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“Now this is not the end. It is not even the begin-
ning of the end.

But it is, perhaps, the end of the beginning.”

Winston Churchill1

O ver the past 2 months, we have witnessed Coro-
navirus Disease 2019 (COVID-19), the disease

caused by the novel pathogen SARS-CoV-2, devastate
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the health of citizens across the world and paralyze the
economy of the many countries, including the United
States (US). Disasters disproportionately affect poor
and vulnerable populations, and older adults with
mental illness are at higher risk for the physical com-
plications and psychiatric sequelae. The psychological
impacts of COVID-19 and associated quarantine can
range from short-term boredom and loneliness to
long-term anxiety, depression, and post-traumatic
stress disorder symptoms in vulnerable individuals.2,3

Lockdowns may also exacerbate pre-existing mental
illness and limit access to timely medical care.
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The US has the most confirmed cases of COVID-19
in the world at the time of writing this article.4 Geriat-
ric nurses, nursing assistants, psychologists, social
workers, physical/occupational/speech/recreational
therapists, environmental and food services techni-
cians, nurse practitioners, physician assistants, and
psychiatrists are at the forefront of safeguarding the
mental health of senior American adults for whom
COVID-19 may be most psychologically taxing. In
response, the pandemic has quickly altered nearly all
aspects of routine healthcare delivery including inpa-
tient, outpatient, and long-term care. Extensive
changes are also being encountered in specific treat-
ment interventions such as the administration of ECT
and prescribing practices for certain vital medications
like clozapine.5,6

Geriatric psychiatrists across the US engaged in an
extensive, informal series of communications during
the earliest days of the COVID-19 pandemic. Conver-
sations largely focused on how to best adapt clinical
services to digital platforms while maintaining qual-
ity of graduate medical education. Here we present a
thematic analysis of these digital correspondences.
The following quotes and insights were not selected
based on any formal methodological approach and
do not reflect a comprehensive representation of for-
mal geriatric psychiatry leadership. Rather, this article
captures an ad hoc series of voices and opinions of
how geriatric psychiatrists may face the numerous
challenges of COVID-19 together.

RAPID IMPLEMENTATION OF
TELEPSYCHIATRY

Geriatric psychiatrists play a critical role in ensur-
ing the continued mental health treatment of elderly
patients despite physical distancing. The pandemic
has catalyzed the adoption of telepsychiatry at record
speed as physical distancing becomes the new norm.
Key administrative issues for implementation include
licensure requirements; malpractice insurance; status
of insurance coverage for virtually delivered services;
adherence to confidentiality and security regulations;
and establishment of protocols for managing labora-
tory tests, prescriptions, and scheduling.7 However,
regulatory bodies have assisted by temporarily waiv-
ing numerous privacy policies around telepsychiatry
on March 17, 2020.8
2

Adapting mental healthcare delivery systems is espe-
cially challenging in a decentralized healthcare system
like the US where each state has unique legislative and
Medicaid reimbursement approaches to COVID-19.
Medicare is the largest insurer for older Americans, but
Medicare did not reimburse psychiatry for telemedicine
prior to COVID-19. This was literally a nonstarter for
telemedicine in a fee-for-service setting for older
patients. The necessity to evolve reimbursement models
during COVID has led Medicare to allow reimburse-
ment for telemedicine for the first time. This has been a
particularly monumental step towards widespread
implementation and sustainability of telepsychiatry
during and after the acute phases of the pandemic.

Heterogeneous healthcare systems are feeling a pre-
viously unimaginable impetus to expand their tele-
health capacity. Stanford University was able to
amazingly overcome years of regulatory and technolog-
ical hurdles to transition to telepsychiatry within a
week. Rates of expansion, however, largely depend on
pre-COVID functionality. Systems conducting virtual
visits beforehand were able to expand upon existing
protocols for the pandemic. Other practices were
already using an electronic medical record (EMR) with
a pre-existing, readily activated, embedded platform for
virtual visits. Otherwise, independent digital conferenc-
ing platforms like Zoom or VIDYO are being used to
conduct virtual visits while documenting in a separate
EMR. Systems still utilizing paper charts, however, are
experiencing a slower transitioning process. In these
instances, providers cannot access charts to review in a
remote treatment situation. Therefore, it has been neces-
sary to create protocols for retrieving and returning rele-
vant information to the remote location.

DISADVANTAGED POPULATIONS
WITHOUT ACCESS TO TECHNOLOGY

Many older adults face a steep technological learn-
ing curve or simply do not have the resources for vid-
eoconferencing. Practice sites are substituting calling
the patient and/or family member by phone when
video technology is not feasible. Other creative work-
arounds facilitate in-person, “virtual” visits for disad-
vantaged clients. Patients may come in-person to a
designated room near the entrance of the outpatient
clinic that houses a computer monitor already set up
to virtually speak to the remote provider. This
Am J Geriatr Psychiatry &&:&&, && 2020
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alleviates patients of the need to troubleshoot technol-
ogy while maintaining decreased physical exposure.
Staff clean the room after each visit. An alternate suc-
cessful strategy on inpatient units or long-term care
facilities is to have staff take a sanitized laptop or
mobile device directly to the patients. Devices are
cleaned between each patient.

WORKFLOW OF VIRTUAL VISITS

One first step of conducting virtual visits is to make
sure that patients and staff have access to clearly writ-
ten directions for use of digital technologies. It has
been found helpful to develop a series of workflow
instructions for both providers and patients with
screenshots and instructions for desktop and mobile
device access. It may also be beneficial to reach out to
patients ahead of the appointment to troubleshoot con-
nectivity issues and how to work with clinic staff.

The pace of virtual consults generally mirrors that of
in-person appointments. McLean Hospital staff and
psychiatrists call family members after the initial patient
visit to collect additional historical information, review
current assessment, and plan. Some hospital-based con-
sultations are not utilizing videoconferencing at all. At
the Tripler Army Medical Center in Hawaii, medical
colleagues including emergency physicians contact psy-
chiatrists, including geriatric psychiatrists, who review
the EMRs and provide phone consultations. If neces-
sary, patients may be interviewed using a phone with
the assistance of an emergency room staff member.
However, sometimes in person interview is done while
using appropriate personal protective equipment.

SPECIAL ASPECTS AND LIMITATIONS OF
VIRTUAL VISITS

Managing the therapeutic milieu is proving challeng-
ing with virtual visits. From a technological perspective,
the viewing area of the camera lens may restrict how
much of the patient and their surroundings may be
seen. It was also noted that the device microphone and
speakers may be insufficient for some patients with soft
voices or dysarthric speech. Ambient and background
noises may exacerbate difficulties hearing patients.
Establishing rapport with patients experiencing psycho-
sis or paranoia may be problematic when relying upon
Am J Geriatr Psychiatry &&:&&, && 2020
technology. Furthermore, some clinicians felt an
increased level of intimacy when videoconferencing
with patients in their personal homes versus a more
neutral clinic setting. Some providers even expressed
that having patients view the inside of their homes dur-
ing visits felt somewhat intrusive.

The practice of electroconvulsive therapy (ECT)
has been modified and limited by the need for per-
sonal protective equipment for droplet precautions
and the need to maintain physical distancing through
telehealth.9 McLean Hospital has reduced its volume
of ECT by about 30% by restricting its use to hospital-
ized inpatients with acute needs and outpatients
undergoing maintenance treatments. If the clinical sit-
uation of the patients permits, they are attempting to
substitute the missing ECT treatments with less inva-
sive modalities like transcranial magnetic stimulation
and ketamine. In other instances, physical distancing
and reliance upon virtual visits has required cancella-
tion of all but essential operations. At Stanford Uni-
versity and Saint Louis University, ECT has been
primarily reduced to patients receiving court-ordered
ECT, inpatients, and emergencies.

COVID-19 AND SOCIAL ISOLATION FOR
PATIENTS WITH DEMENTIA AND

DELIRIUM

Physical and social isolation from caregivers and
family members poses challenges for individuals
with delirium and dementia during the COVID-19
pandemic.10 The presence of family and friends is
well-known to benefit patients coping with disorien-
tation, thus healthcare providers are busier than ever
while compensating for patients’ lack of family sup-
port. The pandemic is also creating increased patient
acuity and/or volumes that frontline providers must
treat. Moreover, the presence of masks impedes facial
recognition and interpersonal reassurance to those
patients who desperately need to reorient.

The psychiatric needs of our patients with demen-
tia and delirium are greater than ever. The primary
indications of new inpatient and/or nursing consults
largely reflect these elevated needs. Indeed, the pri-
mary indications for psychiatry consults at the Tripler
Army Medical Center in Hawaii include depression,
anxiety, dementia, delirium, other neuropsychiatric
disorders, decisional capacity evaluations, and end of
3
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life issues. Virtual consults have certain drawbacks,
however. Executive function tests administered by
pen and paper may be less feasible when virtually
performing cognitive examinations for patients with
dementia or delirium. Online versions of these tests
are available to bypass this limitation should patients
have access to a compatible device.

Healthcare workers are wholeheartedly seeking to
go the distance to address these new needs of our
patients. Many long-term care facilities are making spe-
cial efforts to digitally connect patients with their loved
ones by facilitating video chats and by posting resident
pictures daily on a private Facebook site. Special efforts
are also being made to check on the wellbeing of
patients’ families. In recognition of the efforts of our
colleagues, mental health workers are banding together
to provide additional support to frontline staff. For
example, some faculty at Stanford University are
reported to be volunteering their services as peer sup-
ports to exhausted frontline providers.

REDEPLOYMENT OF STAFF AND
REPURPOSING OF CLINICAL FACILITIES

Redeployment of some psychiatrists and residents
across the US has necessitated a broader scope of
practice, especially in the most affected areas. Mount
Sinai Hospital is located in New York City, America’s
most impacted city. Trainees at Mt. Sinai may be sent
to various clinical areas depending on staffing needs.
This is typically first to psychiatry primary services
but may also include sending trainees to medical
units. Fellows may be called to function as attendings
in their primary specialities. Stanford University is in
a relatively less affected area than New York City.
There, residents and fellows were not redeployed
until several weeks after the beginning of the pan-
demic. Others, like UConn Health in central Connecti-
cut and Saint Louis University in Missouri, have not
been redeployed at all as of mid-April 2020. Nonethe-
less, contingency plans are being designed through-
out the country should the need arise to lend staffing
support to medical specialties while continuing
appropriate psychiatric care.

In addition to redeployment of staff, there has been
conversion of hitherto psychiatric or rehabilitation
facilities. In some instances, both general psychiatry
and geriatric psychiatry units are being converted to
4

single patient rooms only to allow for maximum
physical distance between patients. An unfortunate
consequence is that overall capacity on inpatient units
decreases. Other units are being repurposed to
expand space for COVID-19 patients. For example,
rehabilitation facilities may be converted to treat
COVID-19 patients with mild illness or those in con-
valescence. Concerns arise about how to best protect
vulnerable and elderly nursing home residents. Staff
protection during unit repurposing is also a noted
concern, such as when personal faculty offices are
being used to hold meetings without masks. More
broadly, we have seen recommendations around geri-
atric and long-term care facilities drafted and re-
drafted as our colleagues wrangle with the fluidity
and rapid evolution of the pandemic.11

RESIDENCY EDUCATION

Resident education continues in some form in most
states of the US, but it appears to vary according to
the degree of severity of COVID-19 in that geographic
region. Across the country, face to face meetings have
been cancelled. At Mt. Sinai, graduate medical educa-
tion is in an “emergency pandemic status” in areas
that are hardest hit, like New York City. All classes
and lectures have been suspended there. Didactic cur-
riculum teaching is proceeding in modified fashion
by Zoom in less impacted areas. Zoom is also replac-
ing in person interactions for morning resident teach-
ing rounds, supervision, lectures, and meetings. The
Teaching and Training Committee of the American
Association for Geriatric Psychiatry is developing a
series of didactic lectures that will be posted on the
American Association for Geriatric Psychiatry web-
site for residents during their geriatric psychiatry clin-
ical rotation.

PATIENT AND PROVIDER SATISFACTION
DURING COVID-19

Overall, patients and their families have been recep-
tive to the use of these unfamiliar technologies as a
means of unifying efforts to combat the pandemic.
Many providers also reported feeling satisfied with
their ability to provide time-efficient, quality mental
healthcare from a digital platform. Providers express
Am J Geriatr Psychiatry &&:&&, && 2020
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being able to complete most aspects of the mental status
examination and a modified neurological examination
with observation of gait, posture, facial expression, and
upper extremity tremor/lower extremity movements.
Some aspects of psychiatric care, however, cannot be
replicated without person to person contact. Subtle dif-
ferences in body language, facial expressions, and slight
vocals alterations are far more difficult to be detected
using digital technologies.

The practice limitations during COVID-19 have led
to some deep self-reflections amongst America’s most
senior psychiatrists. For some, a nostalgia for pre-
COVID, in-person patient care leads to contemplations
of early retirement should the field require a prolonged
time to reinstate person to person care as previously.
Other providers on inpatient services expressed a
desire to join their colleagues in delivering in-person
patient care while yet being unable to do so due to per-
sonal health risk factors and/or age. In all cases, the
sense of kinship and solidarity remains.

CONCLUSION

We are in the very early days of adapting person-
ally and professionally to COVID-19. We write with
trepidation at what lies ahead but also with a sense of
camaraderie and kinship as we know we face this
challenge united. It will be imperative that geriatric
psychiatrists continue to demonstrate altruism, resil-
ience, solidarity, hope, perseverance, and flexibility
Am J Geriatr Psychiatry &&:&&, && 2020
during these difficult times. We are buoyed that geri-
atric psychiatrists continue to electronically traverse
geographical borders and are collaborating to pre-
pare, plan, and deliver the best possible care to their
patients and frontline colleagues. Furthermore, we
continue to educate the next generation of health pro-
fessionals to the best of our abilities during this time.

Ongoing international and interdisciplinary collab-
oration will be essential. It will also be essential that
we advocate for older Americans who are at elevated
risk of being marginalized and experiencing direct
and indirect harm from COVID-19. As we continue to
work together through this pandemic, we must
remind colleagues and broader society of the adage
popularized by the 16th US Surgeon General, Dr.
David Satcher: “there is no health without mental
health.”
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