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ABSTRACT 

This opinion article argues that it may not be appropriate to regard the Covid-19 pandemic as a 
traumatic stressor. Persons diagnosed with Covid-19 have typically been concerned about events 
that might have occurred in the future such as severe illness, hospitalisation and death, access to 
treatment, the welfare of dependents, and stigma and discrimination. Their concerns are thus 
future-oriented rather than anchored to a past traumatic event, which is the requirement for a 
diagnosis of PTSD. If the criteria for what is considered a traumatic stressor are widened, there is 
a risk that the concept of trauma may become so diluted that many events, even mildly 
distressing ones, may be regarded as traumatic. Social workers and other health professionals 
should take these matters into account when attending to the emotional and psychological needs 
of persons affected by the Covid-19 pandemic. 
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INTRODUCTION 

Various authors have argued that the Covid-19 pandemic has been a stressor of such magnitude 
that it is appropriate to conceptualise it as a traumatic stressor (e.g. Jukes, Fowler-Watt & Rees, 
2022; Masiero, Mazzocco, Harnois, Cropley & Pravettoni, 2020). This opinion article argues that 
such a conceptualisation may be inappropriate. The Covid-19 illness trajectory usually follows 
the course of infection and the experience of symptoms such as fever, cough, or loss of sense of 
smell (anosmia) or taste (ageusia) (Struyf et al., 2022). Some infected persons require 
hospitalisation, usually involving ventilation, when symptoms do not abate (Möhlenkamp & 
Thiele, 2020). Recovery may take days or months and, in some cases, death occurs (Jordan, 
Adab & Cheng, 2020). When people recover, most resume normal functioning in time, although 
for some the condition known as “long Covid” can be an enduring experience (Yong, 2021). As 



 

Social Work/Maatskaplike Werk, 2024: 60(1) 

2

of this writing, of the nearly 600 million recorded cases of Covid 19, there have been 
approximately 6.8 million deaths worldwide (CSSE: Center for Systems Science and 
Engineering, 2023). Some authors have suggested that post-traumatic stress should be included 
to help make sense of the public mental health crisis that may follow the pandemic (Horesh & 
Brown, 2020). Indeed, Vanaken and colleagues have argued that trauma-related stress symptoms 
are an important aspect of the psychological impact of Covid-19 pandemic (Vanaken, 
Scheveneels, Belmans, & Hermans, 2020). It has been argued that the pandemic involves 
characteristics that pertain to “mass traumatic events” with sequelae such as hypervigilance, 
avoidance and intrusive thoughts related to health status (Horesh & Brown, 2020). 

In South Africa, similar to most countries around the globe, the Covid-19 lockdown protocols 
forced millions of citizens to change their work and school routines and social lives. Strict rules 
required all persons to remain at home except for essential purposes. The lockdown caused 
considerable disruption to individuals, families, households, communities, and the national 
economy (Arndt et al., 2020).  

RESEARCH ON MENTAL HEALTH EFFECTS OF COVID 19 

Among 84 Canadian respondents, 61% reported psychological distress related to depression, 
anxiety, or post-traumatic stress disorder (PTSD). Of this sample, 43% reported anxiety-related 
symptoms, 33% reported depression-related symptoms, and 6% had PTSD-related symptoms 
(Gill et al., 2022). In a study of 10,000 participants in various countries, the pandemic was 
experienced as moderately stressful for most people, and 11% reported high levels of stress 
(Gloster et al., 2020). Depression was reported by 25% of the sample. Predictors of good mental 
health were high levels of social support, education level and psychological flexibility while 
limited finances and insufficient resources predicted poorer outcomes. In a meta-analysis of 19 
studies among pregnant women, the overall prevalence estimates of anxiety and depression 
during COVID-19 were 42% and 25%, respectively (Fan et al., 2021), with younger participants 
being more vulnerable to anxiety. Much of the literature suggests that the experience of the 
Covid-19 pandemic has been severely stressful for large numbers of people across the world. 

COVID 19 AS A TRAUMATIC EXPERIENCE 

According to the Diagnostic and Statistical Model of Mental Disorders (DSM5) (American 
Psychiatric Association, 2013) and the International Classification of Diseases (ICD-11) (World 
Health Organisation, 2019:271), a traumatic stressor involves: 

exposure to actual or threatened death, serious injury, or sexual violence in ways that 
include directly experiencing the event; witnessing the event as it occurred to others; 
learning that the event(s) occurred to a close family member or close friend; or 
experiencing repeated or extreme exposure to aversive details of the traumatic event. 

Typical events that are considered traumatic stressors include exposure to war, threatened or 
actual physical assault or sexual violence, being kidnapped, being taken hostage, a terrorist 
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attack, torture, incarceration as a prisoner of war, natural or human-made disasters, and severe 
motor vehicle accidents. Importantly, a life-threatening illness or debilitating medical condition 
is not necessarily considered a traumatic event.  

There has also been an argument that Covid-19 is a new type of traumatic stressor and is unique 
because of its “uncontrolled invisibility” (Kira et al., 2021). Kira et al. (2021) have argued that 
COVID-19-related traumatic stress is not necessarily related to actual infection with COVID-19, 
but pertains to the perceived or actual threat of an uncontrolled virus and the various economic 
and social consequences of actions taken by different agencies to mitigate its effects. It has been 
suggested that the condition of “Covid Stress Syndome” be conceptualised to account for distress 
associated with Covid (Taylor et al., 2020). However, as noted by Norrholm et al. (2021), there 
are nosological problems with creating new mental disorders that are associated with specific 
types of events. Indeed, these authors suggest that clinicians and researchers adhere to a specific 
and narrow interpretation of the DSM5 criteria rather than a broader approach, as the latter risks 
diluting the PTSD diagnosis (Norrholm et al., 2021). 

On the other hand, Masiero et al. (2020) suggest that COVID-19 may be conceptualised as the 
cause of individual and collective traumas that should be the focus of research. These authors 
cite four potential sources of trauma, namely moral injury among healthcare professionals who 
were required to make triaging decisions about which patients to ventilate, traumatic grief among 
persons who experienced loss of loved ones, loss of roles and identity, and social divisions 
related to economic shutdown. Their article was published quite early in the pandemic trajectory 
when there was considerable uncertainty about the nature of the Covid-19 virus and its effects on 
global health.  

The Covid-19 Traumatic Stress Scale, a 12-item instrument, was developed to assess trauma 
responses to the Covid-19 pandemic (Kira et al., 2021). Items on the scale include “I am afraid 
of the coronavirus”, “I am stressed around other people because I worry I’ll catch the 
coronavirus”, and “Thinking about the coronavirus makes me feel threatened”. An index event of 
infection is not required as an anchor for the scale items. Instead, the index event is the 
experience of the pandemic in general, rather than a specific event such as hospitalisation and 
intubation. Also, most of the items do not map onto symptoms of traumatisation as specified in 
the DSM-5 (American Psychiatric Association, 2022). Instead, they relate to concerns about 
being infected with the virus, losing one’s job, and feeling isolated because of the lockdown. 
Thus, while the scale measures emotional distress, it is unlikely to be a valid measure of trauma.  

THEORISING PTSD 

Various theories such as Mowrer’s two-factor theory and Foa’s emotional processing theory 
have been proposed to explain the occurrence of symptoms following exposure to a traumatic 
stressor. Mowrer’s two-factor theory suggests that classical and instrumental conditioning can 
explain symptoms such as fear and anxiety (Smith & Suda, 1999). Emotional processing theory 
developed by Foa and colleagues suggests that emotional disorders reflect the presence of 
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emotion structures such as fear in memory (Foa & Kozak, 1986). These fear structures include 
representations of stimuli related to emotional responses, the meanings associated with these 
stimuli and responses, and the associations among these representations. When someone 
encounters information that matches some of the information represented in the fear structure, 
this fear structure is activated which results in the spread of activation to associated 
representations. In this way cognitive, behavioural and physiological reactions are produced. A 
fear structure becomes maladaptive or pathological when associations among representations of 
stimuli do not accurately represent reality (Foa & Kozak, 1986). Thus, a harmless stimulus may 
be erroneously associated with a threat. There are areas of overlap between emotional processing 
theory and conditioning theories of PTSD. However, emotional processing theory incorporates 
associations between stimuli and responses and focuses on the meanings associated with them. 
According to emotional processing theory, PTSD involves an event that occurred in the past and 
thus the actual threat related to the event is also past-oriented. However, in cases of chronic 
PTSD, people process the traumatic stressor and its sequelae consequences in such a way that 
there is a continued sense of current threat. A related theory, schema theory, suggests that core 
beliefs are held by most people, for example, that the world is benign and meaningful, that the 
self is worthy, and that people are trustworthy. These assumptions are altered following a 
traumatic event (Janoff-Bulman, 1989). 

CONCEPTUALISING COVID-19 AS A TRAUMA 

A diagnosis of PTSD requires there to have been exposure to actual or threatened death, serious 
injury or sexual violence by directly experiencing the traumatic event. The ensuing symptoms of 
PTSD anchored to the traumatic event fall into symptom clusters (discussed below). The DSM-5 
states that a life-threatening illness or debilitating medical condition is not necessarily considered 
a traumatic event. Medical incidents that qualify as traumatic events involve sudden, catastrophic 
events such as waking during surgery and anaphylactic shock (American Psychiatric 
Association, 2022). 

It is reasonable to assume that a response to receipt of information that one is infected with 
COVID can potentially be accompanied by intense fear, feelings of helplessness, and horror 
(Criterion A1), especially if the news is unexpected. Yet with large numbers infected around the 
world, infection was unlikely to be a surprise for most people. Nonetheless, with receipt of 
information about a positive Covid-19 test result as the anchoring traumatic event, the symptoms 
of intrusion, avoidance and hyperarousal warrant examination. 

The requirement for a traumatic stressor is exposure to actual or threatened violent or accidental 
death, serious injury, or sexual violence by directly experiencing the traumatic event(s); 
witnessing the event as it occurred to others; learning that it occurred to a close family member 
or close friend; or experiencing repeated or extreme exposure to aversive details of the event. 
Symptoms of intrusion (B criteria) include recurrent and intrusive distressing memories of the 
traumatic event(s); distressing dreams; psychological distress at exposure to cues related to the 
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event; and physiological reactions to cues about the event. Symptoms of avoidance (C criteria) 
relate to efforts to avoid distressing thoughts or feelings and reminders about the event. Negative 
alterations in cognitions and mood (D criteria) involve an inability to remember important 
aspects of the event; exaggerated negative beliefs or expectations; distorted cognitions about the 
event; a persistent negative emotional state; and diminished interest in significant activities. 
Alterations in arousal and reactivity (E criteria) include irritability, hypervigilance and startle 
shock response. 

The B criteria and C criteria are most problematic from a nosological perspective. For a 
diagnosis of PTSD, these symptoms need to be anchored to the event, which may be either 
receipt of a positive Covid-19 test result, experiencing symptoms of Covid-19, or hospitalisation 
involving intubation. The question arises whether one may indeed experience receipt of a 
positive test result as a disorder of memory rather than as a threat to one’s future health and 
possible mortality. The meaning attributed to a positive Covid-19 test result by most people is 
likely to be future rather than past-oriented. Distress experienced by persons with a positive 
result is unlikely to stem from disturbing memories, but rather from concern about likely future 
events such as illness, hospitalisation and death.  

In an online survey of 2,025 adults in the United Kingdom, elevated levels of anxiety, depression 
and symptoms of traumatisation were reported at the beginning of the pandemic, compared to 
previous population studies (Shevlin et al., 2020). These researchers used the International 
Trauma Questionnaire to assess symptoms of re-experiencing, avoidance and sense of threat to 
an index stressor which was defined as “in relation to your experience of the COVID-19 
pandemic” (Shevlin et al., 2020). However, this index stressor does not conform to the DSM5 
criterion A for PTSD and should be more specific, for example, receipt of a Covid-19 test result, 
having severe symptoms, or hospitalisation including intubation. 

 A second concern is that a diagnosis of PTSD requires symptoms to occur consequent to a past 
event. When receiving a positive Covid-19 test result, concerns about hospitalisation, intubation 
and possible death would thus not qualify as stressors, because these events exist as possibilities 
in the future. There is a risk of confusion between an anchoring event that did occur thus 
precipitating symptoms of trauma, and future possible events that have not occurred and that 
may be the source of concern or worry.  

To counter this view, Addis has presented three arguments that remembering and imagining are 
“fundamentally the same process” (Addis, 2020). First, this author argues that both remembering 
and imagining involve a simulation system that draws on elements of experience that include 
detailed descriptions, conceptual information and mental schemas about how the world is 
constructed. Second, both remembering and imagining operate according to the same rules, 
namely the construction of schemas, the representation of the event itself, and the interaction 
between the two. Third, both involve the same brain system that drives cognitions (Addis, 2020). 
However, while these three factors may indeed be common to memory and imagining, they are 
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uniquely separate phenomena. Memory is anchored to an event that has already occurred, while 
imagining is applied to events that have never occurred, but that may or may not occur in the 
future. It is therefore inaccurate to conflate the two mental experiences and assume that they 
approximate the same mental processes. Memory is encoded based on experience, while 
imagining is not.  

It is a slippery slope that can lead to conceptual bracket creep if it is argued that imagining future 
events can provoke symptoms of traumatisation, for example, among soldiers before they set off 
to war, or persons whose loved ones are likely to die in the near future (Bridgland et al., 2021). 
Conceptual bracket creep occurs when ordinary stressors that may hitherto have been distressing 
are, as a result of a shifting definition, deemed capable of producing PTSD. By this logic 
imagining any unpleasant or horrifying experience can be classified as a traumatic stressor, thus 
rendering the term meaningless. In their internet-based study of over 1,000 participants in the 
United States, United Kingdom, Canada, Australia and New Zealand, Bridgland and colleagues 
modified the PTSD Checklist to measure symptoms related to “Covid-19 experiences” (p. 5) and 
asked respondents to state if each trauma-related symptom was associated with an event that 
occurred in the past, present or “might occur in the future” (Bridgland et al., 2021). Based on this 
method 13.2% of respondents were classified as “PTSD positive”, of whom 60.6% were not 
exposed to the virus. More participants who had been directly exposed to the virus were “PTSD 
positive” than those who had not been exposed: 16.5% versus 11.6%.  

There are two problems with Bridgland’s study. First, the index events included 32 possible 
Covid-19-related events that included “someone I know has tested positive for Covid-19”, “My 
workplace has closed but I am still earning a salary”, “My or my partner’s workplace has 
reduced working hours”, and “I have been working studying from home”. Participants were 
asked how much these events bothered them. It has been argued that the Covid-19 pandemic is a 
multiple complex trauma that consists of a fear of infection and possible death (Ornell et al., 
2020), economic hardship that may accompany job loss, business failure and a distressed 
economy (McKibbin & Fernando, 2020). The stresses of lockdown, social isolation, disrupted 
routines created ruptures in family and social life (Brooks et al., 2020). Lockdowns in most 
countries created conditions for emotional distress and most people around the world would have 
in some way been affected by at least some of these events. Thus, stating that they were bothered 
by them is a very low threshold for constituting an index event for traumatic stress. Working or 
studying from home, working and still earning a salary, and having a partner who has reduced 
working hours can hardly be considered as traumatic stressors. 

Second, in Bridgland’s study the term “PTSD positive” refers to persons scoring ≥ 33 on the 
PTSD Checklist for DSM5 (PCL-5), which is the cut-off for clinical significance (Bridgland et 
al., 2021). The PCL-5 is a 20-item questionnaire that corresponds to the DSM-5 symptom 
criteria for PTSD. This method of determining traumatisation does not refer to caseness for post-
traumatic stress disorder, as the PCL-5 is a screening rather than a diagnostic instrument. The 
PCL-5 has limited sensitivity and specificity when compared to a gold standard diagnostic 
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assessment instrument such as the Structured Clinical Interview for the DSM5 (Kagee et al., 
2022). In their study among users of antiretroviral therapy, Kagee et al. found that the PCL-5 
identified positive cases 56.3% of the time using the SCID-5 as the diagnostic gold standard for 
PTSD (Kagee et al., 2022).  

Taken together, the argument that PTSD-like responses may occur in response to past, present 
and future events is therefore spurious. McNally has called attention to a conceptual bracket 
creep in how trauma is defined, so that what would typically be considered an ordinary stressor 
is now regarded a traumatic stressor (McNally, 2006). Bracket creep is a concerning 
development for at least three reasons. First, expanding the definition of trauma may limit the 
scope to identify the underlying psychobiological processes that lead to PTSD. Second, a broad 
concept of trauma limits the extent to which the stressor can be said to be the cause of the 
ensuing psychological symptoms as preexisting personal vulnerability factors are more likely to 
play an important role. A shift away from the stressor and towards predisposing factors as a 
cause of the person’s reaction would then eliminate the rationale for PTSD. Third, 
conceptualising most events that are part of life as traumatic risks medicalising normal human 
distress to stressful events (McNally, 2006). 

Figure 1 displays the Covid-19 disease trajectory. Of most consequence to mental health 
professionals, including social workers, are the mental health consequences of infection, being 
symptomatic, hospitalisation and death. To examine the potential for the Covid-19 experience to 
qualify as an index event, it is useful to divide the experience into two components, namely, 
infection with Covid-19 and the ensuing experience of mild to moderate symptoms, and 
hospitalisation in the event of severe symptoms. 

 
Figure 1: Trajectory of Covid disease trajectory 
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Common symptoms associated with Covid-19 infection are: fatigue, shortness of breath, muscle 
pain, joint pain, headache, cough, chest pain, altered smell, altered taste and diarrhoea 
(Aiyegbusi et al., 2021). Other symptoms include cognitive impairment, loss of memory, anxiety 
and sleep disturbance, and worry about the possibility of hospitalisation and death (Muñoz-
Navarro et al., 2021). Yet none of these experiences approximates a traumatic event as specified 
by DSM5 criteria as delineated above. 

Hospitalisation for a Covid-19 has been described as a “potential trigger for PTSD” (Martínez-
Caballero et al., 2021). Hospitalisation for severe symptoms associated with Covid-19 infection 
may include pain from endotracheal intubation, limited ability to communicate, and feelings of 
loss of control, all of which may be associated with fear of death from Covid-19.  

The meaning of a Covid-19 test result varied as the pandemic progressed. In early 2020 when the 
pandemic was a new experience and was associated with numerous deaths, infection represented 
potential severe illness and death. Later in 2020 as epidemiological data became available, it 
became apparent that deaths and severe infection occurred in a minority of infected persons 
(Ceylan, 2020). When vaccines were developed and introduced (Rudan et al., 2022), the number 
of cases of severe symptoms, hospitalisation and deaths declined dramatically (Andrews et al., 
2022). The changing nature of the Covid-19 pandemic has had implications for how people 
responded psychologically. It is to be expected that distress associated with the risk of infection 
may be alleviated following vaccination.  

DOES A POSITIVE COVID-19 TEST RESULT IN PSYCHOLOGICAL TRAUMA? 

To argue that a positive Covid 19 test result is not traumatic is not to deny its potentially 
emotionally distressing nature. A positive Covid-19 test result was likely to be psychologically 
disturbing for most people, especially before the availability of vaccines, potentially leading to 
feelings of despondency, fear, worry and concern about the future. However, distress is different 
from PTSD, which has specific diagnostic criteria. While social support and supportive 
counselling may be indicated for emotional distress, best practice treatment for PTSD includes 
cognitive therapy (Hembree & Foa, 2000) and anti-anxiety medication (Boehnlein & Kinzie, 
2007). Conceptualising someone’s psychological status in terms of PTSD is likely to be 
inaccurate and may lead to inappropriate approaches to intervention. 

HOSPITALISATION FOR SEVERE SYMPTOMS OF COVID-19 

A possible exception to the application of diagnostic criteria for PTSD to the Covid-19 
experience is hospitalisation for severe symptoms of Covid-19, which may include endotracheal 
intubation, and can be associated with pain, inability to communicate and consequent feelings of 
loss of control (Asimakopoulou & Madianos, 2015). Research on the psychological sequelae 
associated with intensive care treatment in general suggests that elevated distress is common, 
especially among women and young persons (Girard et al., 2007; Jones et al., 2001). In five 
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hospitals around Athens, Greece, Asimakopoulou and Madianos found the prevalence of PTSD 
to be 35.3% among ICU patients and 13.5% among non-ICU patients, with 11.6% meeting the 
criteria for both major depression and PTSD (Asimakopoulou & Madianos, 2014).  

The treatments used in ICU care in and of themselves commonly result in anxiety, pain and 
traumatic symptoms (Girard et al., 2007). Yet, in addition, critical illness including severe injury 
are reasons for people to be admitted to ICU, which then could be considered the index event 
rather than experiences in ICU such as intubation. For example, in Girard’s study, even though 
PTSD was not assessed at admission to ICU, some study participants may have had pre-existing 
PTSD (Girard et al., 2007). On the other hand, Patel and colleagues found that approximately 
10% of ICU survivors experienced ICU-related PTSD, i.e. related to their critical illness in the 
twelve months following hospitalisation (Patel et al., 2016), even though preexisting PTSD and 
depression were strongly associated with ICU-related PTSD. Nonetheless, it is reasonable to 
conclude that mechanical ventilation and intubation, with their attendant experiences of feeling 
out of control, are both highly distressing for most patients who receive them and potentially 
traumatic for some. 

THE IMPACT OF EVENT SCALE AND COVID-19 

The Impact of Event Scale Covid-19 (IES-COVID19) was developed from the Impact of Event 
Scale (IES) in the Netherlands, with higher scores indicating “a higher psychological impact of 
the situation with regard to COVID-19” (Vanaken et al., 2020). The authors state that the IES-
Covid-19 items were largely kept similar to the original 15-item IES, except that references to 
past events were changed to match present experiences as data collection occurred during the 
pandemic. By means of confirmatory factor analysis, the factor structure of the IES-COVID-19 
was found to be like the original IES. Two latent factors were found, namely, intrusion and 
avoidance (Vanaken et al., 2020). 

There are several concerning matters pertaining to both the original IES and the adapted Covid-
19 version that require mention. Firstly, the items are general and can be seen to reflect 
“variations in normal functioning” (Coyne, 2011). Coyne (2011) has observed that cancer 
patients have high scores on the IES-R not because of symptoms of traumatisation but as a result 
of vigilance about new symptoms of their condition. The same argument may be made of 
persons who are or have been worried about Covid-19 infection or worsening of symptoms, such 
as loss of taste or difficulty breathing. Thus, the IES may detect vigilance that is appropriate in 
the context of a pandemic rather than symptoms such as intrusion and rumination.  

Secondly, Coyne (2011) argues that the scores on the IES may produce misleading results. Lees-
Haley and colleagues asked students to complete the IES with the index stressor being “the worst 
movie or television show they had seen recently” (Lees-Haley et al., 2001) and found elevated 
scores typically associated with symptoms of traumatisation. To this end it would appear that the 
IES may also detect valence-free aspects of events such as memorability or cognitive 
accessibility rather than trauma (Lees-Haley et al., 2001). A high IES score is thus open to 
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interpretation in more than one way, including reaction to a non-threatening event. Even if 
infection with Covid-19 is considered a threatening event, the stressor is then fear of infection 
rather than the Covid-19 pandemic itself. As indicated above, as the pandemic progressed and 
with new information about the risk of mortality and the introduction of various vaccinations, the 
threat eventually abated for most people.  

The IES also has some ambiguous items. The item “I thought about it when I didn’t mean to” is 
essentially valence free. A thought that occurred unintentionally is not necessarily distressing 
and this item does not suggest a negative emotion or cognition. The item “I avoided letting 
myself get upset when I thought about it or was reminded of it” can be interpreted as being a 
positive experience as becoming upset is avoided. Similarly, the item “I tried to remove it from 
my thoughts” can also be seen as positive as the noxious stimulus, namely the Covid-19 
pandemic, no longer has a distressing effect. The item “I tried not to talk about it” appears to 
assume that talking about a distressing event is necessarily a positive activity to reduce emotional 
distress. Yet several studies have shown that psychological expression can have iatrogenic 
effects. For example, a Cochrane review of 15 trials suggests that critical incident stress 
debriefing can result in people retaining negative psychological symptoms compared to those 
who receive no intervention (Rose et al., 1996). Some people may cope better by not speaking 
about distressing events and speaking about a problem does not in all cases ameliorate distress. 
Finally, the item “I tried not to think about it" may also be a positive phenomenon. Making 
attempts not to think about a distressing event may be a positive way of coping. Whether these 
attempts are successful or not is a separate matter, but success in not thinking about a stressful 
event is not assessed by the item, only making such an attempt. In sum, the IES as it is applied to 
the Covid-19 pandemic as an index event may yield information that does not necessarily map 
onto symptoms of traumatisation as specified in the DSM-5.  

In the study by Vanaken et al. (2020) the mean IES-R scores among Belgian students on the IES-
Covid-19 were 24.84 in March and 22.02 in April 2020 (Vanaken et al., 2020). Considering the 
discussion above, these findings should be interpreted with caution as they may not necessarily 
mean a response to the Covid-19 pandemic as a traumatic event, but instead reflect a way of 
coping or managing a challenge in living circumstances.  

CONCLUDING REMARKS 

As has been shown above, both the Traumatic Stress Scale and the Impact of Event Scale Covid-
19 are flawed when applied to the Covid-19 pandemic as a traumatic stressor. The items on both 
measures map imperfectly onto the symptoms of traumatisation as specified in the DSM-5 
criteria for posttraumatic stress. Contrary to the argument of Addis (2020), remembering and 
imagining are discrete cognitive entities. There may be some overlap between these two 
psychological experiences but remembering requires an event to have occurred in the past 
whereas imagining does not. Conceptual bracket creep remains a concern for trauma researchers. 
An ever-widening set of criteria for index stressor risks diluting the concept of trauma so that 
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relatively trivial distressing events may be regarded as traumatic. Specifically, Bridgland and 
colleagues’ modified PTSD Checklist that frames working or studying from home or having 
reduced working hours as a potential traumatic stressor is likely to be an example of this 
phenomenon (Bridgland et al., 2021). Such experiences are certainly different in terms of 
substance and magnitude from intubation or admission to ICU. Thus “Covid-19-related 
experiences” are not a plausible traumatic stressor in the same way that a threat to physical safety 
may be. In any case elevated scores on a self-report measure such as the PCL-5 does not mean 
“PTSD positive” as Bridgeland and colleagues argue, given suboptimal concordance between 
elevated scores and caseness for the condition.  

It is necessary to distinguish between distress and trauma. Distress is usually a time-limited 
experience that involves emotional discomfort but is ameliorated with social and psychological 
support or positive coping methods. PTSD is a psychiatric condition that has potentially long-
term negative consequences on mental health and quality of life. PTSD symptoms are usually 
ameliorated with evidence-informed interventions such as exposure therapy. This article argues 
against conceptualising psychological reactions to the Covid-19 pandemic as traumatic. To do so 
inappropriately pathologises people who experience normal emotional distress in response to 
challenges associated with the Covid-19 pandemic. This is a matter for the social work 
profession to take into account. 

Implications for social work practice 

As social workers are mental health professionals and provide counselling and mental health 
services to individuals and families dealing with emotional and psychological problems, it is 
necessary that the profession appropriately conceptualises Covid-19-related distress in ways that 
are in keeping with accepted definitions of trauma and thus yield optimal mental health 
outcomes. To this extent the support and resources provided by social workers to individuals and 
families should be tailored to meet the actual experiences of people. Social workers can thus 
assist patients and their families in navigating the healthcare system, including accessing mental 
health services as these pertain to their needs. In both community and educational settings social 
workers may support clients and students who have difficulties by means of assessment of their 
mental health needs rather than an assumption of traumatisation that may be inappropriate. In 
this way social workers can develop programmes and advocate for policies that address the 
psychological, social and economic challenges that people experience in the aftermath of the 
pandemic.  
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