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Abstract: Accumulating evidence indicates that the COVID-19 pandemic carries risks to psychological
health and represents a collective traumatic experience with consequences at the social, economic, and
health levels. The primary aim of this study was to collect ongoing COVID-19 survivors’ pandemic-
related experiences as expressed through the use of metaphors; the secondary aim was to explore
socio-demographic variables associated with the metaphor orientation as negative, positive or neutral.
An observational follow-up survey was conducted and reported according to the STROBE guidelines.
Patients ≥ 18 years, who were treated for COVID-19 during the first wave (March/April 2020) and
who were willing to participate in a telephone interview were involved and asked to summarize
their COVID-19 experience as lived up to 6 and 12 months in a metaphor. A total of 339 patients
participated in the first (6 months) and second (12 months) data collection. Patients were mainly
female (51.9%), with an average age of 52.9 years (confidence interval, CI 95% 51.2–54.6). At 6 months,
most participants (214; 63.1%) used a negative-oriented metaphor, further increasing at 12 months
(266; 78.5%), when they used fewer neutral-/positive-oriented metaphors (p < 0.001). At the 6-month
follow-up, only three individual variables (female gender, education, and experiencing symptoms
at the COVID-19 onset) were significantly different across the possible metaphor orientation; at
12 months, no individual variables were significantly associated. This study suggests increasingly
negative lived experiences over time and the need for personalized healthcare pathways to face the
long-term traumatic consequences of COVID-19.

Keywords: COVID-19; coronavirus disease 2019; follow-up; lived experience; qualitative study;
longitudinal study; metaphors

1. Introduction

Accumulating evidence indicates that the coronavirus disease 2019 (COVID-19) pan-
demic carries risks in terms of physical health and psychological health, triggering several
consequences. In fact, increased psychological distress across the general population has
been documented [1,2], along with a higher risk of relapse in those individuals with men-
tal health issues before the pandemic outbreak [3,4]. In addition, several reasons for the
distressing effects of COVID-19 have been proposed including, but not limited to, its rapid
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escalation towards a Public Health Emergency of International Concern (PHEIC) as de-
clared by the World Health Organization (WHO) [5], the evidence of a potentially fatal
outcome [6], media depictions of its impact worldwide [7], the unprecedented quarantine
and restrictions imposed on all people [8], and the potentially long-lasting adverse bio-
logical implications and consequences of the disease on mental health among surviving
patients [9].

For all these reasons, the COVID-19 pandemic has represented a collective traumatic
experience [10] with detrimental social, economic, and health consequences [11] whose
impact should continue to be documented. Specifically, on a par with other national and in-
ternational events carrying a collective trauma, such as wars [12] and natural disasters [13],
there is a need to explore how the COVID-19 pandemic is affecting individuals’ ability to
cope and be resilient in the face of what is a persisting collective trauma experience [11].
However, some caveats have been highlighted when attempting to document emotional
responses to a traumatic event at the group level. As most events are rapid and unexpected,
the available evidence is generally based on retrospective studies, which are susceptible to
recall bias. Therefore, prospective evidence is required to document collective emotions
as lived in reasonable temporal proximity to the traumatic event [11]. In addition, sponta-
neous emotions are often difficult to elicit due to a stigma-related unwillingness to disclose
personal feelings [14]. In this regard, a line of research supports the usefulness of tropes
and metaphors to overcome this difficulty and allow individuals to express their deep
emotions related to being exposed to a traumatic event [11,15]. In particular, evidence indi-
cates that metaphors may offer a bridge into the bereaved individual’s world of meaning,
which can deepen understanding of their unique experience of suffering [15]. In addition,
metaphors have been suggested to be particularly helpful in assessing emotional responses
to emerging, unfamiliar, and still uncertain experiences [16]. This is particularly relevant to
COVID-19, where evidence is continuously unfolding and is not always unequivocal [17].

Following on from previous evidence [11,16,17], this study was designed to describe
COVID-19-related trauma and emotional processing among COVID-19 survivors at 6 and
12 months to provide information at clinical and public health levels. Specifically, the
primary aim of the study was to collect ongoing, rather than retrospective, COVID-19
survivors’ pandemic-related experiences, using metaphors as a research tool to access
the lived experiences of collective traumas. As a secondary aim, the study explored the
socio-demographic variables, if any, associated with the emotional response of COVID-19
survivors as expressed through the metaphors.

2. Materials and Methods
2.1. Study Design

An observational follow-up survey, initiated in March/April 2020 and consisting of
two time points, namely, 6 (October/November 2020) and 12 months after the COVID-19
onset (March/April 2021), was performed to collect qualitative variables [18]. The study
design was chosen to obtain insights (a) from key informants on a not fully understood
phenomenon [19], which COVID-19 is, (b) regarding their experience as survivors, (c) over
time. According to the study design, the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) guidelines [20] were adopted to report methods and
findings (see Supplementary Table S1).

2.2. Setting and Participants

The study was performed in a reference infectious disease unit of a large academic
hospital (>1000 beds) in the Friuli Venezia-Giulia Region (Italy). The target population of
this study were the 1067 COVID-19 patients who were cared for in the first wave. Among
them, 240 patients refused to participate in the study, 138 residents of nursing homes were
excluded, nine survivors were lost in the follow-up, and 81 died. Therefore, 599 survivors
were eligible. At 6 and 12 months after their disease onset, the patients included were
those who were (a) >18 years, (b) reachable by telephone, and (c) willing to participate in
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telephone interviews. A total of 339 individuals participated in both the 6- and 12-month
follow-up assessment, as reported in Figure 1.
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For each eligible patient, data were collected at three time points: (1) at COVID-19 di-
agnosis, (2) after 6 and (3) after 12 months. At the disease onset, (a) socio-demographic (e.g.,
gender) and (b) clinical data (e.g., the severity of COVID-19) were all collected and recorded
in a database. The severity of the COVID-19 disease was categorized as: asymptomatic;
mild disease (without pneumonia); moderate disease (pneumonia); severe disease (severe
pneumonia); or critical disease, including acute respiratory distress syndrome (ARDS),
sepsis, and/or septic shock [21]. In addition, dyspnea at the onset was considered relevant
in the context of COVID-19 disease and emotional impact [22]. For this reason, it was
also registered.

2.3. Data Collection Instrument and Method

At the 6-month follow-up, an interview based on open- and closed-ended questions
was conducted to investigate (a) the source of the contagion (e.g., relatives), (b) the sub-
jective perception of being healed or not and, if any, the persisting symptoms, and (c) a
metaphor or a word summarizing the whole COVID-19 experience up to that moment.
Each participant was left free to share a symbolic summary of her/his experience by us-
ing a metaphor or a word condensing a meaning. Metaphors have been suggested to be
effective in summarizing a phenomenon not previously documented [23], the meaning of
complex realities [24], and that of lived experiences [25] based on their capacity to trigger
an identification and categorization process through a linguistic device [26]. As a figure
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of speech, a metaphor might be considered the outcome of an experience but also as a
‘powerful metaphor [that] initiates and guides social processes’ [27].

At the 12-month follow-up, the same interview was repeated. Data were collected
regarding (a) the perception of being healed and, if any, the persisting symptoms and
(b) a metaphor or a word summarizing the entire COVID-19 experience up to the mo-
ment of the interview. A pilot phase assessing the interview guide feasibility, clarity, and
understandability was performed involving ten patients and no changes were suggested.

2.4. Data Analysis

Collected data were first analyzed by calculating frequencies, percentages, averages,
and confidence intervals (CI) at 95%. The following steps were considered to extract infor-
mation from participants’ metaphors/words regarding the entire COVID-19 experience
(hereinafter, metaphors). First, metaphors were: (a) reduced to labels to epitomize the
meaning of the given experience in line with evidence supporting their effectiveness in
summarizing a range of meanings [24]; (b) merged into their main orientations (positive,
negative, or neutral) depending on the prevailing emotion embodied in the metaphor
expressed, thus enhancing their fundamental role in representing the lived experience of
patients; and (c) counted to compare the frequency of specific meanings [28] across different
demographic and clinical profiles of patients, and over time. Then, the metaphors were
processed by:

- Selection: when participants expressed more than one metaphor, only one was con-
sidered according to its intensity and capacity to condense the meaning of the whole
experience as judged by two researchers; first, independently and then decided upon
agreement.

- Summarization: the metaphors were then summarized in a single word expressing the
‘metaphor vehicle’ as a paradigmatic example of a given category [25] by conducting a
content analysis [29]. The qualities of each metaphor were checked: some were left in
their original structure (e.g., ‘like in a jail’), and others were left as expressing a process
(e.g., ‘thinking’) or a feeling (e.g., ‘fear’). Considering that all expressions reflected
how patients categorize and make sense of their lived experience, all were considered
able to express the quality required by a metaphor [25].

- Categorization [28]: all metaphors were categorized into their emotional orientation
(positive, neutral, or negative) according to the context of the expression reported by
each participant as judged by two researchers; first, independently and then decided
upon agreement.

- Analysis and comparison: a descriptive analysis of the metaphors was then performed
according to their emotional orientation (positive, negative, or neutral) [30] across
the main demographic and clinical variables and over time (at the 6- and 12-month
follow-ups). Differences at the 6- and 12-month follow-ups and over time were ex-
plored using R software [31]. Testing procedures considered the Chi-squared test, the
McNemar–Bowker symmetry test for categorical variables, and the single sample t-test
for continuous variables [32]. The Kruskal–Wallis non-parametric testing procedure
was used for numerical variables [33].

2.5. Rigour in Data Collection and Analysis

Three registered nurses educated to an advanced level (PhD and Master of Science in
Nursing) with experience in qualitative research methods performed the data collection
via telephone at both the 6- and 12-month follow-ups. Each patient was contacted up to
three times/week, after which non-response was established as an exclusion criterion to
prevent excessive intrusion. Preliminarily, the interviewers informed each participant again
regarding the study aims and allowed each patient the freedom to establish whether and
when to perform the interview according to his/her preferences. Patients were allowed to
answer in their own words, and metaphors were recorded in a database and then repeated
by the interviewer at the end of the call to ensure accuracy. Moreover, patients who reported
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persistent symptoms or issues were referred to the infectious disease unit or the psychiatric
unit for consultation.

Rigor in data analysis was ensured by using the following strategies. First, three
researchers worked on the metaphors independently in each step and agreed upon the
findings to ensure investigator triangulation of the data analysis [34]. Second, given
the novelty of the disease, researchers shared no preconceptions before either the data
collection or the analysis. Third, selection bias [35] was considered by comparing the
main individual variables between those involved and those excluded (see Supplementary
Table S2). Fourth, given that the interview was performed in the Italian language, special
attention was ensured during the translation process from the original language to English
for publication purposes. In the process, two researchers were involved (MC, AP), who
are experts in both languages and contexts, to prevent possible errors in interpretation.
Moreover, they conducted the forward translation (from Italian to English) according to the
World Health Organization’s guidelines [36].

3. Results
3.1. Patient Profile

There were 339 patients involved; the majority were female (176; 51.9%); the mean
age was 52.9 years (CI 95% 51.2–54.6). Most of them were Italian (315; 92.9%) and were
educated to secondary school level (160; 47.2%) or above (bachelor’s degree = 85; 25.1%;
PhD = 3; 0.9%). At the onset, they were mainly diagnosed with mild COVID-19 disease (228;
67.3%), and slightly more than a quarter were hospitalized (93; 27.4%) for an average of
10.5 days (CI 95% 8.2–12.8). The majority reported previous comorbidities (176; 51.9%) and
one or more symptoms at the COVID-19 onset (307; 90.6%). After 6 months, 115 patients
(33.9%) reported persisting COVID-19 symptoms, a percentage that increased at 12 months
(147; 43.4%) (p < 0.001) (Table 1).

3.2. Metaphors
3.2.1. Metaphor Orientation at 6- and 12- Month Follow-Ups

All participants were able to express one or more metaphors to summarize their
experience as COVID-19 survivors. Among the negative-oriented metaphors, “Fear”,
“Nightmare”, “Bad..bad”, “Isolation”, “Traumatic”, “Concern”, “Like in a Jail”, “Destruc-
tive”, and “Terrible” were more often reported at both 6 and 12 months; on the other hand,
“Rediscovery (Myself)”, “Thinking (an occasion of)”, and “Lucky” were mostly reported
among the positive-oriented metaphors at both 6 and 12 months. Finally, among the neutral-
oriented metaphors, “Surreal” prevailed at the 6-month follow-up, and “Indifference” was
the most reported metaphor at the 12-month follow-up. A detailed presentation of all
metaphors is reported in Supplementary Table S3.

As summarized in Table 2, at the 6-month follow-up, most participants (214; 63.1%)
used a negative-oriented metaphor, 83 (24.5%) used a neutral-orientated metaphor and
42 (12.4%) used a positive-oriented metaphor. However, at the 12-month follow-up, more
patients reported a negative-oriented metaphor (266; 78.5%) and less reported a neutral-
(41; 12.1%) or positive-oriented metaphor (32; 9.4%). Moreover, as reported in Table 2,
most people reporting a negative-oriented metaphor at the 6-month follow-up confirmed
a negative-oriented one at the 12-month follow-up (190; 88.8%); a few changed their
orientation either into a positive (11; 5.1%) or a neutral (13; 6.1%) metaphor. The majority
of those using a neutral-oriented metaphor at the 6-month follow-up changed to a negative
one at the 12-month follow-up (53; 63.9%). Similarly, most of those who used a positive-
oriented metaphor at the 6-month follow-up expressed their lived experience by using
a negative-oriented metaphor at the 12-month follow-up (23; 54.8%). As a result, the
asymmetry in the changes observed in metaphor orientation between the 6- and 12-month
follow-ups showed a worsening trend that was statistically significant (p < 0.001).
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Table 1. Main characteristics of interviewed patients.

At COVID-19 Onset n = 339 (%)

Gender
Female
Male

176 (51.9)
163 (48.1)

Age (years), mean (CI 95%) 52.9 (51.2–54.6)

Nationality
Italian
Non-Italian

315 (92.9)
24 (7.1)

Education
None
Primary School
Middle School
Secondary School
Bachelor’s Degree
PhD

1 (0.3)
23 (6.8)
67 (19.8)
160 (47.2)
85 (25.1)
3 (0.9)

Infected by whom
I don’t know
Family members
Colleagues
Both

103 (30.4)
201 (59.3)
28 (8.2)
7 (2.1)

COVID-19 severity, WHO scale
Asymptomatic
Mild disease (without pneumonia)
Moderate disease (pneumonia)
Severe disease (severe pneumonia)
Critical disease, including acute respiratory distress

syndrome, sepsis and/or septic shock
Missing

33 (9.7)
228 (67.3)
56 (16.5)
12 (3.5)
8 (2.4)
2 (0.6)

Hospitalized for COVID-19 93 (27.4)

Duration of hospitalization (days), mean (CI 95%) 10.5 (8.2–12.8)

Previous comorbidities 176 (51.9)

COVID-19 symptoms at onset
Yes
No

307 (90.6)
32 (9.4)

At 6 months after the COVID-19 onset

Persisting COVID-19 symptoms ¥

Yes
No
Uncertain

115 (33.9)
218 (64.3)
6 (1.8)

At 12 months after the COVID-19 onset

Persisting COVID-19 symptoms ¥

Yes
No
Uncertain

147 (43.4)
170 (50.1)
22 (6.5)

¥ p < 0.001 Chi-squared with bootstrap; CI, Confidence Interval; COVID-19, coronavirus disease 2019; n, Number;
PhD, Doctor of Philosophy; SD, Standard Deviation; WHO, World Health Organization.
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Table 2. Changes in the orientation of metaphors between the 6- and 12-month follow-ups.

At 6 Months—Metaphor
Orientation, n (%)

At 12 Months—Metaphor Orientation, n (%) p-Value ◦
Negative 266 (78.5) Neutral 41 (12.1) Positive 32 (9.4)

Negative
Neutral
Positive

214 (63.1)
83 (24.5)
42 (12.4)

Unchanged
Worsened
Worsened

190 (88.8)
53 (63.9)
23 (54.8)

Improved
Unchanged
Worsened

13 (6.1)
19 (22.9)
9 (21.4)

Improved
Improved
Unchanged

11 (5.1)
11 (13.2)
10 (23.8)

<0.001

◦ McNemar–Bowker symmetry test was applied to the 3 × 3 table.

3.2.2. Individual Variables and Metaphor Orientation at 6- and 12-Month Follow-Ups

At the 6-month follow-up, only three individual variables were associated significantly
with metaphor orientation. Female patients more often expressed a negative-oriented
metaphor (128; 59.8%) as compared to males who expressed mostly neutral- (53; 63.9%) and
positive- (24; 57.1%) metaphors (p < 0.001). Those with middle school and bachelor level ed-
ucation (47; 21.9%; and 53; 24.8%; respectively) reported negative-oriented metaphors less
often and neutral- (12; 41.5%; and 17; 20.5%; respectively) or positive-oriented metaphors
more often (8; 19%; and 15; 35.7%; respectively) (p = 0.046). All patients reporting a positive-
oriented metaphor (42; 100%) presented symptoms at the onset; whereas, a significantly
lower proportion was symptomatic among those who summarized their experience as
neutral (72; 86.7%) or negative (193; 90.2%) (p = 0.049). No statistical differences were found
across the three different metaphor orientations in the other individual variables at the
12-month follow-up (Table 3).

Table 3. Metaphor orientation, according to patients’ characteristics (n = 339).

Variables and Time Negative-Oriented Neutral-Oriented Positive-Oriented p-Value

At the COVID-19 Onset 6 Months
214 (%)

12 Months
266 (%)

6 Months
83 (%)

12 Months
41 (%)

6 Months
42 (%)

12 Months
32 (%) 6 Months 12

Months

Gender ◦

Female
Male

128 (59.8)
86 (40.2)

145 (54.5)
121 (45.5)

30 (36.1)
53 (63.9)

16 (39.0)
25 (61.0)

18 (42.9)
24 (57.1)

15 (46.9)
17 (53.1)

<0.001 0.152

Age (years), mean (CI 95%) ◦◦ 53.5
(51.5–55.6)

52.6
(50.7–54.5)

48.9
(45.3–52.5)

53.6
(48.1–59.1)

53.6
(49.1–58.1)

54.1
(48.5–59.7) 0.107 0.766

Nationality ◦

Italian
Not Italian

197 (92.1)
17 (7.9)

246 (92.5)
20 (7.5)

78 (94.0)
5 (6.0)

39 (95.1)
2 (4.9)

40 (95.2)
2 (4.8)

30 (93.8)
2 (6.2)

0.696 0.874

Education ◦

None
Primary School
Middle School
Secondary School
Bachelor’s Degree
PhD

1 (0.5)
15 (7.0)
47 (21.9)
98 (45.8)
53 (24.8)

0 (-)

1 (0.4)
17 (6.4)
59 (22.2)

124 (46.6)
63 (23.7)
2 (0.7)

0 (-)
8 (9.6)

12 (41.5)
43 (51.8)
17 (20.5)
3 (3.6)

0 (-)
4 (9.8)

5 (12.2)
23 (56.1)
8 (19.5)
1 (2.4)

0 (-)
0 (-)

8 (19.0)
19 (45.2)
15 (35.7)

0 (-)

0 (-)
2 (6.3)
3 (9.4)

13 (40.6)
14 (43.7)

0 (-)

0.046 0.301

Severity of COVID-19 disease,
WHO scale ◦

Asymptomatic
Mild disease
Moderate disease
Severe disease
Critical disease
Missing

21 (9.8)
142 (66.4)
36 (16.8)

7 (3.3)
7 (3.3)
1 (0.4)

23 (8.6)
181 (68.0)
47 (17.7)

6 (2.3)
7 (2.6)
2 (0.8)

8 (9.6)
60 (72.3)
14 (16.9)

1 (1.2)
0 (-)
0 (-)

8 (19.5)
28 (68.3)
3 (7.3)
2 (4.9)
0 (-)
0 (-)

4 (9.5)
26 (61.9)
6 (14.3)
4 (9.5)
1 (2.4)
1 (2.4)

2 (6.2)
19 (59.4)
6 (18.8)
4 (12.5)
1 (3.1)
0 (-)

0.432 0.161

Hospitalized for COVID-19 ◦ 61 (28.5) 71 (26.7) 20 (24.1) 9 (22.0) 12 (28.6) 13 (40.6) 0.735 0.175

Duration of hospitalization
(days), mean (CI 95%) ◦◦

10.3
(7.9–12.6)

9.7
(7.4–12.0)

7.6
(2.3–12.9)

9.1
(2.4–15.8)

14.1
(4.4–23.8)

13.8
(2.6–25.0) 0.596 0.079



Int. J. Environ. Res. Public Health 2023, 20, 1390 8 of 13

Table 3. Cont.

Variables and Time Negative-Oriented Neutral-Oriented Positive-Oriented p-Value

At the COVID-19 Onset 6 Months
214 (%)

12 Months
266 (%)

6 Months
83 (%)

12 Months
41 (%)

6 Months
42 (%)

12 Months
32 (%) 6 Months 12

Months

Infected by whom ◦

I don’t know
Family members
Colleagues
Both

63 (29.5)
133 (62.1)

15 (7.0)
3 (1.4)

78 (29.3)
157 (59.0)

25 (9.4)
6 (2.3)

29 (34.9)
46 (55.5)
7 (8.4)
1 (1.2)

13 (31.7)
28 (68.3)

0 (-)
0 (-)

11 (26.2)
22 (52.4)
6 (14.3)
3 (7.1)

12 (37.5)
16 (50.0)

3 (9.4)
1 (3.1)

0.134 0.351

COVID-19 symptoms at the
onset ◦

Yes 193 (90.2) 244 (91.7) 72 (86.7) 34 (82.9) 42 (100) 29 (90.6) 0.049 0.207

Comorbidities 115 (53.7) 135 (50.8) 42 (50.6) 22 (53.7) 19 (45.2) 19 (59.4) 0.575 0.661

At 6 and at 12 months after the COVID-19 onset

Feeling healed at the time of the
interview ◦

Yes
No/Uncertain

156 (72.9)
58 (27.1)

196 (73.7)
70 (26.3)

66 (79.5)
17 (20.5)

35 (85.4)
6 (14.6)

32 (76.2)
10 (23.8)

23 (71.9)
9 (28.1)

0.417 0.273

Persisting COVID-19
symptoms ◦

Yes
No/Uncertain

75 (35.0)
139 (65.0)

125 (47.0)
141 (53.0)

28 (33.7)
55 (66.3)

11 (26.8)
30 (73.2)

12 (28.6)
30 (71.4)

11 (34.4)
21 (65.6)

0.488 0.351

◦ Chi-squared p-values obtained considering a simulation approach; ◦◦ Kruskal–Wallis. CI, Confidence Interval;
COVID-19, Coronavirus Disease 2019; n, Number; PhD, Doctor of Philosophy; WHO, World Health Organization.

4. Discussion

A few studies to date have investigated the pandemic experience by using the metaphor
as a data collection tool. Available studies have investigated metaphors as expressed by
individuals in Turkey [37] and in the US [11] during the COVID-19 pandemic; by family
caregivers regarding their caregiving and bereavement in the context of the COVID-19
pandemic in Quebec [38]; or by COVID-19 survivors just after their experience in China [39].
Moreover, metaphors have been investigated while communicating issues related to the
pandemic [40] as well as those used at societal and politics levels [41]. However, to the
best of our knowledge, this is the first investigation that prospectively performed a com-
prehensive assessment of COVID-19-related trauma and emotion processing in COVID-19
first wave survivors by employing metaphors expressed at 6 and 12 months. Research
evidence from this study suggests that most patients who have suffered from COVID-19
use a negative metaphor to describe their experience at 6 months. Further, findings in-
dicate a worsening trend up to the 12-month follow-up, with a proportion of COVID-19
survivors reporting a negative connotation with their experience that was higher than the
one collected at 6 months after the COVID-19 infection. Finally, male and less-educated
patients as well as those who had symptoms at the onset were less likely to attribute a
negative valence to their lived experience at 6 months, with such differences being lost at
the 12-month follow-up where no individual variables emerged as being associated with
metaphor orientation.

When it comes to psychological distress emerging after exposure to a traumatic stres-
sor [42], a long-lasting debate regards the temporal stability or change in the presence
of such distress. Early cross-sectional studies have certainly shown that distress can
persist for up to several decades following various traumatic events, such as military com-
bat [43], prison and war confinement [44], the Holocaust [45], natural disasters [46], and
accidents [47]. However, due to their methodological design, these studies could not disen-
tangle whether stress symptoms increase, reduce, or remain stable over time. As a result,
two influential but contrasting stress models have been historically proposed regarding
this issue. On the one hand, the stress-evaporation theory postulates that stress symptoms
will abate over time in the absence of other psychological vulnerabilities. On the other
hand, the residual stress hypothesis posits that traumatic stressors can produce chronic and
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long-lasting effects, even in individuals with good pre-traumatic adjustments [48]. Some
studies of non-illness-related traumatic events [48] and life-threatening diseases, such as
cancer [49], offer insights into such a debate. They conclude that neither previous stress
disorder behaviors explain the persistence of distressing symptoms in the longer-term [48]
nor is there a general diminishing of stress symptoms with time [49]. On the contrary,
evidence from oncological studies indicates the possibility of a delayed onset of distress in
some individuals [49], along with fluctuations with a waxing and waning symptom course,
depending on individual characteristics, thus supporting the residual stress hypothesis.
The current prospective study confirms and extends such knowledge, as it indirectly sug-
gests that residual stress symptoms increase over time, rather than blunt, also in COVID-19
survivors. Further, significant fluctuations in connoting the COVID-19 experience nega-
tively were also observed as a function of both COVID-19 survivors’ socio-demographic
(i.e., gender and education) and clinical characteristics (COVID-19 being symptomatic or
not at the onset).

In terms of predictors of negative metaphor attribution to the COVID-19-related
experience, gender appeared to play a significant role, with female patients being more
likely to report a negative valence at the 6-month follow-up. Independent research evidence
would explain a higher level of negative emotions among women due to their ability to use
a broader and more elaborate range of emotions than men [50–52]. Thus, findings from
this study would not necessarily indicate greater distress in the female population after the
beginning of the pandemic but confirm the female tendency to attribute greater severity to
events in the context of the COVID-19 experience. Furthermore, this data interpretation
seems to be corroborated by a counterbalanced trend at the 12-month follow-up assessment,
with fewer women and more men using a negative metaphor, such that the gender gap in
metaphor orientation is no longer significant. Overall, this finding carries public health
implications, as it highlights a gender-driven difference in the timing of the emotional
response to stress in COVID-19 survivors, which occurs earlier in female patients and later
in male ones.

This study provides empirical evidence that education status may also be helpful in
the epidemiological characterization of COVID-19-related negative emotion manifestation,
with COVID-19 survivors performing differently in terms of metaphor orientation over
the follow-up assessments. Specifically, those who had reached only the middle school
educational stage were more likely to use neutral and positive metaphors at the six-month
follow-up, but this trend was dramatically reduced in the longer term, with most patients
adopting negative metaphors at the 12-month follow-up. In contrast, patients with higher
educational attainment were substantially stable, showing a balanced distribution in terms
of metaphor orientation over the two time points. Finally, patients with a bachelor’s
degree, who had shown a preference for positive metaphors at the six-month follow-up,
maintained this approach at the subsequent follow-up. Such a gradient of metaphor
orientation over time is in line with evidence for higher well-being in adults with higher
education [53]. Interestingly, such a positive relationship has been reported to be mediated
by the higher degree of psychosocial and interpersonal resources among people with higher
levels of education that would make them more able to access social support [54,55] and
employ coping resources and strategies [56,57] as well as problem-solving and cognitive
abilities [58] to handle stressful situations such as COVID-19.

Notably, patients that developed a symptomatic form of COVID-19 were more likely to
use a positive metaphor at the 6-month follow-up. No significant differences were observed
between symptomatic and asymptomatic COVID-19 patients in metaphor orientation at
the 12-month follow-up. Although such findings may seem counterintuitive, research
evidence suggests that psychological distress among asymptomatic patients may have
been initially overlooked [59], resulting in levels that were higher than expected [60]
and not inferior to those observed among symptomatic patients [61,62]. Several reasons
for such elevated distress among asymptomatic patients have been proposed, including
the psychological consequences of being quarantined [63,64] and the stigma-mediated
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distress [59] of representing the primary source of infection during the pandemic [65]. In
addition, concern about being a possible asymptomatic carrier would be greater than being
positive for COVID-19 [66]. One year after being infected, symptomatic status no longer
predicted the emotional representation of being a COVID-19 survivor.

Study Limitations

This study has several limitations. First, although not differing in some individual vari-
ables (e.g., gender and hospitalization), participants were significantly younger (52.9 years)
and more often presenting with mild/moderate disease (67.3% and 16.5%, respectively) as
compared to those not interviewed (58.9 years, 39.4% and 10.7% respectively), indicating
a possible selection bias. Therefore, these findings are not generalizable to older patients
with more severe forms of the disease. Second, the metaphors are culturally influenced,
making the current findings not generalizable to other cultures. In addition, translation
into another language may change the meaning of the metaphors [67]. Despite the adop-
tion of strategies suggested in the available literature to ensure rigor [36], metaphors are
associated with indirectness [67] and are thus difficult to translate, which calls for external
validity of the findings. Third, according to the population-based study design adopted
and the context of the COVID-19 pandemic as a collective trauma [11], all patients were
involved independently of their asymptomatic or symptomatic presentation of the disease
at the onset which might have influenced the findings. Fourth, in the absence of specific
psychometric assessments of well-being and quality of life, no conclusions regarding more
comprehensive psychosocial adjustment of COVID-19 survivors can be inferred from the
metaphor orientations that emerged at 6 and 12 months and their changes over time. Fifth,
only some bivariate analyses have been performed in line with the study’s secondary
aims; therefore, a limited set of associations were explored without controlling for other
potentially influential variables. In fact, additional environmental and personal factors (e.g.,
the employment status of participants before and after the disease, the possible financial
difficulties that occurred, and the consequences of COVID-19 for the family) may have in-
fluenced the perceived experiences of the survivors, suggesting that further comprehensive
studies in the field are required.

5. Conclusions

In conclusion, this study is suggestive of the evolving emotional status of COVID-19
survivors, with an increasingly negative lived experience over time. Furthermore, patients’
perceptions at 6 months after the acute phase were associated with socio-demographic
variables, such as gender and education, and some clinical factors, such as being symp-
tomatic at the onset. At the same time, any differences smoothed out in the longer term, at
12 months. The research findings may have important public health implications as they
suggest the need for personalized healthcare pathways to tackle the potentially long-term
traumatic consequences of COVID-19.
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