to pandemic-related events. Poor mental health
and functional disability is common in patients who experience a critical illness, where depression is five
times more common than is post-traumatic distress disorder.20 Behavioral health interventions need
to address major depressive disorder and grief in addition to post-traumatic stress disorder (PTSD), not
only among survivors of a disaster experience but also the front-line workers. Research on the impact of
epidemics on health and other front-line workers is limited, but there is evidence of acute stress disorder
among health care workers in the SARS epidemic, and disaster studies suggest a high risk of PTSD in general
for front-line workers.21
A report of suicide by a New York doctor treating COVID-19 patients underscores the psychiatric vulnerability
of health care workers.22 Research on the impact of epidemics on suicide is also limited, but there is reason
to believe suicide rates will rise as the pandemic spreads and has long-term effects on vulnerable groups
in the general population. Suicide prevention experts cite some evidence of increased death by suicide in
the United States during the 1918-19 influenza pandemic and among older adults in Hong Kong during the
2003 SARS outbreak.23 Studies that have looked at the relationship between suicide and disasters suggest
that suicidal ideation, plans, and attempts are more likely to start to occur several months after a disaster,
rather than immediately after it.24 Social isolation, bereavement, loss of employment, and financial stress are
well-established suicide risk factors; therefore, it is prudent to closely monitor the community and increase
screening of new and established patients for increased suicidality as a consequence of the COVID-19
pandemic.
OHIO’S BEHAVIORAL HEALTH SERVICE RESPONSE TO THE PANDEMIC
Formulating a response to the impact of the COVID-19 is complicated by economic threats the pandemic
has imposed on the behavioral health service system. In an April 2020 survey of Ohio behavioral health
providers, 51% of the survey’s 529 respondents identified financial concerns as a major challenge, while
37% reported they either planned to or had already furloughed staff in response to constraints associated
with mitigation of the pandemic. Survey respondents reported an average 35% reduction in combined
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average health insurance revenues from Medicaid, Medicare and commercial coverage, while 47% of survey
respondents reported they would need additional cash to continue operations for the next 60 days. In a
survey of providers around the District of Columbia, 60% of respondents reported having less than three
months’ operating funds on hand.25 A national coalition of behavioral health organizations in early April
requested of Congress a stimulus package of $38.5 billion to keep treatment providers solvent, with an
additional $10 billion more to respond to the coronavirus pandemic.26 The Substance Abuse and Mental
Health Services Administration (SAMHSA) on May 1 announced that Congress had allocated less than
1% of that amount— some $425 million in emergency funding— to shore up the states’ publicly funded
behavioral health systems.25 Ohio’s $2 million share of that emergency funding will be offset by reductions
in resources for behavioral health in FY20 and FY21, and perhaps into the future. Clearly, any response by
Ohio’s behavioral health system to an ex-pected surge in demand for services will need to take funding
challenges into account.
There have been relatively few epidemics in recent history to inform an appropriate behavioral health
response to the COVID-19 pandemic, but the existing data on infectious disease outbreaks and natural
disasters— in addition to public health principles— can be brought to bear on the development of a
response. A public health approach to fostering community and workplace resilience includes early
intervention, behavioral health education, leadership, mental health surveillance, and workplace and
community preparedness. Early intervention would include wider dissemination of Psychological First
Aid, which promotes safety, calming, community efficacy, connectedness, and hope through a resiliencefocused, population-based framework.27 Continuing behavioral health education would promote selfcare, information about warning signs, risk factors and the relationship between mental health, substance
use and other negative coping behaviors, and help with identifying appropriate professionals, services
and social supports.28 Increased behavioral health surveillance in primary care through routine screening
for depression, anxiety, and substance use and in school settings through early identification, screening,
and referral should be coupled with greater access to behavioral health treatment in general healthcare
settings.29
To adequately develop capacity that addresses a pandemic-related increase in service need, behavior-al
health treatment providers should plan for staffing shortages. Throughout the course of the pandemic,
there will be increased mental stress associated with the risk of contagion by staff and their family members.
Staff may need to care for ill family members and/or experience the loss of family members, friends, and
clients due to the disease. Absenteeism may run between 20% to 50% due to staff becoming ill, staying
home to care for family members, or refusing to go to work for fear of contracting the virus.30 The most
important factor influencing willingness of health care staff to report for duty during a pandemic is their
confidence that they can perform under emergency circumstances and that their response makes a
difference.31 To maintain trauma-informed care in behavioral health treatment environments, providers
should review and revise hygiene policies and practices, including use of staff sick leave, respiratory
etiquette, social distancing procedures, use of personal protective equipment, and the availability of
sanitation supplies such as disinfectants and face masks. Staff need to feel prepared for the duties they will
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be expected to perform under pandemic conditions.
Behavioral health outreach, education and messaging to communities and the public at large should
involve the use of electronic media to promote a sense of safety, connectedness, calming, hope, and
empowerment at the individual, family, and community levels.32 Community collaborations that strengthen
safety networks and resources for victims of domestic violence and assure access to recovery resources
for individuals with substance use disorders and mental illness will require some thinking outside the box
in an environment where access to libraries, schools, and churches likely will be restricted for months at
time. Collaboration with community partners to promote healthy coping, social cohesion, and resilience
will require some adjustment to a socially awkward “new normal” when teleconferencing is not feasible and
face-to-face contact requires the use of face masks and ample meeting space.
If not addressed, pandemic-related behavioral health problems can impede the well-being of individuals,
families, and communities, resulting in significant long-term health burdens. Consequently, it is important
to identify and screen children, youth, adults, and older adults for behavioral health problems and link them
to appropriate preventive, clinical, and recovery services. People likely to benefit from clinical services
aimed at addressing negative pandemic impacts are those whose distress is sustained by bereavement or
secondary stressors, and those whose distress is associated with functional impairment.19 For both groups,
behavioral health interventions should be strengths-based, with due recognition, empathy, and validation
given to the threats and challenges that quarantine and social distancing impose on recovery from mental
illness and substance use disorders. Opiate Use Disorder treatment providers are encouraged to find
ways to assure uninterrupted access to the most effective medications, perhaps through expanded use of
buprenorphine and methadone treatment delivery via mobile teams.8 Similarly, treatment providers to
persons with serious, persistent mental illnesses such as schizophrenia and bipolar disorder need to find
ways to assure continued access to medications and recovery support services necessary for successful
community tenure and the avoidance of hospitalization. For individuals experiencing sustained distress,
short-term solution- or trauma- or grief-focused interventions and recovery skills training are warranted;
for those experiencing functional impairment in response to pandemic-related trauma, longer-term
intervention such as Trauma-focused Cognitive Behavioral Therapy is appropriate.19
At a time when increasing numbers of individuals are seeking behavioral health care, some service providers
have reduced in-person capacity with patients to reduce the spread of contagion. Patients needing
services that historically have been delivered face-to-face increasingly are turning to video conferencing
and phone lines. Indeed, companies delivering virtual behavioral health care have seen a massive surge in
demand for services with COVID-19—with increases of 50% to 65% in February and March.13 The need to
maintain social distancing as a service component has led some scholars to declare the COVID-19 pandemic
a defining moment that will catalyze wide-scale acceptance of behavioral health treatment via electronic
media.33 As an event that has a major effect on human activity, the pandemic may indeed be an unforeseen
turning point when a significant portion of care is delivered through teleconferencing and the internet.
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Until the outbreak of coronavirus, the behavioral health field had been slow to adopt virtual services as part
of routine care, often because of state and federal regulatory requirements supporting a long-held belief
that the therapeutic alliance can only be established through face-to-face contact. A review of the research
on internet-based therapy suggests that post-traumatic stress disorder and panic and anxiety disorders
can be effectively treated in this manner.34 Prudent movement toward internet-based therapies must
accommodate the use of costly technology to assure compliance with privacy laws.
The COVID-19 pandemic is likely to be a game changer for health care in general, which can be taken as an
opportunity for rethinking the delivery of behavioral health care. Taking advantage of such opportunities
requires strong leadership at the national, state and local level, as the pandemic is expected to continue
over a period of many months— perhaps years— with an uncertain and difficult-to-predict pattern of
adjustment to the new normal. Planning for the delivery of behavioral health care and the dissemination
of public behavioral health services during this period should anticipate dynamic shifts in service need and
focus. Leadership responsive to the losses experienced during by patients and service providers should
communicate effectively and openly, provide accurate and timely information, encourage cross-system
collaboration and promote cohesion, and encourage growth while looking to the future.35 The fundamental
challenge for behavioral health leadership will be in balancing present problems and managing stressors
such as losses in revenue while seeking opportunities for the promotion of behavioral health.
PSYCHOLOGICAL & BEHAVIORAL RESPONSES TO DISASTERS & PANDEMICS

Distress Reactions
• Sleep difficulties
• Decreased sense of safety
• Physical (Somatic)
Symptoms
• Irritability, Anger
• Distraction, Isolation
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Psychiatric Disorders
• Depression
• Anxiety
• PTSD
• Complex Grief

Health Risk Behaviors
• Alcohol, Tobacco, Rx meds
• Family Distress
• Interpersonal conflict/violence
• Disrupted Work/Life Balance
• Restricted Activities/Travel

Ursano RJ, Fullerton CS, Weisaeth L, et al. (2017). Textbook of Disaster Psychiatry,
Second Edition, Cambridge, UK: Cambridge Univerity Press.
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