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Following our research, ‘Exploring Acute Trauma:
understanding the cumulative effect of tragedy, shock, death
and media coverage’, we looked to understand COVID-19. 

We created a short survey that was designed to explore how
individuals have experienced COVID-19 and in turn, how they
have interacted with the four components of acute trauma.
The survey was shared on personal and professional social
media channels, finding 1752 respondents using this organic
snowball method. 
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ABOUT THE RESEARCHER

Charlotte Taylor is a trained psychologist, currently completing a PhD in
Mental Health Science at the University of London. She is the founder of
Wobble (the mental health app that helps you cope with life’s ups and
downs) and ‘Flick that Switch’ consultancy which helps organisations
become more proactive in their approach to employee wellbeing. She is also
the founder of the ‘NotoNeurophobia’ campaign which hopes to create
mental health equality in the UK.

Charlotte was involved in a fatal coach crash when she was a teenager and
spent the next 13 years in and out of mental health crisis. She was
sectioned in 2013 and was diagnosed with, and medicated for, PTSD, OCD
and depression. Acute Trauma led Charlotte to enter highly abusive
relationships which ultimately led to a serious threat to life when her young
daughter was a few days old. With self education, therapy and support,
Charlotte has recovered from her acute trauma, is off all medication and
lives happily with her partner and 3 children. Understanding acute trauma is
her passion and commitment to young people

OUR RESPONDENTS

Given the organic nature of our respondent recruitment, our sample isn’t as
representative of our society as we would have hoped for. Consideration is
given to the disproportional skew in age, ethnicity and location throughout
this report and referenced in our considerations and discussion. Although
the majority of our respondents are between 36 and 60, we infer that
individuals within this age range are most able to articulate their COVID-19
emotions and offer the most valuable insights about COVID-19 as an acute
trauma. The outcomes of our acute trauma research enable us to assume
that acute trauma impacts all individuals in a similar fashion with older
respondents being more aware of the effects of acute trauma whilst
younger people experience them more subconsciously. 
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Up to 25 years  
26-35 years 
36-45 years 
46-60 years 
Over 60 years 

AGE 

ETHNICITY
White British 
White Other 
Asian 
Black/Afro 
Mixed Race 

LOCATION
Outside of UK 
Scotland 
Ireland 
Wales 
London (inc. Greater)
SE England 
SW England 
NE England 
NW England 

When tragedy, shock, death and media coverage simultaneously occur,
people involved and directly affected will consistently display an acute
trauma response. Research suggests that tragedy, shock, death and media
coverage interact in a way that creates a unique neurological response and
neurological needs. Rather than treating the four components of acute
trauma in isolation, or assuming that together they have the same outcome
as the sum of their collective parts, it is important that we understand the
impact of the interaction which creates outcomes such as maladaptive
narratives, memories, dysfunctional thinking, processing delay and
connected isolation. 

AN OVERVIEW OF ACUTE TRAUMA
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4.05%
13.51%
32.43%
48.65%
1.35%

75.68%
14.86%
4.05%
1.35%
4.05%

1.39%
6.94%
8.33%
2.78%
15.28%
26.39%
11.11%
15.28%
12.3%
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Throughout the UK, we are beginning to ask ‘What will COVID-19 mean to
us in the future and what will it do to our mental health in the short and
long term?’

The Mental Health Foundation has led the research into COVID-19’s effects
on our mental health in the UK. Their report, which was released a year
after the initial lockdown shows a complex picture with mixed emotions and
significant differences amongst the way in which people have experienced
COVID-19, the ways in which they have been affected and the ways in
which they have been able to respond. 

Itai Danovitch, MD, Professor of Psychiatry & Behavioural Neurosciences at
Cedars-Sinai is working to cohesively understand, ‘what the impact of
COVID-19 is on people's mental health, and how, or through what
mechanism, COVID-19 affects mental health," whilst also exploring "the
role of psychosocial disparities on these health outcomes."

To date, his work suggests that although everyone is struggling with the
impact of increased stressors, long term consequences will be most drastic
for those people who are also victims of social disparity; identifying
unemployment, single occupancy and inconsistent routines as risk factors
for increased post traumatic vulnerability. 

Much of the research that explores COVID-19’s impact on mental health has
tracked, measured and explored the changes that have occurred in our
mental health since the first lockdown in March 2020. Although this helps
us understand the damaging effect COVID-19 is having on our current
mental health, it does little to aid our future understanding beyond
indicating the likelihood of a mental health crisis. 

To understand what the future might look like, many psychologists are
using our historic responses to pandemics and national emergencies. By
way of example, The SARS global outbreak in 2003 was associated with a
30% increase in suicides in people over the age of 65 and a general
increase in post-traumatic stress symptoms, depression and insomnia. Job
loss and financial struggles during a global economic downturn have been
associated with long-lasting decline in mental health. 

COVID-19 LITERATURE REVIEW
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domestic violence
parental abandonment through separation or divorce
a parent with a mental health condition
being the victim of abuse (physical, sexual and/or emotional)
being the victim of neglect (physical and emotional)
a member of the household being in prison
growing up in a household in which there are adults experiencing alcohol
and drug use problems.

Other psychologists have focused on the nature of specific mental health
problems, like OCD and anxiety to explore the nature of their onset and see
how the pandemic and our response to it may see an increase in our
predisposition to such diagnoses. 

For example, Steven Taylor, author of The Psychology of Pandemics, and
professor in psychiatry at the University of British Columbia, argues that
COVID-19 could have a long-term impact, due to the fact that OCD arises
from an interaction between genes and environmental factors. “For people
with a genetic predisposition toward some forms of OCD (i.e. contamination
obsessions and cleaning compulsions) the stress of COVID-19 is likely to
trigger or worsen OCD,” he says. “Some of these people will become chronic
germaphobes unless they receive appropriate mental health treatment.” 

Yuko Nippoda, a psychotherapist and spokesperson for the UK Council for
Psychotherapy, has also explored how existing mental health problems
could be affected by the pandemic and the threats and concerns it presents.
She says, “There are many people who suffer from anxiety already in our
modern society, but because of this deadly disease, people who tend to feel
anxious more easily will continue to feel this and the condition might
worsen. Even when the COVID pandemic ends, some people might be over-
anxious, because of the threat of a variant strain.”

With regards to the mental health of children and young people, there is a
lot of interest in the benefits of viewing COVID-19 as an Adverse Childhood
Experience (ACE). ACEs are potentially traumatic events that occur in
childhood (0-17 years). ACEs are linked to physical health problems and
substance use problems in adulthood. They also negatively impact
education, job opportunities and earning potential. 
Some examples of Adverse Childhood Experiences include: 
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It is generally understood that experiencing four or more adverse childhood
experiences creates a predisposition for a variety of physical and mental
health challenges including the development of heart disease, type two
diabetes and health-harming behaviours including high-risk drinking,
smoking and drug use. 

The challenge with the use of ACEs is the understanding of individual
differences and preventative factors and this is particularly relevant when
thinking about COVID-19, as so many of us will have experienced the
pandemic differently. As a result, the current research in this area has
concluded that although the pandemic will have increased the risk of
children and young people experiencing the Acute Childhood Experiences
that are currently defined, it is unlikely that COVID-19 will be an ACE in it’s
own right.

By exploring current research in both children’s and adult’s mental health,
we can see that there is still a need to understand the way various stressors
interact and if their net effect is cumulative or synergistic. It is important to
ask, not simply what known mental health problems COVID-19 can trigger
but instead what our post COVID-19 brains look like and what support will
it need.

A full research review has still left us asking what COVID-19 will mean to
us in the future and leaves an opportunity for us to explore COVID-19 as an
acute trauma. The current research shows a reactive rather than a proactive
approach to understanding the long term impact COVID-19 will have on our
mental health. At present, we are only understanding things as they happen
causing our ability to understand, support and respond to be one step
behind rather than one step ahead of real time. 
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When we look at the four components of Acute Trauma, it’s important to
remember that we are not dealing with the cumulative effects of death,
shock, tragedy and media because when they occur together they
compound in a way that creates something new. The way we respond to an
acute trauma is not by simply understanding the sum of its parts. It’s
important to recognise that these components interact to create new
compounds that can neither be reversed to its previous state or recognised
by the qualities of its original components.

In simplistic terms, this means that if we try to respond to an acute trauma
by offering services that may support (for example) bereavement, anxiety,
depression and/or OCD, those services are likely to fail. To respond
effectively to acute trauma, we must understand the synergistic nature of
the acute trauma brain. We must look at the compounded impact of death,
shock, tragedy and media coverage so that we can support people with the
complex cognitive, neurodevelopmental and psychological challenges that it
presents. 

The Acute Trauma criteria is defined by the interaction of shock, tragedy,
death and media coverage and usually only occurs as a result of natural
disasters, fatal accidents and homicides. 

It is important to note that acute trauma is a very specific diagnosis and one
that needs to be treated as a whole rather than breaking down it’s
components and providing stand-alone treatments. A traditional treatment
pathway for death or shock for example would be ineffective in
understanding the other elements in play when an acute trauma has been
experienced. The issue that we seek to address is that currently, an acute
trauma diagnosis and a suitable treatment pathway does not exist. Our aim
is to provide the necessary tools for people to make this important diagnosis
and support the treatment process.

Our research into COVID-19 as an acute trauma began by exploring how
many people in the general population reported experiencing tragedy,
shock, death and media coverage as a result of the pandemic. 

THE COMPOUNDED NATURE OF

ACUTE TRAUMA:
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The experience of TRAGEDY:
By definition, a tragedy is an event causing great suffering, destruction, and
distress, such as a serious accident, crime, or natural catastrophe. COVID-
19 has been a tragedy that the whole world has experienced and we have
been united in our grief, our gratitude, our hopes and our hopelessness.
Many of us have taken a socially distanced shoulder to shoulder stance with
our neighbours, our colleagues, strangers and our loved ones and have in
many ways been kinder to our communities than we ever have before. We
have all experienced loss in some way; from the loss of our freedoms to the
tragic loss of life; and we have all been emotionally affected by the
harrowing reports and powerful imagery of people that have reached the
end of their lives alone. Our respondents were divided in the ways that they
have experienced COVID-19 with just 19% of our respondents having been
diagnosed with the virus themselves.

Of those respondents that had been diagnosed with COVID-19, 50.91% of
people were left feeling isolated, 20% felt fearful and 69.09% of people
have been left experiencing low mood. Following on from their diagnosis,
56.36% of people reported feeling more worried, 58.2% say they have felt
on edge and 16.4% of people have been left feeling hopeless.

As is the typical nature of a tragedy, despite our unity we have had very
different experiences of the pandemic and what has been terrible for some
has been utterly devastating for others. We have, as is often the case, all
been affected by this tragedy but the consequences of it are very different
for each of us. 

Unsurprisingly, 36.8% of people have said that they believe they will always
feel sad when thinking about COVID-19 in the future with 26.32% of people
saying that they believe they will always feel worried and 10.5% of people
feeling that they will always feel shocked when they reflect on the
pandemic and its impact.

The onset of SHOCK:
Emotional and psychological trauma is the result of extraordinarily stressful
events that shatter your sense of security, making you feel helpless in a
dangerous world. Psychological trauma can leave you struggling with
upsetting emotions, memories, and anxiety that won’t go away. It can also
leave you feeling numb, disconnected, and unable to trust other people.
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Shock, denial, or disbelief.
Confusion, difficulty concentrating.
Anger, irritability, mood swings.
Anxiety and fear.
Guilt, shame, self-blame.
Withdrawing from others.
Feeling sad or hopeless.
Feeling disconnected or numb.

Traumatic experiences often involve a threat to life or safety, but any
situation that leaves you feeling overwhelmed and isolated can result in
trauma, even if it doesn’t involve physical harm. It’s not the objective
circumstances that determine whether an event is traumatic, but your
subjective emotional experience of the event. The more frightened and
helpless you feel, the more likely you are to be traumatised.

Of the people that responded to our survey, 18.92% of people were able to
report feeling shocked whilst 36.49% of people reported feeling scared.
47.4% of people reported feeling fearful. 50.1% of people reported worrying
more than before the pandemic and 70% of people also felt sad more
frequently than before the initial lockdown began. 56.36% of people also
report feeling unable to relax and 56.4% of people feel unable to sleep
which supports the heightened sense of arousal and high levels of anxiety
that characterise psychological shock. 

The symptoms of psychological shock include: 

Despite having hope that the world will ‘return to normal’, it is likely that the
symptoms of psychological shock will be long lasting for many; particularly
those that have been diagnosed with COVID-19 and those that have lost
their friends and family to COVID-19. Ongoing psychological shock makes it
incredibly difficult for people to process and regulate their emotions
effectively and leave a combination of complex and challenging cognitive
and neurological processes that can slowly corrode our emotional well-being
and mental health.
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Being affected by DEATH:
In the UK alone, 128,000 people have died from the COVID-19 virus with
3.7 million deaths around the world. Of our respondents, 23.94% of people
had a close friend or family member that had died as a result of contracting
COVID-19.

The role of MEDIA COVERAGE: 
Since the beginning of the first lockdown on 16th March 2020, over 50% of
all media coverage has focused on COVID-19. Of the 1752 people that
responded to our survey, 48% of them said that the media coverage relating
to COVID-19 had left them feeling confused whilst 37% of people said they
felt scared and 52.05% of people reported feeling angered by the media
coverage in the UK. In addition to this, 27.8% of people found that the
media coverage made everything feel surreal. 

Karin Wahl-Jorgensen, Professor & Director of Research Development and
Environment, School of Journalism at Cardiff University has been studying
the role of emotions in journalism and has focused specifically on the
coverage of disasters and crises in the UK and around the world. She
explains that  ‘Media coverage is vital to our shared conversions and plays a
key role in regulating our emotions, including fear’. She goes on to explain
that, ‘media coverage sets the agenda for public debate (and) whilst the
news doesn’t tell us what to think, it does tell us what to think about’ and
the professor states that in doing so, media coverage guides our attention
and focus. 

In relation to the coverage of the coronavirus outbreak, the professor
explains that fear has played a particularly vital role. In the first month of
the outbreak alone, 9,387 articles had been published about the virus with
1,066 articles mentioning the word “fear”.

Some of the typical language seen in national newspapers include, ‘Mask-
wearing patients fainting in the street. Hundreds of fearful citizens lining
cheek by jowl, at risk of infecting each other, in narrow hospital corridors as
they wait to be treated by doctors in forbidding white hazmat suits. A
fraught medic screaming in anguish’ with a large majority of reporters
referencing the virus as a ‘deadly disease’ or ‘killer virus’. 
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The World Health Organisation has warned of an ‘infodemic’ which they
have defined as an overabundance of information, particularly misleading
information, during the pandemic. Krause et al, 2020, have found that
misinformation about COVID-19 can fundamentally distort people’s risk
perception of the virus and more recently, the risks associated with the
vaccine. Vosoughi et al, 2018 have examined the virality of different types
of social media posts and have found that fact-checks tend to spread more
slowly than fake news meaning that we often become surrounded and
overwhelmed by scare-mongering misinformation.

Following our initial research into the combined effect of death, shock,
media coverage and tragedy, we are able to understand the unique
cognitive and neurological processes that occur as part of the acute trauma
response. We conducted our research to understand if the experience of the
pandemic would act as an acute trauma for those people that had
experienced the death of a friend or loved one as part of the pandemic. 

As is supported by our research review, our findings indicate the people will
have experienced the pandemic differently; with some people showing
protective factors and resilience whilst others were exposed and
simultaneously responsive to the four components of acute trauma.
Although this can be perceived positively, it means that it is even more
important for us to be aware of the signs and symptoms of acute trauma so
that we can provide the people that have experienced it with appropriate
support and suitable interventions.

With evidence of the four defining components of acute trauma being
present for some people within our research cohort, we are able to assume
that COVID-19 will be an acute trauma for a not insignificant amount of
people in the UK and around the world. With that in mind, we have explored
the 11 stages of the acute trauma response to explore how they might
present themselves within our society in the coming months and years. 
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Processing delay: Processing delay is characterised by a general sense of
resilience, broken intermittently by micro crises. An individual experiencing
processing delay is likely to remain highly functional, appearing to be very
emotionally aware and capable. They will experience very short and extreme
bursts of mental difficulty and pain; perhaps just for a few hours or over a
period over a few days. These periods are swiftly ended, sometimes ignored
and generally minimised by the individual and can often be missed by the
people around them. Cognitively, processing delay simply means we delay
processing what has happened and in term stop the acute trauma becoming
a reality for us. The micro crises are indicators that we have attempted, but
very quickly rejected processing of the acutely traumatic event and its
impact which is a cycle that will be repeated for decades or until the acute
trauma is broken down into smaller, more manageable chunks that can be
processed with safety and efficiency. 

In relation to COVID-19, processing delay will mean that lots of people will
‘seem’ to be fine. We may be shocked, relieved and lulled into a false sense
of security by the initial sense of coping and resilience but processing delay
corrodes our mental health and has negative effects on our ability to
process, support and effectively respond to our thoughts, feelings and
behaviours.

Only 48.6% of our survey respondents reported feeling in control of their
COVID-19 related thoughts with 16.3% of people saying that they had
thoughts and feelings that they didn’t understand. These are both indicative
of processing delay and suggests that for some people, the pandemic isn’t
something they’ve begun processing. 

Maladaptive narrative: When an acute trauma occurs, the people most
closely affected by it often lose their chance to speak and their right to be
heard. Acute traumas, by their definition become shared by a community
and collectively owned by the public and in turn becomes a shared story
rather than an authentic narrative. For the individuals that have experienced
acute trauma, the shared story which is often defined by the media and
commonplace hearsay, shapes how they understand what has happened to
them. 

ACUTE TRAUMA SYMPTOMS:

COVID-19 AS AN ACUTE TRAUMA



APRIL 2021

13

In the initial stages of an acute trauma response, the maladaptive narrative
will be added to the hordes of information that we sit with rather than
process and it is only in later stages of the response that we will see the
various conflicts and challenges that the maladaptive narrative will create. 

In relation to COVID-19, the maladaptive narrative will mean that the story
the media has created on behalf of the UK and the world will become the
story that we understand. When we consider the viral spread of conspiracy
theories, fear inducing articles and emotive, frightening and devastating
images, we can begin to understand how we will understand the pandemic
in the future. 

Consideration must also be given to the details associated with maladaptive
narrative in relation to COVID-19. Many of the 128,000 people that have
died during the pandemic will have died alone. This will be incredibly
distressing for their friends and family and, with an inability to understand
the intricacies of their loved one’s last moments, their understanding and
narrative will be shaped and informed by the stories that have been shared
in the media and across social media. The media stories will also shape our
understanding of the causes of the virus, the threat it continues to present
and the security and stability that can be present in our future.

Relinquished control: When the four components of acute trauma interact,
we are often left with very little control and this prolonged feeling can lead
to people seeking forms of control through destructive or addictive
behaviours. In relation to COVID-19, this is likely to be amplified given the
lack of freedoms that have been enforced throughout the UK.

Along with the pandemic, specific lack of controls and the lack of emotional
control that is created by the compound of the four acute trauma
components, the pandemic has left us with a lack of trust, certainty and
confidence in the rules that have been enforced. It is difficult to feel in
control without having confidence in and certainty of rules, the need for
which has been heightened by the severity of fear and worry surrounding
the virus. The changes in the rules and the uncertainty around our future
has made it harder for us to feel in control not only of our circumstances but
also the way in which we are able to respond to them. 

COVID-19 AS AN ACUTE TRAUMA
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A lack of control creates a sense of hopelessness and leads to an increase in
symptoms associated with both depression and anxiety. We should be
mindful of the fact that having some areas of control in our lives is critical to
our emotional well-being and for those who have no other option, that need
is often fulfilled by entering abusive relationships with substances, other
people, money or ourselves. 

Enforced vulnerability:  When we have a difficult, challenging or upsetting
experience, many of us will compartmentalise our life in order to cope. We
carefully select who we confide in and decide who we trust to share our raw
emotions with and get to decide when and where we feel comfortable
sharing this information. When we experience an acute trauma, all of those
privacy controls are removed leaving us in a state of exposed vulnerability. 

In relation to the pandemic, this enforced vulnerability is heightened. We
are consumed and surrounded by the requirements and consequences of
COVID-19 which has bolstered the sense of unity and a shared experience.
Rather than personal experiences with privacy settings that we are able to
control, the pandemic has been experienced as a collective, giving everyone
the opportunity to ask questions, share thoughts and otherwise invade and
adjust the privacy settings we may require for our own emotional well-
being. 

Shared grief: When a death is considered to be tragic and accompanied by
media exposure, we are forced to share our grief with strangers. Although
there is an assumption that people sharing in your grief is supportive, kind
or even respectful, a shared grieving effort often becomes invasive and can
feel like the last private moments are being taken away. Sharing our
experience of grief with others can also force us to minimise our own
feelings and emotions so that they are more aligned with the lesser feelings
and emotions that are expressed by people that are less directly impacted
by grief. 
During the COVID-19 pandemic, every death has been shared by everyone
in the UK and around the world. The collective ‘death statistics’ have been
shared by the nation and mourned collectively, totally removing the
personal bereavement experience and minimising our right to grieve for our
friends and loved ones with privacy.

COVID-19 AS AN ACUTE TRAUMA
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Connected isolation: When we are closely affected by an acute trauma, the
media coverage and wider sense of tragedy means that it is, in many ways,
a shared experience but rather than creating a sense of unity or solidarity, it
creates ‘connected isolation’’, which is the sense that everyone knows your
business but no one really understands it. It makes you feel as if you are in a
goldfish bowl with everyone looking at you but without the ability to
comfort or support. During the COVID-19 pandemic, people are likely to
experience a sense of connected isolation not only in relation to the death of
a loved one but also if they are diagnosed with the virus. For example, of
our survey respondents that have been diagnosed with COVID-19, 25% of
them felt that their friends and family didn’t support them due to concerns
about their own health whilst another 25% of them felt that friends and
family were so worried about their diagnosis that it made them feel worse.
It is likely that in spite of people’s best intentions, the people that have
been most negatively affected by COVID-19 will have felt isolated and
alone during their pandemic experience. 

Maladaptive memories: When shock interacts with media coverage, we
often make maladaptive memories which despite being distressing in nature
and often formative in nightmares and flashbacks, are false. Maladaptive
memories are usually shaped by our own limited recollections, details
shared by the media and comments we hear and witness on social media.
The maladaptive narrative that we experience at an earlier stage in the
acute trauma response goes on to form the way we understand and
remember what has happened to us. These memories can become incredibly
distressing for the individual experiencing them; often knowing they can’t
be true but feeling unable to control them or influence the strong emotions
that they generate. In relation to COVID-19 this neurological malfunction
can lead to us mentally replaying the death of friends and family by
replacing images we have seen in the media with their faces. We are likely
to remember our friends and loved ones dying in the most extreme
circumstances that have been described by the media and may have
nightmares and flashbacks about some of the scenes we have seen from the
UK and around the world. It may also be difficult for us to clearly recognise
any guilt, blame or mistakes that have been made as part of our COVID-19
response. 

COVID-19 AS AN ACUTE TRAUMA
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It may well mean that people have irrational fears that they broke the rules,
were asymptomatic and contagious or otherwise to blame for the death of
their loved ones - this may be particularly prevalent amongst young people
who haven’t been asked to wear a mask and forced to interact with their
peers at school.

Dysfunctional thinking: Experiencing acute trauma ultimately causes us to
have dysfunctional thoughts, often about ourselves, others and the world.
There are times when dysfunctional thinking becomes obsessive, magical or
psychotic resulting in behaviours that are socially unacceptable, antisocial
and self destructive. Being unable to understand or identify dysfunctional
thoughts frequently leaves us feeling like we are going mad and that we
aren’t safe in our own environments. The nature of dysfunctional thinking
invariably leads us to being ashamed of our thoughts and in turn, secretive
about our emotions. 
For the many people that will have experienced COVID-19 as an acute
trauma, this means poor mental health is likely to exist in their future. It
means that they will struggle to understand their emotional needs and
respond in a way that supports their mental health. This dysfunctional
thinking and inability to regulate emotions will have been increased by the
duration of the COVID-19 pandemic. Some people will have lived in a state
of heightened arousal or ‘fight or flight’ for the last 12 months, making
mental health problems inevitable and an increased risk of suicide, a reality.

In principle, anyone is capable of having an acute trauma response to the
COVID-19 pandemic. In the last 15 months, we have been consumed by a
worldwide tragedy that has made a huge death toll a part of our everyday
lives. Its severity, impact and outcomes have been shocking and left many
of us in a state of emotional shock which has been enforced and cemented
by constant, dramatic media coverage.

To understand who is most likely to have an acute trauma response, it is
necessary to explore how individuals have responded to each of the four
components, looking at both the exposure to each component they have
experienced and what protective factors they have in place for each one. 

IDENTIFYING THOSE WHO

EXPERIENCE ACUTE TRAUMA:
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Death: Rather than the general sense of loss and bereavement that has
surrounded us during the COVID-19 pandemic, death is likely to contribute
to the acute trauma response when it is that of a close friend or family
member. A death has to really touch us or impact our life for it to contribute
to an acute trauma response. 

Shock: Although all of us have faced restrictions and rules as a result of the
pandemic, those of us that have encountered the most significant changes
are most likely to experience levels of shock that will contribute to an acute
trauma. These changes may include sudden unemployment, financial
difficulties, changes to relationships and living arrangements, dramatic
changes to physical health or the development of new or additional mental
health problems. 

Tragedy: Although COVID-19 has been a tragedy for people across the
world, understanding how this will contribute to acute trauma will be
dependent on how much individuals feel connected to the realities of the
pandemic. Our research shows that not everyone has felt sad or worried.
Less than half of our respondents said that the pandemic had had a
negative effect on their mental health whilst over half of our respondents
said that they thought they would feel OK about the pandemic in the future.
Thus, there is a need to assess if people have protective factors relating to
tragedy and beyond this, an understanding of how connected they are to
the details and impact of the pandemic in order to evaluate if tragedy is a
contributor to the acute trauma response. 

Media Coverage: We have all been exposed to the shocking headlines,
reports and imagery that has characterised pandemic journalism. However,
the media coverage will not be an acute trauma for all of us. We must
question people on their reactions to the COVID-19 media coverage; how it
has made them feel, how much media they are consuming and how often
they find themselves thinking about the things they have engaged with. For
media coverage of COVID-19 to contribute to the acute trauma response, a
person would be heavily engaged and highly impacted by the media
coverage. They will be able to effectively recall a variety of themes and
specific articles that have been shared by the media and will have strong
emotional reactions to the content. When media contributes to the acute
trauma response, it will be both emotionally consuming and mentally
distracting to the individual. 

COVID-19 AS AN ACUTE TRAUMA
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Education and expectation management:
COVID-19 has thrown most of us into worlds that we don’t understand. It is
a virus that has taken lives and the reality is that many of us won’t
understand how the virus works, where it has come from or the realities of
the risk it will present in the future. There must be a provision of clear,
concise and accurate information about the virus; from it's conception
through to what we will be doing to protect ourselves from it in the future.
Furthermore, where possible, a rationale for government decisions and the
restrictions that we have experienced. It’s beneficial to remember that
people have learning preferences and are likely to consume information in
different ways. It will be necessary therefore to provide information in
multimedia formats wherever possible.

For people that have experienced acute trauma, understanding their
response is vital. Providing an opportunity to learn about how their
neurological responses and cognitive process will change is critical and
often this insight gives people the chance to control their mental health
more effectively. 

Support processing:
The processing delay that is associated with acute trauma can lead to
people living in emotional turmoil for years after the event, limiting the
ability to live healthy lives and making it impossible to develop healthy
routines and relationships. 

Typically, we tend to encourage people to try and process the acute trauma
in its entirety (the pandemic, it’s global impact and all the ways it has
impacted us personally) when in reality it would be much more effective to
help them to break an acute trauma and its impact down in ways that
promote understanding and effective long term processing.  

Consider these effective methods to facilitate this:

PROVIDING SUPPORT AFTER AN

ACUTE TRAUMA 
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Bitesize information: When we are revising for exams, for example, we
confidently break information down into bitesize pieces so that they are
easy to consume and effectively recall. When we are involved or impacted
by an acute trauma, there is a huge amount of information that needs to be
processed; it is multi-faceted and complicated in ways that few us are able
to understand and it can lead to faulty recall and recollection which causes
significant emotional harm. Although we will be unable to do the processing
for someone, we can provide them with the tools, structures and
frameworks they need to break down information and emotions in ways that
allow them to better process it; supporting memory creation, recall and
general emotional well-being.

Different channels: When we think about processing emotions, we tend to
focus heavily on talking therapies but for some people, talking about their
experiences of acute trauma can be complex and challenging. When we are
looking to support processing, it can be useful to utilise all communication
channels; writing, drawing, music and movement. It’s important that we
help people understand and access all communication channels so that they
are able to see and explore what works, in what ways, to allow them to
process different aspects of the acute trauma in various ways.
           
It’s crucial to let people understand the nature of prolonged and delayed
processing. Information, knowledge and insight is absolutely critical and it
has proven vital that people have realistic expectations around that
processing - what it can feel like, what emotions it can trigger and the
awareness of these timelines for change and evolution is linked to both our
understanding and emotional responses. Processing an acute trauma
requires structure, a focused and consistent ‘chipping away’, a habitual
effort to improve our understanding and insight rather than one significant
effort that will likely lead to distress, discomfort and long term emotional
harm.

COVID-19 AS AN ACUTE TRAUMA
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Developing your own narrative:
When we are involved in or closely impacted by an acute trauma, we often
lose our voice and our right to control the narrative that surrounds our
experiences. Typically, we realise that our narrative has been created by
others when we begin to experience the emotional challenges that it has
caused. It leads to conflict, a lack of clarity and a host of challenging
emotions from confusion and anger to low self-esteem and self-worth. 

If we willingly accept that we don’t have a voice and in turn neglect our
right to share the way acute trauma has affected us, in a way that is
authentic and true, it is likely that we will question the validity of our voice
for the rest of our lives. Individuals must know that whatever they want to
say should be heard. It is important they do not feel the need to be silenced
by the discomfort others may feel when raw emotions are shared. Moreover,
it is crucial that people know that their feelings are valid regardless of how
uncomfortable or confusing they may feel and they must continue to hold
onto their voice and use it throughout their lives.

Further, they should be given the opportunity to voice their concerns and
frustrations to the media, and be able to share their voice with other
stakeholders and be directive over what they want now and in the future.
There is a great need to provide the tools that will allow them to take
control and find the courage to share and shape their narrative in ways that
they find supportive and comforting. In relation to COVID-19, providing the  
opportunity to share stories and experiences in various ways can be
particularly beneficial when reintroducing groups or teams of people that
have been working remotely or independently during lockdown. 

Provide privacy settings:
It is really easy to get ‘pulled along’ in the acute trauma response; to lose all
sense of control, to lose all sense of identity, purpose and confidence as we
‘go along’ with the wider response to our most private and life changing
moments. Although people can’t change the media response to an acute
trauma, nor the wider sense of tragedy, it is vital that people find some
ways to control their privacy settings - in the way they converse, in the way
in which they engage with their everyday life, the way they grieve and the
way they engage with their community.

COVID-19 AS AN ACUTE TRAUMA
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This is particularly important when we think about COVID-19 as an acute
trauma as it has been so commonly and collectively experienced that people
may not consider the discretion and sensitivity that will be required when
people are talking about it. Having access to tools that allow them to
manage difficult conversations, to respond to people who offer their
condolences and acknowledge the advice and guidance people offer us. It is
crucial that we give people the confidence to set their terms and explain
their needs for returning to work, to school and even re-engaging with
friends and family. It’s essential that people know that they ‘don’t want to
talk about it’ or ‘need to be left alone’ or ‘want everything to be as normal’.
There must be the freedom for people to feel they can design and determine
how they live with acute trauma and that they can calmly and confidently
share their needs with others as part of this process.

Support memory balance:
As we are living through the COVID-19 pandemic, we are so immersed in
our experiences that it seems impossible to believe that one day there will
be things that we are unable to remember or recall. Individuals should be
encouraged to make scrapbooks, videos, audio files, diaries, journals,
artwork, poetry, memory boxes and more. It’s important that individuals
know that they don’t need to share their information, that they can stick it in
the loft or give it all to a family member until they decide it’s something they
want to review or reflect upon. The things we think will always be really
clear can get confused and as time passes, we become more reliant on the
information that was put into the public domain by others. It is only then
that we will wish we had our own information to rely upon so that we
understand the intentions of the source and the reliability of their detail.

Inform fight or flight response strategies:
It is normal for people that have experienced acute trauma to have a
prolonged fight or flight response and live consistently in a heightened state
of arousal. This can lead to a permanent state of fear, panic and physical
discomfort. Along with understanding the neurological purpose and
components of the fight or flight response, it helps to know how to respond
to the feelings and emotions that the response creates. Providing people
that have experienced acute trauma with calming strategies, breathing
techniques and processes can help them feel focused and grounded when
they are in a heightened state of arousal and fear.
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Easing maladaptive thinking:
It is uncommon for us to be explicitly told that we are able to change our
thoughts and choose how we respond to them. We rarely give ourselves
time to stop in the milliseconds that exist between thinking, feeling and
behaving but when we have experienced acute trauma, having the insight
and skills to do this is essential.
Changing our thoughts and choosing our responses are habitual routines
that require prolonged amounts of effort but more than that, the process
must start with us being provided with ‘know how’, with tools and
resources that can help us understand how our thoughts work and how they
can influence our emotional well-being and behaviours. Giving people the
space and privacy to independently practice these techniques is really
important and can help minimise the harm that acute trauma causes in their
own environments. 

Alternative strategies for control and escapism:
When our need for control and escapism becomes essential to our survival,
we will find these opportunities at any cost. When people are unaware of
how to achieve this, they will often opt for some of the most accessible
options which include drug abuse and self harm. The aim should be to give
people options throughout their acute trauma response and help them
evaluate who they use as their response role models and what the
consequences of each of their choices will be throughout. We must ensure
there is access to alternatives; fundraising, completing physical challenges,
supporting others or campaigning for change or justice. These are all
incredibly rewarding activities and can offer the control and escapism that
many people that experience acute trauma crave. 
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Assessing who will have experienced COVID-19 as an acute trauma by
using a diagnostic framework to identify the combined experiences of
death, shock, tragedy and media coverage in ways that will create the
acute trauma response. 

Providing acute trauma education and opportunities for for those
affected in order to minimise the long term risks associated with acute
trauma. 

Creating long term treatment pathways that will ensure people are
monitored, supported and have access to interventions and resources for
at least a decade.

Improving acute trauma awareness in order to increase empathy and
support amongst peers, colleagues, friends and family.

Providing all health professionals with an understanding of an acute
trauma diagnosis and the ability to offer resources and support to ensure
those that have had an acute trauma response are supported effectively.

As lockdown restrictions begin to lift and our schools and workplaces
attempt to return to normal, there is an urgent need to understand how the
pandemic will have affected people’s mental health so that we can offer
them the support they need.

We can do this by:

 THE COVID-19 RESPONSE
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RECOMMENDATIONS:

At This is Acute Trauma, we are working to raise
awareness and understanding of the psychological
response and emotional needs of people that
experience acute trauma. 

We continue to conduct research and develop
workshops, tools and training programmes to help
people when they experience acute trauma and those
that are expected to support them as part of their job.

Our training programmes are available for Police and
family liaison officers, teachers, employers,
counsellors, therapists and GPs. Our ambition is to
ensure that every person that experiences acute
trauma has access to our research information,
worksheets and support programmes as part of their
immediate and early interactions and interventions.
Ultimately, we hope to train and empower all those
that support them so that their experiences are
emotionally supportive and beneficial to their short
and long term mental health.

Find more information at www.thisisacutetrauma.com
or follow @acutetrauma on social media.
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