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Overview
• What psychological reactions do we expect after the COVID-19
outbreak?
• What do we know about post-traumatic reactions following
societal trauma?
• How do we identify and assess people who need psychological
support appropriately?
• What psychological supports and interventions are available?

What psychological reactions do we expect after the
COVID-19 outbreak?

Predicted Mental health Surge …
• Professional body statements on surge

• Royal College of General Practitioners in NI
• Royal college of Psychiatry

• Professional body statements on recovery, and funding
• British Psychological society
• Royal College of Nursing

• Reward & Employee Benefits Association (REBA)

• 79% of businesses have seen an increase in requests for mental health support in the
wake of COVID-19

• Centre of Mental Health (2020)

• Economic impact of severe post-COVID recession may be more impactful on mental health
than pandemic itself
• 0.5 million additional people presenting with clinical levels of mental health difficulties in
UK

Some level of anxiety,
stress, and mood
change is completely
normal in these
circumstances
Normalisation and a
de-pathologising
approach is an
important default
position
For the majority of people
advising use of self-help,
existing supports, and
other coping strategies
will be helpful
A higher step of
mental health support
should be provided to
those who need it

General Mental Health (Wang et al., 2020)
• 1210 participants in an online
population survey of 194 Chinese
cities
• 2 surveys

• First: 2 weeks into pandemic
• Second: Immediately post-pandemic

• Measured:
•
•
•
•

Stress
Anxiety
Depression
Posttraumatic stress symptoms

Percentage "Moderate to Severe" levels

16%

Depression

29%

Anxiety

Stress

PTSD symptoms

8%

54%

General Mental Health (Wang et al., 2020)
• 1210 participants in an online
population survey of 194 Chinese
cities

• Not a prospective study. Sampling
bias, cultural differences, and
overestimation likely

• 2 surveys

• PTSD symptoms significantly
decreased in second survey –
clinical cut-off data not available.

• Measured:

• Quarantine a big factor – 23% vs
12% depression (Lei et al., 2020)

• First: 2 weeks into pandemic
• Second: Immediately post-pandemic

•
•
•
•

Stress
Anxiety
Depression
Posttraumatic stress symptoms

• Anecdotally … people respond very
differently as individuals

General Mental Health (Shevlin et al., 2020)
• Online survey of 2,025 adult UK
participants – 1st week lockdown
• Sample characteristics of sex, age,
household income, and regional
population density representative
of UK population
• Measured:
•
•
•
•

Anxiety
Depression
Posttraumatic stress symptoms
Other survey questions (e.g., age,
COVID-19 exposure, financial pressure)

Percentage with clinical levels of
symptoms

Depression

22%

Anxiety

22%

PTSD symptoms

17%

General Mental Health (Shevlin et al., 2020)
• Online survey of 2,025 adult UK
participants – 1st week lockdown
• Sample characteristics of sex, age,
household income, and regional
population density representative
of UK population
• Measured:
•
•
•
•

Anxiety
Depression
Posttraumatic stress symptoms
Other survey questions (e.g., age,
COVID-19 exposure, financial pressure)

• General risk factors

Lost income in the pandemic
Lower income categories
Pre-existing health conditions
Knew someone who had a pre-existing
health condition
• Had become infected themselves
and/or gave a high estimate of their
personal risk of infection
•
•
•
•

• PTSD-specific
•
•
•
•

Younger age
Presence of children
No effect of income
High perception of becoming infected

Inpatient Mental Health (Bienvenu et al., 2015)
• Prospective study 520 survivors
of acute lung injury from 13
medical and surgical ICUs in 4
hospitals
• Follow-up at 3, 6, 12, and 24
months post-injury
• Measured:
• Anxiety
• Depression
• Posttraumatic stress symptoms

Percentage with clinical levels of
symptoms

Depression

26%

38%

Anxiety

PTSD symptoms

22%

Inpatient Mental Health (Bienvenu et al., 2015)
• Prospective study 520 survivors
of acute lung injury from 13
medical and surgical ICUs in 4
hospitals

• Different population and lack of
wider societal changes among
other methodological issues

• Follow-up at 3, 6, 12, and 24
months post-injury

• Meta-analysis of studies
involving critical illness survivors
revealed approximately 20% will
have clinical levels of PTSD at 1year follow-up

• Measured:
• Anxiety
• Depression
• Posttraumatic stress symptoms

Healthcare Staff (Bell & Wade, 2020; Maunder et al., 2006)
• Survey of 769 Canadian healthcare
workers 13 – 26 months after 2003
Toronto SARS outbreak.
• Compared staff in 9 Toronto
Hospitals (treated SARS patients)
compared to 4 Hamilton hospitals
(did not treat SARS patients).s

Percentage with "High" levels of
symptoms

30%

Burnout

45%

Distress

• Measured:

• Burnout
• Psychological Distress
• Posttraumatic stress symptoms

PTSD symptoms

14%

Healthcare Staff (Bell & Wade, 2020; Maunder et al., 2006)
• Survey of 769 Canadian healthcare
workers 13 – 26 months after 2003
Toronto SARS outbreak.
• Compared staff in 9 Toronto
Hospitals (treated SARS patients)
compared to 4 Hamilton hospitals
(did not treat SARS patients).s
• Measured:

• Burnout
• Psychological Distress
• Posttraumatic stress symptoms

• Predictors of poor mental health
•
•
•
•
•
•
•

Inadequacy of training
Reduced of staff support
Unhelpful coping (e.g., avoidance)
Exposure to infected patients
Seeing colleagues infected
Experiencing quarantine
Non-voluntary role assignment

• Protective factors
•
•
•
•

Staff support strategy and measures
Robust protocols and PPE access
Team support
Belief and sense of professional duty

Distilling it down …
• Increased likelihood that individuals who have pre-existing mental health difficulties will be
exacerbated by the stressors related to COVID-19 pandemic (e.g., pre-morbid PTSD, psychosis,
OCD etc; Hao et al., 2020)
• However, evidence is limited with methodological shortcomings. Potential relapse or heightened
symptoms may require enhanced mental health support, but anecdotal experiences very
individualised and varied – requires probing
• People who have no premorbid difficulties, but who have been exposed to significant trauma due
to COVID-19 may be vulnerable
• General population experiencing severe stress (e.g., isolation, poverty) during pandemic (Shevlin et al.,
2020)
• Patients with COVID-19 who have recovered (Bo et al., 2020)
• Family members of patients with COVID-19 who have passed away or recovered (Wallace et al., 2020)
• Healthcare staff (Bell and Wade, 2020)
• Staff in care homes (Greenberg et al., 2020)

Distilling it down …
• People may present with delayed-onset trauma-related difficulties (e.g., childhood
sexual abuse, “Troubles-related” trauma) that have been reactivated by current
societal trauma of COVID-19 (Gupta, 2020)
• People may present with complicated grief and traumatic grief due to:
• Sudden traumatic loss of loved one (Stroebe & Schut, 2001)
• Lack of contact with dying relative
• Restrictions facilitative grieving processes and rituals (e.g., wakes, funerals) due to social
distancing

• However, important to emphasise the normal grieving process will be difficult, but is
differentiated from normal grieving process, which requires no intervention

“Normal” and “Complicated” Grief
• “Normal” grief – no timeline, but unusual
if resolved in less than a year (Worden,
2009)
• Five Stages of Grief (Kubler-Ross (1969) vs
Worden’s (2009) Tasks of Mourning
• May be “complicated” grief if more
chronic, severe, ruminative, intrusive, and
impactful on thinking, behaviour, and
functioning
• Difficult to tease out due to grief being a
very individual process

Distilling it down …
• Existing assessment methods, processes, referral pathways, services and
models of care are all still applicable, albeit potentially in a modified format
or reduced accessibility (e.g., telephone assessments, tele-therapy)
• Some new, additional supports are available and likely to continue to develop,
particularly digital mental health (e.g., apps, self-help, online supports, online
therapy)
• Intensity of intervention still mapped to “stepped care model”, i.e., right
intensity for the right person at the right time – measured response

What do we know about post-traumatic reactions
following societal trauma?

42% of population experienced
“Troubles”-related traumatic event
Twice the rate of PTSD symptoms
as neighbouring counties in
Republic of Ireland

lifetime
39.1% lifetime prevalence of8.8%
a
£172,756,062
mental health “disorder”
prevalence of PTSD
5.1% 12-month PTSD
prevalence in the population –
highest internationally

Over-representation of more
“complex” forms of PTSD in
Northern Ireland

DSM-5 (2013)
PTSD
Re-experiencing

Avoidance

Altered cognition
& mood

Hyperarousal

Complex Trauma/PTSD
(Briere & Spinazzola, 2005; Courtois & Ford, 2009; Dyer et al., 2009; Freyd, 1997; Herman, 2011)

Individuals who experience early onset, protracted, and repeated
traumatic events that often involve interpersonal victimisation and
occur across key developmental stages where there is an actual or
perceived inability to escape.

Types of traumatic experiences

(Cloitreet al., 2009; Courtois & Ford, 2009; De Jong et al., 2005; Dorahy, 2006; Dorahyet al., 2009; Dyer et al., 2009;
Herman, 2011)

PTSD
Re-experiencing

Avoidance

Altered cognition
& mood

Hyperarousal

ICD-11 (2018)
Complex PTSD

Re-experiencing

Avoidance

Affect
Dysregulation
Interpersonal
Hyperarousal
Disturbance

Negative Selfconcept

Dorahy et al., (2009)
• 81 treatment-seeking adult
with “Troubles”-related
trauma
• Measured:
•
•
•
•

Interpersonal trauma
PTSD
Complex PTSD
Interpersonal connectedness

• 95% of sample had significant
history of childhood trauma
• 75% of sample had Complex
PTSD diagnosis using SIDES
(Dorahy et al., 2009)

Dorahy et al., (2009)
• 81 treatment-seeking adult
with “Troubles”-related
trauma
• Measured:
•
•
•
•

Interpersonal trauma
PTSD
Complex PTSD
Interpersonal connectedness

• Predictors of Complex PTSD
(58%)
•
•
•
•

Childhood sexual abuse
“Troubles”-related trauma
Avoidance symptoms
Low interpersonal
connectedness

Other trauma

Societal trauma

How do we identify and assess people who need
psychological support appropriately?

COVID-specific questioning
• Include a gentle line of questioning on the impact of COVID-19 in
assessments and clinics. For example:
•
•
•
•
•
•

How has it affected their wellbeing?
How has it affected their family?
Did they experience any loss or bereavements?
How was the lockdown experience for them?
How has the pandemic affected their employment, finances?
What are they worried about longer-term, after the pandemic?

• But … standard practices apply

• What are the persons goals? Main element of therapy rather than labels
• Two clients with PTSD … one wants to do full TF-CBT … the other simply
wants to take their child to the park

Brief Screens
• PTSD

• Primary Care PTSD screen (PC-PTSD-5; Prins et al., 2015)
• Score of 4 or greater on scale – possible PTSD with less false positives

• Depression

• Patient Health Questionnaire-2 (PHQ-2; Kroenke et al., 2003)
• Score of 3 or greater on scale – possible depression

• Anxiety

• Generalised Anxiety Disorder (GAD-2; Kroenke et al., 2007)
• Score of 3 or greater on scale – possible generalised anxiety

• Caution required

• Less items in a scale … less reliable … more likely false positives in many of these
measures
• Questions are a very useful rough guide in an appointment

PC-PTSD-5
• Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic. For
example:
•
•
•
•
•
•

a serious accident or fire
a physical or sexual assault or abuse
an earthquake or flood
a war
seeing someone be killed or seriously injured
having a loved one die through homicide or suicide.

• Have you ever experienced this kind of event? YES / NO
• If yes, in the past month, have you...
1.

Had nightmares about the event(s) or thought about the event(s) when you did not want to? YES / NO

2.

Tried hard not to think about the event(s) or went out of your way to avoid situations that reminded
you of the event(s)? YES / NO

3.

Been constantly on guard, watchful, or easily startled? YES / NO

4.

Felt numb or detached from people, activities, or your surroundings? YES / NO

5.

Felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s)
may have caused? YES / NO

PTSD assessment
• PTSD self-report measures

• PTSD checklist (PCL-5; Weathers et al., 2013)
• Impact of Events Scale (IES-R; Weiss & Marmar, 1997)

• Complex PTSD self-report measures

• International Trauma Questionnaire (ITQ; Cloitre et al., 2017)

• Full clinical interview and assessment should only be conducted by
appropriately-trained psychological therapist and/or mental health
clinicians

Trained mental health clinician questions: Symptoms
• “Typical example of when PTSD symptoms flare up” – CBT 5-part model
• Focus on memories and negative automatic thoughts/appraisals
• Focus on avoidance or unhelpful coping behaviours

• Re-experiencing
•
•
•
•

“Do you have nightmares about the trauma?” “How often?”
“Do you have flashbacks?” “What triggers the memory coming back?”
“How does the trauma memory come back – flashes/images or a detailed story?”
“What is the worst part of the memory?” “What do you find most difficult?”

• Avoidance/unhelpful coping strategies

“Is there anything you avoid because of the trauma? For example _____?”
“What reminds you of the trauma? How do you deal with it?”
“When you feel on edge/have a flashback, what helps? What makes it worse?
“Do you do anything to make yourself feel safer?” Do you check anything or take
precautions?”
• “What helps you cope?” “What makes things worse?”
•
•
•
•

Trained mental health clinician questions: Symptoms
• Hyperarousal
• “Do you feel on edge or hyperalert? Tell me how you feel and act when this
happens”
• “What sleep difficulties do you have?” “What is your sleep routine?”
• “Do you have difficulty concentrating or remembering things?”
• “Do you get irritable or snappy?”

• *Altered cognition and emotion/Negative self-concept
• “How do you feel about yourself since the trauma? Do you feel changed? In what
way?”
• “Sometimes people feel _____ after a trauma, even though it isn’t justified. Do
ever feel guilt or shame in relation to your experience?”

Trained mental health clinician questions: Symptoms
• *Interpersonal disturbance

• “How are your relationships with family? Your partner?”
• “Who would be closest to you?” “Do you have someone you can trust to talk to
about your difficulties?”
• ‘Do you feel isolated or cut-off from people?”
• “What was you relationship with your parents/siblings growing up?”
• “Name 5 adjectives that describe your mum/dad?”

• *Affect dysregulation
•
•
•
•
•

“When you get upset, does it take a long time to calm down?”
“What helps you calm down?”
“Do you ever talk about feelings …. exercise …” etc
“Describe to me the last time you got upset. Talk me through what happened.”
“Have you ever engaged in self-harm/previous suicide attempts …” etc.

What psychological supports and interventions are
available?

Pre-existing services still best option …
• Modified delivery of psychological therapies services across Trusts
(e.g., Zoom therapy); however, still accepting referrals through
normal routes. May depend on specific Trusts and services, but
“stepped care ethos” and pathways important defaults
• Established services have good clinical governance … often other
service providers with less governance can encroach in such times
• Regional digital mental health initiative developing strategic plan
for online supports
• Regional Trauma Network has been developed … unable to launch
HSC Trust side of service (Steps 3 – 5)

Self-Help and Online Resources
• Covid-19 Mental health and emotional wellbeing resources
• https://www.mindingyourhead.info/

• COVID Trauma Response Working Group
• https://www.traumagroup.org/

• Psychological First Aid E-module

• https://www.hsclearning.com/course/view.php?id=1042

• Healthcare NI apps library

• https://apps4healthcareni.hscni.net/

• Online Stress Control Classes - **NEW COURSE** – Starts 8th June 2020
• https://ni.stresscontrol.org/

• Framework to support psychological wellbeing of HSC staff

• https://www.publichealth.hscni.net/covid-19-coronavirus/guidance-hsc-staff-healthcare-workers-and-careproviders/staff-health-and

• Covid-19 bereavement resources

• https://www.publichealth.hscni.net/publications/covid-19-bereavement-resources

Phase-oriented treatment
(Cloitre et al., 2012; Herman, 1992; Van der Hart et al., 2006)

Phase 1: Safety and Stabilisation
• Therapeutic relationship, trust, empathy secure base,
“limited re-parenting”
• Normalisation and psychoeducation
• Collaborative formulation and treatment planning
• Motivational interviewing - building hope for change
• Practical considerations
•

Housing, welfare, benefits, childcare etc

• Referral and engagement with additional services for
co-ordinated support
• Sleep assessment and hygiene
• Behavioural activation
• Activity/education services
•

Wider activity organisations, SU support groups

• Everyday functioning
•

Physical exercise, routine, structure, diet

• Problem-solving

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Anxiety management
Anger management
Depression intervention
Systemic and family work
Communication and social skills training
Assertiveness training
Grounding techniques for dissociation
DBT skills for distress tolerance and emotional
regulation
Relaxation skills
Mindfulness
Mentalisation
Assertiveness training
Schema therapy/formulation
Psychodynamic therapy/formulation
Neuropsychological assessment
Medication, drug, and alcohol management

Phase-oriented treatment
(Cloitre et al., 2012; Herman, 1992; Van der Hart et al., 2006)

Phase 2: Treatment of Trauma Memory
• Effective interventions that facilitate trauma memory processing and address
the client’s beliefs, identity, meaning, appraisals and interpretations related
to their traumatic experiences
• Trauma-Focussed CBT (TF-CBT)
• Eye Movement Desensitization and Reprocessing (EMDR)
• STAIR Narrative Therapy
• Narrative Exposure Therapy
• Schema Therapy

Phase-oriented treatment
(Cloitre et al., 2012; Herman, 1992; Van der Hart et al., 2006)

Phase 3: Reconnection and Reintegration
• “Fully reclaiming life”
• Connecting with self, family, and society
• Re-establishment of roles, responsibilities, independence, and autonomy
• Wider development of confidence, self-concept, self-efficacy, and self-esteem, and self-worth
• Assessing and setting of further-reaching goals based on the foundation of strengths and
interests
• Foster integration and build relationships with community
• Building pathways employment, education, voluntary work, to support networks, and leisure
activities

Thank you
kevin.dyer@hscni.net

