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KEY FACTS 

Including: 

The incidence, risk factors and impact of post-injury 
psychological problems 

Effective means to improve post-injury psychological 
intervention and care 
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ACCIDENTAL INJURIES 
 

• A leading cause of disability worldwide. 
 

• In 2019-20 > 800,000 people (aged 16-69) were admitted 
to English hospitals following an accidental injury  

 
• In 2010-2013 English Clinical Commissioning Groups 

spent > £1.53 billion/year treating unintended injuries (in 
adults aged 16-70)  

 
• Advances in emergency care have improved survival 

following accidental injury; but recovery is still frequently 
prolonged and incomplete. 

 
• Post-Traumatic Stress Disorder (PTSD) can add 50% to 

individual and societal costs of injury. 
 
• Increased focus (resources, training, and research) on 

mitigating post-injury psychopathology could potentially 
lead to further gains, for trauma recovery and costs. 
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THE PSYCHOLOGICAL IMPACT OF INJURY 
 

• Approx. 50% of physically injured adults experience no 
major or lasting psychological distress 
 

• But > 30% experience a clinically significant psychological 
disorder e.g. PTSD or depression within 12 months. 

 
• More experience sub-clinical psychological distress which 

can also be debilitating and last decades after physical 
healing. 

 
• The proportion of injury survivors with pre-existing 

mental health issues is slightly higher than in the general 
population; but 22% of post-injury psychological 
disorders are new-onset. 

 
• PTSD is the major focus of post-injury psychopathology 

treatment, and research, however depression, anxiety 
and substance use disorders are also common; these 
disorders are frequently comorbid. 

 
• Post-injury psychological disorders significantly impact on 

the duration and extent of recovery and on NHS costs 

 

 



 

3 | P a g e  
 

  

RISK FACTORS* 
* Multiple risk factors have been identified this is a list of those considered key 

 
Pre-traumatic 
• Childhood or previous trauma 
• Family or personal history of mental health issues 
• Personality 
• Female gender 
• Greater deprivation and lower pre-injury QoL are associated 

with higher risk of depression and anxiety post-injury 
 

Peri-traumatic 
• Fear, horror, helplessness, and/or loss of control  
• Actual, or perceived threat to life 
• Disassociation - numbing or disconnect from thoughts, 

feelings, and memories  
 

Post-traumatic 
• Social support is key to recovery 
• Some experiences can act as secondary stressors e.g. 

 Persistent pain, or flares in pain and discomfort 
 Dealing with the consequences of the injury, e.g. financial 

hardship, occupational and relationship problems, loss of 
dependence and physical limitations. 

 Involvement in litigation 
 Some aspects of NHS care can accentuate stress e.g. the 

pre/peri-operative period, discharge, poor or inconsistent 
communication 
 

Note: injury severity is not a good predictor of who will 
develop psychological problems; individuals with the above 
risk factors who experience a lesser injury are also at risk. 

 



4 | P a g e  
 

  

PSYCHOLOGICAL REACTIONS TO INJURY 

 

• Normal responses vary 
 

• Most people initially show signs of physiological and 
emotional stress 
 

• These frequently persist for 7 – 10 days after the event 
 
• If more prolonged, or worsening the following symptoms 

may suggest a more serious psychological response:  
 

Insomnia 
 

Anxiety 
 

Tearfulness 
 

Poor appetite 
 

Excessive and/or unresolved pain 
 

Flashbacks and irritability 
 

Avoidance (of thoughts, behaviours and reminders) 
 

Hypervigilance (increased sensitivity towards risk & danger) 
 

• Some individuals develop late onset or delayed psychological 
reactions or disorders such as PTSD 
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IMMEDIATE SUPPORT 

 

Aim 
• To support psychological wellbeing  
• To help the individual recover and adapt (physically, 

emotionally and practically) 
 
How 
The best means to support emotional wellbeing in the 
immediate aftermath of traumatic events/injury remains 
the ‘holy grail’. However, expert consensus suggests an 
approach which promotes: 
 

the 5 principles of psychological first-aid 
 

Hope 
 

Calm 
 

Safety 
 

Connectedness 
 

Self and community efficacy  
(ability to control behaviour, environment, outcomes) 
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EARLY PSYCHOLOGICAL INTERVENTION & CARE 

 

Aim  
• To support emotional wellbeing and promote positive 

coping strategies 
• To detect individuals experiencing significant 

psychological distress 
• To provide early targeted support 
• To avoid or mitigate those NHS care experiences known 

to accentuate stress 
• To educate patients about normal reactions to trauma, 

and how and when to get support 
 
How 
• Watchful waiting to allow ‘normal’ stress symptoms to 

resolve 
• Consider early symptom screening e.g. at discharge and 

1 month 
• Treatment targeted at clinical presentation not 

diagnostic threshold 
• Early trauma focussed CBT: -  

from 2 weeks for individuals with acute traumatic stress 
symptoms  
from 1 month for PTSD. 

• Pharmacological management of symptoms such as 
insomnia 

• Signpost patients and families to sources of support 
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LATER PSYCHOLOGICAL INTERVENTION & CARE 

 

Aim 
• To support emotional wellbeing and independence 
• To identify & support those with ongoing or late onset 

psychological problems  
• To prevent debilitating chronic psychological disease 
 
How 
• Equip community and out-patient practitioners with 

knowledge, skills and resources to identify and refer 
those struggling or at risk e.g. repeat A&E or GP 
attendance. 

• PTSD of 3 months duration or longer, the evidence base 
for trauma-focused cognitive-behavioural therapy is still 
strong 

• Eye Movement Desensitisation and Reprocessing 
(EMDR) has also been shown to be effective.  

• If initiated later than 1-month post-event the duration of 
treatment is likely to be longer and similar to that for 
chronic PTSD. 

• Depression and PTSD are frequently comorbid; 
guidelines suggest initial treatment as per PTSD. 
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CURRENT NHS PROVISION 

 

Psychological services are integrated into specialist services 
caring for specific disorders e.g. burns. 

Psychological support and services for general injury 
populations are frequently haphazard and/or absent.  
 
Clinicians lack direct access to psychological services and 
have little time or training to address psychological needs.  
 
50% of patients who need counselling or additional support 
do not receive it and psychological disorders often go 
undetected.  
 
A retrospective study of NHS trauma patients’ medical notes 
found; known risk factors, e.g., signs of dissociation and 
peri-traumatic emotionality were frequently recorded. 
However, only 3.25% of patients were referred to mental 
health services 
 

Practitioners, such as physiotherapists attempt to fill the 
gap in psychological support but can feel out of their depth. 
 
Current provision may lead to under recognition or delayed 
diagnosis; thus, contributing to poorer outcomes and 
increased costs.   
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Note: there is a huge body of evidence on this topic these articles are intended as 
introductory reading. 
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