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Background: Short-term follow-up studies of severe
acute respiratory syndrome (SARS) survivors suggested
that their physical conditions continuously improved in
the first year but that their mental health did not. We in-
vestigated long-term psychiatric morbidities and chronic
fatigue among SARS survivors.

Methods: All SARS survivors from the hospitals of a lo-
cal region in Hong Kong were assessed by a constella-
tion of psychometric questionnaires and a semistruc-
tured clinical interview for the Diagnostic and Statistical
Manual of Mental Disorders (Fourth Edition) to deter-
mine the presence of psychiatric disorders and chronic
fatigue problems.

Results: Of 369 SARS survivors, 233 (63.1%) partici-
pated in the study (mean period of time after SARS, 41.3
months). Over 40% of the respondents had active psy-
chiatric illnesses, 40.3% reported a chronic fatigue prob-
lem, and 27.1% met the modified 1994 Centers for Dis-
ease Control and Prevention criteria for chronic fatigue
syndrome. Logistic regression analysis suggested that

being a health care worker at the time of SARS infection
(odds ratio [OR], 3.24; 95% confidence interval [CI], 1.12-
9.39; P=.03), being unemployed at follow-up (OR, 4.71;
95% CI, 1.50-14.78; P=.008), having a perception of so-
cial stigmatization (OR, 3.03; 95% CI, 1.20-7.60; P=.02),
and having applied to the SARS survivors’ fund (OR, 2.92;
95% CI, 1.18-7.22; P=.02) were associated with an in-
creased risk of psychiatric morbidities at follow-up,
whereas application to the SARS survivors’ fund (OR, 2.64;
95% CI, 1.07-6.51; P = .04) was associated with in-
creased risk of chronic fatigue problems.

Conclusions: Psychiatric morbidities and chronic fa-
tigue persisted and continued to be clinically significant
among the survivors at the 4-year follow-up. Optimiza-
tion of the treatment of mental health morbidities by a
multidisciplinary approach with a view for long-term re-
habilitation, especially targeting psychiatric and fatigue
problems and functional and occupational rehabilita-
tion, would be needed.
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T HE WORLD WAS STRUCK BY A

severe acute respiratory
syndrome (SARS) pan-
demic in 2003, resulting in
considerable morbidities

and mortalities. A substantial proportion
of SARS survivors experienced SARS-
related physical complications, includ-
ing avascular necrosis (AVN),1 pulmo-
nary fibrosis,2 and hypocortisolism.3 The
physical conditions of most of the pa-
tients continuously improved in the first
year of follow-up, but their mental con-
ditions showed limited signs of improve-
ment.4 The 1-year follow-up study after the
outbreak found that some SARS survi-
vors had persistent mental problems.4,5

Many studies found that the status of being
a health care worker at the time of SARS
infection,5-10 the severity of the infection,

and the dosage of steroid usage were re-
lated to the short-term mental outcomes.
However, these studies were limited by the
relatively modest sample sizes and the re-
liance on self-reported questionnaires. In
addition, prominent fatigue was com-
monly reported among SARS survivors, but
its magnitude was seldom investigated. In
this regard, there was a dearth of long-
term follow-up data regarding the men-
tal sequelae and the impact of fatigue
among these patients. We investigated the
long-term aftermath of SARS survivors, fo-
cusing on psychiatric morbidities, chronic
fatigue, and associated factors.

METHODS

When SARS affected the whole territory of
Hong Kong, 1755 individuals were infected, and
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the hospitals of our local region (New Territories East Clus-
ter) treated about one-quarter of the SARS patients. All of these
Chinese survivors with confirmed SARS infection were in-
vited to participate in the study. Those with known neurologi-
cal or pituitary diseases were excluded. The data were col-
lected from December 2005 through July 2007. Personalized
letters were sent to all eligible individuals and included an in-
troduction explaining the research aim and method. Subse-
quent telephone contacts were made for invitation to partici-
pate in the study and arrangement of the interviews.

DATA COLLECTION

Patients who agreed to participate in the study were asked to
complete a set of questionnaires and to undergo a semistruc-
tured clinical interview by trained clinicians. The question-
naires included detailed demographics, background history,
and psychometric scales, including the Chinese versions of
the Hospital Anxiety and Depression Scale (HADS)11 and Im-
pact of Event Scale–Revised (CIES-R).12 The HADS cutoff was
set at 16, for suggesting potential anxiety and depressive
problems as suggested by our data at the early and recovery
phases.13 In addition, a set of self-constructed questions was
also included to document the perceived impairment in vari-
ous aspects, including the perception of stigmatization and
medicolegal issues. The degree of social stigmatization was as-
sessed by asking if the participants perceived any stigmatiza-
tion because of their SARS infection, with a grading of 1 (no
stigmatization) to 4 (always perceived stigmatization). Psy-
chiatric diagnosis was determined by a validated Chinese ver-
sion of the Semistructured Clinical Interview for the Diagnos-
tic and Statistical Manual of Mental Disorders (Fourth Edition)
(SCID)14 by trained interviewers. They were also assessed for
the presence of chronic fatigue by using (1) the modified cri-
teria for chronic fatigue syndrome (CFS) according to the
Centers for Disease Control and Prevention (CDC) (1994
version),15 in which the exclusion criteria for psychiatric dis-
orders were omitted, and (2) a self-reported Chinese version of
the Chalder Fatigue Questionnaire16 (the questionnaire was
translated from English to Chinese then back from Chinese to
English). Because there were a number of batteries and assess-
ments to be tested, the logistics of the study were divided into 3
parts: (1) general questionnaires that comprised most of the
questionnaires described herein, (2) clinical interviews for the
SCID, and (3) chronic fatigue assessment. These 3 parts were
completed within a month if possible once the individual con-
sented to participate in the study. This study was approved by
the local ethics review committee.

STATISTICAL ANALYSIS

The patients were classified into 2 groups: survivors with
psychiatric illnesses (hereinafter, psychiatric group) and sur-
vivors without psychiatric illnesses (hereinafter, nonpsychi-
atric group). The groups’ comparisons on continuous vari-
ables were analyzed by t test while categorical variables were
analyzed by �2 test. Fisher exact test was used when the
expected count of categorical variables was smaller than 5.
To ascertain the associated factors for psychiatric morbidi-
ties and chronic fatigue, respectively, the odds ratio (OR)
was determined by adjusting the duration of follow-up with
logistic regression analysis of backward stepwise procedure
in separate models. The cutoff point of the selected variables
for logistic regression was fixed at P� .10. The level of statis-
tical significance was set at P =.05. Statistical analysis was
performed by using SPSS software (version 17.0; SPSS Inc,
Chicago, Illinois).

RESULTS

There were 410 SARS survivors who had received treat-
ment in the local hospitals of our regional cluster. Com-
pared with the whole population of patients with SARS
in Hong Kong, our study participants had no significant
difference in terms of sex ratio and median age (whole
population vs our cluster of participants, respectively: male
sex, 44.3% vs 42.1% [P =.43]; median age, 40 years vs
41 years [P =.35]). Eight persons were excluded owing
to subsequent confirmation that they had not been in-
fected by SARS. Twenty-eight people had died, and 5 were
excluded because they had emigrated (n=3), were non-
Chinese (n=1), or had been diagnosed as having pitu-
itary disease (n=1). In total, 369 SARS survivors were
eligible for the study. Among them, 74 SARS survivors
had been lost to follow-up, and 62 individuals refused
to participate (Figure). Eventually, 233 survivors were
successfully recruited to the study, giving an overall re-
sponse rate of 63.1%. Among these participants, 181
(77.7%) participated in the clinical interview, 170
(73.0%) completed the questionnaires, and 146
(62.7%) completed chronic fatigue assessment. A total
of 124 (53.2%) completed all 3 parts of the study, in-
cluding the clinical interview, questionnaires, and
chronic fatigue assessment.

The mean (SD) age of the respondents was 43.3 (13.7)
years, and 70.4% of the individuals were female. Most
of them were married (65.3%), and 40.0% had at least a
tertiary education; 68.4% of them were working at the
time of the study, while unemployment, retirement, and
being a housewife accounted for 8.4%, 8.4%, and 14.9%,
respectively. Compared with the nonrespondents, re-
spondents were more likely to be female, but the 2 groups
did not differ by age and SARS-related acute treatment
(including steroid treatment and intensive care unit [ICU]
admission) (Table 1).

The mean duration of post-SARS follow-up was 41.3
months (range, 31-51 months) after the SARS epi-

Recruited (63.1% response rate)233

Eligible369

Total patients in database410

Nonrespondents136
Refused62
Lost to follow-up74

Died28

Excluded5

Had not had SARS8

of 233 (77.7%) Completed the clinical interview181
of 233 (73.0%) Completed the questionnaires170
of 233 (62.7%) Completed the chronic fatigue assessment146
of 233 (53.2%) Completed all parts of interviews124

Figure. Flowchart of the recruitment of the study participants. SARS
indicates severe acute respiratory syndrome.
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demic. Comparing the psychiatric and nonpsychiatric
groups, the nonpsychiatric group had a slightly longer
duration of follow-up study (psychiatric group: mean du-
ration of follow-up, 39.6 [6.8] months; nonpsychiatric
group: 43.0 [5.9] months; P� .001). Those with chronic
fatigue symptoms responded to the study earlier than
those without (chronic fatigue group: mean duration of
follow-up, 37.8 [5.4] months; non–chronic fatigue group,
42.1 [5.9]; P� .001).

PSYCHIATRIC MORBIDITIES
IN SARS SURVIVORS

Among the 181 individuals who participated in clinical
interviews at follow-up, 6 (3.3%) had a history of psy-
chiatric disorders before contracting SARS. At the time
of follow-up, a total of 77 (42.5%) had experienced at
least 1 active psychiatric illness as determined by the SCID.
The most common diagnoses were posttraumatic stress
disorder (42 of 77 survivors [54.5%]), depression (30 of
77 [39.0%]), somatoform pain disorder (28 of 77
[36.4%]), panic disorder (25 of 77 [32.5%]), and obses-
sive compulsive disorder (12 of 77 [15.6%]).

Comparing survivors with psychiatric morbidities vs
those without, there were no significant differences in
sex, socioeconomic factors, severity of the illness dur-
ing acute infection, and physical comorbidity or com-
plications like AVN (Table 2). There was impairment
of the ability to work among those in the psychiatric group,
as suggested by the higher percentage of individuals hav-
ing no gainful employment at follow-up. The work im-
pairment was also found among health care workers.
Health care workers who had been ill with SARS and had
psychiatric morbidities were more likely to quit their
medical-related work after SARS. Overall, the psychiat-
ric group had higher percentages of survivors involved
in SARS-related litigation and application to the SARS sur-

vivors’ trust fund, which was set up by the local govern-
ment to compensate for the physical and mental dys-
functions of patients with SARS. Those with psychiatric
morbidities perceived more social stigmatization. Logis-
tic regression was performed, controlling for the dura-
tion of follow-up and a history of psychiatric disorders.
Results suggested that being a health care worker dur-
ing the SARS epidemic (odds ratio [OR], 3.24; 95% con-
fidence interval [CI], 1.12-9.39; P=.03), being unem-
ployed (including being a housewife or retired) at

Table 1. Comparison Between Respondents
and Nonrespondentsa

Characteristic

Group

Nonrespondents
(n = 136)

Respondents
(n = 233)

Age, mean, y 42.4 (16.2) 43.3 (13.7)
Male sex 77 (57.5) 69 (29.6)b

Smoking 3 (2.5) 13 (5.6)
Physical comorbidity 22 (18.3) 49 (21.0)
Oxygen treatment required in

2003
48 (40.0) 82 (35.2)

Treatment with mechanical
ventilation in 2003

7 (5.8) 11 (4.7)

ICU admission in 2003 21 (17.6) 36 (15.6)
Dosage of steroid in 2003,

mean (SD), mgc
647.1 (583.8) 697.0 (691.4)

Received steroid replacement
therapy at follow-up

30 (25.2) 63 (27.0)

Abbreviations: ICU, intensive care unit; SARS, severe acute respiratory
syndrome

aData are presented as number (percentage) unless indicated otherwise.
bP � .01.
cHydrocortisone equivalent dosage.

Table 2. Comparison of Patients Without vs Those With
Psychiatric Morbiditiesa

Characteristic

Group

No Psychiatric
Illness

(n = 104)

With Psychiatric
Illness

(n = 77)

Demographics
Age, mean (SD), y 44.0 (15.2) 45.6 (12.0)
Male sex 38 (36.5) 19 (24.7)
Educationb (n = 72) (n = 52)

Primary or below 7 (9.7) 11 (21.2)
Secondary 31 (43.1) 26 (50.0)
University 34 (47.2) 15 (28.8)

Marital statusb (n = 72) (n = 52)
Single/divorced/widowed 26 (36.1) 16 (30.8)
Married 46 (63.9) 36 (69.2)

Physical comorbidity 27 (26.0) 12 (15.6)
Avascular necrosis 1 (1.0) 2 (2.6)
Family history mental illnessb 6 (8.5) 7 (13.7)
With family member infected

with SARSb
21 (29.2) 12 (23.1)

Employment as hospital staff
in 2003

43 (41.3) 43 (55.8)c

Treatment information
Oxygen treatment required in

2003
40 (38.5) 26 (33.8)

Treatment with mechanical
ventilation in 2003

7 (6.7) 4 (5.2)

ICU admission in 2003 21 (20.4) 10 (13.2)
Dosage of steroid in 2003,

mean (SD), mgd
662.0 ± 482.2 842.2 ± 1000.6

Follow-up data
Working statusb

Not workinge 17 (23.6) 24 (46.2)f

Employed as hospital staff
at follow-up

41 (39.4) 34 (44.2)

Hospital staff who had quit
health care–related work
at follow-up

2 (1.9) 9 (11.7)f

Applied to SARS survivors’
fundb

22 (30.5) 30 (57.7)f

Involved in SARS lawsuitb 3 (4.2) 11 (21.2)f

Experienced social
stigmatizationb

11 (15.3) 29 (55.7)f

Received steroid replacement
therapy at follow-up

30 (25.2) 63 (27.0)

Abbreviations: ICU, intensive care unit; SARS, severe acute respiratory
syndrome.

aData are presented as number (percentage) unless indicated otherwise.
bSet up by the local government to compensate for the physical and mental

dysfunction of patients with SARS. Total, 124: 72 nonpsychiatric cases and 52
psychiatric cases.

cP � .05.
dHydrocortisone equivalent dosage.
e“Not working” includes being a housewife, retired, or unemployed.
fP � .01.
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follow-up (OR, 4.71; 95% CI, 1.50-14.78; P=.008), hav-
ing the perception of social stigmatization (OR, 3.03; 95%
CI, 1.20-7.60; P=.02), and having applied to the SARS
survivors’ fund (OR, 2.92; 95% CI, 1.18-7.22; P=.02) were
associated with an increased risk of psychiatric morbidi-
ties at follow-up.

The mean (SD) CIES-R scores of the study cohort were
as follows: intrusion domain, 1.66 (1.00); avoidance do-
main, 1.27 (0.97); and hyperarousal domain, 1.76 (1.04).
Sixty-five participants (27.9%) met the cutoff criteria for
the intrusion domain; 41 (17.6%) met the cutoff criteria
for the avoidance domain; 78 (33.5%) met the cutoff cri-
teria for the hyperarousal domain. The mean (SD) scores
for the HADS domains were 7.4 (4.5) for the depression
domain and 7.6 (4.4) for the anxiety domain, and 83 par-
ticipants (35.6%) surpassed the cutoff criteria for HADS.

CHRONIC FATIGUE AMONG SARS SURVIVORS

Chronic fatigue was found to be common among both
psychiatric and nonpsychiatric groups. The prevalence
rate according to the Chalder fatigue questionnaires
(chronic fatigue score �4 and symptoms lasting for �6
months) and the modified CDC 1994 criteria15 for CFS
were 40.3% and 27.1%, respectively. Those with fatigue
symptoms were more likely to have comorbid active psy-
chiatric disorders (Table 3).

Most sociodemographic and medical variables (in-
cluding the use of steroid replacement therapy, severity
of SARS, and medical complications like AVN) were not
associated with the development of fatigue (Table 3). Lo-
gistic regression showed that a shorter duration of fol-
low-up study (OR, 0.89; 95% CI, 0.83-0.96; P=.003) and
application to the SARS survivors’ fund (OR, 2.64; 95%
CI, 1.07-6.51; P=.04) were associated with a chronic fa-
tigue problem in SARS survivors.

COMMENT

To our knowledge, this study is one of the largest long-
term studies of the mental comorbidities of survivors in
the aftermath of the SARS epidemic. The results demon-
strated that the rates of psychiatric morbidities, chronic
fatigue, and resultant functional disabilities were persis-
tently high and clinically significant. The persistence of
psychiatric morbidities among the SARS survivors who
participated in our study was alarming. Reviewing the
results from previous post-SARS cohorts, the psychiat-
ric morbidities measured by standardized question-
naires ranged from 10% to 35% in the acute phase of the
infection (acute phase to 1 month after SARS)9,17 to 64%
at the 1-year follow-up.5 Although the prevalence rate of
psychiatric disorders in these studies varied with the strin-
gency of the applied psychiatric tools, it showed a trend
of progressive rise after the event, and our data further
suggest that the trend continued as time passed.

The strong association with occupation as a health care
worker at the time of infection17 was replicated in our
study. We also found that those hospital workers hav-
ing psychiatric morbidities were more likely to give up
their employment as medical care workers after infec-

tion with SARS. It suggested that the occupational risk
among health care workers who face acute, life-
threatening disaster should not be neglected, and the as-
sociated psychological and functional impairment can be
considerable. Implementation of a health care policy that
supports service for the emotional needs of ill health care
workers is essential. Regarding long-term impairment fac-
tors, a lack of gainful employment, perceived social stig-
matization, and application to the SARS survivors’ fund
were found to be closely associated with the persistent
psychiatric morbidities in our studies. Although the causal
relationships of these factors with psychiatric morbidi-
ties could be interactive and bidirectional, our findings
suggested that poor functional rehabilitation and adap-

Table 3. Comparison of Patients With and Without
Chronic Fatiguea

Characteristic

Non–Chronic
Fatigue Cases

(n = 51)

Chronic
Fatigue
Cases

(n = 73)b

Demographics
Age, mean (SD) 41.2 (13.7) 43.0 (11.9)
Male sex 19 (37.2) 18 (24.7)
Education

Primary or below 5 (4.0) 15 (20.5)
Secondary 23 (45.1) 34 (46.6)
University 23 (45.1) 24 (32.9)

Marital status
Single/divorced/widowed 18 (35.3) 24 (32.9)
Married 33 (64.7) 49 (67.1)

Physical comorbidity 7 (13.7) 17 (23.3)
Avascular necrosis 1 (2.0) 1 (1.4)
Active psychiatric illness 12 (23.5) 39 (73.0)c

With family member infected
with SARS

14 (27.5) 19 (27.1)

Employment as hospital staff
in 2003

23 (45.1) 40 (54.8)

Treatment information
Oxygen treatment required in

2003
18 (35.3) 28 (38.4)

Treatment with mechanical
ventilation in 2003

2 (3.9) 5 (6.8)

ICU admission in 2003 7 (13.7) 14 (19.4)
Dosage of steroid in 2003,

mean (SD), mgd
805.9 (771.7) 652.9 (630.3)

Follow-up data
Working status

Not workinge 15 (29.4) 26 (35.6)
Employed as hospital staff

at follow-up
21 (41.2) 36 (49.3)

Applied to SARS survivors
fundf

11 (21.6) 40 (55.6)c

Involved in SARS lawsuitf 1 (2.0) 13 (17.8)c

Experienced social
stigmatization

71 (13.7) 33 (45.2)c

Received steroid replacement
therapy at follow-up

14 (27.5) 26 (35.6)

Abbreviation: SARS, severe acute respiratory syndrome.
aData are presented as number (percentage) unless indicated otherwise.
bDefined by Chalder fatigue questionnaires (chronic fatigue score �4 and

symptoms lasted for �6 months).
cP � .01.
dHydrocortisone equivalent dosage.
eNot working” includes being a housewife, retired, or unemployed.
fSet up by the local government to compensate for the physical and

mental dysfunction of patients with SARS.
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tation after SARS were major issues among SARS survi-
vors. Perceived social stigmatization among SARS sur-
vivors could be present in both the acute and recovery
phases. At the time of acute infection, the dreadful na-
ture of the illness, its initial obscure pathologic charac-
teristics, and the associated quarantine procedures could
have resulted in disproportionate and undesirable label-
ing of the patients, even when their infection had cleared.18

After recovery, the residual physical symptoms of pain
and fatigue are often regarded as vague and unsubstan-
tiated. In addition, the functional decline and lengthy com-
pensation and litigation processes associated with SARS
infection might further increase others’ skepticism about
the survivors’ illness and possibly the rejection of them.
Alternatively or synergistically, the negative cognition re-
lated to psychiatric disorders may sensitize SARS survi-
vors’ interpersonal difficulties and hence amplify their
perception of stigmatization.

Apart from psychiatric disorders, complaint of promi-
nent chronic fatigue was common among the SARS sur-
vivors. The high prevalence of chronic fatigue problems
in SARS survivors with both psychiatric and nonpsychi-
atric disorders suggested that psychiatric disorders per
se did not fully account for the chronic fatigue prob-
lems. Our study found that application to the SARS sur-
vivors fund was associated with chronic fatigue, even af-
ter controlling for psychiatric morbidities. Instead of being
a causative factor, the relationships could be bidirec-
tional. On the one hand, application to the SARS survi-
vors’ fund partially reflects the degree of disability re-
sulting from chronic fatigue symptoms, while on the other
hand, involvement in lengthy SARS-related litigation
might perpetuate the chronic fatigue symptoms.

Given the commonness of chronic fatigue symptoms
among SARS survivors and its occurrence independently
of the psychiatric morbidities, the etiology and patho-
physiologic mechanisms should be investigated. In this re-
gard, there has been postulation about the possible in-
volvement of cortisol status and chronic fatigue.19 Among
SARS survivors, most were treated with high doses of cor-
ticosteroids during the acute infection phase of the dis-
ease, and some of them continued to be treated with ste-
roid replacement therapy during the recovery phase.
Hypocortisolism was reported in almost 40% of SARS sur-
vivors 1 year after the infection.3 However, our study did
not find any association of a chronic fatigue problem with
the use of steroid treatment during the acute phase or at
follow-up. Nonetheless, additional measurement of the
subtle adrenal status and future workup, including dy-
namic hormonal challenge testing of these individuals,
would be needed for the clarification of the role of corti-
sol status in the development of chronic fatigue among
SARS survivors. Apart from the cortisol involvement, the
role of disaster in mediating fatigue via immunological dys-
functions, including cytokine disturbances, has been sug-
gested.20,21 During acute SARS infection, cytokine storm
had been demonstrated,20 and cytokine disturbance was
closely associated with somatic and painful conditions.22

More research is needed to delineate the long-term asso-
ciation of endocrine status and cytokine dysfunctions with
psychiatric disorders and chronic fatigue in the cohort of
SARS survivors.

Some limitations of this study need to be addressed.
First, the overall response rate was about 63%, and some
participants did not complete all parts of the study. None-
theless, the response rate of the current study was al-
ready higher than most of those in previous reports, in
which the response rates were relatively low, mostly be-
low 50%, for other SARS cohorts.9,17,23 In addition, there
might be some potential response bias as reflected by a
higher percentage of female respondents. However, we
attempted to minimize this bias by tracing the nonre-
sponders, and the comparison of the demographics of the
respondents and nonrespondents suggested a similar age
and severity of SARS infection between the 2 groups. Also,
there were some slight differences (a few months) in the
duration of the follow-up study between the respon-
dents and nonrespondents. We tried to control for this
factor of differential duration of follow-up study in the
regression analysis. Furthermore, we tried to limit the
time frame for completion of the various parts of the study
to 1 month for each individual. The other limitation of
this study is that the information on medical complica-
tions was retrieved from medical records and reports from
study participants. Additional physical workup, espe-
cially on hormonal profiles, would provide more infor-
mation and directions for future studies.

CONCLUSIONS

The mental impact of SARS persisted and remained clini-
cally significant among the survivors for up to 4 years of
follow-up. Chronic fatigue symptoms and syndrome, not
accounted for by the psychiatric morbidities, were also
prevalent among them. Additional research work is needed
on the delineation and clarification of the endocrine sta-
tus and fatigue problems among SARS survivors. Opti-
mization of the treatment of mental health morbidities
by a multidisciplinary approach, especially targeting symp-
toms of fatigue, functional and occupational rehabilita-
tion, and intensive psychiatric interventions, is also
needed.

Because new infectious diseases are emerging at an un-
precedented rate and pose a global threat for pandem-
ics, there should be better preparation in public health
strategies for dealing with both the acute phase of a dis-
ease and the long-term potential mental health compli-
cations related to the disastrous outbreaks of new infec-
tious pathogens. Various channels to mental health
services should be available to patients, health care work-
ers, and the general public, not only during the acute phase
of a disease but also the aftermath of an infectious out-
break.
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