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A s physicians, we are traditionally taught to diagnose and
treat one patient at a time. The doctor-patient relation-

ship, that empathic alliance at the heart of medicine, reflects
our abiding commitment to caring for individual patients who
are suffering. However, during the COVID-19 pandemic,
suffering is occurring on a massive scale that threatens to
overwhelm the “one patient at a time” approach. Previous
large-scale national disasters, potentially less impactful than
COVID-19, resulted in significant mental health costs to so-
ciety.1 This suggests that the mental health “footprint” of the
current pandemic will be far-reaching and long-lasting, and
that proactive, preventive public health measures must be
taken to address the rapidly evolving, ongoing, and future
mental health effects of COVID-19.2

Disaster psychiatry, which combines elements of popula-
tion health and preventive medicine, offers insights into the
public health measures that can be taken to mitigate the mental
health effects of this pandemic and other disasters. In particu-
lar, it teaches us that communication with the public is key:
effective risk and crisis communication techniques3 that pro-
mote a sense of safety, calming, self- and community-efficacy,
social connectedness, and hope4 can alter the trajectory of
recovery for entire communities and populations.
Physicians have a critical role to play in communicating

with the public during the current crisis.We are de facto public
health leaders: our patients, institutions, and communities look
to us for expert guidance on the health consequences, includ-
ing mental health impacts, resulting from COVID-19 and
steps to effectively address those. We may have the opportu-
nity to provide resources or comments to media outlets,

hospital/clinic committees, community organizations (e.g.,
schools, places of worship), and other venues. As such, we
are ideally positioned to support public health by establishing,
in addition to a doctor-patient relationship between ourselves
and our patients, a “doctor-public relationship” between our-
selves and the communities looking to us for guidance.
Yet the role of public health leader and crisis communicator

during a pandemic or other disaster may be difficult for
physicians to intuit, as it requires us to speak to a diversity of
lay audiences in varied settings rather than to specific patients
in our offices. Here, we present a few important principles and
actionable steps in communication, gleaned from field expe-
rience and research literature in disaster psychiatry, that will
help physicians foster an effective “doctor-public relationship”
during COVID-19 and other disasters:

1. A range of psychological and behavioral responses
occurs following disasters, many of which do not meet
formal criteria for a psychiatric diagnosis. An overem-
phasis on diagnosis and treatment following COVID-19
and other disasters runs the risk of pathologizing what
can better be conceived of as normal reactions to
abnormal circumstances. Far more common and occur-
ring much earlier than psychological disorders are
distress reactions (e.g., insomnia, decreased feelings of
safety, irritability, distractibility) and health risk behav-
iors (e.g., increase in alcohol use, over-dedication to
work, family conflict), which can have profound
implications for public health despite the lack of a clear
diagnostic label.5 For instance, an increase in alcohol
use, even in the absence of a diagnosis of alcohol use
disorder, can result in numerous adverse consequences
(e.g., motor vehicle accidents, intimate partner violence,
medical errors, workplace presenteeism). Actionable
steps: Educate patients and the public on common and
expectable responses, facilitate the use of healthy coping
mechanisms, and inform about when to seek additional
assistance. Rephrase sensationalized language in a way
that normalizes reactions—e.g., by framing the gathering
of supplies in preparation for an emergency as “being
prepared” rather than “panic-buying.”

2. The behaviors that individuals choose to engage in
during this pandemic are largely dependent on the
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public’s perception of risk, rather than actual risk. Risk
perception has influenced decisions to practice physical
distancing, wear face coverings, and follow stay-at-home
recommendations. It has also influenced patterns of
routine and preventive healthcare utilization as well as
engagement with the economy, resulting in numerous
detrimental effects on physical and mental health.
Physicians can help prevent and mitigate the effects of
this costly imbalance between perceived risk and actual
risk during our nation’s reopening process by utilizing
established communication principles4 with our patients
and the general public that shape an accurate perception
of risk. Importantly, although we as physicians are
comfortable with medical language, research has shown
that use of scientific jargon impairs the ability of the
general public to process information and may under-
mine efforts at persuasion.6 Actionable steps: Provide
information that is timely, accurate, and updated; avoid
false reassurances; use credible messengers, such as
physicians and scientists; and limit medical jargon.

3. Beyond the written and spoken word, rituals and
symbols are powerful tools for creating togetherness.
With so many of our pre-established social and cultural
rituals being disrupted (e.g., weddings, funerals, religious
services, birthday parties, baby showers), it is particular-
ly important for people to create and incorporate new
rituals and symbolic acts to feel a sense of cohesion. As
studies of previous disasters have shown,7 rituals and
symbols often have the power to offer healing, create
connections, and bridge divides in a way that transcends
written or spoken word. For some, they may also be an
easier or more acceptable form of expressing emotion
than the use of language. Examples of new or modified
rituals created during the pandemic include drive-by
celebrations or events and collective clapping for health-
care workers at a set time in cities across the USA.
Actionable step: Encourage patients and the public to
create rituals and symbols to celebrate together, mourn
together, and help each other persevere.

Whether we know it or not, we are all receiving a “crash
course” in disaster psychiatry right now, with the daily chal-
lenges to mental health and wellbeing that the COVID-19
pandemic places on ourselves, our patients, our communities,
and our nation. Articulating and applying these principles
through skilled communication with the public enable

physicians to serve as both doctors and public health leaders,
and to harness the power of the “doctor-public relationship” to
speed our collective recovery in the post-pandemic world.
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