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TESTIMONY FOR AGENCY PERFORMANCE OVERSIGHT HEARING FISCAL YEAR
2020-2021 FOR THE DEPARTMENT OF BEHAVIORAL HEALTH (DBH)
COMMITTEE ON HEALTH
February 12, 2021
Good afternoon, Chairperson Gray and Committee Members. Thank you for this
opportunity to testify. My name is Jaclyn Verner and I am a Staff Attorney at Disability Rights
DC at University Legal Services (“DRDC”), the designated protection and advocacy program for
people with disabilities in the District of Columbia. Pursuant to our federal mandate, Disability
Rights DC represents hundreds of DC residents with mental illness each year. I would like to
thank the Council for this opportunity to testify. In addition, I would like to thank the DC Bar
Foundation for supporting DRDC’s efforts to address housing barriers experienced by District
residents living with mental illness.
My testimony is focused on five important areas: 1) DBH’s failure to allocate adequate
housing resources for individuals who are housing unstable or homeless and living with serious
and persistent mental illness, 2) DBH’s insufficient efforts to ensure equitable distribution of the
COVID-19 vaccine to DBH consumers, 3) the need for DBH to be more proactive and
transparent regarding the transition to managed care for Medicaid behavioral health services, 4)
the state of services at St. Elizabeths Hospital, and 5) the service gap for District residents living
with traumatic brain injury.
First, you are well aware that access to safe, affordable housing is central to the safety
and treatment of mental health consumers. Long-standing research confirms that people respond
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better to treatment when they are in safe, stable housing. Common sense and human decency tell
us that individuals with mental illness need housing as much as anyone else. At one time, DBH
acknowledged its role in the development of this essential element by supporting housing
development that would add to the inventory of housing possibilities for mental health
consumers.1 In order to reduce reliance on Mental Health Community Residential Facilities
(CRFs), which are institutional in nature, and to address widespread homelessness, DBH
envisioned an ambitious plan, as outlined in its 2012 Supportive Housing Strategic report. For
example, in 2012, DBH committed itself to develop a system “that supports individuals with
mental illness in integrated, community based settings.”2 The 2012 plan committed to increasing
the number of Permanent Supported Housing units so that people with mental illness could live
in integrated community based settings, consistent with the Americans with Disabilities Act
(ADA) community integration mandate.3 In addition, DBH created a more targeted housing
waitlist for their consumers by securing set-aside housing vouchers.
This commitment on housing those with serious and persistent mental illness has waned,
and we understand that few, if any, vouchers have been added to DBH’s allotment for years, a
terrible shame for the many who have been waiting and hoping for relief from the tragedy of
homelessness. At a time when 22% of individuals connected to DBH reported that they are
homeless and all of the CRF inventory is reportedly at or near capacity, we ask that DBH make a
renewed effort to cultivate housing by actively seeking out housing resources now.4 It is time for

1

See DBH Supportive Housing Strategic Plan 2012-2017, Sept. 2012,
https://dbh.dc.gov/sites/default/files/dc/sites/dmh/publication/attachments/webpage.%2020122017%20Supportive%20Housing%20Strategic%20Plan.pdf; See also DMH Comprehensive Strategy Mental Health
Services to the Homeless, Jan. 13, 2009,
https://dbh.dc.gov/sites/default/files/dc/sites/dmh/publication/attachments/HomelessServicesStrategy_0.pdf.
2
DBH Supportive Housing Strategic Plan at 2.
3
DBH Supportive Housing Strategic Plan at 3.
4
In an email to DRDC dated October 22, 2020, DBH General Counsel stated that although the data in iCAMS “is
not perfect,” roughly 22 percent of DBH consumers were homeless at that time.
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DBH to revisit the above goals and to update the strategies outlined in past reports. Certainly, it
should be keeping track of homelessness and the general state of need among the thousands of
individuals it serves.
Second, we are very grateful to learn that DBH has partnered with DC Health to schedule
onsite vaccination clinics inside CRFs and applaud these efforts that were drastically needed. We
hope DBH expands onsite vaccination clinics to CSAs and other community-based behavioral
health sites and allows reimbursement for contracted nurses to vaccinate individuals who cannot
leave their homes. However, we are concerned that DBH is not adequately taking responsibility
in ensuring equitable access to the COVID-19 vaccine for all its consumers. On January 28,
2021, DRDC submitted a letter to DBH and DC Health, providing recommendations for ensuring
equitable access to the vaccine for DBH consumers, as well as posing a series of questions to
understand what actions DBH is taking to ensure and support vaccination access in partnership
with its providers.5 As outlined in our letter, these providers are instrumental in facilitating
vaccine access and addressing vaccine hesitancy for individuals living with serious and persistent
mental illness, but we urge DBH to immediately lead implementation of a targeted vaccination
program for DBH consumers. In her response, Dr. Bazron indicated that DBH is relying on its
provider network to ensure that consumers have access to vaccine information, as well as
assistance in making appointments at accessible sites.6 Specifically, DBH views its role as
advisory and is expecting its providers to help consumers navigate the system with informal
support from DBH in weekly provider meetings with DC Health. DBH declined, contrary to our
recommendations, to commit to lead coordination and directly support outreach, education, and
vaccine appointment assistance efforts with its providers in a consistent and systemic manner.
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See attached DRDC Letter to DBH and DC Health RE: COVID-19 Vaccine Distribution Plan Implementation, Jan.
28, 2021.
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See attached DBH Response to DRDC Letter, Feb. 5, 2021.
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This reflects DBH’s lack of a proactive and effective approach to outreach and education among
the DBH provider community as a whole; it seems except for limited technical guidance from
DBH, providers are left to their own devices to determine strategies and techniques for
implementation.
Although DBH is tracking the number of St. Elizabeths patients who have received the
vaccine to date, DBH was unable to provide any vaccination rate data at this time on consumers
in short-term psychiatric inpatient settings such as PIW, CRF residents and staff, CSA and SUD
providers, and those who are otherwise living in the community. Without comprehensive data,
DBH cannot maintain that it’s making sure the system is equitable for the at-risk mental health
community.7 To address these access gaps, we urge DBH to: (1) provide direct and targeted
outreach and support to DBH consumers to ensure equitable vaccine access, (2) conduct ongoing
monitoring of all its providers’ efforts to ensure they are providing effective outreach and
education, including mobile outreach by ACT teams and community support workers to
unhoused consumers and other consumers in the community, and ongoing monitoring to track
that providers are directly assisting consumers to make appointments, and (3) comprehensively
track outcomes and vaccination data regarding DBH consumers. DBH’s leadership is critical as
we continue to have serious concerns that providers may not have adequate staffing to assist all
eligible consumers in accessing vaccine appointments, particularly those consumers who lack
computer and/or internet access and as the priority groups continue to expand. We hope that DC
Council, in its oversight capacity, will monitor DBH’s efforts, in partnership with DC Health,
regarding vaccine distribution to eligible DBH consumers.

A recent study, attached to this testimony, found that “psychiatric disorders, and especially severe mental illness,
are associated with an increased risk of severe acute respiratory syndrome coronavirus 2 infection and COVID-19related morbidity and mortality.” Mazereel, Victor, et. al, COVID-19 vaccination for people with severe mental
illness: why, what, and how?, The Lancet Psychiatry, Feb. 3, 2021.
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Next, we urge DBH to be more proactive in conducting outreach to it consumers
regarding the transition to Medicaid managed care. As you know, roughly 19,000 beneficiaries
were moved from Medicaid fee-for-service (FFS) to Medicaid managed care organizations
(MCOs) in October 2020.8 In October 2022, DBH and DHCF further plan to carve-in FFS
Mental Health Rehabilitation Services (MHRS) into the MCO behavioral health benefit, which
will be a significant change for the DBH community. It is imperative that DBH engage in greater
transparency regarding this change with its consumers, not just its providers, and that DBH
proactively devise a greater outreach strategy to directly engage with consumers and ensure
continuity of care. Promulgating information using the internet is not sufficient by itself, as many
DBH consumers lack stable internet access.
A fourth area of concern is the state of services at St. Elizabeths Hospital. In the spring of
2020, COVID-19 ravaged St. Elizabeths Hospital, the District’s only public psychiatric
institution. By the end of the first week of May 2020, just over one month after the first staff
person at the Hospital tested positive for COVID-19, fourteen patients were dead from
complication of the virus, and seventy-eight patients had been infected. DRDC’s in-depth
investigation has found substantial evidence that after the virus was detected in the District,
Hospital administration failed to adequately prepare, and once the virus arrived at the Hospital,
they failed to adequately follow CDC guidelines. Additionally, over the past several years,
DRDC has issued three public reports detailing abusive staff practices related to restraint and
seclusion.9 DRDC’s recent evaluation of hospital documentation reveals that although restraint
and seclusion have decreased, hospital staff continue to restrain and seclude patients at
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DBH and DC Health Behavioral Health Provider FAQ,
https://dhcf.dc.gov/sites/default/files/u23/Behavioral%20Health%20Provider%20FAQs.pdf.
9
See http://www.uls-dc.org/resources/.
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unacceptably high rates. The Hospital staff and administration must be held accountable for this
conduct and failure to adequately address it causes untold suffering and even death.
Finally, DRDC would again like to bring to your attention the District’s lack of targeted
services for individuals with traumatic brain injury (TBI). In addition to representing individuals
with severe and persistent mental illness, DRDC also represents a number of individuals with
TBI each year. In addition to engaging in individual advocacy on behalf of these clients, DRDC
participates in an Acquired Brain Injury (ABI) working group alongside other advocates and
service providers in the District. What continues to remain clear is that there is a gap in
community based services in the District for individuals with TBI.
Last year’s DBH budget provided for an enhancement of $500,000 of local funds for St.
Elizabeths patients who have a TBI to be sent to out-of-state residential placements. While it is a
step forward for TBI to be acknowledged in DBH’s budget at all, we continue to urge DBH to
create community-based services for individuals with TBI in the District.
In 2016, our TBI working group conducted a survey on the incidence of TBI among adult
consumers of community behavioral health services in DC. Participants of this survey were 159
consumers from four different Core Service Agencies who were administered a TBI screening
tool at the time of intake. We found that approximately 50 percent of the adult community
behavioral health population surveyed had a history of TBI. Yet, almost none had been
diagnosed with one.10
Currently, TBI is not a Medicaid-billable diagnosis in DC. Thus, CSAs cannot bill for
services provided to consumers who have a primary diagnosis of TBI. Because CSAs cannot bill
for this diagnosis, they ultimately have not invested resources into training staff to assess for,
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DC TBI Work Group. (2018). Traumatic Brain Injury in the District: The Ignored Injury. A Paper Examining the
Prevalence of TBI in the District and the Need for Services, http://www.uls-dc.org/media/1150/tbi-white-paperfinal-7-25-18.pdf.
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treat, and accommodate TBI. Our TBI working group acknowledges that the current service gap
is a multi-agency issue that will not be solved by DBH alone and has engaged in several
productive discussions with the Department of Healthcare Finance (DHCF) in 2018, 2019, 2020,
and 2021 to address the current gap in TBI services. However, because our survey demonstrated
that a significant percentage of consumers who walk through the doors of CSAs have a history of
TBI, DBH will play just as large a role in addressing this service gap.
Our TBI working group met with the previous DBH administration in 2018 to discuss the
importance of DBH addressing this gap. DBH’s response at that time was that they agree it is an
issue, but would not be willing to tackle it alone. The current DBH administration similarly has
not yet engaged in efforts to support consumers with TBI, other than sending those with the most
severe form of TBI to out-of-state placements.
When TBI is not assessed for by CSAs, one result is that individuals are misdiagnosed
with mental illnesses including, but not limited to, schizophrenia and bipolar disorder. Because
diagnosis informs treatment, these individuals are then being prescribed psychotropic
medications. However, psychotropic medications that are commonly used to treat psychotic
disorders are not the first line of treatment for TBI and do not help to address the underlying
brain injury at all. As a result, these misdiagnosed individuals often do not demonstrate improved
behavior and aren’t given the opportunity to recover. This not only hurts these individuals, but is
also a poor financial decision for the District, as these are individuals whose symptoms may have
improved and therefore may have required fewer District resources had they been properly
treated in the first place.
By sending individuals with severe TBI to court-ordered out of state placements, DBH is
only touching on a small percentage of those District residents living with TBI. We urge DBH to
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find ways for its community based providers to begin to assess for and treat TBI in the District
and hope to again meet with DBH administration to discuss these matters.
Thank you for the opportunity to submit testimony on these important issues.
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VIA EMAIL: barbara.bazron@dc.gov; laquandra.nesbitt@dc.gov
January 28, 2021
Dr. Barbara Bazron, Director
Department of Behavioral Health
64 New York Avenue NE, 3rd Floor
Washington, DC 20002
Dr. LaQuandra Nesbitt, Director
DC Health
899 North Capitol Street NE
Washington, DC 20002
Re: COVID-19 Vaccine Distribution Plan Implementation
Dear Dr. Bazron and Dr. Nesbitt,
As you know, Disability Rights DC (DRDC) at University Legal Services is the
federally-designated protection and advocacy program for individuals with disabilities in the
District of Columbia. As the District works toward implementation of distribution of the
COVID-19 vaccination into our community, we understand that the District is facing significant
challenges due to the fact that the demand for the vaccine far exceeds the supply. DRDC writes
to address the specific needs of the population in which the Department of Behavioral Health
(DBH) serves and to urge DBH to coordinate with DC Health and other sister agencies to ensure
DC residents living with severe and persistent mental illness are experiencing equitable access to
the vaccination.1
DRDC appreciates that the District has undertaken an effort to distribute the vaccine to
individuals who are among the most vulnerable, including those who are living in long-term care
facilities, those with high-risk conditions and comorbidities, individuals living in other
congregate care settings, and individuals aged 65 and older.2 In addition, we appreciate that
frontline public health workers have been included in early stages of the vaccine distribution
plan, as this includes frontline behavioral health workers who have access to the Districts’ most
vulnerable residents living with mental illness, as well as those who are working in psychiatric
facilities.
1 On January 26, 2021, DRDC submitted a letter to Deputy Mayor Turnage, Dr. LaQuandra Nesbitt of DC Health,

and Melisa Byrd of the Department of Health Care Finance, similarly urging them to coordinate with sister agencies.
2 DC Health, “Vaccination Program Phases With Tiers”, Jan. 11, 2021,
https://coronavirus.dc.gov/sites/default/files/dc/sites/coronavirus/page_content/attachments/Vaccination -ProgramPhases-with-Tiers.pdf.
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Although we are encouraged to see the above populations included in early phases of the
vaccine distribution plan, it does not include much direct reference to the behavioral health
population that DBH serves. For example, although we know that patients at St. Elizabeths
Hospital have been included in phase 1-A, the plan itself does not make clear what constitutes
being a “long-term care resident” and whether psychiatric inpatients are included in this
category. A group of leading national mental health organizations recently published a statement
urging state authorities to include those experiencing longer-term psychiatric inpatient stays in
this first phase of distribution.3 Similarly, the group urged state authorities to give those
individuals experiencing short-term psychiatric inpatient stays a similar priority.4 DRDC is
pleased to see that St. Elizabeths patients have been provided with opportunities thus far to
receive the vaccine. However, less is clear regarding where short-term psychiatric inpatients fall,
specifically those who are admitted to the Psychiatric Institute of Washington (PIW) and to the
psychiatric units at both United Medical Center and Washington Hospital Center. Although
patients admitted to these facilities are transient in comparison, there are still at-risk patients,
particularly at PIW, whose length of stay surpasses 30 days, and thus should also be prioritized
in phase 1-A.
In addition to the lack of clarity as to where individuals experiencing chronic and
persistent mental illness fit into the District’s plan, the current vaccine appointment request
process, which is on a first-come, first-served track, does not ensure equitable distribution of the
vaccine to the disability community in the District, who are disproportionately at risk of severe
effects or death from COVID-19.5 The District acknowledged that vaccine appointments
continue to fill quickly and recently responded to DC leaders’ concerns that the vaccine is not
being equitably distributed to majority-black DC wards by creating a new registration process in
which residents will be placed on a waiting list and will be notified when it is their turn to sign
up.678 Although this plan appropriately acknowledges that age, health status, and neighborhood
are factors to consider, it will still leave vulnerable District residents waiting and will still require
them to have assistance navigating this process.9
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National Association of State Mental Health Program Directors, American Psychological Association, Judge David
L. Bazelon Center for Mental Health Law, Mental Health America, National Alliance on Mental Illness, “Leading
Mental Health Organizations Call on States to Prioritize Individuals in Psychiatric Hospitals for Vaccination ”, Jan.
13, 2021, https://secureservercdn.net/198.71.233.254/d25.2ac.myftpupload.com/ wp-content/uploads/2021/01/psychpatient-priority-statement-.pdf.
4 Id.
5 The Centers for Disease Control, “COVID-19: People with Disabilities”, last updated Jan. 20, 2021,
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-with-disabilities.html.
6 “D.C. Leaders Spar Over Coronavirus Vaccine Acces s for Poorer Residents”, The Washington Post, Jan. 13, 2021,
https://www.washingtonpost.com/local/coronavirus-vaccine-virginia-maryland-dc/2021/01/13/96ac06fa-559c-11eba08b-f1381ef3d207_story.html
7 “Black DC Residents Say They Want the COVID-19 Vaccine. But the Barriers to Access are Many”, DCist, Jan.
27, 2021, https://dcist.com/story/21/01/27/black-dc-residents-want-coronavirus-vaccine-but-lack-access/.
8 “Virginia, DC Make Vaccine Distribution Changes as Residents Scramble to find Doses”, The Washington Post,
Jan. 27, 2021, https://www.washingtonpost.com/local/coronavirus -virginia-maryland-dc/2021/01/27/18669dbc609d-11eb-9430-e7c77b 5b0297_story.html.
9 Id.
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Lastly, there has been a demonstrated hesitancy toward taking the COVID-19
vaccination, due to a historical mistrust of the medical system, systemic racism and
discrimination in health care, and misinformation that has been promulgated.10 Individuals living
with mental illness may experience symptomatology that further exacerbates these fears. DBH
has specialized expertise in serving individuals who are experiencing challenging thoughts and
emotions, and thus, is uniquely situated to use this expertise to proactively address these fears in
the community and to encourage its provider network to do the same.
As a result of the factors discussed above, we request that the District and DBH take the
following steps to support vaccine access to District residents living with severe and persistent
mental illness in the following ways:












The District should include individuals experiencing psychiatric inpatient stays at PIW,
United Medical Center, and Washington Hospital Center in phase 1-A along with
individuals admitted to St. Elizabeths Hospital;
DBH should issue guidance to PIW, as well as to United Medical Center’s and
Washington Hospital Center’s psychiatric units, to identify within hospital discharge
plans how the second dose of the vaccine will be administered if it is not done so by the
time of discharge;
DBH, in partnership with its providers and DC Health, should prioritize communication,
outreach, and assistance with registration and making vaccine appointments as necessary
to DBH consumers living in the community, particularly including those consumers who
are homeless, as well as to those who are living in Chapter 38 MHCRFs;
DBH should issue guidance to its provider network and consumers to provide specificity
on who is included among adults 16-64 with high-risk conditions;
DBH should issue a provider bulletin or other directive, requiring community support
workers, ACT teams, day program staff, CRF operators and staff, and SUD provider staff
to provide education, outreach, and assistance with registration and making vaccine
appointments as needed to DBH consumers to facilitate their access to the vaccine;
DBH should ensure that both the information and education about the administration of
the vaccine are accessible to consumers and in plain language and alternate formats;
DBH, in partnership with DHCF, should ensure equitable access to vaccines for
consumers who cannot leave their homes, including allowance for contracted nurses to
vaccinate individuals who cannot leave their homes and require the provision of other
reasonable accommodations to people with disabilities to facilitate access.

The above protections are necessary to ensure the equitable inclusion of individuals with
disabilities in the COVID-19 vaccination process, as the District’s current plan fails to account
for the specific challenges they face. First, the digital appointment process is often not accessible
for individuals with disabilities and fails to account for those who lack internet access or who are
unhoused. Indeed, approximately 6,200 of DBH consumers are homeless and thus are likely to
fall through the cracks.11 DBH has a large network and possesses the ability to reach those
See “Most Nursing Home Workers Don’t Want the Vaccine. Here’s What Facilities are Doing About It”, The
Washington Post, Jan. 27, 2021, https://www.washingtonpost.com/local/nursing-homes-vaccinedecline/2021/01/27/22a602f6-5fe2-11eb-afbe-9a11a127d 146_story.html.
11 In an email to DRDC dated October 22, 2020, DBH General Counsel stated that although the data in iCAMS “is
not perfect,” 6,281 people, which is roughly 22 percent of DBH consumers , were homeless at that time.
10
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individuals in the community who may be most at risk of COVID-19 infection, particularly those
who are isolated and who have little access to information. In fact, the sheer nature of services
provided by DBH, such as ACT services, are designed to reach those individuals in the
community who are often disconnected from others. Second, many individuals with disabilities
are unable to leave their homes for various reasons, including due to psychiatric symptoms. For
example, it is not uncommon for individuals living with Posttraumatic Stress Disorder (PTSD) to
report having significant discomfort being around others and with leaving home. Third, as was
previously described, many District residents with disabilities, including those with severe and
persistent mental illness, may be rightfully hesitant to take the vaccine. These barriers further
support the need for robust outreach, education, and assistance with requesting appointments.
We urge DBH to partner with DC Health and other sister agencies to take immediate
action to address these issues. Please respond to this letter by February 4, 2021 describing how
the District and DBH will implement its COVID-19 vaccination plan for DBH consumers living
in psychiatric facilities, MHCRFs, and in the community, including those consumers who are
homeless. We also ask that you respond to the following questions:
1. How is DBH and its providers addressing the recommendations outlined in this letter,
including:
a. What specific steps is DBH taking to ensure consumers have access to
information about the COVID-19 vaccine and to successful appointment
assignments at accessible vaccination sites, including affordable, accessible
transportation?
b. What is DBH’s role in helping overcome vaccine hesitancy in the behavioral
health and disability community?
c. What is the role of Core Service Agencies and other MHRS providers regarding
communication and outreach about the vaccine to consumers?
d. What specific steps are Core Service Agencies and other MHRS providers taking
to provide information about the vaccine to consumers, what information are
these agencies providing, and in what format(s)?
e. For DBH consumers who have legal guardians who must consent to
administration of the vaccine, how is DBH ensuring that the consumer is also
directly being provided with accessible information and education on the vaccine?
2. How many St. Elizabeths staff and patients received their first dose of the vaccine to
date? How many St. Elizabeths staff and patients received their second dose of the
vaccine to date?
3. When does DBH expect St. Elizabeths staff and patients to be fully vaccinated?
4. What percentage of St. Elizabeths staff and patients have been vaccinated, including
those that have received their first dose, to date?
5. How many PIW staff and patients received their first dose of the vaccine to date? How
many PIW staff and patients received their second dose of the vaccine to date?
6. When does DBH expect all PIW staff and patients to be fully vaccinated?
7. What percentage of PIW staff and patients have been vaccinated, including those that
received their first dose, to date?
8. How many MHCRF staff and residents received their first dose of the vaccine to date?
How many MHCRF staff and residents received their second dose of the vaccine to date?
9. When does DBH expect all MHCRF staff and residents to be fully vaccinated?
4

10. What percentage of MHCRF staff and residents have been vaccinated, including those
that have received their first dose, to date?
11. What role are MHCRF staff and operators expected to take in ensuring residents are
being provided with access to information about the COVID-19 vaccine and to successful
appointment assignments at accessible vaccination sites, including affordable, accessible
transportation, for those residents who still wish to receive the vaccination outside of the
home, rather than by DC Health staff who are entering their home?
12. When does DBH expect all of its consumers living in the community to be fully
vaccinated?
13. How many Core Service Agency staff have received their first dose of the vaccine to
date? How many Core Service Agency staff have received their second dose to date?
14. What percentage of Core Service Agency staff have been vaccinated, including those that
have received their first dose, to date?
We acknowledge the novelty of the COVID-19 pandemic and the unique challenges that it has
raised. We appreciate your time and attention to this urgent matter.

Sincerely,

/s/ Jaclyn Verner
Jaclyn Verner
Staff Attorney
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Office of the Director

February 5, 2021
SENT VIA ELECTRONIC MAIL ONLY
Jaclyn Verner
Staff Attorney
Disability Rights DC at University Legal Services
220 I Street, NE, Suite 130
Washington, DC 20002
Dear Ms. Verner:
We are writing in response to your January 28, 2021 letter to Dr. LaQuandra S. Nesbitt, Director,
Department of Health (DC Health) and Dr. Barbara J. Bazron, Director, Department of Behavioral Health
(DBH).
In your role as the federally designated protection and advocacy program for individuals with disabilities
in the District of Columbia, you offered several specific recommendations to support vaccine access to
District residents living with severe and persistent mental illness. In addition, you requested responses to
several questions regarding DBH’s role in facilitating access to the vaccine for individuals with severe
and persistent mental illness. Our responses to your specific questions are presented below.
DRDC Question 1. How is DBH and its providers addressing the recommendations outlined in this
letter, including:
a. What specific steps is DBH taking to ensure consumers have access to information about the COVID19 vaccine and to successful appointment assignments at accessible vaccination sites, including
affordable, accessible transportation?
DBH’s expectation is that its provider network will ensure that consumers have access to information
about the COVID-19 vaccine and will assist them in making appointments at accessible site locations.
The Director of DBH has provided information on the vaccine on a weekly basis since its availability on
the weekly Provider Network WEBEX meetings. This includes meetings in which public health experts
such as Dr. Ankoor Shah presented the scientific information regarding the vaccine and answered
questions from providers. Dr. Shah, DC Health’s Principal Deputy Director and has been placed in
charge of the District’s vaccination rollout. In addition, the information provided on the District’s
website https://coronavirus.dc.gov/vaccine and the CDC website have been included in the PowerPoint
presentations developed for the weekly meetings. This information is discussed with the providers,
questions/issues raised are addressed and the materials are made available to share with their staff to
guide discussions with consumers. Specific guidance about how to discuss the vaccine’s safety and
efficacy has also been shared (see below).
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As part of our frequent, ongoing collaboration with DC Health epidemiology and vaccination teams, DBH
advocated for a “house call” or on-site administration option for MHCRF residents, recognizing the
challenges of both safely transporting individuals to mass vaccination sites, as well as the potential need
for extensive supports with respect to self-calming and symptom management. Crowds at the public sites
and the potential for extended waiting periods for individuals with limited mobility presented special
concerns. A “house call” option has been approved by DC Health to facilitate the vaccination of this
population. DBH’s office of licensure worked closely with partners to identify efficiencies by geomapping the MHCRF portfolio and facilitating the scheduling of vaccines, which is still ongoing.
(Individuals in care at Saint Elizabeths are addressed below.) The MHCRF vaccination process will
begin February 9, 2021.

b. What is DBH’s role in helping overcome vaccine hesitancy in the behavioral health and disability
community?
As noted above, DBH has engaged DC Health’s Principal Deputy Director to present information about
the vaccine’s development, safety, and efficacy, both at DBH “All-Hands” meetings and at weekly
Provider Network meetings. Dr. Bazron recently conducted an on-line Power Point presentation for
providers and staff that included detailed guidance about how to effectively engage individuals with
psychiatric disabilities in individual discussions to address questions and legitimate vaccine hesitancy.
Central to the approach DBH endorses is the “stages of readiness for change” paradigm which implores
providers to meet individuals where they are and to avoid moving too aggressively to persuade someone
to do something they are not ready to do, in this case, to accept the vaccine before they are ready.
Providers are encouraged to use this framework to equip staff to encourage individuals to get the vaccine
while respecting the personal nature of all health care decisions.

c. What is the role of Core Service Agencies and other MHRS providers regarding communication and
outreach about the vaccine to consumers?
Core Service Agencies (CSA) and Mental Health Rehabilitation Services (MHRS) providers have an
important role to play in providing outreach to those they serve and assisting consumers to understand the
efficacy of the vaccine and to address any questions they have about the vaccine or reluctance taking it
because of anxiety or distrust. The expectation that they will use motivational interviewing and other
therapeutic techniques to address any stress or anxiety consumers experience related to both the impacts
of the pandemic and making the decision regarding whether they should take the vaccine. They are also
responsible for ensuring that consumers have accurate and timely information about the vaccine, support
registering for the inoculations and developing their transportation strategy to a public vaccination site, if
necessary.

d. What specific steps are Core Service Agencies and other MHRS providers taking to provide
information about the vaccine to consumers, what information are these agencies providing, and in
what format(s)?
Multiple techniques and strategies being implemented by CSAs and other MHRS providers to share
information to consumers about the vaccine. Information is being shared in multiple formats, including
verbal and written/pictorial presentations. One agency sends a daily vaccine update to staff so that they
are aware of who can receive the vaccine and the site locations. This information is used to assist
consumers who want vaccinations to schedule and receive them. Some agencies are having their medical
directors conduct virtual session with consumers to discuss the science related to the vaccine and address
the fears and questions people of color have regarding the vaccine based upon the historical experiences
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of members of their cultural group. Others are sharing the experiences of CSA and other MHRS leaders
who have taken the vaccine to encourage people in care to make the decision to be vaccinated. In
addition, individual sessions are being held by clinical staff with consumers as a part of the on-going
treatment and support they receive. Providers have been advised that individual one-on-one
conversations are most likely to positively impact an individual’s decision to accept recommended health
care options and that more than one conversation with a trusted advocate or caregiver will likely be
needed.

e. For DBH consumers who have legal guardians who must consent to administration of the vaccine,
how is DBH ensuring that the consumer is also directly being provided with accessible information
and education on the vaccine?
Staff from DBH’s licensure administration worked with DC Health, MHCRF operators, Saint Elizabeths
Hospital and CRF residents’ CSAs or ACT teams to identify those individuals with legal guardians to
provide all necessary information and obtain consent. As DRDC is well-aware, majority of individuals
receiving services from DBH provider partners are presumed competent to consent to this and other
medical care. DBH has requested that CSAs have one-on-one conversations with their consumers
regarding these issues.
In addition, the Saint Elizabeth Hospital medical officer on each unit spoken with patients in the hospital
regarding the vaccine to ensure that they had adequate information and an opportunity to have their
questions answered. Each patient and guardian received a Fact Sheet produced by Moderna on its
vaccine. In addition, a consent form written at the fourth-grade level that contained information about
the efficacy of vaccines was provided to each individual in care as well as all guardians. The medical
officer assigned to the unit was and is currently available to answer any questions individuals have
regarding either of the two available vaccines. Information regarding the vaccine and the vaccination
process is explained to each patient at the time in which they are to receive their vaccination. All
questions are answered before the administration of the vaccine by the medical provider assigned to their
unit.
DRDC Question 2. How many St. Elizabeths staff and patients received their first dose of the vaccine to
date? How many St. Elizabeths staff and patients received their second dose of the vaccine to date?
As of February 3, 2021, the first dose of the COVID-19 vaccine has been administered to 460 staff and
133 patients. The second dose of the COVI-19 vaccine has been administered to 338 staff and no patients.
Patients will begin receiving the second dose during the week of February 8, 2021.
DRDC Question 3. When does DBH expect St. Elizabeths staff and patients to be fully vaccinated?
To date, 59% or employees and 64 % of patients have been vaccinated. The hospital will continue the
vaccination program until all patients and staff have received the vaccine. It should be noted that the
decision to take the vaccine is voluntary. We are providing education, answering questions and
encouraging all members of the Saint Elizatbeths community to take the vaccine.
DRDC Question 4. What percentage of St. Elizabeths staff and patients have been vaccinated, including
those that have received their first dose, to date?
59% of Saint Elizabeths staff have received the COVID-19 vaccine.
64% of patients have received the COVID-19 vaccine.
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DRDC Question 5, 6 and 7. How many PIW staff and patients received their first dose of the vaccine to
date? How many PIW staff and patients received their second dose of the vaccine to date? When does
DBH expect all PIW staff and patients to be fully vaccinated? What percentage of PIW staff and patients
have been vaccinated, including those that received their first dose, to date?
DBH does not have information regarding the number of PIW patients or staff who have had their first
dose of the vaccine nor do we know when all staff and patients will be fully vaccinated.
DRDC Question 8. and Question 10. How many MHCRF staff and residents received their first dose of
the vaccine to date? How many MHCRF staff and residents received their second dose of the vaccine to
date? What percentage of MHCRF staff and residents have been vaccinated, including those that have
received their first dose, to date?
To date, DBH does not have data on the number of MHCRF staff and residents who have received their
first dose of the vaccine to date. Residents in MHCRFs will begin receiving vaccinations on-site
February 9th. DBH will work with MHCRF operators to periodically collect data on the number of staff
and patients who are vaccinated once the MHCRF Vaccination Plan is launched next week.
DRDC Question 9. When does DBH expect all MHCRF staff and residents to be fully vaccinated?
The COVID-19 vaccination is voluntary. Notwithstanding the voluntary nature of the vaccine, DBH and
its providers are encouraging staff and residents to take the vaccine. DC Health is leading the work to
vaccinate residents in mental health community residence facilities (MHCRF). DBH distributed a
“Vaccine Informed Consent Form” to each MHCRF Residence Director and owner on 1/29/2021.
Scheduling for onsite vaccinations in MHCRFs began the week of February 1, 2021. The onsite
vaccination clinics will take place on Tuesdays and Thursdays beginning at 8:00 am until 12 noon. As
stated above, the first clinic will take place on February 9, 2021. DBH will email each MHCRF
Residence Director and owner with the date of their scheduled onsite vaccination clinic starting on
February 5, 2021.
DRDC Question 11. What role are MHCRF staff and operators expected to take in ensuring residents
are being provided with access to information about the COVID-19 vaccine and to successful
appointment assignments at accessible vaccination sites, including affordable, accessible transportation,
for those residents who still wish to receive the vaccination outside of the home, rather than by DC Health
staff who are entering their home?
Residents of MHCRFs are receiving education, on-going information and support from their Core Service
Agencies about the COVID-19 vaccine and vaccination process. Medicaid beneficiaries in the District
have access to non-emergency transportation for all medical appointment at no cost to the beneficiary,
including vaccination appointments. Across the Medicaid program, in both fee for services and managed
care, DHCF is working to ensure same-day notice and transportation for beneficiaries scheduling vaccine
appointments outside of their homes.
DRDC Question 12. When does DBH expect all of its consumers living in the community to be fully
vaccinated?
DC Health and DBH are unable to provide vaccination rates for all consumers living in the community at
this time. DC Health will work with DBH and other District agencies and providers to periodically
collect data on vaccination rates for consumers living in the community.
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DRDC Question 13 and 14. How many Core Service Agency staff have received their first dose of the
vaccine to date? How many Core Service Agency staff have received their second dose to date? What
percentage of Core Service Agency staff have been vaccinated, including those that have received their
first dose, to date?
To date DBH has not collected data on CSA staff vaccination rates. Working with Provider Relations and
our Data and Performance Management teams, DBH will deploy a tracking strategy in February 2021 to
periodically collect data from CSA and SUD provider partners.
Please let me know if you have any questions. I can be reached at barbara.bazron@dc.gov.
Sincerely,

Barbara J. Bazron, Ph.D.
Director
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COVID-19 vaccination for people with severe mental illness:
why, what, and how?
Victor Mazereel, Kristof Van Assche, Johan Detraux, Marc De Hert

Psychiatric disorders, and especially severe mental illness, are associated with an increased risk of severe acute
respiratory syndrome coronavirus 2 infection and COVID-19-related morbidity and mortality. People with severe
mental illness should therefore be prioritised in vaccine allocation strategies. Here, we discuss the risk for worse
COVID-19 outcomes in this vulnerable group, the effect of severe mental illness and psychotropic medications on
vaccination response, the attitudes of people with severe mental illness towards vaccination, and, the potential barriers
to, and possible solutions for, an efficient vaccination programme in this population.

Introduction
To combat the global COVID-19 pandemic, extraordinary
efforts are underway to develop and produce COVID-19
vaccines. Early reports on vaccine safety and efficacy are
promising. However, especially in the initial stages of
vaccine distribution, doses will be scarce, raising the
question of who should be prioritised for vaccination.
WHO, the National Academies of Science, Engineering,
and Medicine, and others have proposed ethical frame
works to address this issue.1–4 A commonality in these
frameworks can be found in three guiding principles:
(1) maximising benefit and minimising harm in the
short term and long term, (2) equal concern for every
person in priority setting and vaccine allocation and
distribution, and (3) mitigation of health inequities to
address the higher burden of COVID-19 in some
disadvantaged groups. These principles seem to be
consistent with public preferences.5,6
Some populations should be prioritised because of their
disproportionately higher risk of infection, having lasting
sequalae, or dying of COVID-19 due to medical factors,
socioeconomic status, age, or profession. We have argued
that people with severe mental illness should be given
priority because they are a disadvantaged group based on
both medical and socioeconomic risk factors for severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2)
infection, morbidity, and mortality.7 Although the term
severe mental illness is most commonly used to describe
schizophrenia, bipolar disorder, and major depressive
disorder, it can be more broadly applied to any mental
illness that causes severe functional impairment.8,9
According to the World Mental Health Survey, the
prevalence of serious mental disorders is estimated to be
between 0·4% and 7·7%.10 However, how the pandemic
affects the prevalence of psychiatric disorders is still
uncertain.11

Why are people with severe mental illness at
higher risk?
Among the first to be prioritised for vaccine allocation
are groups of people with medical comorbidities that put
them at considerably higher risk of dying or having
lasting or more severe consequences from COVID-19.
These groups include people with cardiovascular

diseases,12,13 chronic obstructive pulmonary disease
(COPD),12,13 diabetes,14 chronic kidney disease,15 immuno
deficiency, and cancer.16 We have previously argued that
people with severe mental illness should be added to this
list because of their high frequency of comorbidities
(although, there are other reasons).7
Several studies have found an association between an
existing psychiatric disorder and increased risk for
SARS-CoV-2 infection and COVID-19-related hospitali
sation, morbidity, and mortality.17–24 Some of these studies
also specifically examined the difference between risks
associated with severe mental illness, as described by
diagnosis, severity, or previous hospitalisation for a mental
disorder, and other psychiatric disorders. These studies
point to a higher risk for worse COVID-19-related out
comes for people with severe mental illness than for
people with less severe mental illness.17,19,23,24
Individuals with severe mental illness have a two to
three times higher mortality rate than do the general
population.7,25 Compared with the general population,
people with severe mental illness are more likely to be
obese or have physical diseases, such as cardiovascular
diseases, type 2 diabetes, and respiratory tract diseases,
all risk factors for worse COVID-19-related outcomes.26,27
Furthermore, the prevalence of smoking is up to
two to three times higher in people with severe mental
illness than in people without psychiatric illness.28–31
SARS-CoV-2 uses the angiotensin-converting enzyme 2
(ACE2) receptor to gain access into cells and cause
infection.32,33 Current smokers have higher expression
of ACE2 in bronchial epithelial cells than do nonsmokers and former smokers.34 Although it was initially
thought that higher ACE2 expression in the airways of
smokers can predispose them to SARS-CoV-2 infection,
epidemio
logical data do not support the claim that
smoking is directly associated with COVID-19.35–37
Nonetheless, COPD, usually caused by smoking and
prevalent in people with severe mental illness, is
associated with worse COVID-19 outcomes.38
Arguably, the increased risk of worse COVID-19-related
outcomes in people with psychiatric disorders, and
especially in those with severe mental illness, is due to
frequent comorbidity with physical diseases related to
poor COVID-19 outcomes. However, the aforementioned
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studies17–23 showed a risk greater than that of physical
diseases by correcting for them in the analyses.
Therefore, psychiatric disorders confer an additional risk
for SARS-CoV-2 infection and COVID-19-related
morbidity and mortality. This finding refutes the
argument that people with severe mental illness will
already be covered by vaccine allocation strategies
because of their physical health status.
Severe mental illness is associated with altered immune
function, with research showing a pro-inflammatory state
and maladaptive T-cell functioning.39–44 One factor that is
associated with dysregulated immunological function is
childhood adversity, which is associated with increased
odds for the occurrence of any psychiatric disorder (odds
ratios between 1·5 and 3·5 according to the number of
childhood adversities).45,46 Chronic stress, which has an
important role in the onset of severe and impairing
psychiatric disorders, is another factor that impairs
immune system regulation.47
Sleep problems, which are common in many
psychiatric disorders and often serious in severe mental
illness, are also frequently associated with a dysregulated
immune system and increased risk of acute infection.48,49
Furthermore, social exclusion and loneliness are asso
ciated with increased inflammation and dysregulated
anti-viral immunity, which suggests another link between
severe mental illness and the immune system.50 These
dysfunctional immunological alterations can predispose
people with severe mental illness to a more severe
SARS-CoV-2 infection and clinical trajectory.51–54
Severe mental illness is also associated with several
socioeconomic risk factors for SARS-CoV-2 infection.55,56
A survey in Switzerland found that people with severe
mental illness more often had socioeconomic deprivation
or jobs without health-care insurance or with poor
working conditions, and lived in poverty compared with
people with less severe mental illness and the general
population.57 These issues might prevent these indivi
duals from accessing health care when feeling ill, out of
fear of losing their job or of not being able to pay for the
expenses. People with severe mental illness often live in
overcrowded settings or are homeless, where safety
and physical distancing could be a challenge. Many
individuals are either living in institutions or confined in
a facility where there is a high risk of SARS-CoV-2
circulation and transmission. Social isolation and social
exclusion are also highly prevalent among people with
severe mental illness,57,58 which can affect their ability to
receive necessary care and support when ill.
When people with severe mental illness do reach out to
health-care providers, it is often more difficult for them to
receive proper care for their physical illnesses. The
diagnosis and management of physical diseases in people
with severe mental illness is frequently suboptimal
because of stigmatisation, discrimination, erroneous
beliefs, and negative attitudes associated with severe
mental illness.56 Individuals with severe mental illness can
2

experience cognitive dysfunction or delusions,59 have
symptoms of apathy, avolition, or anhedonia, and, in
general, have lower educational attainment60,61 and lower
health literacy than the general population.62,63 As a result,
it can be harder for them to find adequate information on
COVID-19, to understand the contents and applicability of
this information to their personal situation, and to adapt to
the continuously changing health safety regulations.64 From
a public health perspective, knowing how SARS-CoV-2
spreads within certain groups is important to estimate the
value of vaccinating the individuals in these groups to stop
virus transmission. To our knowledge, no research has yet
addressed SARS-CoV-2 transmission in people with
severe mental illness.
Clearly, severe mental illness is a serious risk factor for
worse COVID-19-related outcomes, resulting from a
high risk of infection, a high risk that the infection will
have a complex course, and a high risk of dying when
infected. In accordance with the second and third guiding
ethical principles, people with severe mental illness
should therefore be among the first to be vaccinated.
Everyone involved in the care of these patients should
inform them of the utility and risks of early vaccination.

What is the effect of severe mental illness on
vaccination response?
Although the need for vaccination is clear, several
problems regarding vaccination for people with severe
mental illness exist. Evidence from studies of vaccination
against other infectious agents suggests that people with
depression might have a reduced immune response to
vaccination. Older adults (mostly ≥65 years) experiencing
a chronic stressor or depressive symptoms were found to
have a lower antibody response to influenza virus
vaccination;65,66 although, depressive symptoms in older
adults (mean age 71 years [SD 9]) might be associated
with an amplified, prolonged inflammatory response.67
One study showed that adults with depression were less
likely to test seropositive for measles than were controls
who did not have depression and thus had an increased
risk for infection.68 Depressive symptoms were also
found to be associated with lower seroconversion rates
for hepatitis B vaccination in people undergoing
haemodialysis.69 Concerning the varicella zoster virus, a
study showed diminished vaccination efficacy and an
increased risk and severity of herpes zoster in patients
with depression.70 To our knowledge, studies examining
the effect of other psychiatric diagnoses on vaccination
response are scarce. One study on the effects of hepatitis
B vaccination in adult patients with either schizophrenia,
bipolar disorder, or depression who lived in institutions,
reported a weaker immune response in these patients
than in the general population.71 Evidence suggests that
depression might impair the maintenance of vaccinerelated protection in adults,68 whereas by contrast, a
study in 11-year-old children found that symptoms of
depression and anxiety were associated with persistently
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higher antibody responses,72 meaning that vaccination
responses might partially be age specific. Sleep problems
are also associated with a dysregulated immune system
and increased risk of acute infection.48,49 Studies have
shown reduced antibody responses to hepatitis A,
hepatitis B, and influenza vaccination when the
participants reported reduced sleep duration or quality or
were kept awake the night after vaccination.73–75 Because
disturbed sleep is prevalent in patients with severe
mental illness, this comorbidity could partly explain the
inhibition of vaccine response in these individuals.

What are the potential interactions between
vaccines and psychotropic medications?
Not much is known about the effects of psychotropic
medication on vaccination response. Antipsychotics
might have a differential effect on several cytokines in
people with psychosis, producing an anti-inflammatory
effect in some individuals.76–78 An anti-inflammatory
effect, however, might not always be desirable when
considering vaccine efficacy because it might suppress
the formation of antibodies. Clozapine use is associated
with neutropenia, which can confer susceptibility to
infection. A secondary antibody deficiency has been
observed in patients with long-term clozapine use,
putting these patients at risk of immunodeficiency.79 In a
retrospective cohort study, clozapine was a possible risk
factor for SARS-CoV-2 infection.80 Although a small study
showed that influenza vaccination had no effect on
clozapine serum concentrations,81 vaccination might
affect clozapine concentrations through its action on
cytochrome P450 metabolism.82 As of Dec 18, 2020, no
pharmacodynamic data are available for the COVID-19
vaccines currently in testing to ascertain whether they
influence cytochrome P450 metabolism and clozapine
metabolism.
Lithium has been proposed as an immunomodulatory
adjuvant to increase the efficacy of viral vaccines in
humans83,84 because it exhibits some pro-inflammatory
properties.85 However, as lithium has also shown some
anti-inflammatory properties in healthy participants and
patients,86,87 its effects remain unclear and could be dose
dependent. Other mood-stabilising agents, such as
valproic acid, carbamazepine, and lamotrigine, also show
a differential effect on several cytokines in healthy
participants.86
A meta-analysis showed that antidepressant treatment
for people with major depression reduced the concen
trations of several pro-inflammatory cytokines, resulting
in an anti-inflammatory effect.88 Treatment with anti
depressants normalised vaccination response to the
varicella zoster vaccine in older patients (>60 years) with
major depression.70 Although most psychopharma
cological agents seem to affect several immunological
markers and some of these agents interact with the
proteins to which SARS-CoV-2 binds,89 how psychotropic
drugs affect vaccination response and efficacy remains to

be seen. Research is urgently needed to provide people
with severe mental illness with adequate information on
potential interactions between psychotropic medications
and COVID-19 vaccines.

What are the possible neuropsychiatric sideeffects of vaccination?
When a vaccine is administered, neuropsychiatric sideeffects might develop. In one COVID-19 vaccine trial, a
participant was diagnosed with transverse myelitis.90
This finding might have been incidental; an analysis of
64 million past vaccine doses showed no association
between the occurrence of transverse myelitis and
vaccination.91 In a pilot study, individuals with symptoms
of depression or anxiety had, compared with mentally
healthy individuals, a more pronounced reduction in
positive affect following influenza vaccination.92 Several
studies in the general population have shown transient
changes in cognition, sleep, mood, and psychomotor
activity after vaccination with the typhoid vaccine,
changes which could be assumed to also occur in people
with severe mental illness.93–95

What are the attitudes of people with severe
mental illness towards vaccination?
We found no studies of the attitudes of people with
mental illness regarding vaccination against SARS-CoV-2.
In a study examining the willingness of people with
schizophrenia to adopt protective measures during the
2009 H1N1 influenza pandemic in Australia, 74% said
they would be moderately willing to be vaccinated.96 A
study done before the pandemic found that 84% of
patients being treated for severe mental illness at a US
community mental health clinic believed that, in general,
vaccinations are safe, effective, and important.97
The race to develop COVID-19 vaccines has been heavily
politicised and covered by the media and social media.
Concerns have been expressed about vaccine hesitancy in
the general population, resulting from the fast advances in
vaccine development, fear of premature acceptance of
promising results, and paucity of knowledge of possible
long-term side-effects.98,99 How these factors will affect
people with severe mental illness who experience
persecutory delusions and thought disorders remains to
be seen. Research on this topic is urgently needed.

How can we ensure that vaccines reach people
with severe mental illness?
Patients with severe mental illness experience barriers to
immunisation, including a lack of knowledge and
awareness, accessibility problems, costs, fears about
immunisation, and often no recommendations from
their primary care providers.97 Low uptake (24–28%) of
influenza vaccination was found in people attending an
outpatient clinic for severe mental illness in Alabama,
USA.100 By contrast, a retrospective analysis of patients
aged 65–80 years in a US primary care setting found that
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Search strategy and selection criteria
We searched PubMed for any articles published in English
between database inception and Nov 19, 2020, related to
COVID-19, vaccination, and psychiatric disorders to ascertain:
(1) the risk for COVID-19-related outcomes in people with
severe mental illness, (2) possible mechanisms behind this risk,
(3) the effect of severe mental illness on vaccination response,
(4) interactions between vaccines and psychotropic
medications, (5) the attitudes of people with severe mental
illness towards vaccination, and (6) barriers to, and possible
solutions for, efficient vaccine distribution in this population.
Whenever no peer-reviewed articles were available we
expanded our scope to medRxiv and bioRxiv. We used the
following search terms according to topic: “COVID-19”,
“severe mental illness”, “schizophrenia”, “bipolar disorder”,
“depression”, “vaccination”, “vaccination response”,
“psychotropic drugs”, “attitudes”, “ethics”, “immunology”,
and “socioeconomic”. All article types were considered. Articles
were screened for their applicability to the topic. The reference
lists of selected articles were screened for additional articles.

depression and anxiety were associated with greater odds
of influenza vaccination, probably because of frequent
visits to address their physical comorbidities.101
Patients should be provided with up-to-date information
about the benefits of vaccination and invited to the
vaccination programme.97 Psychiatrists and other healthcare professionals treating people with severe mental
illness should be aware and knowledgeable of the different
types of vaccines that become available, their safety and
efficacy for their patients, and the applicable vaccination
schemes. It is the responsibility of psychiatrists to reach out
to their patients and provide them with the best possible
care.102 At the systems level, barriers to vaccination should
be actively mitigated by listening to and engaging the
public, including people with severe mental illness, in the
design and implementation of immunisation policies and
programmes, and addressing their concerns,103 to build
trust, confidence, and acceptance. The legislature is
responsible for developing the legal framework. The
logistical organisation of vaccination should be uniform,
transparent, and provide ease of access to people at risk.
Vaccination rates in people with severe mental illness can
be substantially increased with a targeted vaccination
programme.97 One possibility would be to roll out
vaccination programmes in mental health clinics and
offices and actively reach out to individuals at risk or assist
them in reaching the clinic.104 This possibility can only be
realised if mental health professionals are also trained in
administering the vaccine. In the absence of a COVID-19
vaccine in some countries, recommending patients be
vaccinated against influenza might also be worthwhile.
This kind of vaccination has been associated with reduced
admission to hospitals and intensive care units due to
COVID-19, possibly caused by natural killer cell activation.105
4

What do we do in the case of vaccine refusal?
If a person refuses vaccination, clinicians might find
themselves confronted with an ethical dilemma between
respect for the autonomy and bodily integrity of their
patient and public health concerns. Some have argued
that in these circumstances compulsory vaccination in
the general population could be ethically acceptable.106
However, compulsory medical interventions should only
be considered as a last resort and should be supported by
national and international ethical debate, legislation, and
guidelines. Furthermore, compulsory treatment is often
traumatic for those who receive it and risks undermining
patient trust in the health-care system and public trust in
vaccination. In light of these ethical concerns and the
consideration that voluntary mass vaccination might
result in vaccine coverage levels sufficiently high enough
to create effective herd immunity, compulsory vaccination
should not be pursued. Clinicians faced with a patient’s
reluctance or refusal to be vaccinated should make an
adequate assessment of that person’s mental status,
decision making capacity, and knowledge and beliefs
about vaccination. Clinicians should provide their patients
with adequate information and counter misinformation,
address negative attitudes in a respectful way, and discuss
the advantages and possible risks of vaccination. In the
end, it should be left to the individual to weigh the benefits
and the risks, and to give informed consent for vaccination.

Conclusion
Because people with severe mental illness are at high
risk for SARS-CoV-2 infection and COVID-19-related
morbidity and mortality, they must be offered early
access to safe and efficacious vaccines. Therefore, we
welcome that people with severe mental illness have
been specifically recognised by some ethical guidelines
as a high-risk group.107 Future studies should evaluate
vaccine efficacy, safety, and interactions with psychotropic
medication specifically in people with severe mental
illness so they can be properly informed of the benefits
and risks of vaccination.
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