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5.	 Inpatient treatment, too, is largely limited due to 
restriction of bed availability  (e.g., conversion of 
various healthcare systems into COVID‑19 hospitals) 
and also for the fear of nosocomial transmission of the 
infection.[2] This restriction interferes with the patients’ 
autonomy to avail of inpatient treatment. At the same 
time, long‑stay patients with dual diagnoses in the 
residential settings are at a higher risk of developing 
COVID‑19  (due to overcrowding and poorer general 
health condition).[5] Despite the risk, it is difficult to 
discharge patients, because of their limited acceptance 
in the society, whereas there is a risk of the rapid spread 
of infection in the inpatient setups.

The basic tenets of medical ethics are beneficence, 
nonmaleficence, autonomy, and justice.[6] The Mental 
Healthcare Act, 2017 revolves around autonomy, which allows 
the patient’s right for confidentiality, the right to choose 
or refuse a particular treatment modality, and the right to 
community living. The government must ensure these rights, 
but the psychiatrist is endowed with the implementation of 
the rights.[7] In this extraordinary situation of the pandemic, 
the state is not able to ensure these rights, but the psychiatrists 
stand at the crossroads. Here, beneficence conflicts with the 
patient’s autonomy and confidentiality. It warrants a rational 
prioritization from the mental healthcare providers.
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Online group cognitive behavioral therapy for panic buying: Understanding 
the usefulness in COVID‑19 context

Sir,

Cognitive behavioral therapy  (CBT) is a specialized and 
structured form of psychotherapy for various psychiatric 
disorders. It is often problem focused, time bound and is 
well accepted by the mental health professionals.[1] CBT 
can be delivered to the client in conventional therapeutic 
settings  (face‑to‑face interaction) as well as through 
teleconsultation/telepsychiatry  (online CBT). Similarly, it 

can be carried out through individual sessions or group 
sessions.[2] The CBT targets erroneous thinking (cognition) 
and dysfunctional behaviors. It allows the client to 
understand the psychodynamics behind the distressing 
experience. It also enables the client to identify the potential 
domains of intervention.[3] The classical five‑area model of 
CBT explains how an erroneous thought in a particular 
situation (context) is responsible for distressing emotions, 
unacceptable physical sensations, and maladaptive 
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behavior. It also helps in convincing the client that any 
change in the cognition or behavior may result in resolution 
of the negative experiences.

During this current COVID‑19 pandemic, there have 
been reports of panic buying, globally.[4‑6] Although 
panic buying is not considered as a disorder, it caused 
significant disruption of social integrity and produced 
chaos. The explanatory models that describe panic 
buying highlight the underlying cognitive distortions 
and maladaptive behaviors,[6] which need to tested 
empirically.

Although panic buying behavior was reported previously, 
it comes into the focus during this COVID‑19 pandemic 
again. However, it is an under‑researched problem and 
there is a dearth of literature exploring its multiple 
aspects, such as psychopathology, cultural variation, 
social impact, and appropriate preventive measures.[5] It 
can be episodic or persistent over a period of time; can 
be demonstrated by fewer individuals or a larger group 
of people; can be focused to a particular product  (toilet 
tissue or onion) or wide ranges of products; can be 
spotted in adversity  (disaster or outbreak) or during 
the ceremonial eve. When it affects a larger mass, 
it gets reinforced by the process of social learning, 
resulting in a challenging situation to address. As it is 
not a disorder and because it mostly manifests itself in 
sparse episodes during adversities or emergencies, it is 
unlikely that the individuals involved in panic buying will 
seek a psychiatric consultation. Moreover, due to the 
surrounding situations  (social distancing or lockdown), 
long‑term face‑to‑face consultation should be considered 
as an expected setting.

An adequate awareness, regarding social disruption 
and remedial measures, could be the primary condition 
regarding the panic buying during the emergency 
situation like COVID‑19. Individuals who indulge the 
behavior repeatedly, getting distressed by it, acknowledge 
their panic buying behavior, and have the willingness to 
change it can be addressed through CBT. Online group 
CBT could be a potential option. The governmental 
or public health authority of the local community, 
national psychiatric society, and even the supermarkets 
can arrange or take the lead to arranging it. Cognitive 
restructuring and behavioral modification strategies 
may be useful in the process of CBT for panic buying. If a 
structured therapy session is not possible, then at least 

adopting the core skills (thought challenging, gathering 
evidence, and preventing the maladaptive responses) 
used during CBT may be used for reducing the panic 
buying behavior. Figure  1 explains the five‑area CBT 
model of panic buying.

Existing evidence supports that internet‑based CBT is 
having comparable effectiveness such as the face‑to‑face 
conventional CBT.[7] Considering the challenges of 
face‑to‑face interaction during COVID‑19 pandemic, CBT 
can be delivered through telepsychiatry. Individuals with 
similar psychopathology can avail the group online CBT 
intervention. When privacy becomes a concern for some 
clients, their needs can be addressed through individual 
online sessions.

As an emerging issue, different perspectives of panic buying 
have been coming out day by day. Here, we have attempted 
to explain the usefulness of online group CBT for panic 
buying in COVID‑19 context. Panic buying is an ill‑defined 
entity. For example, we do not have simple metrics to 
quantify this. In addition, during a crisis like the COVID‑19 
pandemic, it may be difficult to delineate the real worries 
and exaggerated ones. Empirical research on this subject 
may be expected once definitions are in place. Before then, 
a suggestion may be the debate about handling using CBT.
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Figure  1:  Five‑area cognitive behavior therapy model 
explaining panic buying
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COVID‑19 pandemic and implications for graduate medical training

Sir,

The COVID‑19 pandemic has forced sweeping, and probably 
durable, changes in personal habits, lifestyles, and patterns 
of social interaction. The education system, too, has seen 
many changes with the need for social distancing forcing 
the suspension of traditional classroom teaching and a rise 
in adoption of remote learning approaches such as virtual 
classrooms, e‑learning, and m‑learning. The current times, 
though indeed distressing, also offer a unique opportunity to 
revamp medical education so as to equip budding doctors with 
the necessary skills to respond to changing demands of the 
society with confidence and enthusiasm. Below, we outline a 
few key areas in medical training that need to be revisited:
1.	 Bedside clinics in medicine, an integral part of medical 

training, may need to be modified so as to ensure social 
distancing and minimize face to face contact. In a recent 
guideline statement,[1] the Association of American 
Medical Colleges, suggested that medical schools 
temporarily suspend clinical rotations for trainees. This 
will free up some additional time which may be utilized 
to finish the didactic components of training till the 
situation normalizes. To implement this, administrators 
will have to consolidate and restructure the academic 

calendar appropriately. A less disruptive strategy would 
be to have virtual clinics with real or simulated patients 
which can even be recorded to facilitate asynchronous 
“anytime‑anywhere” learning. Clearly, the challenge 
for medical educators is to design clinical immersion 
experiences while adhering to the requirements of the 
“new normal” environment, where quarantines and 
social distancing will be needed.

2.	 There is virtually no focus on organized epidemic 
or disaster training and public health preparedness 
in the ongoing medical curriculum. This may make 
many doctors feel inadequate about responding to 
the care needs of disaster victims. An Indian study of 
undergraduate medical trainees[2] showed that 95% of 
respondents never got any training or demonstration in 
disaster medicine and only 16% felt confident of tackling 
public health emergencies. There is wide variability in 
disaster training methods adopted by different medical 
schools. One medical school described a comprehensive 
8‑h course comprising lectures, simulation exercises, 
and full‑scale hospital disaster drills in which the 
students participate as the victims.[3] Introducing 
disaster medicine training early in the curriculum, 
having brief but mandatory rotations with the National 
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