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Introduction from Sue Monkton-Rickett, Chair of Association of Christian 

Counsellors 
 
In response to the COVID 19 situation the Board of ACC felt prompted to consider 
how as an organisation we could respond and help to alleviate some of the 
emotional and psychological distress that people were experiencing. We decided 
that we could best do this by setting up and managing a pool of voluntary 
counsellors to work with frontline staff and bereaved families.  
 
As a Christian organisation we see this as part of our Christian calling to “love our 
neighbour”. However, this scheme is open to all professional counsellors to 
participate and all clients to benefit from the service whatever their faith and to those 
with no faith. We will respect the faith views of all counsellors and expect all 
counsellors to respect the autonomy of all clients.  
 
I would personally, like to thank all of you very much for volunteering for this scheme 
and for being prepared to give of your time, skills and experience to work with those 
who have been impacted by this crisis.  
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Context and Purpose 
 
In March 2020 ACC was approached by a number of NHS and other organisations 
seeking counselling support for frontline health workers and for people who are 
being bereaved at the time of the COVID-19 epidemic in the U.K. ACC’s COVID-19 
Crisis Counselling Support Service (CCSS) has been created in response to these 
requests for help as a professional and accountable counselling service managed 
and administered by ACC, and resourced by qualified counsellors on a pro bono 
basis.1  Up to ten sessions of counselling support will be available using either 
telephone or e-platforms.  
 
At present we don’t know what the take up for the service will be. We warmly 
welcome volunteers who are qualified counsellors registered with other counselling 
membership bodies. We trust that you will enrich ACC’s unique membership base 
and together we will allow for a broad range of responses to the immense challenges 
that COVID-19 brings. Thank you to everyone who has volunteered. 
 
These notes are an initial overview in the form of expanded bullet point headings of 
what may be helpful to consider in relation to offering counselling support to frontline 
NHS workers or for those bereaved at this time. They are NOT a comprehensive 
study of trauma and grief nor are they a definitive training guide or practice resource 
to equip counsellors to work in these areas. 
 

 
1 The service may also be resourced by level 4 students in their final year of the diploma. 
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These notes are not meant to be in any way prescriptive for volunteers on the 
scheme. Nor are they meant to preference or value one way of working or approach 
over another. The ACC deeply values the breadth of different counselling 
approaches and expertise within its membership and in the wider profession. These 
notes are simply for anyone who might find them helpful as they begin to prepare for 
offering counselling in this particular situation where we are all impacted to a greater 
or lesser degree by COVID-19.  
 
They are in essence ‘a starter for ten’ and there is a developing library of COVID-19 
CPD style resources available on the ACC’s website. If you have resources and 
information that you would like to share, please let us know so that we can consider 
them for the library.  
 
We greatly value the fellowship that already exists within the membership of ACC, 
and in the spirit of these times we are keen to share with and learn from others as 
we all set our hearts and minds on how to counsel well in response to some of the 
unique features and associated distress and suffering arising from the COVID-19 
pandemic. 
 

 

ACC  COVID-19 Crisis Counselling Support Service- Counsellor Care 

 
The current season of COVID-19 impacts us all. As counsellors we have our 
professional ethical frameworks, alongside our shared professional experience and 
expertise, to guide us as we navigate this unchartered territory. Personally, we are 
drawing on our individual resources too which may include our previous life 
experiences, our spirituality and life values, our support networks and our rhythms of 
life which nurture our wellbeing. As a profession we have made the rapid leap to 
working within the social-isolation restrictions by using e-communication. As we seek 
to reach-out to support others at this time, it is important that we make time for 
awareness of our own process and be pro-active in our rhythms of self-care. This 
includes consideration of our supervision and CPD needs.  
 
Counsellors should be particularly aware of the risk of vicarious trauma, which can 
be described as the secondary traumatic stress we can experience when working 
with those who have experienced trauma through the hearing of their stories. 
Vicarious trauma may result in the counsellor themselves experiencing traumatic 
stress reactions. As counsellors we can be sympathetic and attentive without 
immersing ourselves into the story. How counsellors process the clients’ stories can 
be key in preventing vicarious trauma and especially limiting the extent to which 
counsellors visualise/imagine the situations that clients are sharing and having 
grounding techniques that work for the counsellor both within and after sessions. 
 
The ACC would love to hear of your ideas in how we can develop further support for 
each-other as we seek to reach out to others. 
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ACC COVID-19 Crisis Counselling Support Service- Faith and Spirituality 

 
Significant adverse events can impact on a person’s sense of the meaning and 
purpose of life. For some people this can lead to changes in the way they experience 
their spirituality or faith (whether this is part of a religion or not) and can heighten 
feelings that impact on their spirituality – that is the sense of connection with 
something or someone greater than themselves.   
  
Often spirituality is described in connection with positive emotions and wellbeing 
such as love, happiness, and inner peace. However, major world religions recognise 
in their sacred texts that feelings of fear, rage, despair, forsakenness, and 
abandonment are also spiritual experiences. There are many metaphors that can 
help contain these feelings such as the ‘desert’ or ‘wilderness’, the ‘trial’ and these 
experiences are also often accompanied with an acute sense of being alone, lost. 
Often people who suffer find themselves without a sufficient vocabulary to describe 
the nature and depth of their feelings. Suffering in religious literature is often 
characterised by this inner sense of being brought to solitude and silence. 
  
Religious writers highlight the value of lament that can help to begin the process of 
putting words to grim experiences – a space ‘for saying it as it is.’ It seems that this 
ability to begin to articulate feelings can lead at some further point, in the future, to 
the tentative beginnings of a new outlook and the re-birth of hope. 
  
Suffering involves mystery and leaves questions as to why without satisfactory 
answers. Above all it requires the presence of others who are willing to stand with 
others and wait.  
 
 

ACC COVID-19 Crisis Counselling Service for Frontline NHS Workers 
 
Counselling support allows space for the frontline workers’ needs to be recognised 
and exploration of what may be realistic, helpful, healthy, self-compassionate 
initiatives to nurture their wellbeing during this incredibly demanding season. A 
holistic approach that considers physical, emotional and mental health, behavioural 
and relational wellbeing, as well as attending to personal beliefs, meanings, values, 
spiritual and religious considerations have been shown to be helpful responses to 
situations which bare the features of COVID-19.  
 

 

Support - General Considerations 

 
To recognize, value and convey support to frontline workers.  
 
Frontline NHS workers’ commitment to us all in their professional and personal 
service and sacrifice is immeasurable. The ACC COVID-19 CCSS is a practical 
response to the psychological impact of COVID-19 for frontline workers. 
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To allow an opportunity to be listened to confidentially.  
 
Frontline workers may have confidentiality commitments in their professional and/or 
organisational contract, or their work may be highly sensitive, which may preclude 
them from sharing with their normal support network aspects of their work which may 
be contributing to feelings of emotional distress.  
 
To allow an opportunity for the front-line worker to say what they would like 
without having to think of the impact on the listener.  
 
Both the enormity, intensity and amount of acutely critical and distressing situations 
COVID-19 brings is unprecedented in the West in recent times. Frontline workers in 
their desire to protect others may feel unable to talk about distressing events that 
they are witnessing with their normal support networks. Their professional roles are 
focused on caring for others and so they may dismiss or minimise their personal 
concerns and distress so as to not heighten the anxiety of family, friends and 
colleagues.  
 
Further, their personal experience of COVID-19 may feel very different or detached 
from others for whom the social-isolation restrictions may have become a time for: 
more rest, reflection, hobbies, DIY projects, family, on-line quiz nights or concerns 
about unemployment.  
 
COVID-19 has brought national and community responses to the way frontline 
workers are valued and recognised for their contribution in serving society at this 
time. These responses may be helpful or unhelpful to a particular frontline worker; 
counselling support may therefore offer a safe place for an individual to express their 
thoughts and feelings. 
 

To provide a holding space until other support responses can be provided in 

the future. 
 
COVID-19 has impacted the delivery of non COVID-19 health and support services, 
so normal avenues of support may not currently be available in a time frame that 
would best serve the frontline workers’ needs.  
 
Prior to COVID-19, mental health provision within the NHS was already stretched, 
often with long waiting lists. Some charitable community-based counselling services 
may have had to pause their work during the social-isolation restrictions. 
 

To identify and discuss if specialist referral would be helpful.  
 
ACC COVID-19 Crisis Counselling Service Resource allows frontline workers access 
to counselling support from experienced and qualified counsellors who may have the 
skills to discern if a referral to a specialist, or other support would be helpful. This 
may prevent further distress through prompt appropriate interventions.  
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Counselling Support – Nurturing Well Being 

 

To nurture current wellbeing and help prevent future difficulties.  
 
After long demanding shifts frontline workers may feel too exhausted and drained to 
attend to their personal health needs therefore negatively impacting the opportunity 
to:  
 

• regularly exercise in daylight.  

• have a nutritious diet  

• have a regular pattern of sleep with changes in shifts from days to nights. 

•  “switch off’ after acute high intensity working days. 

• get time for rest or something they enjoy and quality time with family. 

 
Social-isolation restrictions further lessen opportunities and activities which would 
normally be restorative, particularly for frontline workers who are living alone or away 
from family during COVID-19. Long and increased shifts may bring concerns about 
childcare arrangements and the impact of their work is having on others within their 
family. Frontline workers’ increased risk of infection impacts interactions with family 
who fall into vulnerable groups. 
 
The emotional impact of COVID-19 on frontline workers may include: 
 

• Burnout characterised by a state of physical, mental and emotional 
exhaustion caused by prolonged and high stress situations. The signs of 
burnout may include feeling overwhelmed, overloaded, emotionally and 
physically drained, helpless, physical symptoms and illness, disillusioned, 
unable to respond to ongoing demands and sensing that you have nothing 
more to give or nothing that you do makes a difference or is appreciated. 
Burnout has been described by Colin Buckland as “the exhausting of the inner 
resources that enables a carer to go on caring. The using up of the essential 
“inner you”, rendering the individual in a serious condition of dysfunctionality. 
The spending of self on others in such a way that the “inner bank balance” 
has gone into red.”  
 

• Compassion fatigue from giving out to others, as well as absorbing the 
suffering of others. This can leave the frontline worker feeling emotionally 
exhausted and feeling unable to respond to further suffering as they may fear 
that they have ‘nothing left to give.’  

Compassion fatigue has been described as “the profound gradual emotional 
and physical exhaustion that helping professionals can develop over a period 
of time. It eventually affects their ability to tolerate strong emotions and 
difficult stories in others, in both their professional and personal life”. 
Francoise Mathieu, Founder of Compassion Fatigue Solutions  
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Both burnout and compassion fatigue develop over time and often without the 
individual being aware of what is happening. Frontline workers may continue 
in their work in a  “survival” mode not paying attention to their own physical, 
psychological and emotional needs and only realising what is happening to 
them when they hit a serious state of burnout or compassion fatigue or when 
they actually stop working for a period of time.  
 

• Increased burden of bereavement: as the frontline worker may have been 
exposed to multiple deaths in their professional role, including those of 
colleagues, family and friends. With the extra demands of work, space and 
time to grieve may have been inhibited. Equally COVID-19 may have 
impacted the normal caring practices for caring for those who are dying and 
arranging funerals.  

• Hitting limits: the reality of COVID-19 is one of responding to overwhelming 
needs and events with limited resources for an uncertain time period. 
Situations like this confront our personal limitations, and the beliefs we may 
have about ourselves, others and the world, and our spiritual understandings. 
This acute season of COVID-19 coincides with many religious festivals which 
cannot be celebrated in familiar traditions due to social-isolation restrictions. 

 

Counselling Support- Recognising Moral Injury 

 

To Allow a Confidential Support Place where Moral Injury may be Recognized 

and Explored.  
 
Professor Tom Dening, from the Institute of Mental Health at the University of 
Nottingham identifies that: 
 

‘The mental health of NHS staff is going to be absolutely crucial in the nations’ 
response to the coronavirus pandemic. Staff are being exposed to high levels 
of personal risk, long hours in difficult environments clad in PPE (Personal 
Protective Equipment), and also the possibility of something known as moral 
injury, which is the distressing awareness you may feel when you know you 
can’t meet all the needs of the people you are trying to care for. This 
combination of factors would rattle the most resilient of us.’ (BBC news 
8/4/20).  

 
Moral Injury is defined as the profound psychological distress which results from 
actions, or the lack of them, which violate an individuals’ personal moral or ethical 
code. Although up to now much of the research has been carried out in military 
settings, it is being recognised that COVID-19 frontline workers are especially 
vulnerable to experiencing moral injuries.  
 
The ACC’s COVID-19 library of resources includes recent articles on moral injury 
including one by Williamson, Murphy & Greenberg (2020) which identifies potential 
risk factors:  
 

• Loss of life of a vulnerable person 
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• If leaders are perceived not to take responsibility for events or are 
unsupportive 

• Staff feeling unprepared for the psychological and emotional consequences of 
decisions 

• The moral injury is concurrent with exposure to other traumatic events 

• A lack of social support afterwards. 

 
The article warns us that moral injury may lay hidden behind presentations which 
may be understood as ‘classical’ trauma presentations. It highlights that acute 
feelings of shame and guilt may inhibit disclosure. Therefore, those supporting the 
frontline worker may wish to explore sensitively the potential for moral injury. 
However, it should be noted that for a period of time “guilt” may be a necessary 
feeling to protect the frontline worker from facing the even more daunting feeling that 
“nothing could be done” or that the situation feels “beyond any control.”  
 
The article observes that this is an emerging field as to best practice responses. 
Some interventions which fall into ‘current prescriptive protocols’ in relation to some 
debriefing and PTSD responses have been shown to be unhelpful, and in some 
cases harmful. Approaches which are integrative and draw on:  
 

• Compassion focused understandings and interventions.  

• Schema therapy’s theories and interventions, for example a ‘who is 
responsible?’ pie chart. 

• The idea of ‘forgiveness from a benevolent moral authority’  

have shown encouraging initial results. Please read the article to find out more about 
these approaches. 

 

Counselling Support – Recognising Trauma Responses 

 
See also appendix 1 
 

To allow an understanding of normal responses to trauma and for 

interventions which may address any presenting Post Traumatic Stress 

Disorder (PTSD) Symptoms 
 
There are many new reports that highlight that frontline staff may be at risk of 
developing PTSD (Haynes, BCC news 12/4/20). Recent news items include 
describing that a government cross-party group has recommended that support 
should be given to all frontline workers so that ‘trauma’ can be addressed early.  
 
There is also a concern that frontline workers will ‘burnout’ as the COVID-19 
pandemic continues, whilst being left to suffer with the ‘distressing symptomology of 
PTSD’. Frontline workers are being exposed to events that they or the rest of the 
population would never normally encounter including:  
 

• High numbers of deaths. 
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• Illness, caring for and deaths of colleagues. 

• Sustained levels of acutely stressful working environments with an undefined 
end. 

• The impact of working for long periods in PPE and concerns around the 
adequate provision of PPE. 

• Making difficult ethical decisions due to limitations in resources. 

• Working in environments with limited resources alongside an increased risk to 
exposure to the virus. 

 

‘Trauma’ may be described as an event which causes physical, emotional or 
psychological harm. The ‘Window of Tolerance’ developed by Daniel Siegel 
describes the normal reactions that are experienced in and following situations or 
events that are experienced as stressful, overwhelming, distressing, abusive or 
traumatic. 
 
 The ‘Window of Tolerance’ is a psycho-educational tool and framework that may 
enable:  
 

• Insight and understanding into the normal reactions following unusual events. 

• Movement towards compassionate responses to self and others. 

• Awareness of when we may have reached the edges of our ‘Window of 
Tolerance.’ 

• Consideration of what may be helpful responses to nurture our wellbeing to 
help widen our ‘Window of Tolerance.’ This highlights the value of self-care 
which sows the seeds for developing further resilience. 

• Consider where others are in the ‘Window of Tolerance’ and what may be 
helpful responses. 

• Consider interventions focused on the reactions that are causing distress 
within the hyper-arousal or hypo-arousal zones. 

 
Please see also a separate holistic presentation of the Window of Tolerance in the 
ACC CCSS Volunteer section on ACC’s website under CPD resources. 
 
How a person responds to a distressing event is unique to the individual. COVID-19 
may also be a trigger for past difficult experiences. The signs of traumatic stress are 
distressing; they are however all normal, natural responses to abnormal events. 
Research from previous comparable ‘traumatic’ events relating to epidemics, such 
as Ebola crisis, has noted that only a few will need the assistance of specialist input, 
as for the vast majority of people impacted healing will naturally evolve over time.  
 
Research (Rodes, 2015) on the impact on NHS workers who gave their time to help 
those in the Ebola crisis in Sierra Leone describes a two-step counselling process.  
 
Firstly, initial interventions encouraged front-line workers to: 



Copyright – Named Authors and ACC 11 of 25 

• Think about self-care and how to develop their resilience. 

• Provide a safe place to process their experience. 

• Provide support for adjustment to daily life.  

 
Some staff reported distressing flashbacks describing these as being ‘lost in memory,’ 
feeling they were back on the hospital wards. Therefore, secondly the support focused 
on six areas found to be most problematic:  

• Stress 

• Sleep difficulties 

• Anxiety 

• Low mood and grief 

• Anger and use of alcohol  

• Relationship difficulties 

 
Encouragingly the article also highlights that ‘many discovered they were stronger 
than they initially thought.’ Situations which contribute to PTSD also may allow post 
traumatic growth to arise. 
 
A leading trauma therapist Van der Kolk (7/4/20) in his talk ‘On the Global 
Coronavirus Crisis’ describes responses that will help ‘steer ourselves and our 
clients through new and developing trauma.’ Van der Kolk identifies seven pre-
conditions to trauma:  

• Lack of predictability. 

• Immobility. 

• Loss of connection. 

• Numbing or spacing out responses. 

• Loss of sense of time and sequence. 

• Loss of safety. 

• Loss of sense of purpose.  

 

He then describes interventions which may help in these areas: 
 

• Lack of predictability: create daily and weekly schedules, include things that 
you can look forward to, create a calendar of activities that allow ‘connection’ 
within the confines of social isolation restrictions. 

 

• Immobility: daily exercise, self-regulation activities that enable learning to 
become aware of and control emotions, behaviours and thoughts, yoga-type 
exercises (making use of free online yoga classes), mindful breathing 
exercises, meditation type practices. 
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• Connection: being intentional to initiate connection with others, for example, 
including setting a time when neighbours come to the window or front door to 
say hello or wave to each-other, have family meals together either in person if 
living in the same home or online if apart, playing games, allowing time for 
creativity, the enjoyment of music and telling stories. 

 

• Numbing or spacing out responses: developing skills so that it feels safe to 
notice and name what is happening. Self-awareness, present moment 
awareness or mindfulness brings the capacity to make choices. Van der Kolk 
cautions though that self-awareness on its own isn’t necessarily productive, 
key is when the awareness is combined with self-compassion, for example 
seeing that a response has been a way of managing an unbearable threat. 
Consider responses that avoid numbing or spacing out including avoiding the 
use of alcohol, drugs or excessive television, online time or gaming. 

 

• Loss of sense of time: working intense long shift patterns can feel that time 
has stopped still, and a normal calendar of events is no longer present due to 
social isolation restrictions. Van der Kolk suggests meditation practices can 
help as they bring a sense that every moment is different and having 
something that the individual can look forward to in the future. 

 

• Loss of sense of safety: traumatisation can trigger re-occurring visceral 
warning responses which contribute to feeling unsafe. Ignoring and numbing 
can be attempts to control these distressing processes. Interventions which 
bring soothing, pleasure and calmness, thereby nurturing a sense of feeling 
safe within oneself can be helpful. Van der Kolk also suggests negotiating a 
place of space and privacy to retreat to, either a chair or a room, as COVID-
19 can bring living and working in confined spaces as places of fear. 

 

• Loss of sense of purpose: Van der Kolk doesn’t go into details on this point, 
perhaps he will address this in his further talks during COVID-19. In the UK 
we have seen many different volunteering initiatives and communities coming 
together within the social-isolation restrictions to meet the needs of the 
vulnerable or frontline workers. 

  
The ACC COVID-19 library has many further counselling resources in relation to 
trauma and PTSD, including a recent article highlighting the tensions and challenges 
that the constructs  of ‘trauma’ and ‘PTSD’ may bring to some counsellors (Bullock, 
2020). Bullock suggests an approach that is informed by a collaborative relationship 
founded on Rogers’ core conditions, drawing on the client’s own resources, current 
research, tailoring interventions to the individual need and holding the lens of ‘what 
has happened to you’ rather than ‘what is wrong with you.’ 
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ACC COVID-19 Crisis Counselling Support Service –  

Considerations for the Bereaved  

 
Bereavements may be specific to the COVID-19 infection or may be due to another 
cause. COVID-19 has brought sudden, unexpected deaths in individuals, both young 
and old, who were previously healthy prior to the infection. COVID-19 has also 
impacted the medical treatment of other illnesses, for example the availability of 
medical interventions which will or may require ITU support.  
 
Social-isolation and infection control restrictions have had a significant impact on 
normal practices in relation to care of the dying and funeral arrangements. This may 
mean that the bereaved were not able to care for or be present at the death of their 
loved one. Media images, news reporting and stories pertaining to COVID-19 may 
mentally fill the gaps left by the bereaved not being present to care for the deceased. 
Media images and news may also be triggering, contributing to further distress of the 
bereaved.  
 
The UK Government has put in place specific guidance during the COVID-19 
pandemic in relation to funerals. This has significantly impacted cultural, religious, 
and personal wishes and practices. It has also meant that many of the things that 
have been found to be helpful and provide solace in the bereavement process can 
no longer take place. Social-isolation restrictions may mean that the bereaved may 
have lost their familiar daily patterns, and friends and family are unable to visit, and 
they may be experiencing living alone for the first time. These further losses can 
compound the feeling of loss already present in grief. It is difficult to think creatively 
as to how to remember and helpfully grieve when in the midst of many losses. 
COVID-19 has brought so much loss and change. 
 

Considering Traumatic Grief  
 
There are some specific things to be aware of when working with clients who have 
experienced traumatic grief.  
 
Traumatic grief has similarities to more “normal” grief, but the reactions are likely to 
be more intense, the intrusion and impact on life more powerful and the journey 
through grief more traumatic in itself and indeed the journey may be halted 
completely.  
 
Interventions which are considered helpful for ‘normal’ bereavements such as telling 
the story’ or ‘talking out the story’ may be unhelpful for bereavements which may be 
considered ‘traumatic bereavements’ or bereavements happening in ‘times of 
trauma’, because there is the risk that the process itself may trigger trauma 
reactions. Therefore, it is important that attention is given to creating a safe 
supportive space including developing grounding skills, which the client can use and 
the counsellor knows how to get the client to use as Babette Rothschild says “ Make 
sure that before you call the genie of the traumatic event out of the bottle, you know 
how to get it back in. I never teach a client to hit the accelerator before I know that 
they can find the brake at will”  



Copyright – Named Authors and ACC 14 of 25 

 
In traumatic grief and especially where a relative has not been able to say goodbye 
or be with their dying relative, there is a tendency for sensory information and 
memories to be fragmented and there is a natural tendency to need to piece them 
together and make sense of them. This may be a struggle but helping the client to 
create a narrative with a framework, a beginning, middle and end will enable help 
information to be stored within the client’s memory in a way that they can distinguish 
between past threat and current reality.  
 
Alongside this there is also a need to create living stories about the deceased, 
remembering them as the person they were and all that they brought to the life of the 
individual and others, which may help the individual from just concentrating on the 
“trauma story”.  
 
Survivor guilt is a common feature of traumatic grief and over time this can be gently 
challenged, and reality tested. However, in the initial stages guilt may actually be a 
useful protective mechanism for a client as a way of trying to explain the 
unexplainable or dealing with sense that all is “out of control” and so any challenge 
needs to be carried out at the right time.  
 
Given the COVID 19 situation deaths are likely to attract media and more public 
attention (at least locally) or alternatively it can seem that a personal loss is 
insignificant, hidden in a daily number. There can be a sense in which the deceased 
can become “public property” and the family and friends may feel that they have lost 
“ownership” of the individual and the grief process. It is, therefore, important for them 
to work out their own private mourning rituals and to consider carefully what they 
wish to share with whom.  
 
A collective event such as COVID-19 brings community and national responses, 
including ways in which the dead may be remembered and mourned, which may be 
helpful or unhelpful for a particular individual. This can place expectations or be 
unhelpful in an individual’s unique grieving pathway 
 
 
The ACC COVID-19 library has further resources on aspects of bereavement 
specific to COVID-19 as well as resources for sudden or ‘traumatic’ bereavements. 
 
Please see also a helpful film that has been put together for ACC and the CCSS 
programme on bereavement by Sanctuary Mental Health which is available on 
ACC’s website. 
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Appendix 1 
 

Trauma in Context 

 

NB: These notes are meant as a guide to counsellors who are supporting 

clients during the current COVID-19 crisis via the ACC CCSS. They are in no 

way a comprehensive analysis of working with trauma, nor are they a 

definitive training guide or practice resource to equip counsellors to work on 

an on-going basis with clients who are experiencing e.g. PTSD or Complex 

Trauma. 
 
 
During the Covid-19 Pandemic, many people are facing extraordinary and 
challenging circumstances and/or losses which are likely to cause feelings of stress, 
anxiety, grief and for many will be conceptualised as traumatic. 
 
The terms ‘trauma’ and ‘traumatic’ have common use amongst people, and highly 
stressful events as in the loss of a loved one, a job, a marriage or partnership etc. 
are often referred to as ‘traumatic’. The recent press stories that warn of the 
likelihood of PTSD in frontline health workers are anticipating that many people will 
be experiencing trauma as a result of the epidemic. (It is also true that the term 
‘trauma’ has been diluted conversationally and is used sometimes to express 
emotion about events which are considerably less significant)  
 
So how can we better understand how trauma is conceptualised in relation to more 
formal and academic understandings of mental health and wellbeing – especially if 
we are not trauma experts? This is sometimes difficult and sensitive territory to 
navigate in the counselling and psychotherapeutic world where trauma is subject to 
specialised training and expertise, and the ‘lay counsellor’ can feel hesitant, dis-
empowered and lacking in resources to know how to respond safely when clients 
speak about being traumatised or express feelings that we associate with the 
experience of trauma.  
 
To complement these notes, we have drawn together a number of resources about 
trauma-responses and PTSD in the COVID-19 library (on ACC’s website), with the 
intention of providing guidance on psycho-education and stabilising interventions to 
normalise the client’s experience and to pragmatically respond to symptoms. These 
are not intended as a substitute for specialised training, nor are we advocating that 
counsellors attempt to diagnose clients or to attempt trauma therapy. 
 

Trauma and Mental Health -Pre-existing Trauma  
 
As stress and trauma are two of various risk factors for development and onset of a 
mental health condition, it is reasonable to assume that the stressful events during 
the COVID-19 pandemic will negatively impact mental wellbeing, especially as 
normal routines, coping mechanisms and social support may also be limited due to 
lockdown restrictions and other crisis response measures.   
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Besides potential symptoms of depression, anxiety, burnout etc., counsellors may 
also encounter clients displaying symptoms associated with mental health conditions 
specifically linked to trauma and severe stress. Many of these symptoms are normal 
responses to trauma and stress, during or immediately after a traumatic incident, 
however, they might become problematic if they don’t subside over time when the 
person is safe again and life has returned to a semblance of normality. It is also likely 
that some counsellors will encounter clients whose symptoms are linked to a pre-
existing trauma or PTSD that has been triggered by situations or circumstances 
during the COVID-19 pandemic.  

 

How is trauma characterised from a diagnostic perspective? 
 
In general, an incident might be experienced as ‘traumatic’ (trauma = Greek word for 
injury or wound) when it initially overwhelms all coping mechanisms of the individual, 
leaving the person helpless, shocked, and distressed and maybe also psychically 
injured. The sources of psychological trauma are variously understood as arising 
from physical, sexual, emotional and/or spiritual harm and/or abuse, other forms of 
mistreatment including neglect and/or abandonment by the loss of a caregiver. 
 
As general definitions vary, so do definitions of what ‘qualifies’ as trauma in a clinical 
sense for diagnosis of a subsequent mental health condition such as Post Traumatic 
Stress Disorder. 
 
According to the ICD (International Statistical Classification of Diseases and Related 
Health Problems (Current Version ICD-10), trauma which warrants a clinical 
diagnosis is a stressful event or situation “of exceptionally threatening or catastrophic 
nature, which is likely to cause pervasive distress in almost anyone’ (WHO, 2016). 
 
The ICD is the main reference guide for disorders in the UK and is considered NHS 
standard. However, some NICE-Guidelines also refer to the DSM (Diagnostic and 
Statistical Manual of Mental Disorders (current Version DSM-5; APA, 2013). 
 
The DSM-5 requires for a diagnosis of PTSD, a trauma such as ‘actual or threatened 
death, serious injury, or sexual violence’ and includes four exposure forms to the 
traumatic event: direct personal exposure, witnessing of trauma to others, indirect 
exposure through experience of close persons  and repeated or extreme exposure to 
details of traumatic events (e.g. first responders, police etc.) (APA, 2013). 
 

Mental health conditions related to acute/extreme stress or trauma:  
 
The ICD-10 (WHO, 2016) distinguishes between three main conditions depending on 
severity of stress/trauma and time:    
 
a) Acute Stress Response 

• is a transient reaction to extreme physical or mental stress  

• symptoms appear within minutes/hours after stress/trauma and in most cases 
subside within two to three days.  
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• Symptoms are usually mixed and change over time. They include an initial 
state of daze or disorientation, an inability to comprehend stimuli. This is 
followed by either further withdrawal or by agitation and over-activity. 
Autonomic signs of panic or anxiety are common. Possible is also a partial or 
complete amnesia for the traumatic/stressful event. 

• acute stress response will be excluded from ICD-11 (implementation planned 
for 2022; WHO, 2018) to underline that it is not considered a mental disorder  

 
b) Post-Traumatic Stress Disorder 

• A delayed or protracted response that develops within a few weeks up to 6 
months after exposure to a traumatic event or period (see above)  

• Symptoms include persistent remembering or re-experiencing of the traumatic 
event, avoidance of trauma cues or triggers and either ongoing hyperarousal or 
amnesia  

• Symptomatology of Complex Post Traumatic Stress Disorder (according to 
ICD-11, WHO 2018) additionally includes persistent or pervasive impairment in 
the areas of affect regulation, self-concept and interpersonal relating 

c) Adjustment Disorder 

• impaired functioning due to a distress and emotional disturbance arising in a 
period of adaptation to a stressful event (not necessarily traumatic) or profound 
changes in life.  

• Manifestations vary between depressed mood with feelings of inability to cope, 
plan ahead or continue in present situation and possible suicidal ideation, 
anxiety or worry similar as in anxiety disorders, or mixtures of depressive, 
anxious and/or angry states. Particularly with adolescents, also antisocial 
behaviour is possible. While the symptomatology may be similar to depression, 
anxiety disorders or conduct disorders, the severity does not warrant a full 
diagnosis.  

• While complicated grief reactions would presently be conceptualised as 
adjustment disorder, the ICD-11 particularly includes a prolonged grief reaction.  

 
While awareness of these conceptualisations and the symptomatology of potential 
human responses to extreme stress and/or trauma during this COVID-19 pandemic 
is important, it is not the writer’s intention to stigmatise those displaying any of the 
above-mentioned symptoms. Although distressing for the individual, most symptoms 
may be normal human responses and should only be deemed problematic 
(pathological) in cases where they persist over a prolonged period of time. 
 
In fact, research indicates that among survivors of trauma relating to adverse events, 
such as is with COVID-19 (as opposed to interpersonal trauma arising from e.g. 
childhood sexual abuse) the prevalence of PTSD equals or is less than 13.1% 
(accidents 13.1%, natural disasters 5.0%, Maercker et al., 2004). 
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Post Traumatic Growth 
 
The concept of and evidence of post traumatic growth are hopeful outcomes of the 
experience of significant trauma – the type that alters the ground of a person’s being.  
 
Given the timescales of the CCSS it is unlikely that we will be encountering 
traumatised clients who are entering a phase of personal growth and transformation 
and there is a danger that we could minimise a person’s experience of distress 
and/or compound their suffering by prematurely raising the possibility of post 
traumatic growth. 
 
However, our hope is that by providing a crisis counselling support service, we might 
be helping to create the conditions in which clients are more likely at some further 
point in the future to be able to re-evaluate their experiences in ways that recognise 
positive change, growth and transformation. 
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Appendix 2 
 

ACC – Notes for Counsellors - Children and Young People 

 

1. Helping parents talk to and provide support for children and young people 

during the Coronavirus situation 
 

Advice: 
 

• Give children/teens the space and time to talk about their fears, but reassure 
them of the positives – e.g. a lot of people do get better/scientists are working 
very hard to find a vaccine 

• Create a worry box or ‘special time’ to discuss their worries so that they don’t 
dominate 

• Try to ensure information is age appropriate - don’t give younger children in 
particular more information than they’ve asked for 

• Try to be around when news feeds, etc. are being watched so that their 
questions can be addressed 

• Try to give children/teens some element of control e.g. choosing when to 
FaceTime grandparents/where to go for daily exercise 

• Give transient objects e.g. a watch or necklace from Mum, Dad’s slippers, that 
younger children can ‘look after’ whilst parents are at work 

 
Resources: 
 

• www.anxietyuk.org.uk/blog/how-to-talk-to-children-about-covid-19 

• www.kidshealth.org.en/parents/coronavirus-how-to-talk-child.html 

• www.childmind.org/article/taking-to-kids-about-the-coronavirus 

• www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/talking-with-
children.html 

• www.annafreud.org/what-we-do/anna-freud-learning-network/coronavirus  
(This website also includes a link to the section ‘On My Mind’ which is a 
platform of various resources to help support teens in particular with mental 
health difficulties including anxiety) 

 
 

2. Bereavement support for children and young people 
 

 
Advice: 
 

• Be honest and clear when communicating death, using age-appropriate 
language. 

• Avoid the use of euphemisms such as ‘passed’, ‘lost’ or ‘gone to sleep’ 

http://www.kidshealth.org.en/parents/coronavirus-how-to-talk-child.html
http://www.supportline.org.uk/
http://www.childmind.org/article/taking-to-kids-about-the-coronavirus
http://www.nationaldahelpline.org.uk/
http://www.nationaldahelpline.org.uk/
http://www.chat.womensaid.org.uk/
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• It is normal to have a whole range of conflicting feelings when experiencing 
grief 

• Keep trying to communicate but don’t feel rejected if the child/young person 
just needs space 

• Allow the child/young person time to ‘just be’ rather than cajoling them to 
‘feel better’ 

• Allow anger, this is normal, but find safe ways for anger to be expressed – 
hitting a cushion/shouting in the garden 

• Try to keep to daily routines if possible 

• Allow children the opportunity to remember their loved one – creating a 
memory box/looking through photographs 

• Allow the child/young person to ‘take part’ in the funeral e.g. by drawing a 
special picture to be put in their loved one’s coffin/having a special event in 
the home at the same time as the funeral 

• Find a special item from the loved one that the child/young person can 
hold/keep 

• Be a model not a hero – demonstrate that it’s OK to be sad 

NB: 

➢ Babies – may sense a parent’s emotional absence during grief and may cry 
more/be unsettled at night 
 

➢ Children aged less than 6  
o will not understand the permanency of dying and therefore may ask 

seemingly ‘odd’ questions or may keep looking for the dead person 

o will ‘puddle jump’ with their feelings flipping between sad, normal and 
happy 

 

➢ Children aged 7 and above 

o may regress in their behaviour – thumb sucking, bed wetting 

o will be more aware of the inevitability of death for all of us, including 
other close family members and themselves – reassure without lying 

o may experience separation anxiety 

➢ Teens 

o May increase impulsive behaviour as a way to take back control and 
challenge death 

 

Resources: 
 

• www.childbereavementuk.org/supporting-bereaved-children-and-young-
people (This website gives lots of very comprehensive advice as well as 

http://www.childbereavementuk.org/supporting-bereaved-children-and-young-people
http://www.childbereavementuk.org/supporting-bereaved-children-and-young-people
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some excellent resources to help children work through their experience of 
being bereaved) 
 

• Michael Rosen’s book ‘Sad’ written on the death of his son, is a very simple 
and lovely exploration of the sadness connected with death for children up to 
age 12. 

 
 

 

Appendix 3 

 

ACC – Crisis Counselling Support Service (CCSS) 

Notes for Counsellors: Domestic Abuse 

 

NB: These notes are meant as a guide to counsellors who are supporting 

clients during the current COVID-19 crisis via the ACC CCSS. They are in no 

way a comprehensive analysis of domestic abuse, nor are they a definitive 

training guide or practice resource to equip counsellors to work on an on-

going basis with clients who are experiencing domestic abuse. 
 
 
Domestic abuse – general points 
 

• Domestic Violence charity ‘Women’s Aid’ defines domestic abuse as “an 
incident or pattern of incidents of controlling, coercive, threatening, degrading 
and violent behaviour, including sexual violence.” 

 

•  Domestic abuse can be (but not limited to) physical, emotional, sexual, 
financial, and psychological (e.g. coercive control). 

 

• In the majority of cases, the abuse will be inflicted by a partner or ex-partner, 
although it could also come from another family member or carer. 

 

• The principle factors that underpin all incidents of domestic abuse are the 
extent to which the perpetrator has control and power over the victim. 

 
 
Common types of abuse 
 

• verbal abuse and criticism (shouting, name-calling, threatening, mocking) 

• guilt/pressuring tactics (threatening self-harm or suicide, threatening to ‘shop’ 
the victim to the authorities, lying to friends and family about the victim) 

• putting the victim down (disrespecting the victim in front of others, not listening 
or responding to the victim when they talk) 

• isolation (monitoring or blocking the victim’s connection with others, stopping 
the victim from leaving the house, telling the victim where they can and cannot 
go, taking away the victim’s phone/laptop) 
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• lying to the victim (breaking promises, having affairs) 

• threats (physically or verbally threatening the victim) 

• sexual violence (using force, threatening the victim to perform sexual acts, 
forcing the victim to have sex with other people) 

• physical violence (hitting, kicking, pushing, restraining the victim) 

• mind games (gas lighting – distorting the victim’s sense of reality, blaming the 
victim for the perpetrator’s behaviour, making the victim think they’re 
imagining the abuse, denying the abuse occurred, appearing charming/calm 
in front of others) 

 

Domestic abuse and Coronavirus 
 

• Lock down, together with increased anxiety caused by the coronavirus 
situation, have meant that women (and men) and their families are more at 
risk of experiencing domestic abuse and also more at risk of that abuse going 
unnoticed. 

 

• Statistics are indicating that reported incidents of domestic violence have 
increased to almost three times the levels they would normally be: 2 to 3 
deaths per week to on average 5 deaths per week. 

 

• The Government has made specific provision for victims of domestic abuse to 
break the rules of lockdown in order to flee situations of imminent danger. 
 

• Any client at risk of imminent danger should be advised to either leave 
the property immediately and go to a local police station or call the 
police on 999. 
 

• In addition, women’s refuges are still operational at this time.  
 

• Issues such as the following may lead to increased incidences of domestic 
abuse during this time: 

 
o Partners working longer hours may be accused of having extra-marital 

affairs 

o Step-parents are being left for long periods of time with step-children 

o Financial concerns may increase stress and anxiety in the home 

o Access to ‘normal’ support is less available to both victims and 
perpetrators 

o Knowledge that evidence of physical abuse is less likely to be seen 

o There is no escape from the presence of the abuser i.e. going out to 
work, visiting friends, etc. 

o The mental health and mental health related issues may be increased 
i.e. addictions, confusion, and frustration of dementia sufferers  



Copyright – Named Authors and ACC 23 of 25 

 

Counselling and domestic abuse 
 

• Supporting victims of domestic abuse is a complex area of counselling 
practice under normal circumstances and requires specific knowledge and 
training. Counsellors should ensure that they feel equipped to support victims 
of domestic abuse before undertaking this work. 
 

• Counsellors should also be mindful of the impact on children of witnessing 
domestic abuse, as well as the general safeguarding issues to be considered 
in respect of any child involved in a domestic abuse situation. The welfare of 
children should always be paramount. Counsellors should refer to the ACC’s 
Coronavirus Safeguarding Guidelines for further guidance in respect of any 
safeguarding concerns. 

 

• Victims of domestic abuse are always at risk of developing PTSD. The 
increased pressures imposed by the current situation may increase this risk. It 
is important, therefore, to ensure that the client is emotionally and physically 
safe before embarking on any form of therapeutic support. Exploring a client’s 
trauma too soon could put them at risk of re-traumatisation. 

 

• Recognising that what they are experiencing amounts to domestic abuse and 
being prepared to ‘do something about it’ are complex issues for victims of 
domestic abuse. Being prepared to journey with the client and support them 
without judgement may be ‘all’ that you are able to offer. 

 

• Forcing/advising/criticising a client’s choice to stay in an abusive relationship 
may mean that they end the counselling relationship exactly at a time when 
they most need it. Offering a non-judgemental listening ear to help the client 
work through their experience and come to their own conclusion about the 
best way to move forward is by far a more constructive approach. 

 

Some tips to help when counselling clients experiencing domestic abuse: 
 

• Offer grounding techniques/mindful exercises to help with relaxation should 
the client experience panic attacks or dissociation. 

• Explore strategies for future confrontations – help them understand the 
abuser’s triggers and ways they can diffuse situations. 

• Discuss the client’s support options and help them develop an escape plan. 

• Respond with respect and validation. 

• Frame questions in a non-judgemental way (avoid the use of ‘why?’). 

• Check-in regularly to ensure that the client feels safe and not overwhelmed by 
the counselling relationship/pace of therapy - trust issues are going to be 
significant for victims of domestic abuse. 

• Do not force the client to share information. 
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• Understand how cultural perspectives may influence the therapeutic 
relationship. Be careful of excusing behaviour that you would otherwise see 
as being a safeguarding issue, because it is seen as the “cultural norm” 

• Avoid closed questions such as ‘Are you being abused?’. 

• Be specific “Are you being hit/slapped/forced to have sex, etc.?” so that there 
is no room for misinterpretation. 

• Reinforce that the client isn’t bad, what is happening to them is bad. 

• See all of the client, not just the client as a victim of abuse – they are also a 
mother, a daughter, a husband, a hospital worker, carer, etc. 

 

Resources: 
 

 

If a client is fearful of imminent harm to her/himself or a member of their 

family, they MUST contact the police  
 
Landline 999 – If the victim is unable to speak and the operator hears only 
background noise, the call will be put through to the nearest police force that will be 
able to trace the call. If the phone is replaced, the line will remain open for a further 
45 seconds. 

 
This service is not available from mobile phones 

 
Mobile Phones 999 – (The Silent Solution) calling 999 followed by 55 will put a call 
from a mobile phone through to the police. The police call handler will then ask the 
caller a series of simple yes/no questions. If the caller is still not able to speak, they 
should listen to the instructions they are given so that the handler can assess the call 
and send help.  
 
Calling from a mobile phone does not allow the police to track the location of the call 
 

 

• Refuge – Refuge is a national domestic abuse charity that are continuing to 
provide phone and email support as well as refuge accommodation during the 
COVID-19 situation. They also have a range of advice and services available 
to help support victims of domestic abuse (whatever gender) as well as advice 
for friends or family members of victims.  

o www.refuge.org.uk 

o www.nationaldahelpline.org.uk - by contacting this link, the client can 
indicate how and when it is safe for Refuge to contact them 

o National Domestic Abuse helpline – 0808 2000 247 

 

• Women’s Aid – Women’s Aid is another national domestic abuse charity 
offering phone and on-line support for victims and concerned parties, as well 
as lots of information and support 

http://www.womensaid.org.uk/the-survivors-handbook/im-worried-about-someone-else/
http://www.refuge.org.uk/get-help-now/help-someone-you-care-about-2/
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o www.womensaid.org.uk/information-support/ 

o www.chat.womensaid.org.uk - this offers live on-line chat support 
(approximate wait time of 25 mins currently) available between 
10.00am and 12.00pm 

o www.survivorsforum.womensaid.org.uk - this offers on line support 
from survivors of abuse 

 

NB: both Women’s Aid and Refuge have systems explaining how victims can 
quickly exit on-line support as well as cover their tracks after accessing 
services. 

 

• www.supportline.org.uk - Support Line is a phone and email counselling 
service specifically for matters of domestic abuse 

 
 

For concerned friends/family members: 
 

• www.womensaid.org.uk/the-survivors-handbook/im-worried-about-someone-
else/ 
 

• www.refuge.org.uk/get-help-now/help-someone-you-care-about-2/ 
 

 
For children who are at risk of abuse/being abused/worried about a parent or 
family member 
 

If a child or young person fears imminent danger to him/herself or a 

family member they MUST call the police on 999. 
 

• ChildLine – 0800 1111 
 

• www.childline.org/get-support/1-2-1-counsellor-chat/ - during the COVID 19 
situation, this service is only available from 9.00am to midnight and children 
will be unable to ‘sit’ in the ‘waiting room’ after 10.30pm 
 

• www.refuge.org.uk/get-help-now/children  
 

 
 
 

http://www.annafreud.org/what-we-do/anna-freud-learning-network/coronavirus
http://www.childline.org/get-support/1-2-1-counsellor-chat/
http://www.survivorsforum.womensaid.org.uk/
http://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/talking-with-children.html
http://www.womensaid.org.uk/information-support/
http://www.womensaid.org.uk/information-support/
http://www.anxietyuk.org.uk/blog/how-to-talk-to-children-about-covid-19
http://www.refuge.org.uk/

