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Foreword
Quarantine days, marked by uncertainty, anxiety, pain and fear, surely enter our
collective memory, and the psychological crisis following the health one, inevitably
warns us about the necessity of providing urgent help and protection of the most
vulnerable. The purpose of this book is multiple; it offers a comprehensive
presentation of COVID-19, not only as a health, but also as a social, intrapersonal,
interpersonal and psychological challenge, i.e. unquestionably public health
problem of today.
This book provides insights into the latest scientific and professional knowledge
from worldwide research and from clinical notes written by those who, during the
quarantine, were not in the safety of their homes, but at the frontline of providing
psychological help. The human being and the protection of their mental health is in
the focus of this book. During such globally uncertain times and these, publishing a
book intended to help the helpers, is also one way to affirm courage, unselfishness
and wisdom, which all those irreplaceable in the protection of health and well-being
of others have shown in the midst of the epidemic. It is unprecedented experience
motivating us, and I believe it will inspire new generations of professionals, those yet
to come, when they learn from these pages and prepare to give their contributions
to the profession in times to come.
I am very proud that this book is available to all, gratuitously. I believe that such
solidarity, diligence and devotion represent one of the important steps to coping
with difficulties and strengthening resilience of all of us. Therefore, by helping others
on their way to health, we need to take care of our health by supporting each other.
Thank you and congratulations to all the authors who contributed to this publication!

asst. prof. Vjekoslav Jeleč, PhD

Reviews
The COVID-19 pandemic has been a challenge for the lives of individuals and for
society as a whole. Government measures to fight the pandemic have affected
everyone, exacerbating pre-existing risks among vulnerable groups. Parents find it
harder to work and earn an income, distance education is challenging, and schools
in many countries are struggling to establish contact with some children and parents.
All this has an impact on people’s physical and mental health at a time when less
informal and formal support is available to them. It is, therefore, all the more
important to continue to support people who are at risk. It is very commendable that
the editors of the book “Connected” managed to create such a quick response to
the COVID-19 crisis through the work of sixteen recognized authors from multiple
disciplines (psychologists, psychiatrists, social workers, police a.o.) specialised in
mental health. From an academic and practical perspective, the authors give
valuable insights into how best to provide psychological help through telephone and
e-counselling.
“Connected” presents two relevant tools to cope with the COVID-19
pandemic and its consequences: telephone and e-counselling. These tools have
become particularly important in light of physical distancing and contact restrictions.
From March 2020, the Fundamental Rights Agency of the European Union (FRA) has
collected evidence through its multidisciplinary research network on the impact of
COVID-19 measures on fundamental rights. Data from a number of EU Member
States show that helplines have been busier than ever, receiving spikes in calls about
child abuse and intimate partner violence.
During the pandemic, children are at an increased risk of being victims or
witnesses of abuse and violence. Factors predicting an increased risk of intimate
partner violence (‘domestic violence’) include a parent with mental health
difficulties, young children in the household, financial distress, and home quarantine.
Due to quarantine and lockdown measures, children are more likely to be exposed
to incidents of domestic violence, as they may be restricted at home with the abuser

and without access to help from teachers, peers, and school psychologists.
Schooling is much more than teaching; it is also about building the relations of trust
between pupils and staff that allow children to report incidents of violence and
abuse. In many homes, adults, overwhelmingly women, and children are relying on
calls, emails, and text messages to helplines and other community support
mechanisms as their only refuge.
It is very important that this book specifically looks into the protection of
children from violence and abuse, particularly in the context of intimate partner
violence. It consistently addresses the specific risks children are facing and their need
both for protection and to exercise their rights. It gives concrete insights into how
best to provide psychological help through telephone and e-counselling. At the
same time, it considers the risk that children, whose time online has automatically
increased, may be exposed to harmful online behaviours, including cyberbullying,
risky online behaviour, and sexual exploitation.
It is crucial that child protection systems continue to operate effectively; this
book includes profound information on the legal obligations to ensure children’s
rights and protect them from violence and abuse. Among the most vulnerable
groups of children are those in care, at risk of poverty, with disabilities, belonging to
an ethnic minority, or having a migration background. Children’s rights are granted
and protected by the United Nations’ Child Rights Convention, the EU Charter of
Fundamental Rights, and EU law.
Some Member States have reacted quickly and introduced emergency
measures. For example, exceptions were made to the general restrictions in judicial
proceedings in the case of at risk children or urgent guardianship and domestic
violence proceedings. Restrictions that hindered custody arrangements were lifted
so that children could start moving again between their parents during lockdown.
The book “Connected” goes very well together with the “Behind closed doors”
campaign launched by the Croatian Ministry of the Interior to raise public awareness
of the increased risks of online and domestic violence against children during the
coronavirus pandemic.
“Connected” presents relevant research on the effects of stress, trauma, loss,
and resilience. Furthermore, it looks at the effects of wartime experiences, as well as
the most recent, important studies on the psychological effects of the crisis.
Professionals working with different relevant groups, such as Covid-19 patients or

individuals with mental disorders, posttraumatic stress disorder, or addiction
problems, can find useful information to understand and learn about how best to
respond to their specific clients’ needs. Readers do not only get very concrete and
helpful

recommendations

for

telephone and

e-counselling, but also have

information on how best to engage community resources, build resilience, and
nourish self-care. These recommendations are combined with useful references to
relevant literature and material for further reading and use.
The editors and authors have managed to produce a very comprehensive,
well-structured, and substantive text in a short time, making the book extremely
timely and relevant. It will be a very useful resource for professionals working with
children and adults in the area of mental health, ensuring that psychological help
can be offered to those in need under such difficult circumstances. Its availability in
English facilitates the exchange of practices across countries. This crisis affects us
globally; we must also work together on alternative approaches that are sustainable
in the long-term. We need to continue to support and protect children from harm, no
matter what new challenges await us.
Dr. Astrid Podsiadlowski
Project Manager Rights of the Child
Fundamental Rights Agency of the European Union

Disclaimer: “The views expressed in this review are solely those of the author and its
content does not necessarily represent the views or position of the European Union
Agency for Fundamental Rights.”

View from a young person:
For every adolescent, this time of distance-learning and limited social contact is
challenging. We are at an age where we rely on our peers to cope with stressors like
schoolwork and family conflicts and distance ourselves from our parents to find our
own path and wishes. Yet, throughout the pandemic, this informal support and selfdiscovery has been greatly restricted. As a result, individuals feel more insecure and
alone. We question ourselves and do not receive the direct validation we need from
our peers and teachers. It is so much easier to isolate oneself and fall into a pit of
doubt and self-loathing without anyone noticing – this danger is even greater for
those already struggling with mental health problems. Thus, I find it vital to provide a
deeper understanding of how to best support us in these unusual times via, for
example, telephone counselling and e-counselling. “Connected” achieves this goal
successfully and is therefore a very valuable and recommendable read.

Leila Schaaf, 17 years old

Introduction
There has been a whole century since the world last experienced a crisis similar to this
crisis it is encountering now. Although it is global, this health crisis is very personal. It is
focused on the individual and their physical and mental health, requiring help
concentrating on individual needs. The COVID-19 crisis has additionally been
aggravated for Zagreb citizens by earthquake after the measures with the message
#stay home was sent, since some people lost their homes while for some others it is
not safe to stay there.
For individuals coping with uncertainty, everyday events can strongly contribute
to a feeling of fear, isolation and unpredictability, but also to other emotional states
and reactions. Nowadays, many people are in search of resources, the internal as
well as the external ones, which may alleviate coping with the requirements of
adjustment to new circumstances, with a lack of the usual structure of their days, a
potential or real loss of close persons, relations and stability and a deterioration of
family relationships due to stressful conditions.
A need for help is especially prominent in the most vulnerable ones – children,
individuals with prior mental health difficulties and a history of traumatic experience,
the sick and those in self-isolation, the elderly, future mothers and mothers of newborn babies, the handicapped, workers in hazardous occupations, individuals who
had previously been socially isolated and refugees.
Stress is an evolutionary response to a threat and we all respond to it in our
individual ways. Sometimes it can provoke the best in us, which we have already
witnessed in this crisis. In the days to follow, we are all responsible for our influence on
individuals, the community and society as a whole, using resources and strengths we
have. The contribution of mental health professionals, together with physicians',
epidemiologists' and virologists' efforts, by understanding human behaviour and
providing help and support, is of key importance for global recovery and
strengthening resilience in the society. We are aware of the risks of possible
longitudinal consequences for mental health. That is why we need to act promptly

and co-ordinately, so that the help is timely available for all. By helping those who
need us, wherever they are and whenever they need it, we can mitigate negative
effects of the pandemic and help return hope and safety to those affected by the
crisis.
In the four units in front of you, we tried to incorporate key themes and
information relevant for counselling in the current health crisis, paying special
attention to the characteristics and relevant most recent empirical data available at
the moment.
The first chapter is about coping with the pandemic. It provides a clear review of
recent scientific knowledge about issues which, before this crisis, was new and
unknown, instructing us to find support in what is familiar. Readers are instructed
about the psychological meaning of the COVID-19 pandemic and the roads to
recovery and there are recommendations and guidelines suggested for organising
and providing psychological help in this crisis. The theme of the specificities of
telephone and electronic media counselling is addressed in more detail. These are
now valuable, sometimes even the only ways, to reach those who need support.
The second chapter is about responding to the specific needs of clients in the
COVID-19 pandemic. These days we are often reminded of the saying: "We are all in
the same storm, but not on the same boat" and we can see that we share many of
the challenges, but different individuals are being affected in different ways and to
different degrees. Thus, it is necessary to understand and recognise individual needs
and

adjust

our

approach.

The

chapter

includes

guidelines

for

providing

psychological support to those who have contracted COVID-19, to individuals with
posttraumatic stress disorders and other mental health disorders, to those suffering
from addictions, as well as recommendations for working with children, parents and
teachers.
The third chapter includes the theme of domestic violence which appeared to
be a priority in the COVID-19 pandemic emphasising the necessity of cross-sector
cooperation, timely response of the system for child protection, informing about the
possibilities of exercising rights and to utilising resources in the community.
The fourth chapter identifies the bases for recovery and growth of clients and
helpers through building their resilience and self-care. Abundant knowledge about
resilience in recent scientific literature remind us of the fact that strengthening it is our
professional, but also moral responsibility in these moments. At the same time, while

taking care of our clients, we should not forget to take care of ourselves, who,
providing support to our clients, share many challenges with them.
We tried to integrate sources of information and materials produced by relevant
Croatian and international organisations, which are publicly available for free.
Renown experts, our colleagues, who have been working, both before and
during this crisis, with risk groups on a daily basis, participated in producing this book.
We thank all authors for their readiness to share their knowledge with all of us and we
hope that this publication will help in future challenges and work to all whose life
calling is to help.

Prof. Gordana Buljan Flander, PhD, clinical psychologist and psychotherapist
Director of the Child and Youth Protection Centre of the City of Zagreb
Andreja Bogdan, clinical psychologist
President of the Croatian Psychological Chamber

COPING WITH THE PANDEMIC
Understanding the New and the
Unknown, Relying on What We Know

Psychological Significance of
the COVID-19 Pandemic and
the Roadmap to Recovery
Gordana Buljan Flander

As individuals, and as professionals, we are in a situation full of the unknown and
uncertain, whose impacts are going to be fully understood in the future. History has
certainly recorded other pandemics, but the one we are now coping with is
unprecedented and unique in many aspects. In our individual situations we face our
vulnerabilities. As professionals we face challenging tasks of predicting possible
consequences of the instability and developments of new models of support.
Paradoxically, the same modern technologies which worried us due to distancing
people from each other, are now the only way to connect with each other and still
be safe.
CONNECTED
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What makes this crisis different? Unlike previous epidemics and pandemics,
COVID-19 affects us both globally and collectively. Comparing this pandemic with
other crises, like wars or disasters, the fact stands out that the enemy we are fighting
is invisible − it can be everywhere, and we can never be sure how much we are
endangered at a given point in time, which contributes to the uncertainty. Finally,
many people find it most difficult to cope with not knowing how long this is going to
last, when the medicine or the vaccine is going to be invented, what the world is
going to be like when it is over. Although many previous crises had some of these
elements, this pandemic is the first to integrate all of them.
Regardless of all the unknowns, there are things we can rely on in this crisis. As
professionals, we understand stress, trauma and loss, the significance of being alone
and in isolation for psychological well-being, how we respond and what happens
with our relationships when we encounter crises as well as their impact on our mental
health. At the same time, we understand the course of recovery ups and downs, we
know what makes people resilient and how to foster it and how important it is to take
a good care of ourselves in this process. All that knowledge is necessary now.
The purpose of this text is to integrate knowledge from these areas in order to
present psychological significance of the COVID-19 pandemic, its potential impact
on mental health, the predictability of the recovery course and how resilience can
be fostered.

PANDEMIC THROUGH THE LENS OF STRESS AND TRAUMA
The impact of the health crisis we are encountering is multiple. Besides the health
endangerment it represents, global economy is also jeopardized and the world is
certainly on the verge of a major financial crisis. Both processes threaten individuals'
mental health and increase the risk of violence against vulnerable groups, which has
been known from previous crises. Besides, increased an risk of violence heightens
mental health risks.
Viewed through the lens of stress and trauma, COVID-19 causes our losing
ground in three ways:
1) prolonged, intense stress: changes caused by the pandemic expose us to
many stressors which is why we experience a state of intense, prolonged stress,

20

known to be exhausting our psychological reserves and increasing the risk of a
series of physical and mental health problems
2) potential trauma: some individuals are encountering potentially traumatising
events due to the pandemic
3) loss of sources of support: since we need to physically distance from other
people, we are losing the sources of support we used to rely on before (e.g.
close face to face physical contacts with friends and family, the sources of
support to parenting and mental health).

Specific stressors related to the COVID-19 pandemic
Fear of falling ill
Fear of infecting other people
Isolation
Uncertainty
Lack of the usual daily routine
Intensified parenting demands (due to children's stress responses and isolation)
Requirements to take on new roles (e.g. educator, working from home) and intensified
existing conflicts of roles
Need to organise alternative child care during the lockdown measures
Deterioration of family relationships due to stressful circumstances
(Potential) job loss and loss of financial stability
Deficiency of (clear) information
Exposure to media information
Intensified professional stress because of one's occupation (e.g. health workers, drivers...)
Practical difficulties due to the restrictions related to the epidemiological measures
implementation

This situation involves a series of specific stressors (table Specific stressors related to
the COVID-19 pandemic) affecting people together with life stressors we generally
experience. The danger of infection and related epidemiological measures aimed

CONNECTED

21

1.

Coping with the Pandemic

at alleviating the effects of the COVID-19 pandemic change our everyday life
significantly. Our routines are disturbed, we are away from the loved ones, worried
about possible or existing financial difficulties and a job loss, and the situation is
especially challenging for parents. Exposure to high levels of stress, especially for
longer periods of time and, at the same time, losing the sources of support puts us
into a state of crisis. We will talk about it in more detail in the following chapter.
While adults are occupied with existential concerns, children's anxieties easily
come second. We should not forget that this situation heavily burdens many children
whose

psychological

well-being,

due

to

insufficiently

developed

defence

mechanisms, is especially threatened (please, see the table below).

Specific stressors related to the COVID-19 pandemic for children
Fear of falling ill/dying for oneself and the loved ones
Change of daily routines caused by physical distancing measures
Loss of contact with friends, family and other loved ones
Loss of contact with the non-custodial parent
Limited contact with parents working in hazardous occupations
Requirements imposed by online schooling
Anxiety related to negative consequences occurring in the course of education (e.g.
academic difficulties, entering high schools and university)
Exposure to media information
Exposure to deteriorated family relationships
Inadequate parenting practices caused or enhanced by stressful circumstances
Exposure to stressful or traumatic reactions of those with whom children live

Ill individuals and those at risk of falling ill are especially exposed to stress. Studies of
previous epidemics are warning that risks encountered by ill individuals and those
they are in contact with exceed health risks. Ill individuals, their families, physicians
and other health workers who are in contact with them report a feeling of being
stigmatized and rejected (Bai et al., 2004; Cava, Fay, Beanlands, McCay and
Wignall, 2005; Inter-Agency Standing Committee, 2020; Lee, Chan, Chau, Kwok and
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Kleinman, 2005: Reynolds et al., 2008; Rump, De Boer, Reis, Wassenberg and Van
Steenbergen, 2017).

Can COVID-19 be the source of trauma?
Stress brought by this crisis can reach traumatic proportions in some individuals,
which is confirmed by contemporary studies. Traumatic event is usually defined as
one which is out of the usual human experience, which causes anxiety, and signifies
a threat to their life or health and causes intensive fear or helplessness in almost all
who experience it (Gold, 2017). Response to trauma is most often fear and anxiety
possibly followed by sleeping disorders, insomnia, loss of appetite and psychosomatic
diseases. Posttraumatic stress disorder is also possible. It may present with reliving the
trauma (flashbacks), avoidance of stimuli reminding of abuse, distractibility,
nightmares and irritability (Buljan Flander and Ćosić, 2003).
The traumatic potential of this pandemic for the individual primarily depends on
their specific situation and its psychological significance for them - whether it involves
serious threat to their life or physical integrity of that individual or others and whether
they are put in the position of being helpless.
For example, someone who is healthy and does not belong to any risk groups,
who lives in a community with few infected people and can easily distance
physically is at a significantly lower risk of traumatisation than:


ill individuals coping with difficult medical interventions



close friends of the girl killed in Zagreb earthquake during the pandemic



health worker who has to choose whose life to safe



the person who takes care of the deceased in a community with high
mortality.

These four examples also show how a person can experience a traumatic event,
according to the newest Diagnostic and Statistical Manual of Mental Disorders
(American Psychiatric Association, 2013) by: directly experiencing the traumatic
event, witnessing, in person, the event as it occurred to others, learning that a
traumatic event occurred to a loved one or recurrent exposure to aversive details of
the traumatic event. The risk of traumatisation in this period is heightened by the
increased risk of exposure to family violence, child and the elderly abuse.
CONNECTED
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Previous trauma – risk or resource?
Reactions of individuals who have previously experienced trauma can vary
considerably. Some can appear very vulnerable, while others seem not to show
expected reactions.
Previous trauma as a risk factor  Previous trauma can be a risk factor for some
individuals. Their organism being in a constant state of overexcitement and hyper
vigilance, they are focused on searching for dangers in their environment and their
reactions may be stronger than expected. For them, the situation can be so
frightening that they turn to the learned mechanism of dissociation and seem not to
show any reactions.
Previous trauma as a resource  Learned patterns of survival or acquired resiliency
can also be a resource. For example, someone who experienced the therapeutic
process understands that their reactions now are normal reactions to an abnormal
situation and they have the tools to cope with such reactions, which reduces the
probability of long-term sequelae.
These situations can remind some individuals of previous traumatic experience,
which can lead to a reoccurrence or intensification of the existing symptoms, i.e. retraumatisation (Dallam, 2010; Duckworth and Follette, 2012). For example, for
someone who experienced isolation or witnessed death during the war, the patterns
of traumatic reactions established in the past can be activated in this situation and
that individual may suffer from even deeper trauma.

Trauma informed treatment
In the counselling process, it is important to be aware of a possible trauma the client
has suffered and how it can influence their current reactions, way of establishing
relationships and how they hear and experiences what we are saying. Various
aspects of communication with the counsellor which remind individuals of their
traumatic experience start the spiral of physiological reactions and lead to
retraumatisation.
Trauma informed treatment includes:
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1) understanding the presence and impact of violence and victimization on the
lives of individuals included in various aspects of health protection
2) implementation of that understanding in providing services and designing the
model of support.
Guidelines for work based on the four fundamental principles of trauma informed
treatment (adapted model from Butler, Critelli and Rinfrette (2011))

1. SAFETY

2. RELIABILITY

“Will you hurt me, too?”

“Can I trust you?”

Allocate more time to establishing the

Explain predictable events

relationship

Detect confusion and clear up obscurity

Ensure and clearly communicate

Ask for informed consent ("I would like to

confidentiality and anonymity

check your options with my colleague. Is

Acknowledge a possible sensitivity to

that all right?”)

judgement and rejection

Set appropriate professional boundaries

Provide understanding, focus on

and do not promise what we cannot fulfil

emotions not on behaviours and

("I will call you tomorrow.", " I will not tell

confront carefully, purposefully and on

anybody about what you want to tell

time

me.")

3. CHOICE AND COOPERATION
"Shall I be helpless again?”

4. EMPOWERMENT
"Shall I again be too weak to deal with
it?”

Treating the client as an expert for their

Search for coping and personal strength

own life

strategies that helped the client in

Respect various ways and tempos of

previous crises

coping

Educate the client about the course of

Emphasise personal choices and focus

expected reactions to present

on controllable aspects of the situation

circumstances

Clearly communicate about situations

Build a realistic feeling of hope and

where confidentiality has to be broken

optimism

CONNECTED
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The purpose of such approach is the prevention of retraumatisation and facilitation
of client's cooperation. It is different from trauma specific treatment which is focused
on trauma where the aim is to alleviate its sequelae (Butler, Critelli and Rinfrette,
2011).

PANDEMIC THROUGH THE LENS OF LOSS
David Kessler (2020), the expert who, together with Elisabeth Kübler-Ross, developed
a model of mourning, has recently said in an interview: "We are all dealing with the
collective loss of the world we knew. The world we knew is gone forever." He
compared the present situation with 9/11 which permanently changed some
aspects of our everyday lives, as e.g. maintaining the safety of airports.
In the past months we have experienced several losses and it is certain that we,
as individuals and as societies are in the grieving process. According to the
classification of losses which cause stress and trauma by Lidija Arambašić (2005), we
can classify losses caused by this pandemic into three groups:
1) social losses (losing people) - meetings and socialising with the loved ones,
physical contacts, contacts between children and parents, lives of the loved
ones
2) losses of abstract entities − continuity and predictability, feelings of safety and
freedom, illusion of control, plans and ideas about future, health
3) material losses - financial stability, homes and "everything left there" damaged
in earthquake(s) (Arambašić, 2005, p. 30).
Besides experienced losses, we are encountering threatening, pending losses and
the anticipation of these causes our anxieties. Most of us, our family members and
loved ones are still healthy but we are in fear of falling ill. We are worried about
financial stability, negative sequelae on the course of our children's education,
deterioration of our mental health, losing relationships and the pandemic new
intensification. We are living in continuous uncertainty.

Grief
The grieving process is defined by Hall (2014, p. 7) as „the response to the loss in its
totality, including its physical, emotional, cognitive, behavioural and spiritual
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manifestations, and as a natural and normal reaction to loss". The best known and
highly cited model of grieving is certainly the Elizabeth Kübler-Ross and David Kessler
(2014) model which recognises five fundamental stages of grief: denial, anger,
bargaining, depression and acceptance. Often misunderstood, this model does not
insist on a linear order of the stages of grief, not even that every stage necessarily
occurs in the process. In their book "On Grief and Grieving" the authors explain that
the individual actually shifts among these reactions, that they are not necessarily
experienced in a defined order, while their single appearance can be very short
(Kübler-Ross and Kessler, 2014). Kessler (2019) added the sixth stage to the model:
finding meaning, known from trauma treatment.
Although the model was much criticized, the findings of the longitudinal study of
grief at Yale University (Maciejewski, Zhang, Block and Prigerson, 2007) interestingly
showed that, although the dominant indicator of grief was yearning, single
emotional responses reached their peaks exactly as the stage models predicted it. In
their study, disbelief reached highest levels 1 month, anger 5 months and depression
6 months post loss, while the levels of acceptance were increasing during the whole
24 month period.

Stages of grief according to Kübler-Ross and Kessler (2014)
DENIAL: There is a strong impact of defence mechanisms which help coping with
overwhelming reality. We recognise it as a shock, disbelief and emotional numbness.
ANGER: This is emotional activation with anger against oneself, others, God or fate,
beneath which there are other emotions (we recognise anger against ourselves as guilt).
BARGAINING: We are absorbed with rumination over what we could have or can do to
prevent loss.
DEPRESSION: Stage of intense sadness, consternation and helplessness
ACCEPTANCE: Accepting the reality in which what was lost no longer exists and the fact
that it is permanent.
MEANING: Finding meaning in the loss (not to be understood as finding the positive
aspects of the experience)
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Contemporary understanding of grief shifts from the Stages models, assuming that
they can include "complexity, variety and idiosyncrasy of the grieving experience"
and emphasising a deficiency of empirical support (Hall, 2014, p. 8). One of the most
influential modern theories of grief, also applied in the clinical context, is the dual
process model in coping with bereavement (Stroebe and Schut, 1999; Stroebe and
Schut, 2010; Stroebe and Schut, 2016).
The model suggests that people switch back and forth, i.e. oscillate between
two groups of stressors, those related to the processing of loss (loss-oriented) and
those related to building life where what is lost exists no longer (restoration-oriented)
(Stroebe and Schut, 1999; Stroebe and Schut, 2010; Stroebe and Schut, 2016).
For example loss-orientation in the context of an epidemic can include grief due
to a loss of the feeling of freedom, yearning for the contact with the loved ones,
bereavement due to the loss of someone close who fell ill. On the other hand, in the
recovery-oriented position, an individual may direct their focus on maintaining
contact with the loved ones via modern technologies, finding more efficient ways of
work from home or including various self-care rituals in daily routines. Healthy coping
with loss, according to this model, includes oscillating between the two described
orientations, i.e. between dealing with loss and distancing from it (Stroebe and Schut,
1999; Stroebe and Schut, 2010; Stroebe and Schut, 2016)
Regardless of which model of grief we follow, in our striving to understand it, we
need to emphasize the following
1) at its core, grief is not a pathological process – apart from exceptional cases,
it does not require professional support, but it does require social support
2) the grieving process is deeply individual − there is not one acceptable way to
grieve, it is influenced by our characteristics, circumstances around the loss,
the period of our life and many other factors
3) the grieving process is ubiquitous experience − we can encounter it at the
physical, emotional, cognitive, behavioural and spiritual level.

PSYCHOLOGICAL EFFECTS OF THE COVID-19 PANDEMIC
Studies conducted during previous epidemics and studies that have been
conducted in the harder-hit countries show that there is a danger of potentially long-
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term impact on psychological well-being and mental health. Although caution
should be exercised about the results of these studies because there are different
epidemiological conditions, specific characteristics of countries where they were
conducted and the cohorts included, as well the peculiarities of the COVID-19
pandemic, these results are giving us valuable insights into the potential effects of
this health crisis.
Hossain, Sultana and Purohit (2020) put together the findings of eight systematic
reviews of research focused on the relationship between mental health and the
experience of quarantine and isolation imposed by infectious diseases protection
measures (e.g. MRSA, SARS, H1N1). Most of the included studies were conducted in
the United States of America, the United Kingdom and Canada and were focused
on health workers. Reported outcomes related to the experience of isolation and
quarantine comprised a series of emotional, cognitive and behavioural changes,
most often presented as anxiety, depression, anger and irritability as well as elevated
stress levels (Hossain et al., 2020).
Among those who were isolated, there were also recorded acute and
posttraumatic stress disorder, insomnia, fear, lack of self-control, deteriorated
concentration and decreased work efficiency, as well as stigmatisation, perceived
social exclusion and a feeling of being neglected, a feeling of guilt and low selfesteem (Hossain et al., 2020). Regarding their behaviour, findings indicate excessive
hand washing due to the feeling of being dirty, avoiding gatherings persisting after
the period of isolation and an increased risk of alcohol abuse (Hossain et al., 2020).

Mental Health in Croatia during the First Phase of the Pandemic
Preliminary based of a study conducted by the Child and Youth Protection
Centre of Zagreb (2020), collected from 19 March to 7 April 2020 among 1314
participants of an average age of 32 (sd=12), supports available data on the
risks of current circumstances on mental health. 55% of participants reported
increased stress levels, 43% heightened anxiety and 33% heightened depression
symptoms, with those who experienced ordered self-isolation showing greater
deterioration of mental health.

CONNECTED

29

1.

Coping with the Pandemic

Longitudinal studies indicate possible risk of a long-term impact on mental
health. Health workers with the experience of isolation and hazardous working
conditions were at higher risk of high levels of depression (Liu et al., 2012) the
symptoms of posttraumatic stress disorder (Wu et al., 2008), and alcohol abuse (Wu
et al., 2009) three years after the epidemic of SARS. Risk of long-term difficulties
among isolated health workers was increased in individuals with previous traumatic
experience, higher perceived risk of falling sick (Liu et al., 2012), hazardous working
conditions (Wu et al., 2009; Wu et al., 2008) and individuals whose loved ones had
fallen sick (Wu et al., 2009).
In accordance with previous findings, most studies conducted during this
pandemic recorded elevated levels of anxiety, while those in the affected countries
encountered elevated levels of depression, stress, anxiety, resentment and lowered
levels of happiness and life satisfaction (Cao et al., 2020; Guo et al., 2020; Huang,
Han, Luo, Ren and Zhou 2020; Li, Wang, Xue, Zhao and Zhu, 2020; Qian et al., 2020;
Qiu et al., 2020; Tan et al., 2020; Wang et al., 2020; Zhu et al., 2020). Most of these
studies were conducted in China, which faced up the pandemic
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different incidence rate and in conditions different from most other countries. Studies
being conducted now will provide more detailed findings about the need for mental
health support in other countries.
Studies conducted so far focused on traumatisation caused by this health crisis
indicate a possibility of experiencing symptoms from the posttraumatic stress disorder
spectrum. However, because different areas have been differently affected, and
because of some groups' differences in experience, there are noticeable variations
in their severity and prevalence. Available findings show 7% in general population
(Liu et al., 2020), 7.7% to 27.4% among health workers taking care of the patients
(Huang, Han, Luo, Ren and Zhou 2020; Tan et al., 2020) up to 96.2% among the
patients released from Fang Cang hospitals in Wuhan (Bo et al., 2020), indicating
that experiencing current circumstances as traumatic is not universal but depends
on the specific characteristics of the situation an individual is encountering.
This crisis is still going on, and after an exposure to traumatic events there are
various possible roads to the recovery process which may include delayed responses
(Bonnano, 2004). Therefore, we can say that we need more time for a
comprehensive assessment of the effects of this pandemic on the human psyche.
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Vulnerable groups
Studies conducted so far show that certain groups are at a higher risk of mental
health problems. Most studies points out that women belong to one of such groups,
which is partly attributed to the workload of child care. Other risk factors include:


history of mental illness



previous traumatic experience



increased risk of falling ill (individuals estimated to be more prone to illness or
with deteriorated health, those with chronic diseases, health workers
delivering care to the sick, those working with migrants)



those whose loved ones have been infected



those perceiving the disease as severe



age (young adults and the elderly are at highest risk)



higher levels of education



concerns about the reliability of available information



experience of affected financial stability, everyday life and a delay of
academic activities

(Cao et al., 2020; Huang, Han, Luo, Ren and Zhou, 2020; Liu et al., 2020; Qian et al.,
2020; Qiu et al., 2020; Wang et al., 2020; Wu et al., 2009; Wu et al., 2008; ; Zhu et al.,
2020).
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Outlining responses to population needs in crisis situations and in order to efficiently
manage available resources it is essential to identify vulnerable groups and provide
psychological help. Having in mind the aforesaid, as well as the specificity of the
situation in Croatia where the capital city was hit by devastating earthquake in
March1, which damaged several hospitals and left many families without homes, we
are listing vulnerable groups (table Groups for which providing psychological help is
especially important). We want to put emphasis on the fact that this list is not
comprehensive and that, to a certain extent, it depends on the characteristics of the
country.

Groups for which providing psychological help is especially important
Individuals who have fallen ill
Those at high risk of falling ill
Those in self-isolation
Children
The elderly
Individuals suffering from mental health problems
Those with a history of traumatic experience
Future mothers and mothers with newborns
The handicapped
Individuals in hazardous occupations, like health workers, drivers (e.g. truck drivers,
ambulance and taxi drivers) and those exposed to risk at work (shop assistants, workers
in post-offices, delivery workers)
Those who were previously socially isolated
Migrants and refugees
People without a (safe) place to live
Domestic violence victims
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Authors note: Since the publication of this book, Croatia has further been hit by a series of
devastating earthquakes causing loss of life and significant damage.

RECOVERY ROADMAP
We are in a unique situation now, but in some aspects it is still similar to those in
natural or man-made disasters. Common elements are discernible in the very
definition of a disaster as "A serious disruption of the functioning of a community or a
society causing widespread human, material, economic or environmental losses
which exceed the ability of the affected community or society to cope using its own
resources.“ (ReliefWeb Glossary, 2008, p. 22). What makes this pandemic different
from events like hurricanes or earthquake is primarily the length of time it is going to
be affecting us, with pending repeated strikes during that time − declining and then
intensifying again, which makes it impossible to fully predict the course of recovery.
However, the awareness of the phases of recovery still provides certain possibilities of
psychological preparation and organisation of our responses to communal needs.
The course of psychological reactions to disasters has been described in the
widely used theoretical model by Hunina and Myers (2000). Patterns of reactions, as
well as the duration of phases depend on a series of factors which include causes
and scope of disaster, the duration of its impacts and a possibility of re-occurrence,
how people are personally affected and the characteristics of the individual and the
community. (Webber and Mascari, 2018). They typically occur in six basic phases
(DeWolfe 2000; Webber and Mascari, 2018; Zunin and Myers, 2000).

PRE-DISASTER PHASE
1.
This phase is marked by fear and uncertainty and reactions of the community
depend on the type of disaster and existence of warnings. In the context of COVID19 pandemic, this phase is similar to the period when our community was not stricken
yet, but we were watching its effects in other countries. Communities where the
pandemic broke suddenly, with no warning, could experience additional feelings of
vulnerability, lose a feeling of safety and control and fears of the future, while in
those with warnings, they could experience the feelings of guilt for a failure to heed
the warnings in order to be prepared. In our country we could see this phase in many
people showing a tendency of accumulating stock immediately before the
lockdown.
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2. IMPACT PHASE
2.
The shortest phase, marked by a number of possible emotional reactions including
shock, confusion, disbelief, panic and a focus on self-preservation and family
protection. Slow, low-threat disasters have psychological effects different from those
of rapid disasters, which was expressed in different reactions in different countries,
depending on the growth rate of the number of infected people. New growth of
numbers, or the second wave, would represent a new phase of the outbreak.

3. HEROIC PHASE
3.
After a sudden or a slow outbreak of disastrous events, survivors experience a rush of
adrenaline and some of them focus their efforts on rescuing. This phase is
characterised by a high level of activity with a low level of productivity and,
sometimes, impaired risk assessment due to stress. In the context of events in Croatia
this phase included many activities after the lockdown, similar to those after
earthquake in that period, like organising groceries and meals delivery for the
elderly, or football fans' contribution in building improvised hospitals and moving
incubators for premature babies from an earthquake-damaged hospital.

4. HONEYMOON PHASE
4.

This phase is characterised by a wide availability of assistance and support, growing
social cohesion of the community and optimistic expectations of returning to
"normal". It typically lasts for a few weeks. In our country, this phase can be linked to
the period after of intensive epidemiological measures were introduced, when
certain mechanisms of practical and psychological assistance to citizens was
established together with building trust that the crisis headquarters were successfully
managing the situation. Its end may start with alleviating epidemiological measures,
which might confront people with the fact that "normal" to return to no longer exists.

5. DISILLUSIONMENT PHASE
5.

There is a major shift and the existing deteriorated psychological functioning is
intensified in the disillusionment phase. Therefore, from the perspective of the helper,
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it is important to be aware that phase is approaching. It is characterised with strong
feelings of exhaustion, discouragement and intensified grief, i.e. a rush of emotions
which were suppressed − sadness, consternation, guilt, loneliness, gratitude. The
increasing gap between needs and available assistance leads to a feeling of
abandonment. It can last for a long time, up to several years. It ends with
understanding that nothing can change what has happened, but that there are still
some positive aspects of the situation and that we can build a "new normal". Mental
health difficulties previously relying on prevention, now intensify and require
professional support (Math, Nirmala, Moirangthem and Kumar, 2015).

6. RECONSTRUCTION PHASE
There is a re-activation of individuals and communities, who begin to assume
responsibility for rebuilding, but this time in a more mature, balanced and thoughtful
manner than in the Heroic phase, but it still characterised by a level of denial. The
process of grieving continues and emotional downfalls are possible, but they are
transient and do not interfere with functioning as they did in earlier phases. Because
of various impacts of the current health crisis, in this phase we are going to face the
consequences of serious financial instability, increased need for mental health
support and its impact on the protection of vulnerable groups from abuse.

Graph 1. Phases of community reactions to disaster, based on Zunin and Myers
(2000)
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Some adaptations of the described model (Institute for Collective Trauma and
Growth, 2020), put emphasis on the final phase of recovery after the reconstruction
phase – the phase of wiser living, or "new normal" characterised by insights at the
level of individuals and communities. These insights influence lives, while activities
can be focused on preparations for possible future adverse events. There is
understanding that what happened has permanently changed the community, that
healing is possible, but with scars.

●●●

Our times are filled with uncertainty. We encounter many losses and fears about
future, while scientific findings cannot answer our questions, the biggest one possibly
being – how long this is going to take. However, the following is certain − whatever is
in front of us, however much it changes our lives, we know that we possess a
capacity to recover, that our resilience is something to foster and that, finally, this will
be behind us, too.
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Recommendations and Guidelines for
Psychological Interventions in Crisis
Caused by the COVID-19 Pandemic
Igor Mikloušić

The COVID-19 pandemic is an unprecedented challenge for health workers and
epidemiologists, but also for psychologists, who can significantly reduce long term
adverse psychological

sequelae of this crisis by appropriate interventions.

Technology will play the key role in this battle for psychological health and wellbeing; from a better flow of information among the providers of psychological help
to locating and distributing available resources, informing the public about the
necessity of taking care of mental health and following up the spread and impact of
the epidemic. The effects of public health decisions made now depend on how
much they reach every individual in the society and our timely response will be
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crucial to prevent potentially long term adverse effects of this crisis on mental and
health in general.

EFFECTS OF COVID-19 PANDEMIC ON MENTAL HEALTH
Challenges we are facing now are unprecedented. A recent comprehensive study
published in The Lancet (Brooks et al., 2020) indicates that periods of prolonged
isolation and quarantine cause a number of negative impacts on people, including
a post-traumatic stress disorder, confusion and anger. Longer periods of isolation
aggravate the fear of infection and fear in general, frustration, boredom and stress
due to a lack of information, existential fear due to a lack of basic income and
financial losses not included. This psychological crisis is additionally worsened by
being away from the loved ones, while a stigmatisation of those who have fallen ill is
also a big problem. Data indicate that some of these effects last long. Besides that,
isolation and the pending financial crisis increase the probability of domestic
violence, drug and alcohol abuse and suicide.
In recent months the first studies about psychological effects of this crisis were
conducted. A study about negative psychological effects of the coronavirus
pandemic was conducted on the national sample in China and included 52,730
people from 36 Chinese provinces. it assessed the incidence of anxiety, depression,
phobias, cognitive changes, changes in the social environment and the occurrence
of physiological symptoms (Qiu et al., 2020) and found negative psychological
effects of the crisis in almost 35% of the population. Additional studies showed that
the elderly population suffered a significant impact of this pandemic, primarily due
to the nature of the COVID-19 illness, but also to other risk factors for this population.
A study conducted on a sample of more than 1,500 elderly individuals older than 60
in China showed that 37.1% of the respondents experienced depression and anxiety
(Meng et al., 2020), the symptoms being more prominent among female
respondents. This finding was expected considering that studies conducted so far
indicate that female population is more sensitive to stress and more often develops
post-traumatic stress disorders (Qiu et al., 2020).
Furthermore, a study conducted on 1,074 Chinese citizens, mostly from the Hubei
province suffering the worst outcomes of the coronavirus epidemic, also showed that
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isolation and economic devastation caused adverse psychological effects in many
people (Ahmed et al., 2020). Increased incidence of anxiety and depression,
reduced psychological well-being and harmful and excessive use of alcohol by men
were recorded. An important point found by this study is that even the mental health
of younger adults aged from 21 to 40 was significantly deteriorated.
Although this coronavirus is potentially lethal, primarily for the elderly, it is
assumed that younger population was at higher risk of mental health deterioration,
due to a higher exposure to information from the social media and alcohol abuse
(Ahmed et al., 2020). A study conducted on 3,881 student from the Guandong
province additionally pointed to the incidence of anxiety and depression symptoms
in almost one fourth of the population (Chang, Yuan and Wang, 2020). Exposure to
negative information, excessive use of alcohol, being female and rural residence
were additional risk factors for these symptoms.
In times of health crises, special attention needs to be given to health workers
who cope with elevated risks of being infected, increased workload and a need for
additional caution in interaction with their families. At the end of January and the
beginning of February this year, a study conducted on 1,257 health workers from 34
hospitals in China, found that more than a half of these health workers in China
reported symptoms of depression, anxiety, sleep disorders and symptoms related to
stress (Lai et al., 2020). Nurses, women in general and workers from Wuhan which was
the epicentre of the infection were at higher risk. These studies properly reflect the
warnings from the beginnings of the pandemic of imminent adverse psychological
effects caused by boredom, anger, fear and loneliness due to quarantine (Xiang et
al., 2020).
The negative effects of the quarantine are additionally aggravated in individuals
who have fallen sick of the coronavirus or have already been psychologically
compromised due to comorbidity or therapy side effects. Individuals with confirmed
diagnoses or suspected of coronavirus infection have been at a higher risk of
experiencing fear, loneliness, depression, anxiety, insomnia and despair, which may
negatively affect their therapy compliance or they may develop obsessivecompulsive symptoms, while self-isolation may additionally worsen their financial
situation and cause stigmatisation and discrimination in the society (Brooks et al.,
2020; Shigemura et al., 2020).
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Information, misinformation and psychological well-being
We must not underestimate the psychologically harmful effects of the news which
reinforce fear and insecurity (Bao et al., 2020). Study conducted by Qiu et al. (2020)
identified those moments in the pandemic progression and the related news caused
panic in the population. The first was the confirmation of the infection transmission
from one human to another at the end of January. The second was the
implementation of strict quarantine soon after that and, finally, the global health
emergency declaration.
Besides the above mentioned, the analysis of the contents shared on social
media during the full swing of the pandemic in China and following the sentiments in
these contents found that most attention and concern among people was drawn by
the news about new cases, reports from the sites, the news about preventative
measures and about controlling the spread of disease, expert interpretations and
discussions about the nature and sources of the infection as well as the international
progression of the epidemic
That study, conducted on Sina Microblog platform (also known as Weibo), which
is the most popular social network in China, implied a need for a strong presence of
public health professionals on social networks. While social networks can be used to
spread information about symptoms, preventative measures and relevant public
health interventions performed by public health professionals, they are also the
space to efficiently spread misinformation and fake news which can cause fear or,
e.g., non-adherence to prescribed measures.

RESPONSE TO PSYCHOLOGICAL CRISIS CAUSED BY PANDEMIC:
WHAT CAN WE LEARN FROM OTHER COUNTRIES?
China recognised the psychological crisis parallel with the spread of COVID-19
disease and related restrictions in time and the Chinese Health Commission
integrated psychological crisis interventions into the package of general measures to
manage and prevent the spread of COVID-19 disease. The policy of care for mental
health in the situation of COVID-19 crisis focused on three key points (Li et al., 2020):
1) understanding mental states of various populations stricken by COVID-19 crisis
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2) identifying individuals at high risk of suicide and aggression
3) providing appropriate psychological interventions and services to those in
need
Regarding the risks related to the COVID-19 epidemic, four levels of risk in the
population requiring psychological interventions were identified (Li et al., 2020). The
first includes persons at highest risk of developing negative psychological symptoms,
such as hospitalized patients with confirmed COVID-19 diagnosis, patients in poor
physical condition and directly exposed health workers and administrative staff. The
second includes patients in self-isolation due to suspected infection, or those with
confirmed infection, as well as those with atypical symptoms. The third are those
close to the people from the first two levels of risk, such as family, friends and
colleagues, as well as persons active in helping and volunteering activities dealing
with the coronavirus, but are not in direct contact with ill patients. Finally, there is the
fourth level of risk, which includes individuals covered by epidemiological measures,
psychologically more vulnerable groups and general population.

Ill and hospitalized individuals
directly exposed health workers and administrative staff
People in self-isolation due to suspected COVID-19 infection,
those with confirmed infection, or those with atypical
simptoms
Family, friends and colleagues of the people from the two top
risk levels
Helpers and volunteers
Individuals covered by epidemiological measures,
psychologically more vulnerable groups, general population

Graph 1. Four levels of target populations for psychological interventions (according
to Li et al., 2020)
In accordance with the above mentioned, at the end of January, Chinese central
health institution issued guidelines for psychological crisis interventions due to COVID19 epidemic. By these guidelines, the implementation of a policy for psychological
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crisis interventions was delegated to mental health professionals by forming
professional teams in provinces. These teams took responsibility for psychological
interventions and related activities. National and academic associations related to
psychology and mental health were assigned to implement the recommendations
issued by the Central health institutions, establish professional teams, organise
advisory activities, publications of guidelines and manuals for mental health
professionals and coordinate activities with other health workers and organisations.
China's National Health Commission published guidelines about the coping with
the new coronavirus for populations at risk, including the elderly, children,
adolescents, future mothers and health workers. Besides that, mental health workers
coordinately published video materials for the general population on WeChat and
other internet platforms from the crisis very beginning (Li et al., 2020). Fighting the
negative effects of isolation, a number of telephone help lines were established, as
well as channels for group online counselling, even counselling within the WeChat
platform, which is very similar to WhatsApp or Viber applications used in Europe.
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WeChat platform was also used to efficiently conduct studies and questionnaires
related to the COVID-19 epidemic and more than 70 studies have been conducted
about mental health in different provinces including different populations and health
workers and providing valuable findings about the psychological state of the
population (Liu et al. 2020). Moreover, WeChat, the previously mentioned Weibo,
and even social networks such as TikTok were used as communication channels for
mental

health

education

and

presently

numerous

books

and

guides

for

psychological help and self-help have been published and electronically distributed
to the public, free of charge (Liu et al., 2020).
China's National Health Commission established guidelines for psychological crisis
interventions which promote online platforms as alternatives to face to face
counselling and are available 24 hours a day. Numerous artificial intelligence
programs, such as Tree Holes Rescue, were installed. These programs followed the
communication on social networks and efficiently recognised those at risk of suicide,
then contacted professionals and volunteers so that they could intervene on time
(Liu et al. 2020). These forms of online psychological help proved to be very valuable
in improving the provision of psychological help.
Deficiencies they noticed after the crisis were a lack of coordination between
mental support providers and people's indisposition to join available programs,
especially among health workers. Ahmed et al. (2020) find that a large part of
Chinese population still consider seeking psychological help as taboo, although the
need for support in crisis situations like an epidemic is fully justified and expected.
They advocate for more efficient mobilising of internet platforms by Chinese
government in order to enable more efficient fighting against prejudice.
Chinese experience indicates that the existing systems and methods of providing
counselling and activities, should additionally improve due to the psychological crisis.
They should include education about psychological health via traditional media, but
also new communication technologies in order to be more acceptable to a wider
audience (Meng et al. 2020). This is especially important in this type of crises where at
early stages of the pandemic we did not have data about the nature of the disease,
available treatment, nor its lethality, which additionally aggravated fear in the
population (Ahmed et al., 2020).
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RESPONSE TO THE PANDEMIC INDUCED PSYCHOLOGICAL CRISIS:
WHAT IS OUR EXPERIENCE TEACHING US?
In Croatia, we could learn much about efficient interventions from previous crisis
situations, such as the Croatian War

of Independence. which has certainly

contributed to the activation of available resources during this crisis. Primarily it is a
knowledge about the importance of timely and appropriate psychological help in
the form of psycho education about disorders, symptoms and behaviour due to the
experienced stress which improve knowledge of individuals stricken by crisis and
have a protective role against a development of the posttraumatic stress disorder
(Kozarić-Kovačić, Kovačić and Rukavina, 2007).
General recommendations for conduct in periods of quarantine and isolation,
based on scientific research (Brooks et al., 2020):


public health professionals provide as much information as possible about the
reasons for quarantine and the risks



boredom is reduced by motivating people to maintain social contacts with
friends and family via modern technologies



telephone help lines and telephones and channels of communication with
health workers are established so that people can communicate their
concerns about their symptoms and disease progression.

In Croatia, these parameters were largely followed by mental health professionals'
timely response, primarily by:
 producing and distributing informative publications (Brezinšćak, 2020; Bubić,
2020; HPK, 2020), articles and info graphic for the general population online
 establishing help lines for psychological help − a network of telephone lines
for psychological help by Croatian Psychological Chamber, Croatian National
Institute of Public Health, Teaching Institute of Public Health Andrija Štampar,
Red Cross, and other related institutions
 providing availability of reliable unambiguous information − by professionally
conducted press conferences of the Civil Protection Crisis Headquarters, a
timely established online site koronavirus.hr and by creating a digital assistant
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to help citizens with information about the severity of symptoms and the steps
to undertake seeking health and psychological support
 ensuring the availability of education and counselling by psychologist
engaged in NGOs or in the private sector, utilising communication platforms
such as Zoom and Skype.

RECOMMENDATIONS HOW TO FORMULATE MODELS OF EFFICIENT,
FOCUSED AND AVAILABLE PSYCHOLOGICAL SUPPORT
Our own experience but also the data from China, the first to face the pandemic
(Duan, L., and Zhu, G. 2020), enabled us to evaluate the ways technology can be
used to reach as many of those who need help most on time and to recognise
improvements we can implement to be better prepared for coping with the pending
economic crisis and a possible return of disease. Timely availability of psychological
support due to anxiety and depression caused by fear and isolation proved to be
important not only in the prevention of psychological deterioration of the population
but also in establishing measures to control the spread of this disease. Telephone
counselling and online psychological assistance used in the COVID-19 crisis
increased the quality and efficiency of public health interventions.
Here are some recommendations to more successfully cope with the
psychological crisis caused by the COVID-19 pandemic available from experience
and studies conducted till now:

1. EFFECTIVE COMMUNICATION ABOUT NECESSARY CARE FOR PSYCHOLOGICAL
HEALTH
Communication via the media, social networks and educational written and video
contents about the importance of psychological health at the national level is
needed to destigmatize seeking psychological help and create a platform so that
public health interventions reach the widest possible population (Meng et al., 2020).
Educating the public about psychological health not only positively influences the
perception of acceptability of seeking psychological help, but also strengthens us
providing tools necessary to understand and more easily overcome the challenges
we encounter. This availability of medical and psychological resources and public
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health services has to be systematically improved in compliance with recent findings
related to the effects and aftermath of the crisis caused by the coronavirus (Qiu et
al., 2020).

2. ADJUSTMENT TO NEW TECHNOLOGIES
The nature of the COVID-19 disease has significantly limited face to face
communication both between patients and physicians and between clients and
counsellors and mental health professionals. It has additionally indicated there is a
need for earliest possible adjustment to telemedicine protocols. Their implementation
has already started in many aspects of the health system. Such transition to a new
medium requires not only patients', clients', counsellors' and therapists' adjustment,
but also an adjustment of the legal framework and regulations.
Some of the proposals for effective transition to telemedicine include designing
strategies for a prompt definition of telemedicine protocols, like clinical guidelines,
standardised automated triage questionnaires and the system of patient follow-ups
in order to respond to new crises. Education of mental health professionals about the
transition to teleconsultations is also necessary, as well as communication strategies
to inform and educate the public about such form of seeking support and
interaction with mental health professionals (Ohannessian, Duong, and Odone,
2020). Finally, it is possible to work on the implementation of artificial intelligence
systems for effective identification of risk cases in order to provide prompt necessary
help and distribute available resources more adequately.



COORDINATING AVAILABLE RESOURCES AND CREATING A NATIONAL
STRATEGY OF MENTAL HEALTH CARE

Taught by Chinese experience, Qiu et al. (2020) uphold strategic planning and
psychological emergency help coordination at the national level. Once established,
such system should be able to respond to all types of crises. Strategic planning
should be focused both on alleviating the consequences and the crisis outbreaks
prevention. It should include monitoring, screening and timely targeted interventions
aimed at the prevention of spreading negative psychological effects which follow
the outbreak of the disease. It is also recommended that relevant institutions in
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charge

of

assisting

risk

groups

form

multidisciplinary

teams

(psychologists,

psychiatrists, etc.) for mental health (Xiang et al., 2020).

4. IDENTIFYING THEM AND MANAGING CARE OF RISK GROUPS
We know that certain age groups are at risk regarding the severity of the coronavirus
infection and, today, we also know that there are demographic predictors of
negative psychological outcomes regarding the COVID-19 pandemic. Intensified
attention should be focused on the elderly, but also on the young population.
Women are more exposed to the negative psychological aftermath, but also other
groups such as migrants, i.e. those working with them (Qiu et al., 2020), those with low
education, single individuals, those with sleeping disorders and individuals with a
history of mental diseases (Ahmed et al., 2020). Special attention should also be
given to health workers, if possible by special interventions promoting psychological
well-being of those directly exposed to the coronavirus (Lai et al., 2020).
Finally, specialised programs of psychological help should be focused on
individuals ill with COVID-19. Clear communication about the plan of treatment,
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progress of the illness, and the patient's health status is indispensable for both the
patients and their families (Xiang et al., 2020). Regular screening procedures for
depression, anxiety and suicidality should be introduced for all the mentioned
groups, especially for those in hospitals (Xiang et al., 2020). Studies have shown that
after being released from hospitals, these individuals develop anxiety, depression
and posttraumatic symptoms (Ahmed et al., 2020). Those fallen ill and their families
should be encouraged to take online psychological counselling which would be
accessible via the most frequently used Smartphone applications as a form and
method of emergency psychological assistance in stressful periods such as selfisolation (Xiang et al, 2020).

GUIDELINESS FOR THE FUTURE
Challenges imposed on us are long term psychological effects and mental health
crises caused by the COVID-19 disease and related fear, isolation and a pending
economic downfall. Despite exceptional reactions by relevant institutions, we can
now recognise space for an optimisation of the existing models of psychological
support so that they can reach more end-users, primarily by creating a central
system for the provision of assistance and coordination of service providers.
Such an initiative would help to more efficiently employ fragmented
psychological capacities in the public and private sectors, to accelerate the
utilisation of all available channels for the provision of psychological assistance
(telephones, individual and group online counselling via platforms for online
communication such as Zoom, WhatsApp, Viber) and to inform the public (via
Facebook, Instagram, TikTok, YouTube). That would facilitate efforts to destigmatise
seeking psychological help. Finding confidential sources of help will be significantly
more difficult for those who experience or will experience the negative sequelae of
this crisis and are in a state of psychological exhaustion. while the stigma linked to
seeking psychological help may lead them to neglecting available resources. That
way the possible public health crisis and its effects are going to be aggravated.
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Suggested guidelines for the future include:
 coordinating the activities of organisations and institutions engaged in
providing

psychological

help

by

defining

protocols,

conducting

educational modules and by a deployment of counselling capacities
 coordination, certification and organisation of mental health staff
regarding this issue
 use of innovative evidence-based models of psychological counselling
and production of relevant educational contents with communication
customised to target groups
 formation of psychological assistance network at the national level with
the aim of supporting recovery and promoting mental health
 establishment of unified, effective, widely available and efficiently
communicated platform for the provision of psychological assistance and
information about the problems imposed by the situation, as well as
normalisation of seeking psychological help and providing solutions to
recover to normal psychological functioning
 engagement of the media, marketing communication agencies and
national agencies in charge of establishing platforms and communication
strategies for education about available psychological assistance.
Although the quarantine is behind us for now, longer periods of isolation will probably
continue at least for a part of the population which will contract the coronavirus in
the future, and it is uncertain if this scenario is going to strike several more times until
there is a vaccine. Therefore, it is necessary that we maintain the advantages
created by the existing interventions and implement recommendations and findings
we have now in order to produce even more effective protocols to cope with crises
in the future.
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Psychological Support in Crisis
Bruna Profaca

To concentrate on supporting individuals in crisis, it is important to first define the key
concepts − what is crisis, if psychological crisis is different from stress and trauma and
which types of events lead to psychological crisis. Stress is defined as a set of
emotional, physiological and behavioural reactions occurring when we assess that
some event is dangerous or disturbing (Arambašić, 1996). When we are under stress
we recognise it in our:


emotional reactions (e.g. sadness, fear, anger or mood swings),



physiological reactions (e.g. chest pain, back pain, headache, fatigue)



mental reactions (e.g. pensiveness, absent-mindedness, forgetfulness)



behaviours (e.g. withdrawal, aggressive reactions, negligence at the
workplace).
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However, traumatic events are difficult for everybody. They disturb our feeling of
control over our lives, and they are difficult if we experienced them and if our
beloved ones did. Due to their intensity and qualities, traumatic events lead to the
suffering of most people regardless of their psycho-physical condition prior to the
event, and regardless of available coping methods (Arambašić, 2000). Simply said,
traumatic events are difficult per se.
Reactions after traumatic events are similar to reactions after stressful events, but
they are more intense, last longer and have a stronger impact on our mental health.
After traumatic events, all reactions are expected, normal, or understandable,
because traumatic events are "abnormal circumstances". (Arambašić, 2000). Except
well known stress reactions, the more pronounced ones are also present: painful
memories, emotional avoidance, agitation, flashbacks, excessive caution, fear and
over-sensitivity. Long term effects of traumatic events present as a collapse of our
worldview and a feeling of unsafety ("world is a dangerous place"), changes in the
system of values ("no use in trying, nothing good will happen") and pessimistic
expectations from the future ("bad things always happen to me").
In coping with stressful and traumatic events we need to minimize the intensity of
our experience, by using various, more or less, efficient strategies or coping
mechanisms. The most important protection for adults and children is environmental
support.
It is important to emphasise that individuals successfully cope with many stressful
and traumatic events and somehow they recover. Still, we sometimes find it more
difficult to cope with some events. Most often it is due to some (crisis) event, a
threatening situation or a real loss of people, things and valuables important for the
individual and for the family, community, causing individual (psychological) crisis, but
also a crisis for some parts of the community.
Therefore, a state of crisis is defined as an acute emotional disturbance resulting
from situational, developmental and/or sociocultural sources leading to a temporary
inability to alleviate the state with common methods of problem solving (Arambašić,
2012). Crisis can be defined as a state of imbalance, not to be understood as a
disorder, but a state of increased vulnerability, while coping mechanisms have a big
impact on its dynamics and outcomes. A successful outcome of a crisis always
means an improvement in personal development (Vlajković, 2005).
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Except crisis events, individuals can be pushed into a state of crisis by decisive
moments and breakpoints in their lives, periods of significant life changes and
developmental and situational crises. The existing health crisis of the COVID-19 is one
example of crisis events and situations. In this crisis many need additional support
because it is a new situation in the lives not only of individuals, but the communities
and also, due to its universal threat, against all of us.
What are the common coping mechanisms in "normal" compared to those in
crisis situations? In common periods of life, in everyday situations and feelings there is
a consistency between the intellect and feelings, with the dominant influence of the
dominant influence of the intellect. In crisis the dominance of the intellect decreases
and, when feelings take over, disorganised behaviours are possible (Ajduković and
Ajduković, 2006). In other words, due to the crisis event, some individuals are
overwhelmed with feelings, their thoughts are confused and their behaviour
disorganised (Arambašić, 2000).
In the long term, crisis has a potential for traumatisation, i.e. for longer disbalance
and poorer functioning than before. On the other hand, it also has a potential to
initiate changes for the better − new methods of solving problems and life skills,
accelerated growth and development and facing our deepest fears, which in the
crisis can be liberating (Ajduković and Ajduković, 1996; Arambašić, 2000).

WHAT DO PEOPLE NEED AFTER CRISIS EVENTS?
Considering the difficulties individuals encounter in crisis situations, it is important to
examine which type of intervention can be effective. Some of the procedures are
preventative, while others are treatments, i.e. they are therapeutic. Preventative
procedures include (Pregrad, 1996):


psychological first aid (individuals can obtain it from their natural helpers, the
loved ones)



psychological crisis intervention



psychological or psycho-social support.

Assessing each of these types of interventions, it is important to estimate how much
individual reactions interfere with everyday functioning. Unlike in preventative
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procedures, the treatment, i.e. therapy of trauma often requires specialised mental
health professional help, because the usual help provided by mental health
professionals is often not enough.
Psychological crisis interventions belong to preventative procedures after a
recent critical event leading to stress and traumatic reactions in an adult or a child.
The general aim of such a procedure is removing or minimising the signs of crisis,
understanding present difficulties, increasing capacities to solve problems in the
future, as well as a coordination of the system in order to avoid re-traumatisation of
an adult or a child due to insufficient cooperation (Arambašić, 2000). Specific aims
of psychological crisis interventions are (Arambašić, 2000):


normalising the state of the individual



establishing the previous level of functioning



facilitating opportunities for the individuals to see and/or hear each other if it
is in a group context



supporting in practical issues



providing psycho education related to the signs of stress and trauma



triaging the needs for additional support.

Experience in conducting psychological crisis interventions is applicable in providing
support in the present health crisis. It shows us the importance of support and that
individuals in crisis are open to accept support. That is why it needs to be offered.
Aims and principles of crisis interventions can be incorporated in counselling and
support. It is important to take care that the recovery, as a rule, proceeds more
slowly than we are hoping and expecting, with ups and downs, improvements and
deteriorations, but in time, the signs of trauma are less frequent and milder.
Recent experience from China, which was the first to face the COVID-19
pandemic, show that psychological support and psychological crisis interventions
were improved very soon after the outbreak of disease. Psychological help and
consultations proved to be efficient in reducing the signs of stress in the general
population but also in individuals at different levels of risk at the time of infection.
Psychological help aimed at prevention and control of the pandemic has
incorporated principles of psychological crisis interventions. The main purpose of
such procedures is mental health damage control and timely intervention. Clinical
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studies have also shown that more prominent anxiety and depression was confirmed
in those who had fallen ill (Yang et al., 2020; Jiang et al., 2020).
Guidelines issued by the American Psychological Association (Weir, 2020), based
on the experience from prior epidemics and health crises, emphasise that due
attention should be paid to the fact that in coping with disease and risks, social
networks and unreliable information aggravate the feeling of anxiety. People find it
easier to assess risks and cope with it if they are accurately and clearly informed.
However, constant exposure to information intensifies stress reactions, and new
information, together reduced control, intensify fear. American Psychological
Association guidelines emphasise that support focused on existing stress, some of
which are not directly related to the crisis, can mitigate long term effects after
traumatic events and crisis. Due to the increased mental health risk, special attention
needs to be given to the quarantined and the isolated psychological well-being.
Exposure to traumatic experience and crisis is especially important in childhood
and adolescence because it causes different forms of psychopathological
deviations in later life. According to the bio psychosocial model developed by
McLaughlin and Lambert (2017) in an individual exposed to adversity, there are

CONNECTED

61

1.

Coping with the Pandemic

several mechanisms amplifying the feeling of trauma related threat:


individual bias in information processing



changed emotional learning



increased emotional reactivity and difficulties in emotional regulation.

On the other hand, following the same model, protective factors for the young,
apart from supportive carers, are also some characteristics of children and
adolescents, in terms of sensitivity to positive stimuli that may facilitate their reception
of support and, at the neurodevelopmental level, a more mature interconnectivity
between the prefrontal cortex and the amygdala. Together with previous findings,
this model can give us some new guidelines for work and interventions with children
and youth in need of support after crisis and traumatic experience.

PROVIDING SUPPORT IN CRISIS
Providing support in crisis requires that counsellors possess some specific skills and
knowledge which facilitate establishing a relationship with affected individuals.
Besides active listening which is a precondition of every counselling practice,
readiness to show interest and empathy, asking non-intrusive questions, consistency
of verbal and non-verbal messages and an ability to observe oneself and others who
are in crisis are of utmost importance. It is also important that the counsellor can
provide specific information and be actively involved in the recovery from the crisis
event, which also implies offering information to the individual in crisis. Finally, one of
the key skills is supporting the client in recognising and strengthening their support
network, i.e. seeking help from other persons in their social network.
In many situations, we are not able to remove the causes of the crisis, but we
can reveal and support someone's healthy mechanisms to cope with stress they
already have, thus making the crisis more bearable and alleviating it. Encountering
people in crisis, it is important to rely on their healthy strengths and support them, and
not on learning new skills nor on a quick assessment of difficulties(Lahad, 2000).
The aim of interviewing individuals in crisis is to find out what happened, how
they experienced it, how they are feeling and coping with the situation. The structure
of the interview can follow the model of psychological crisis interventions in stages
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(Arambašić, 2000). In the individualised approach there is a freedom of procedure
and it can be more flexible, but still follow general stages of most psychological crisis
interventions and procedures in first aid psychological interventions (opening,
trauma, closing).
 At the very beginning the counsellor encourages the client to talk about facts
of the event, i.e. encourages them to 'tell their story'. It is certainly clear that
we need to show we are listening, employing the skills of active listening,
reflection and paraphrasing.
 After this initial phase it is important to guide individuals to talk about:


how they were during the event: what was 'going through their mind'
(thoughts), what were their bodily reactions and only then what they
were feeling



how they have been for the past day or two (week, now...): examine
thoughts related to the event, physical reactions, behaviour and
feelings. It is important to focus on experience, events and details
which especially disturb clients and are difficult for them.

 In the following phases it is important to focus on recovery, changes clients
notice in themselves and their everyday life and support and self-support
during recovery. In this phase, it is important to support them in their selfsupport methods, in what helps them in coping with problematic situations,
and only then deliberate on what else clients could do for themselves.
 In the next phase the counsellor briefly teaches the client. Psychoeducation
provides client with a confirmation that reactions in crisis are normal reactions
in an abnormal situation and that recovery is happening at its own pace. A
part of psychoeducation is emphasising the importance of support,
(especially if addressed before) and focusing on the future by following up the
frequency and intensity of reactions that may be signs some additional
professional help is needed. Important parts of rounding the communication
are summarising, normalisation, support and orientation to the future.
Although our knowledge about the crisis is telling us that crisis also contains a seed of
potential for progress and change, in counselling people in crisis we need to be
cautious and patient with such statements. Some crises really can be the most
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emotional life experience when many people start to understand what is really
important in life and see others in a different light, experience different relationships
and closeness with some people. However, we understand it long time after the crisis
event and it cannot be accelerated.

SUPPORTING PARENTS: PARENT AND CHILD IN CRISIS
In the crisis situation parents often need help and seek it since they notice changes in
their child that worry them. Although they primarily seek help for the child, it is
important to take care of their needs, too. What the parent in such circumstances
needs is self-support, support in understanding children and providing information
related to the child's experience. Although parents do not talk about themselves, it is
important to recognise their reactions which, in their child's crisis situation, may vary
from denial to overprotection, they may feel helpless or overwhelmed with emotions
(anger, fear, guilt, the wish to revenge...) which makes it difficult for parents to cope.
Parental reactions in such circumstances in a way serve as protection from their
own helplessness when it can be difficult to encourage them to support their
children. Work with traumatised children showed long ago how important parents
were for their children. Studies find that parental support is more important for the
child than the characteristics of events or the crisis intensity, the child's characteristics
or the type of treatment the child is included in. In brief, parental support is a primary
child protection factor.
It is certainly not always easy on the parents, because in a crisis, they are
expected to control their own feelings and reactions and successfully organise their
life and work. Most parents accept these expectations as justified and in case of
'failure+ (or their own perception of being ineffective) many can experience shame,
guilt or self-deprecation. It all indicates how important it is to support parents and
how much they primarily need support in a crisis, so that they can support children.
One of the important areas of providing support and counselling parents in times
of crises is parental stress. It is described as a disturbing feeling towards oneself and
the child. Parents attribute such anxiety and uneasiness to the requirements of
parenting imposed on them (Profaca and Arambašić, 2004; Profaca, 2020). Except in
crises, today we know that parental stress occurs in everyday less 'extreme' parenting
situations. Some psychologists refer to it as 'normal parental stress', primarily implying it
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is widely spread, because most parents encounter everyday parenting difficulties −
stressful events. Thus, although it seems to be a common situation, it is important not
to minimize it, because it may be important for seeking help.
What happens with parenting in crisis conditions? While in common life situations
we are talking about mild or moderate parental stress, in today's circumstances,
besides those common and expected, we can recognise some new sources of stress
in the parental role or, at least, higher levels of anxiety due to the requirements
imposed on their parenting role in the situation of global crisis (Profaca, 2020). Being
emotionally overwhelmed due to the crisis, with additional responsibility for the child's
welfare, some child characteristics and circumstances (e.g. a demanding child,
health difficulties or relationships among siblings), can now be perceived as more
challenging than before and thus cause intense stress.
Next, however important the relationship with their child may be for the parents,
this increased bonding of the child with them due to the fear for oneself and the
adults, can be disturbing ('is this common?'). In the situation of global stress, parents
may feel that previous method of guiding and directing their child does not really
function as before and may feel incompetent in their parenting role, especially if
preoccupied with a responsibility of their relevance for the child's coping with the
crisis.
The experience of stress in all these circumstances is intensified by environmental
factors, e.g. if parents do not have sufficient support for themselves and experience
stress in other relationships, too. One of the sources of parental stress are
requirements by other roles all of them now intertwined in the family in the same
space. At times of a health crisis, the family is a place of all of its members' intense
life, place of work for parents and place for children to learn, shared new, but also
previous activities and the place where various anxieties and fears characteristic for
crisis situations intertwine (Profaca, 2020).
Therefore, it is important to recognise parental stress as a condition which is to be
expected in times of crisis. Parental stress affects parents' satisfaction with their
parental role, but also the general experience of oneself. The relationship between
parents and children is the most important thing for children, but parental stress can
interfere with that. Coping with the parental stress and supporting parents indirectly
also helps the child. Parents suffering from a more intense parental stress more often
perceive their children negatively, lose empathy for the child, are more prone to act
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inappropriately as parents and in the situation of stress have insufficient alternative
methods of behaviour. It is well-known that inadequate parenting behaviours are
related later difficulties in the child (Profaca and Arambašić, 2004).
Parents under stress need:


time (for themselves and themselves with the child)



support and patience



care for themselves



feeling that others understand them and want to help



respect for their and their child's characteristics



respect for their specific assessment of the importance and significance
(stressfulness) of each source of stress (as always in the situation of stress)

Helping parents under stress depends on the assessment of the sources of stress and
the possibilities of controlling the situation. In providing support and counselling in a
supporting interview, it is important to support a repeated cognitive assessment of
parental stressors in order to establish a feeling of better control contributing to the
development of self-confidence. The aim is to encourage parents, keep them active
and efficient in the cognitive processing of the situations and challenges in the
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child-parent relationship and support the process of continual assessment protecting
the individual from rigidity and passivity.
In supporting parents under stress (the same as when we otherwise work with
stressed clients) both expressive and creative techniques, rest and relaxation can be
utilised and we encourage clients to use stress coping techniques they are familiar
with, together with identifying additional environmental support. Only then can we
support a development of new coping techniques. Receiving such support, parents
in parental stress and crisis can more clearly see their children's needs, focus on their
children and their behavioural changes, encourage them and acknowledge their
feelings.
In some phases of their development, children can show similar reactions to a
disturbing event, but every child is different. Therefore, it is important to take care of
those who experienced several stressful events growing up or who even experienced
traumatic events − who are more vulnerable. It is important to bear in mind the
child's individual characteristics, the quality of support around them and the
aggravating factors in their environment which make them more vulnerable to stress.
A relatedness between support and stress is very important in crisis. That is exactly
why support is important for parents − adults cannot help children if they do not take
care of themselves.
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Telephone Counselling
Mirna Čagalj Farkas

In the context of the current situation, i.e. of COVID-19 pandemic, telephone
counselling is becoming one of the rare forms of help which is immediately and
everywhere available to people coping with various difficulties. Telephone lines
opened in crisis situations are growing into an important method of providing care
for people's mental health (Duan and Zhu, 2020). Taking into account the pending
economic crisis and numerous challenges of adjusting to 'new normal', telephone
counselling is one of the tools for the 'frontline' psychological help focused on
individuals. We can define it as a process used by educated counsellors to examine
callers' individual situations, problems or crisis they are encountering (Rosenfield,
1997; according to Zlatarić, 1999).
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RULES AND PRINCIPLES OF TELEPHONE COUNSELLING
The principles of telephone counselling are the same as of the face to face
counselling, but they are adjusted to the characteristics of such communication. As
when the client is present in the same room, it is based on utilising the skills of active
listening − reflection, paraphrasing, summarising and confronting. Some of the key
principles are to show the caller we believe in what they say, try to understand their
perspective, support them in finding their own solutions and inform them about
available options, but not to take on responsibility for solving their difficulties (Buljan
Flander and Ćosić Pregrad, 2019; Emmison and Firth, 2012). It is especially important,
the same as in face to face counselling, not to promise something the counsellor
may not be able to keep, nor to assess things they cannot influence.

ADVANTAGES AND LIMITATIONS OF TELEPHONE COUNSELLING
Counselling phone lines users say that the advantages of telephone counselling are
availability, a feeling of control (Reese, Conoley and Brossart, 2006) and safety
(Coman, Burrows and Evans, 2001). Furthermore, the advantages, but also the
fundamental characteristics of telephone counselling conducted via counselling
phone

lines

providing

psychosocial

help,

are

anonymity,

availability

and

confidentiality (Buljan Flander and Ćosić Pregrad, 2019; Coman, Burrows and Evans,
2001; Reese, Conoley and Brossart, 2006).
 Anonymity means that callers do not have to share their personal data nor
other personal information if they do not want to. It increases the probability of
them calling and seeking help, especially if they feel embarrassed or
ashamed of their difficulties (Coman, Burrows and Evans, 2001).
 Availability of telephone counselling means that, as a rule, it is free of charge
or only telephone charges have to be paid, and the callers can get such help
no matter where they are calling from (Campos, 2009; Coman, Burrows and
Evans, 2001; Masi, 2001).
 Confidentiality refers to the convention that data shared with the counsellor
are not shared further. Almost all counselling phone lines in the world propose
exceptions from this rule when the counsellor hears information about the
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threat to callers' or some other persons' lives, which is in line with the ethical
principles of working with clients. It is counsellors' responsibility to clearly,
openly and timely communicate to the callers in which situations the breach
confidentiality clause is possible.
Telephone counselling has its limitations, it is not a replacement for therapy nor is it
the process of face to face counselling, but, sometimes, it is an important first step.
Sometimes it is the only form of help and support which is available in the existing
situation (Reese, Cooley and Brossart, 2006). Within telephone counselling, both
counsellors and callers are deprived from some information which are selfunderstood in face to face counselling. The most important aspect missing in
telephone counselling is a face to face contact, but also the non-verbal signs of
communication. That is the reason why the counsellor has to pay more attention to
paraverbal signs (Coman, Burrows and Evans, 2001), like the speed of speech,
changes in the voice quality, pauses, stuttering or vocal tremor (Fukkink and
Hermanns, 2009).
One

of

the

aggravating

circumstances

in

telephone

counselling

is

unpredictability (Buljan Flander and Ćosić Pregrad, 2019), both for the callers who do
not know who will answer and the counsellors who cannot know who will call and
what the caller will talk about, which makes any preparations more difficult. Besides
that, telephone calls can be terminated before they are finished and counsellors
sometimes miss the opportunity to share with the callers what they consider
important and useful in a given situation.
One more important difference between telephone and face to face
counselling is the duration (Buljan Flander and Ćosić Pregrad, 2019). Although some
callers call several times, telephone counselling via counseling phone lines is usually
a one-time process. Regardless of that, it is good to encourage callers to call again,
especially if there is a need for further support or feedback about agreed
achievements.

PREPARATIONS FOR CALLS
Telephone counselling is commonly performed in shifts of several hours and it is
important that counsellors are concentrated and prepared. They need to have a
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pen and paper in order to take notes during the call, access to a pc and the Internet
to search for information about some institutions to refer the caller to, as well as an
address book with the institutions listed with valid data (Buljan Flander and Ćosić
Pregrad, 2019).
It is a rule in almost all telephone helplines that basic information about the
conducted telephone counselling is recorded in writing. If there is a system or a
program which records the calls, and if it is accessible to all counsellors, before
starting to answer the calls, it is good to read the notes other counsellors marked as
those where the caller might call again, so that the caller would not have to talk
about the details of the situation again.

ANSWERING CALLS
It is recommended to let the phone ring two or three times before answering it by
greeting the caller and saying which counselling phone line it is (Buljan Flander and
Ćosić Pregrad, 2019). The latter is important to give the caller time to prepare, but it
should not take too long so they do not quit the call.
A decision if the counsellors introduce themselves to the callers or if their names
are confidential is preferably made at the level of the organisation. It is commonly
not necessary and it is acceptable for the callers to talk with counsellors without such
information. It is also believed that, not knowing the counsellors' identities, the callers
feel safer (Emmison and Firth, 2012). However, if there is no such regulation at the
organisation level, counsellors can decide themselves if they are comfortable with
that. In order to protect counsellors' personal data, it is better to avoid sharing last
names and other personal details (Buljan Flander and Ćosić Pregrad, 2019).

AFTER CALLS
After calls, it is important to make notes about them (Buljan Flander and Ćosić
Pregrad, 2019). It is useful to record the time and theme of the call, and, if possible,
some sociodemographic data, like the caller's age and gender. Some telephones
have the DND (do not disturb) option. When it is on, the line seems busy to the caller,
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while the counsellor can record the previous call or take a couple of minutes to
unwind before the next call. It is also useful to think about the process that
developed between the caller and the counsellor and identify the positives and the
space for improvements in counsellor's work, which is useful to share with colleagues
and the supervisory group.

TYPES OF CALLS TO COUNSELLING PHONE LINES
Calls to counselling phone lines are commonly divided into five categories which
define how counsellors conduct and record them. (Buljan Flander and Ćosić
Pregrad, 2019):
1. counselling
2. informative
3. testing
4. misuse and wrong number calls
5. silent phone calls.

COUNSELLING CALLS
Counselling calls are those where counsellors and callers work to identify problems
and design plans to cope with the problems (Buljan Flander and Ćosić Pregrad,
2019). Counsellors usually expect such calls on counselling phone lines and conduct
telephone counselling in the full meaning of the word. Their duration varies and on
the average they take about 45 minutes.
Counsellors do not need to strictly stick to such duration, but duration can
indicate some oversights. For example, longer calls usually exceed the framework of
counselling, they analyse problems more deeply, and more content can make it
more difficult for the counsellor to grasp important information. Too long calls can
indicate the caller's need to ventilate and problematic setting of boundaries and
counsellors directing the counselling at some goal. On the other hand, if the call
takes 15 minutes, it is possible that the counsellor has not examined the situation and
set goals in detail. In spite of that, calls can be shorter, which is especially common in
children because they talk about things with fewer details.
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Counselling is usually conducted in four phases (Buljan Flander and Ćosić
Pregrad, 2019): starting it, defining problems and providing support, identifying steps
and action plans and closing the call. Although every call does not necessarily
consist of all the four phases, each of them is important and has its purpose.
Knowing about the structure and following it increases the possibility that the
counsellor will conduct the process thoroughly, which especially refers to beginners
in telephone counselling. Besides, structure can provide a sense of safety for them.
Counsellors are expected to feel more freedom and not necessarily think about four
separate phases but link them and adjust to the situation. Thinking about the
structure of calls can be useful for professionals who were into counselling and
therapeutic work with clients before and have to somehow adjust their knowledge
and skills to telephone counselling.

STARTING

DEFINING

IDENTIFYING THE

PROBLEMS

STEPS AND

AND SUPPORT

ACTION PLAN

CLOSING

Graph 1. Structure of counselling communication according to Buljan Flander and
Ćosić Pregrad (2019)

1. phase: Beginning
In the initial phase the counsellor is trying to create an environment in which the
caller feels safe to share their worries. Counsellors thank for the call and encourage
callers to talk, starting to build a relationship of trust (Buljan Flander and Ćosić
Pregrad, 2019). This first phase depends on callers' behaviour. Some of them start with
being silent, while others start talking about the troubling situation in detail
immediately after the greeting. Some callers feel uneasy and ask questions, say that
they are not sure if the phone line is the right place to obtain help or say that they
only need a short answer or information.
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Most callers need encouragement and enough time to start talking. For
example, counsellors can say: "Take some time to organise your thoughts. We have
enough time for you to say what you think is important, and if I am interested in
something, I will ask for explanation. I am here to listen to you and learn more about
how you are."
In this phase, since callers generally do not know what to expect, it is good to
have a few prepared sentences about the purpose of the counseling phone line, the
type of questions callers can ask and what counsellors can offer. Sometimes callers,
even after that, do not fully understand if it is the right place for them, and the
answer can be elusive even for the counsellors, too. In such situations it is good to
encourage the caller to say more about the reasons for their call and that you will
later decide about redirecting them depending on whether you can help.
Furthermore, callers expect and they insist on very specific answers to their
questions from start. For example, counsellors providing counselling via helpline for
children may experience that a pre-schooler's mother requires an answer whether
her child suffers from post-traumatic stress disorder. It is important that counsellors do
not make professional assessments via the phone. Even if they believe they can
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answer similar questions, it is important to have in mind that it is not possible to make
a face to face professional assessment via the phone and give a professional
opinion. In such situations it is important to describe what can be obtained via the
phone, as well as to refer the caller to relevant institutions, which also applies to
various health or legal guidelines callers may ask for.

2. phase - defining problems
In this phase it is important to obtain a wider picture of the situation or problem and
check our own understanding of what the caller is saying, in detail (Buljan Flander
and Ćosić Pregrad, 2019). Counsellors often have their own assumptions which may
not necessarily be accurate and this is the phase to check them. Defining the
problem properly is a precondition for the success of all steps to follow in the
counselling procedure.
In this phase it is good to use clarifications so that the counsellor is certain to
have understood what the caller is thinking (Buljan Flander and Ćosić Pregrad, 2019).
For example, if the caller says that they are constantly feeling bad, it is important to
clarify what they mean by 'bad' and 'constantly', by saying: "When you say you are
feeling bad I wonder what exactly do mean. Can you describe in more detail what it
means for you?" or "When you say that you constantly feel that way, I wonder how
many times per day or week you feel so?"
In this phase counsellors use paraphrasing, reflecting, summarising and ask open
questions (Emmison and Firth, 2012), trying to find out:


what is happening



how long it has been happening



who is involved



how the caller is feeling about that



if the caller has tried to do something about it



if the caller has some support, from whom



if there are persons or situations which facilitate or aggravate the caller's
coping with difficulties
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other relevant details.

At the same time counsellors need to take care that the questions they ask are
focused and relevant, based on needs assessment and not on personal curiosity,
and that the line between therapy and counselling is respected.
This phase is important because callers sometimes mention many related
problems and it is important to identify the one to focus on during counselling. It is
also important to follow callers' wishes, since they decide what is more important for
them. The counsellor may say: "You mentioned several problems you are coping
with. I wonder which of them is most important to talk about now / which is most
difficult for you / which problem you would like to start with." Counsellors can be
suggestive and propose that some theme is more important than the other if they
find something threatening to be happening. For example, if the caller is currently
the victim of domestic abuse, but wants to talk about how to organise their free time
with children during the pandemic.
Frequent mistake beginner counsellors make is being quick to offer solutions.
Devoting time and effort in this phase of counselling helps to avoid such mistakes
and not offer ready-made solutions for the situation about which we do not know
enough. If the caller insists on a quick solution, it should not be ignored, but we need
to stop and communicate clearly, for example: "I can hear your question and it
seems that you would like me to give you an answer. I understand it is important for
you. I would like to hear more details about your situation in order to have more
information and then we can together think up some ideas about what you can do
about it. How do you feel about it?"

3. phase - Identifying the steps and action plan
The problem having been defined, we need to set goals and define changes the
caller wants to achieve (Buljan Flander and Ćosić Pregrad, 2019). Counsellors
propose ideas, examine how callers see solutions to their problems and, using their
expertise, they offer possible alternatives. In this phase counsellors examine
possibilities and options and encourage callers to take personal responsibility
(Emmison and Firth, 2012). It is possible to realise by, e.g. asking: "What would help
you in this situation? What do you think would be best for you? What is your idea
about how to achieve that?"
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Counsellors' role is to take care about the set goals and emphasise advantages
and disadvantages of various solutions to problems (Buljan Flander and Ćosić
Pregrad, 2019). For example, if a parent sees the solution to a problem in their
relationship with a teenager in constant shouting and criticizing, the counsellor has
the responsibility to warn about the negative consequences of such behaviours and
their unacceptability, and then research alternatives together with the caller. In such
cases counsellors can also rely on psychoeducation − educate the caller about the
issue and correct some wrong assumptions. For example, if the caller has an attitude
that it is never going to be better or that the problem is going to vanish if it is ignored.
In this phase, besides setting goals, counsellors and callers examine methods for
the callers to achieve goals (Buljan Flander and Ćosić Pregrad, 2019). It is good to
anticipate what might go wrong and what might happen to prevent the caller from
achieving desired goals and also to provide support and encouragement if the
agreed plan fails (Buljan Flander and Ćosić Pregrad, 2019).
Finally, sometimes the caller will not accept but resist the guidelines offered by
the counsellor, and will not take personal responsibility, so the counsellor, besides
providing psychoeducation, will have to take the role of confronting them. For
example, in the case of a parent calling to ask the counsellor how to disown their
child because s/he is 'impossible'. Callers sometimes also talk about very complex
situations in which they themselves cannot do anything, so counsellors can only offer
them support and understanding.

4. phase - Closing
At the end, the counsellor summarises the agreed plan (Buljan Flander and Ćosić
Pregrad, 2019), which is especially important after a long talk, when the caller may
even have forgotten or overlooked some options. In this phase it is useful and,
sometimes, even necessary to refer the caller to other institutions (Buljan Flander and
Ćosić Pregrad, 2019).
It is always good to invite the caller to call again if necessary. Callers often want
to talk with the same person because of the established trust, and it is important to
clearly communicate that it may not be possible. Callers can be informed about the
rules of recording information about calls and that other counsellors will probably be
informed about the reason they are calling.
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Finally, it is important to take care of the duration of the call − some situations are
so complicated that the caller needs a long time to talk about them or simply to
ventilate and repeat the same content (Buljan Flander and Ćosić Pregrad, 2019).
Then counsellors need to be more direct, share the feeling of talking in circles and
encourage callers to wrap up the story and focus on some conclusions in order to
profit from it. For example, we may say: "We have been talking for a long time and it
seems we are repeating things. Now I would like us to think of what you might do
and summarise the steps we mentioned so you have something beneficial for
yourself before we finish this call."

INFORMATIVE CALLS
These are calls where callers ask for short information the counsellors can give or ask
whom to contact regarding their difficulties (Buljan Flander and Ćosić Pregrad, 2019).
Same as in counselling, counsellors use active listening skills as communication tools
in communicating with callers, but do not examine the situation in detail so the calls
are shorter. Having heard what it is about, the counsellor gives information. An
example of such calls can be when callers suspect they are infected with COVID-19
disease and is asking what to do to isolate and reduce the probability of spreading
the infection. The counsellor then refers the caller to relevant health institutions and
finishes the call if the caller does not seem to need counselling support.

TEST CALLS
Test calls to counselling lines are frequent (Emmison and Danby, 2007; Weatherall,
Danby, Osvaldsson, Cromdal and Emmison, 2016), especially if they are anonymous
and free (Buljan Flander and Ćosić Pregrad, 2019). The caller, most often a child or
an adolescent (Emmison and Firth, 2012), makes up a nonexistent problem, teases
the counsellor and tells jokes or puts them on the speakerphone. There are also calls
where a group of callers makes derogatory comments to the counsellor. The reason
for that may be that sometimes they think they need to exaggerate the problem in
order to be taken seriously or simply want to see counsellors' reactions − testing them
(Buljan Flander and Ćosić Pregrad, 2019).
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Studies show that there is a high probability that callers will call again after the
testing, and then share the real difficulty they are coping with (Buljan Flander and
Ćosić Pregrad, 2019). Therefore, most counselling phone lines need to decide that
counsellors relate to such calls as if they are not testing, but conduct them as
counselling or informative (Barton, 1999; Buljan Flander and Ćosić Pregrad, 2019).
Due to such approach, the call can sometimes turn into counselling. Counsellors
need to be aware of such possibilities but also that it is not possible with all testing
calls because it depends on callers' wishes. It is important that counsellors
approaches testing calls like other calls, i.e. show interest, educate callers if possible
and leave space for communication (Buljan Flander and Ćosić Pregrad, 2019).
Since callers who are testing often give inconsistent information, counsellors will
more often clarify and confront some contradictions they hear, but they still need to
have understanding for the callers and give them information as if they were telling
the truth. For example, if a child calls a helpline and says that the parent has beaten
them and the child is laughing, the counsellor may answer: "You are laughing telling
me that somebody has beaten you. It is strange to hear and I wonder why you are
laughing. I am concerned if you are in danger and would like to help you." This way
the counsellor responds to the inconsistency but, at the same time sends the
message that they care and that the victim of abuse deserves to be helped.
Test calls are shorter and, after confrontation, callers often finish them. However,
such calls can be finished by counsellors if they find that continuing them is pointless.
In such cases it is important to tell callers that they can always call again and explain
the conditions for that (Buljan Flander and Ćosić Pregrad, 2019). For example, the
counsellor can tell the caller to call again when they are alone or when they decide
to talk without insulting the counsellor: "I will finish this call now, but I would like you to
call again when you are alone and when we can talk about your worries." or "I will
finish this call now, but before that I would like to tell you more about the purpose of
this line so you have that information if you need support in the future."
Counsellors' reactions to test calls can vary, but they are most frequently feelings
of frustration and anger due to helplessness, which is understandable. Test calls can
also take a long time and callers can repeatedly call ignoring confrontations and
testing the boundaries counsellors are trying to set. In such situations it is much more
difficult to show patience and understanding and it is important that counsellors
allow themselves to feel that test calls are difficult. Furthermore, in their endeavours

82

to understand what is happening and the callers' situations, counsellors sometimes
clarify the truthfulness of everything callers say in order to assess if it is a test call or a
call for counselling. It is important not to assume the role of a detective and not aim
at testing everything they say because, in the end, it is impossible.
Counsellors often think that test calls are not as relevant as counselling calls. If
they think so, there is a chance they will transfer such attitude to callers. Callers can
understand it based on the tone of voice and ways they are being interrupted, and
sometimes counsellors openly say that. For example, some will announce the end of
the call "because there are other callers with relevant questions who are waiting and
the line is busy", which is an inappropriate manner of communication. Callers have
the right to call the available line, and if the counsellor feels that it is pointless to
continue talking, they need to explain it with an appropriate and realistic cause.
There are always other people who may be calling while the line is busy and it is not
a good reason to cut the call in progress short, not even a test call. It is important to
remember that every call is a real call and that every caller has equally relevant
needs.
Most counselling phone lines have test calls in the category of so-called "chronic"
ones. They are callers who regularly call, e.g. every week, or even every day. They
can share complicated situations and, at the same time, decline counsellors'
guidelines, but they can also be individuals whose issues are not suitable for
telephone counselling. Organisations need to design a common agreement about
managing such calls, i.e. the rules for communication with such callers when they
call.

MISUSE AND WRONG NUMBER CALLS
These may be either calls where callers insult counsellors, threaten them, use
inappropriate vocabulary or start talking about sexuality in order to satisfy their
needs. Likewise, these can be calls where the caller has called a wrong number or a
wrong helpline (Buljan Flander and Ćosić Pregrad, 2019).
It is important that organisations have rules about such calls, especially those that
include threats, shouting or some other aggressive behaviours, but in the end, every
counsellor will set their boundaries. Some will not like the caller's vulgar vocabulary,
while some others will think it is ok and think that the caller is more authentic if they
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express themselves in their own ways which may include swear words. When we are
confronting and setting boundaries it is important to put it clearly and on time to give
callers time to take it into account. If the caller does not accept that, the counsellor
will probably terminate such a call at their own initiative, but it is important to
appropriately announce that and invite the caller to call again and communicate
as is considered to be appropriate for the helpline.

SILENT CALLS
Calls where the caller is silent are also frequent (Buljan Flander and Ćosić Pregrad,
2019). Sometimes callers find it difficult to start, to confide or later, during the
conversation they say they have just choked. It may be hard on the counsellors to
"endure" the silence, especially when they do not see the person, and it often seems
to be longer than it really is. What silent callers mostly need are understanding and
encouragement. It is good to say: "I seem to hear that there is somebody there. It is
sometimes difficult to talk about what is bothering us. I can wait some time if you
need to organise your thoughts. I am here."
It is important that counsellors do not say they are going to wait until callers are
ready to talk because they do not know when it is going to happen and will
probably not be able to keep that promise. After some time, if the caller is still silent, it
is useful to say: "I would like you to somehow tell me if you need some more time to
gather your courage to talk, so that I know whether to wait." If the silence takes
several minutes, it is important that the counsellor announces the end of the call, but,
as always, to invite the caller to call again.
Counsellors sometimes offer silent callers to press some buttons to signify if they
are still present and if they want counsellors to listen some more time. However, it is
better not to offer such methods of communication or, at least, not more than once
per one call because callers sometimes, for real or joking, want to continue
communication by typing which is not appropriate for telephone counselling.
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Besides silent calls, silence or pauses also occur during other calls (Buljan Flander
and Ćosić Pregrad, 2019). If it occurs at the start when the caller is feeling
uncomfortable, the counsellor can use the above mentioned techniques to
encourage the individual to open up. Silence can also occur when the caller is
thinking about something the counsellor has said, is organising impressions or is
feeling that something is difficult. Then, it is important to reflect on silence and say: "It
seems something has happened after I said (...). I wonder what you are thinking
about? How are you feeling now?"

INTERVENTIONS VIA COUNSELLING PHONE LINES
In the existing situation, it is expected that people will call support telephone lines to
ask various questions about various topics. We are all currently living in the conditions
of elevated concerns for our and our loved ones' health, some are ordered restricted
mobility and physical contacts with others, we have many questions regarding life
organisation in new circumstances and we are under the burden of financial
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difficulties due to terminations or threats of terminations of employment (World
Health Organization, 2020).
Such a level of stress can lead to many mental health problems, mainly anxiety
and depression, which also applies to those who have fallen ill from COVID-19 (Li et
al., 2020). Possible reactions are denial, loneliness, as well as an increased risk of
aggression and suicidality (Li et al., 2020). Telephone line counsellors can provide
support and consolation, listen, show understanding, give practical information as
well as assess the need for professional intervention in an institution, whether it be
instructing callers to seek medical help, social welfare help or police protection.
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Counselling via Electronic Media
Mirna Čagalj Farkas

After the introduction of telephone counselling, the past decade has seen increased
use of electronic counselling within the framework of various new forms of providing
help for clients (Yaphe and Speyer, 2011). Electronic counselling is conducted via
various electronic communication channels, often also named e-counselling.
We are going to deal with electronic counselling in writing via e-mails, forums,
chats and social networks. Besides the fact that it can be conducted via various
communication channels, it can also be conducted in various ways, i.e.
synchronous, in real time, or asynchronous, in the form of written answers to questions
received electronically. Electronic counselling implies that the counsellor has the skills
necessary to provide counselling face to face, upgraded, as needed for the
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characteristics of electronic communication, to conduct counselling (Yaphe and
Speyer, 2011).
Main aims of electronic counselling are showing empathic understanding of the
problems clients present and reliance on clients' abilities to solve them (Yaphe and
Speyer, 2011). Electronic counselling services being short term, counsellors need to
be more oriented to goals and guide clients in counselling towards concrete
methods of solving their difficulties (Yaphe and Speyer, 2011).
The availability of such forms of providing professional help proved to be
increasing the probability of relying on them (Perle, Langsam and Nierenberg, 2011).
The benefits of electronic channels for counselling besides telephone counselling are
apparent in the fact that people differ in their preferences of the form of counselling.
Therefore, those who opt for electronic media counselling would probably not be
using telephone counselling Sindahl, 2011). Consequently, the availability of various
counselling channels will probably motivate more people to seek help.
It is clear that electronic counselling will suit some people more than others.
Generally, those who like written communication will benefit most from it. For
example, it has been proven that adolescent have been more used to such
communication, and they are also more relaxed and more liberal in their expression
(Nagel and Anthony, 2011). In addition, a level of digital literacy is necessary for this
type of communication. In the end, since it unfolds in silence, there is a higher
probability that electronic counselling will be used by an individual who in this
situation cannot physically distance enough so others cannot hear them and does
not want to loudly talk about their problems in front of other people and the family.
Almost all calls received from clients in e-counselling being of advisory nature
and the number of other types of contacts mentioned in the chapter about
telephone counselling being lower, only advisory consultations will be elaborated.

ADVANTAGES AND DISADVANTAGES OF ELECTRONIC COUNSELLING
Electronic counselling offers opportunities to clients sending inquiries where they
share their difficulties and receive advisory help in their homes, which is more
comfortable than attending an institution for many people. People also share their
thoughts and feelings more easily when nobody is observing them and,
consequently, they reveal and share more information with the counsellor than they
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would in face to face consultations (Yaphe and Speyer, 2011; Suler, 2004a).
Electronic counselling is a process which is slower than face to face consultations,
which may be suitable for clients because it gives them more time to focus on
themselves, their thoughts and feelings which they can write down and share at
ease, while the act of writing about difficulties can give the individual a healthy
detachment and a different perspective on the difficulties they are experiencing
(Yaphe and Speyer, 2011).
One of the significant advantages of this form of counselling is availability.
Electronic counselling is available to clients residing in places without institutions and
organisations, where professional face to face support is not available (Yaphe and
Speyer, 2011). The only things they need is the internet access and some electronic
device (e.g. mobile phone, laptop or tablet), owned by most people. Since there
are numerous associations and institutions providing such counselling for free, it is
often a more available form of help for those with limited financial resources
(Campos, 2009). It is also suitable for those who do not want a long term counselling
support but a short term professional opinion and guidelines related to the present
challenge they are coping with (Campos, 2009).
Furthermore, the advantage of electronic counselling for the client is its
anonymity. Clients can send their enquiries protecting their privacy, which is an
advantage in situations when people feel embarrassed to talk about sensitive
matters or when they are afraid of talking to professionals (Yaphe and Speyer, 2011).
However, while anonymity is often an advantage for the users, for counsellors it
means more responsibility for confidentiality and for storing the obtained data,
especially those in writing. Besides, if electronic counselling is presented to clients as
anonymous, it is not ethical for the counsellors to use information they may see from
the e-mail address, Facebook profile and similar, nor is it ethical to search for
additional data about clients on the internet using such information. Stressing
anonymity, counsellors agree to have only the data clients decide to directly share
with them.
A lack of nonverbal communication is probably the most obvious disadvantage
of electronic counselling (Yaphe and Speyer, 2011) and, if compared to telephone
counselling, it also lacks paraverbal signs. Although some authors believe that the
lack of such signs also means a lack of distractions, which may help the therapist to
focus on bonding with the client's inner world (Suler, 2004b), the lack of nonverbal
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and paraverbal signs is a communication aspect which, as a rule, requires an
adjustment on the side of counsellors and their skills. For example, since counsellors
cannot see clients in e-counselling, they often do not know if the caller is a child,
adolescent or an adult, which is necessary to clarify before offering ideas or
suggestions.
Finally, it is important to underline that e-counselling mostly will not be used by
those who do not have knowledge and skills in using the Internet and modern
communication channels. Besides, electronic counselling cannot include all
difficulties and it is the responsibility of counsellors to refer clients to seek direct help in
their environment if they decide it is necessary. They also have to refer clients to seek
emergency face to face help and they have to inform relevant institutions about
information indicating that someone's life has been threatened (Yaphe and Speyer,
2011).

ADVANTAGES

1.

 available and anonimous

lack of nonverbal

 comfortable, practical,

communication

faciitating clients' openness

 unavailability to those

 easier to achieve privacy in

who do not possess an

isolation
 slower tempo of counselling
(more time for clients to think)
written messages after the
counselling process has
finished

literacy and other
resources
 time limitations
 necessary referrals to
other forms of suppport in
more complex difficulties

Graph 1. Advantages and disadvantages of electronic counselling
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 possibility of influence via

adequate level of digital

SYNCHONISED ELECTRONIC COUNSELLING
Synchronised electronic counselling is counselling communication between clients
and counsellors happening at the same time (Sindahl, 2011). It means that the client
and the counsellor write to each other parallel, by sending each other messages
from their PCs. Synchronised electronic counselling can be conducted via various
chat systems, but also via social networks which enable such method of
communication (e.g. Facebook).
Such counselling can symbolically be compared to virtual talk. It resembles face
to face counselling because of its rhythm of communication, with a more dynamic
exchange of messages, i.e. the course of communication resembles a face to face
talk (Nagel and Anthony, 2011). Still, synchronised electronic counselling is much
slower due to the fact that it is in writing (Bambling, King, Reid and Wegner (2008).
Due to the synchronicity of engagement, what is important is an organised timeframe, i.e. time when the counsellor is available so that the client can access the
system and start communication at the same time (Sindahl, 2011).
In order for counselling via chat or some other system to be efficient, it is
important that the counsellor is open towards that way of communication, having
skills and additional education regarding counselling conducted in this way (Nagel
and Anthony, 2011). Such communication will simply not be suitable for some
counsellors. It is all right as long as they are aware of their attitudes and if, in case
they are needed for such work, they talk with their colleagues and undertake steps
which will increase their readiness. Except that, it is worth mentioning that, unlike
telephone counselling, clients in chat counselling more often disclose more complex,
more demanding and more severe problems (Sindahl, 2011), and counsellors who
undertake electronic counselling should be prepared for that.
In synchronised electronic counselling counsellors follow the structure similar to
the structure of telephone counselling. It means that counsellors strive to establish
relationships with clients, make assessments by asking questions, paraphrasing and
checking hypotheses (Nagel and Anthony, 2011), proceeding to defining problems
and setting goals with clients. At the end of the consultation, counsellors summarise
communication and repeat key agreements (Nagel and Anthony, 2011), be it
guidelines till clients' next consultation or general agreements about clients' actions
after the consultation.
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Here it is better to write short and succinct messages than long texts, otherwise
the advantage of synchronised communication via chat is lost. Similar to telephone
counselling, it is useful to remember that even in the written synchronised
communication there are times of silence and the counsellor can then write: "Take
some time to read what I have written, if you want. I am here, waiting." or "I see you
have not answered for some time now and I am wondering what you are thinking
about."
Although not very often, some chat users will contact counsellors several times
(Sindahl, 2011), which can be useful and enable counsellors a more detailed follow
up of the improvement. However, in case of clients who contact counsellors
repeatedly over a longer period of time, it is important to reconsider if there are
possible improvements or they contact them for some other reasons, such as
loneliness (Sindahl, 2011). If there is a need for that, such clients should be referred to
other, more comprehensive types of support available in their environment.
In chat counselling, counsellors, on average, spend significantly more time
collecting information, because it takes more time to ask questions, encourage,
show empathy and clarify clients' problems (Dowling and Rickwood, 2014). In the
practical sense, it often means that they are not sufficiently devoted to elaborating
and searching for solutions and goals (Dowling and Rickwood, 2014). Although
expected, and probably possible to be attributed to the slow pace of such form of
communication (Bagraith, Chardon and King, 2010), it leads to the risk that
counsellors may examine situations with clients one to two hours without considering
possible interventions.
Because of time limits, it is important that counsellors follow up the improvement
achieved in the course of chat counselling and devote time to developing ideas
and strategies of clients' coping with difficulties (Dowling and Rickwood, 2014). It
means that in chat counselling it is important that the counselling checks
beforehand what the difficulty the client wants to work on is, in order to have
enough time to focus on it (Dowling and Rickwood, 2014). If we compared it to the
phases of telephone consultations, it would mean that in such counselling the
problem is typically defined a bit earlier.
Counselling via chats usually entailing one session, the counsellor should try to set
a goal, elaborate and discuss it with the client within one session, compared to face
to face consultations or therapy where such goals are set and reached in a longer
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period of time (Sindahl, 2011). Besides having to be careful not to cross the line
between counselling and therapy, counselling via chat should not be too relaxed
and turn into a casual talk and chit-chat (Sindahl, 2011).
Framework guidelines indicate that during the first two thirds of chat communication
counsellors should examine difficulties for which the client contacted them and
collect information about them, while problem solving techniques may be used
during the whole conversation, but they are most efficient at the end of it when they
focus clients on what they can do after it has been finished (Sindahl, 2011). In the
long term, counsellors' care about planning goals can increase the efficacy of their
work with clients, because it structures the counselling and puts it in an appropriate
time frame (Strong, 2009).

ASYNCHRONOUS ELECTRONIC COUNSELLING
Asynchronous electronic counselling is conducted so that the client sends an enquiry
and receives the counselling reply within several days, which means that
communication is not simultaneous and does not imitate face to face counselling
(Yaphe and Speyer, 2011). The exchange between clients and counsellors is delayed
and slower (Yaphe and Speyer, 2011), but it is efficient and safe (Yaphe and Speyer,
2011),
Such counselling is commonly conducted via e-mails, forums and social
networks. It is important that clients know when they can expect answers
(Kotsopoulou, Melis, Koutsompou and Karasarlidou, 2015), and understand that ecounselling is not a form of crisis intervention. If the counsellor is contacted by an
individual in crisis, they need to provide data about contacts for emergency cases
so that the client can contact them if necessary (Kotsopoulou et al., 2015).
Next, asynchronised electronic counselling has some advantages over the
synchronised. The client can send an inquiry any time, regardless of work hours and
an appointment with the counsellor (Yaphe and Speyer, 2011). More time for
counsellors means more freedom to decide when to write a reply and research
some topics or consult with colleagues (Yaphe and Speyer, 2011).
Having received a reply, clients can read it several times and think about
everything the counsellor has written (Yaphe and Speyer, 2011). Clients who used the
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services of asynchronous e-counselling say that they often used to print the reply and
use it as a reminder to counsellor's words of encouragement in various situations
(Yaphe and Speyer, 2011). It can also serve as a reminder to the counsellor that
something written has been sent. That is why it is important that it is well elaborated
and concise.
This type of electronic counselling has some disadvantages, such as a lack of
straightforwardness in communication which exists in telephone and synchronised
chat counselling (Williams, 2000). Next, asynchronous electronic counselling lacks a
possibility of direct clarification of something written (Yaphe and Speyer, 2011).
Although it is important to deal with, asking questions in the way counsellors do it in
face to face consultation should be avoided. Otherwise, an answer could be filled
with questions overwhelming the client (Lulić and Fusić, 2017).
Counsellors should reformulate their dilemmas and ambiguities e.g. "I wonder
how long did the conflicts you described take." or "I would like to know if you have
tried to do something about the worries bothering you." It is advisable that
counsellors do not use pronouns and write which part of the inquiry they are referring
to in their reply, in order to avoid misunderstandings because it is not possible to
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directly refer to something an individual has said. Since it is possible that the client
does not contact the counsellor again, such communication guides the client to
reflection even if the communication does not continue (Lulić and Fusić, 2017).
In e-counselling counsellors are focused on available information. Since it is often
insufficient, and it may not be possible to check, it is a good idea to offer the client a
wider scope of possibilities and ideas which are important to support with
educational work (Lulić and Fusić, 2017). That does not mean that counsellors need
to derogate from the basic principles of counselling and take a stance of knowing
how an individual is feeling, but can write something like: "People in situations like
yours may feel sad, disappointed, helpless. Maybe you feel that way, too. If it is so, it
is important that you know it is a natural reaction to everything you have been
through."
Prior to writing an answer, counsellors need to read the inquiry in detail in order to
begin to understand what it is about and what the core problem of the client is. In
case something is not clear, it is good to record it in writing in order to refer back to
that in their reply. At the beginning of the text answering to the first such enquiry, it is
usual to thank the client for contacting them and send a message that they are glad
the client has decided to contact them and share difficulties, starting with "Dear...."
After that it is good to summarise what the client has written in the enquiry in
order to identify the difficulty to focus on. Sometimes it is clear from the inquiry, but it
is not always the case. It is also good if counsellors make use of reflecting,
paraphrasing and clarifying.
After that, what follows are researching clients' resources, identifying and
suggesting guidelines and ideas, frequently education, too, where counsellors try to
explain some content clients mentioned in the enquiry. Since it is often associated
with some questions, the client may feel encouraged to rethink some aspects of the
situation.
Finally, counsellors offer contacts for face to face counselling, as well as useful
resources to read or find on the Internet. It is good to encourage clients to get in
touch again and explain some aspects which could give the counsellor a more
detailed insight into what is happening in a new enquiry. Closing the reply, the
counsellor thanks the client and salutes. In later replies, if counselling proceeds via
electronic channels, the above described structure can help the counsellor, but the
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introductory and closing parts do not necessarily need to be in such detail and that
formal.
Some authors recommend that counsellors focus on the present signs that can be
read from the written text instead on the lack of nonverbal signs (Yaphe and Speyer,
2011). Since the asynchronous electronic counselling offers a reduced possibility of
checking and asking questions is not recommended, it is necessary to more actively
think about how the individual to whom the counsellor is writing a reply is feeling.
Counsellors can take into account all the signs in the received text which could give
some clues, e.g. three dots, expressions the client is using or repetitions, the way of
writing, punctuation which is repeatedly used, etc. (Lulić and Fusić, 2017). By
increasing the quality of written communication counsellors can, to a degree,
compensate for the lack of physical interactions (Nagel and Anthony, 2011).
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We Are All in the Same Storm but Not on the Same Boat

Reminders for Providing Psychological
Counselling to COVID-19 Patients
Inge Vlašić-Cicvarić

Psychological help is offered and provided as distance counselling due to the
characteristics of pandemic COVID-19 crisis circumstances. Numerous psychological
recommendations and advice related to current aggravated life circumstances can
be found in the online manual "Corona virus and mental health: psychological
aspects, advice and recommendations" published on the Croatian Psychological
Chamber web pages (www.psiholoska-komora.hr), intended for professionals and
the wider public. Many institutions in Croatia have organised telephone lines for
psychological help. In mid-March, the Croatian Psychological Chamber, helped by
the Croatian Psychological Association and county psychological associations
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started a Network of help lines for psychological help by the Croatian Psychological
Chamber and the Croatian Psychological Association aiming at facilitating the
availability of psychological support in the whole Republic of Croatia, 150 volunteer
psychologists actively working for the help lines.
On the first day of May, 1421 citizens were recovering from COVID-19. Some of them,
mostly those with more severe symptoms of disease, were treated in hospitals, others
at home in self-isolation. Hundreds are still in treatment, while thousands have been
through or are still in a two-week self-isolation as a precautionary measure due to a
possibility of falling ill as they have been in contact with an infected (ill) individual.
Although the situation of COVID-19 pandemic is affecting each of us as a health
threat and a stress due to the necessary adjustment to significant life changes
caused by the precautionary measures against the corona virus, we are not equally
affected. There are many individuals who saw the threat to their health coming true,
who are this crisis event direct victims.
The public has been regularly presented with information by the National
headquarters and the professionals have recently been increasingly pleased to
release information about the growing numbers of the recovered released from
hospitals and those quarantined in their homes. However, available data in the
literature claim there are negative impacts of hospital treatments and of being
quarantined on our mental health, with not only short, but also long term sequelae.
Therefore, as a reminder for counsellors, we are sharing here some relevant
information about the possible characteristics of counselling those who have fallen
ill/recovered from COVID-19.
Providing psychological help and support in crisis situations to individuals being in
treatment or have recently been in treatment for the COVID-19, via telephone
counselling is conducted according to the general principles of psychological
counselling: empathy, understanding, individualised help and support. Our previous
knowledge and skills (acquired during the Croatian War of Independence and after
that) have additionally been refreshed and completed through webinars organised
by the Croatian Psychological Chamber in collaboration with the Child and Youth
Protection Centre of the City of Zagreb, as additional support for the counsellors.
Each counsellor-psychologist knows how to answer, greet, modulate the tone of
their voice and rhythm of speech to express a focused interest and care for the
interlocutor seeking support. Counsellors also know how to use the skills of active
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listening (paraphrasing, reflecting...) of expressing interest, empathy and readiness to
provide support and send their callers a message that they are not alone. It is
important to be aware of telephone communication where information that we are
listening and actively involved in is sent by verbal and not by nonverbal signs.
If necessary, we can encourage clients by asking what they are thinking about
the situation, which physiological reactions they register, and similar. For example we
can ask: "What made you call right now? What did you have in mind...?" It is
important to ask about their feelings, asking such questions as:


"How are you now?“



"How are you feeling?“



"How do your feelings vary during the day?“



"When, where and which activity make you feel best?“



"What is most difficult for you?“

Feedback you are giving should be focused on normalisation (e.g.: "These are the
situations when for us as people such complex experience when we simultaneously
feel a mix of emotions, fear, anger and sadness is normal.") and focus on the
'problem' the caller opts for.

WHAT IS GOOD TO HAVE IN MIND IN COUNSELLING DIRECTLY
AFFECTED INDIVIDUALS?
Counselling people who are sick is different from counselling those who have
recovered treated in hospitals or in self-isolation at home.

What do we know about the stressors of hospital treatments?
Information that an individual was or is now encountering a diagnosis of potentially
vitally threatening illness gives counsellors references to their possible emotional
experience. Examples are known reactions of those informed that they are ill,
including shock, disbelief, denial, rejection and anger, consternation, sadness and
depression.
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Being hospitalised for COVID-19 is similar to being hospitalised for other acute
potentially vitally threatening diseases. Findings from numerous studies show that
intensive care treatment has the potential of traumatic event presenting an
increased risk for the development of posttraumatic stress disorder (up to 64%), and
other mental disorders, primarily from the spectrum of anxiety and depressive
disorders, sleeping disorders, cognitive problems and a lower quality of life (Bienvenu
and Jones, 2017).
Interpretations of possible negative mental health outcomes include complex
interactions between the experience of life threatening disease/injury trauma and
stressful medical procedures in intensive care units and the unnatural, strange
environment which includes a 24-hour artificial light, incessant sounds produced by
devices and the monotony interrupted by disturbing sounds of medical interventions
on other patients, etc. (McGiffin, Galatzer-Levy and Bonanno, 2016).
Even those who were not treated in intensive care during their hospitalisation for
COVID-19 and other infectious diseases, medical staff in medical protective wear of
the type that hides them to a maximum and such an unnatural situation is difficult
not to experience as an interpersonal and communication barrier. The above
mentioned, together with staying in the isolation room, involves a reduction of
sensory stimuli and an extreme limitation of social interactions of even eye contacts
with others (Purssell, Gould and Chudleigh, 2020). In such circumstances it is easy to
read the message "you are a danger for other people".
It has been proved that principles and techniques of psychological first aid
including providing psychological support, strengthening coping mechanisms and
assisting in solving real problems can produce positive outcomes (Bienvenu and
Jones, 2017). The importance of drawing up guidelines for the availability of
psychological interventions to diminish psychological sequelae in those treated for
COVID-19 (Orrù, Ciacchini, Gemignani and Conversano, 2020) is emphasised.

What do we know about the stressors of isolation (quarantine)?
In some previous epidemics (SARS, Ebola, H1N1, "equine influenza“, MERS...)
psychological impact of quarantine and isolation was studied. Isolation proved to be
the strongest predictor for the stress disorder symptoms (Brooks et al., 2020).
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Quarantine and self-isolation almost inevitably represent unpleasant experience.
Some individuals can dramatically be affected by them because they unavoidably
include a series of aspects, like (Brooks et al., 2020):


separation from the loved ones



loss of physical contact and interactive activities



loss of freedom and autonomy



Increased concerns and fear about health – "Will the illness manifest?“, "Will
the symptoms aggravate?“, "Shall I survive?“



loneliness



feelings of being neglected



insecurity



uncertainty



unpleasant feelings of sadness, anger, guilt, boredom, frustration etc.

Several studies have already reported the negative sequelae in those ill from COVID19 such as the symptoms of acute posttraumatic stress disorder, confusion,
avoidance behaviours, anger and, naturally, fear (Duan and Zhu, 2020; Orrù,
Ciacchini, Gemignani and Conversano, 2020). More prominent difficulties, especially
the symptoms of post traumatic stress, avoidance behaviours and anger are linked
with longer duration (more than 10 days) of self-isolation or quarantine.
Fear of illness and fear of infecting others, especially the loved ones and family
members occur and increased worrying manifests if the person feels some physical
symptoms or change which is potentially linked to the infection. Fear that the
perceived symptoms show infection is linked to psychological outcomes for several
months to follow.
Frustration and boredom − restricted mobility, being closed within four walls, loss
of usual routine, a reduction of social and an absence of physical contact with
others often result in boredom, frustration and the perception of 'being isolated from
the world' causing stress. Frustration is amplified by being thwarted in performing
one's usual daily activities like going shopping, going for a walk, exercising in the
gym, borrowing books in the library, even emptying the trash bin.
Concerns about the purchase availability of basic life supplies (food, hygiene,
medicines) and about the access to information, as well as about financial insecurity
and having a perception of being stigmatized are also frequent (Brooks et al., 2020).
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Recommendations for people in treatment and those who have
recovered
It is good to (gently) remind individuals who completed treatment of differences
between before (when they were ill) and now (after they have recovered), which is
not possible while they are in treatment. Those in treatment should be encouraged
to focus on even discrete positive changes they see in their physical status during
treatment (how it was yesterday, a few days ago, and how it is today)
It is known that those who are hospitalised should preferably be advised about
what they can do for themselves in order to mitigate the feelings of helplessness and
loss of control. It is good to ask them what their days look like in order to gain insight
in their situation.
 Individuals hospitalised for infectious diseases have a very narrowed repertoire
of possibilities to personally plan their daily activities (distinctly undermined
feeling of situation control, helplessness).
 However, when they call psychological help phones, it is obvious that they
have an opportunity to use mobile phones to communicate with others,
maybe even to use the Internet. In such cases it is possible to instruct them to
activate aiming at distraction, so that the engagement with chosen content
focuses them to something which is not lying in hospital bed, and to regularly
communication with their loved ones which is beneficial.
 It is certainly beneficial to recommend relaxation techniques. Descriptions
and practical simple instructions for breathing exercises, self-massage and
visualisations are presented in the manual "Corona virus and mental health"
on the CPC web-site: How we can manage stress and relax (p. 21).
 We have abundant practical advice about daily routine structuring for those
isolated at home. In "Corona virus and mental health" texts: How to keep your
head (and our heart healthy) during isolation and quarantine (p. 48),
Psychological self-help in self-isolation and quarantine − recommendations
and advice to remain mentally healthy (p. 51) and How to stay at home and
not go mad (p. 53) offer many ideas to recommend and examine discussing
their acceptability and suitability for personal interests and abilities.
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 Data available in literature regarding the stressors after recovery underline
feelings of being stigmatised due to having suffered from infectious disease
(Brooks et al. 2020). It is also important not to forget the well-known stigma of
mental diseases, and especially the stigma of having sought psychological
help described as a barrier to people with living difficulties to reach
psychologists (Vogel and Wade, 2009).

Simple and familiar, yet important components of counselling for ill
individuals
 There is a wide range of reactions which are normal when the situation is
"outside of normality" (threatened life and health).
 Recovery takes its course and time. Patience is important during the physical
recovery, and especially during the mental or emotional recovery.
 Need for social and emotional support is common in everyday life, especially
in stress. It is beneficial to seek and obtain it when someone feels stressed.
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 To form individually adjusted advice, it is necessary to examine the perception
of support availability (if there is a possibility of telephone contact, who you
talk most readily, if you talk about your worries with someone...) already
utilised coping strategies (how you make it easier for yourself, when is it you
feel better), current needs and individual interests.
 It is important to include in psycho education the well-known stigma of
seeking psychological help. It is useful to give clear information about the
benefits

of professional

help

emphasising

advantages

of continuous

psychological counselling for a better and faster recovery and encourage the
individual to contact a mental health professional in their local environment.
Individuals who are still not ready to do it need to be encouraged to continue
using the anonymous telephone counselling.

CONNECTED

111

2.

We Are All in the Same Storm but Not on the Same Boat

References
1. Bienvenu, O.J. and Jones, C. (2017). Psychological Impact of Critical Illness. In O.J.
Bienvenu and R.O. Hopkins (Ed.), Psychological and Cognitive Impact of Critical
Illness (str. 69-104). Oxford University Press.
2. Brooks, S. K., Webster, R. K., Smith, L. E., Woodland, L., Wessely, S., Greenberg, N. and
Rubin, G. J. (2020). The psychological impact of quarantine and how to reduce it:
rapid

review

of

the

evidence. The

Lancet,

395(10227),

912-920.

https://doi.org/10.1016/S0140-6736(20)30460-8
3. Duan, L. and Zhu, G. (2020). Psychological interventions for people affected by the
COVID-19

epidemic. The

Lancet

Psychiatry,

7(4),

300-302.

https://doi.org/10.1016/S2215-0366(20)30073-0
4. McGiffin, J. N., Galatzer-Levy, I. R. and Bonanno, G. A. (2016). Is the intensive care unit
traumatic? What we know and don’t know about the intensive care unit and
posttraumatic stress responses. Rehabilitation Psychology, 61(2), 120-131.
5. Orrù, G., Ciacchini, R., Gemignani, A. and Conversano, C. (2020). Psychological
intervention measures during the COVID-19 pandemic. Clinical Neuropsychiatry, 17
(2), 76-79. https://doi.org/10.36131/
6. Purssell, E., Gould, D. and Chudleigh, J. (2020). Impact of isolation on hospitalised
patients who are infectious: systematic review with meta-analysis. BMJ open, 10(2).
https://doi.org/10.1136/bmjopen-2019-030371
7. Vogel, D. L. and Wade, N. G. (2009). Stigma and help-seeking. The Psychologist,
22(1),20-23.
8. Hrvatska psihološka komora (2020). Koronavirus i mentalno zdravlje: psihološki aspekti,
savjeti i preporuke, on-line priručnik (Croatian Psychological Chamber (2020)
Coronavirus and Mental Health: Psychological Aspects, Recommendations and
Advice, online manual. From: http://psiholoska-komora.hr/static/documents/HPKKoronavirus_i_mentalno_zdravlje.pdf on 1.5.2020

112

CONNECTED

113

2.

We Are All in the Same Storm but Not on the Same Boat

Especially Challenging Calls:
Specific Characteristics of Communication
with Those Suffering from Mental Disorders
Vlatka Boričević Maršanić
Providing support for individuals in crisis via phone lines or online is filled with various
challenges, many of which are related to communication devices. In a pandemic
situation as we are now, this type of support is key to ensuring the availability of
support to wider population. At the same time, in order to efficiently provide support
in this way, it is of utmost importance to know which obstacles we may encounter
and build up the skills and knowledge which may help us to overcome them. One
such challenge is − how to provide efficient and supporting communication with
those suffering from various mental disorders caused or aggravated by the existing
stress circumstances, having in mind the specific characteristics of telephone or ecounselling.
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CONCEPT AND TYPES OF COMMUNICATION
The word 'communication' is originally the Latin word communicare, meaning to talk,
discuss, speak or advise. The term is defined as a process of transmitting messages
from one to other person/s via symbols.
Communication between two people consists of the following elements (Cheney,
2011):
1. Intentions, ideas and feelings of the sender
2. Coding the message and the transmission of intentions, ideas and feelings in it
3. Sending the message to the receiver
4. Communication channel
5. Decoding the message by the receiver – interpreting the content of the
message
6. Answering the sender
7. "Noise“ in all phases, interfering with the communication process
Based on the used symbols, signals and signs and on how they are transmitted, we
classify several types of communication (Bryant and Miron, 2004; Hargie, 2019; Jun,
2018; Matsumoto, Hwang and Frank, 2016; Vocate, 2012):

Verbal or nonverbal

One-way or two-way
communication

Interpersonal or
intrapersonal

Direct or indirect

Mass communication

Successful or
unsuccessful

Oral verbal communication is established by speaking, which is the most important
way of communication and is related to our ability to produce various phonemes, to
join them in morphemes − signs for something socially defined − and in word systems
which make up languages.
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The use of spoken language is defined by various factors, such as the speaker's:
 level of education
 previous life experience
 psychophysical status
 emotional status.
Nonverbal communication is also a very important component of communication
and it is important that it matches verbal communication. In a telephone
conversation, nonverbal communication includes the quality, tone and rhythm of
voice and speech.

MENTAL DISORDERS
Mental disorders are states marked with changes in the way of thinking, feeling,
mood and behaviour, which cause subjective discomfort of an individual and/or
deteriorated functioning in various life aspects (work/school, family and social).
Mental disorders can limit an individual's ability to perform some functions (e.g. to talk
with family members and other people and to seek help) and roles (e.g. being an
employee). They cover a wide spectrum of various disorders including organic,
psychotic, affective and neurotic personality disorders as well as alcohol and drug
addictions.
There is much prejudice about those suffering from mental disorders: that they
are dangerous, incapable of making decisions, difficult to communicate with and
that it is best not to communicate with them and avoid them (Ingram et al., 2008).
These biases are present in the general population, but they are not rare among
helping professions, even among health workers. Prejudice and fear of individuals
with mental disorders result from a lack of knowledge about mental disorders and
incapability to communicate with those suffering from them (Papageorgiou, Loke
and Fromage, 2017).
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Signs indicating a serious mental disorder:


"voices" or auditory hallucinations, delusions



high level of anxiety at the somatic (dry mouth, heart palpitations, rapid
breathing, tingling, vertigo, nausea, diarrhoea and similar), cognitive
(worries, catastrophic thoughts) and behavioural levels (avoidance
behaviour, e.g. not going out of one's home)



loss of mental balance



disordered rhythm of being asleep and awake (excessive sleeping or
insomnia), even for only a few days, and eating disorders (excessive eating
or loss of appetite)



giving up normal activities – personal hygiene, obtaining groceries,
contacts with family and friends



thinking of, planning or attempting suicide



frequent interpersonal conflicts.

We should have in mind that a significant number of people with mental disorders
are not treated − their symptoms are not recognised and diagnosed (Burns, 2004).
Some do not know that they have a mental health problem, while others have an
insight into that, but have not sought professional help for different reasons.

COMMUNICATION WITH SOMEONE SUFFERING FROM A MENTAL
DISORDER
Communication problems with individuals suffering from mental disorders are related
to the nature of their disorders and may require additional efforts and unerstanding
from those who communicate with them (Bassilios, Harris, Middleton, Gunn and Pirkis,
2015). Individuals suffering from mental disorders may encounter problems in all the
types and elements of communication, both in its verbal and nonverbal aspects.
In communication, these individuals can (Leach and Christensen, 2006):


withdraw and not talk when they feel depressed



feel irritable, have bouts of fury or behave unpredictably due to their unstable
temper and impulse control difficulties
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have difficulties in processing and interpreting signals from their environment,
which presents as a perception disorder in the form of illusions or hallucinations
or thought disorders in the form of various delusions



incorrectly perceive other people which may lead to social anxiety or
paranoia



have limited vocabulary resulting from difficulties in their mental processes,
feelings and motivation



set unreasonable demands from others or show a lack of care for them, as a
consequence of aggression or preoccupation with fear and anxiety



oversee or wrongly interpret usual social signs like some expressions or
utterances, which may lead to misunderstandings.

Communication problems can aggravate when individuals with mental disorders
suffer from alcohol and/or psychoactive substance abuse:


because of the direct alcohol or psychoactive substance action, cravings or
withdrawal symptoms



addicts' conflicts with others can result from lies, broken promises and
unfulfilled obligations.

Communication starts with active listening
When you say something, when you utter it and the attitudes behind your words
have a great impact on the reception of your message (Masi and Freedman, 2001).
Language and words are very powerful since we, people, are emotionally
connected.
Active listening enables:


understanding and helping someone to feel that they have been heard and
understood



getting an insight in someone's experience, thoughts, feelings and behaviour



improving mutual relationship



alleviating the feelings of isolation in those with mental disorders, who often
feel excluded.
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Empathic listening means identifying with another and perceiving everything from
their reference frame or perspective. The aim is not feeling sorry for another but full
and true understanding on both the emotional and cognitive levels. Empathic
listening includes:


asking open questions



reflecting, i.e. giving feedback about how we have experieenced what
someone has said



summarising what someone has said and asking for a confirmation or
correction of our perception.

If clients feel that you care and understand their perspective, it is more probable that
they will be motivated to hear you. Even if you do not agree with their interpretation
of reality, try to understand their perspectives, fears, beliefs, attitudes and plans. The
aim is to understand, even in special circumstances, such as psychotic disorders.
Validation is aknowledging clients' feelings, thoughts and behaviours. It shows
them that we are listening, accepting without judgment and understanding that
they are feeling and behaving in certain ways in the context of the existing life
circumstances. Validation does not mean approving of what they are doing, saying
or how they are feeling in some situation. It is communicating empathy and
acceptance and promoting relationship development and emotional bonding.
Avoid reactive listening. Listen to understand, instead of thinking how to
convince the client that their perspective and interpretation are wrong. Avoid
interrupting, criticizing and excessive advising.

Recommendations on how to communicate with individuals
suffering from mental disorders
Conscious

attention

to

the

communication

process

and

adjusting

our

communication can significantly contribute to its improvement, solving possible
misunderstandings and building of a supportive relationship (Riemer-Reiss, 2000;
Bashshur, Shannon, Bashshur and Yellowlee, 2016).


Respect the person. When someone feels respected and heard, it is more
probable that they will in turn respect and reflect on what you have to say. It is
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important to mention that individuals suffering from mental disorders also often
suffer from an inferiority complex, feel lonely and demoralised and crave
positive respect and understanding from others. These are painful feelings.
You may be able to influence such feelings when you show your positive
respect towards them. When you show that you are accepting and
sympathising with them, you are giving them hope and understanding so that
they may react more positive to your requirements.


Show acceptance. Individuals suffering from mental disorders are prone to
feeling that nobody loves them. It is very important for them to feel that you
accept them and care. Many of them were traumatised in the past and lost
confidence. They are prone to excessive generalising and believe they are
not loved nor do they deserve it. When you let them know that you are
accepting them and not judging, you are giving them a feeling of hope that
they are not alone and that somebody cares. Giving this message of support
you are helping them to develop trust towards you.



Try to understand. Put effort in understanding what the client is trying to
communicate. Detect clients' needs and how you can fulfil them realistically.



Speak the truth. Mental disorders do not deteriorate clients' intellectual
abilities. Therefore, do not tell untruths because it will shatter the relationship
you are trying to establish.



Adjust the complexity of what you say. Use short sentences and simple
language. If you see that the client does not properly understand you, repeat
using simpler language.



Be patient. It is important to be patient and very tolerant.



Stay calm. Try to send your message calmly and communicate respect and
calmness with your words and tone. That way the client will understand you
more easily. Keep your intense feelings under control if they occur. Talking
about facts is all right, but if intense feelings enter communication, the client
can get confused and overreact. It is important to mention that criticizing and
expressing disagreements can also cause overreactions. Strong emotions can
overwhelm parts of the brain which are responsible for thoughts and feelings
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and lead to poor control. Stay calm when you experience strong feelings, you
are an example for the client and you are enabling effective communication
and reducing the stress level.


If necessary, set boundaries. For example, "We only have five more minutes for
this conversation, let's focus on what is most important now." or "If you
continue shouting, I will not be able to continue talking with you.".



Structure the conversation. Focus on the goal of the conversation. If the client
is more difficult to understand or vague in what they are saying, use closed
questions (which are answered with "yes" or "no"). In case of constant
repetitions, try to focus the client on the content which you deem important.



Speak for yourself, not for others. For example, instead of "There is little chance
anybody could understand you" say "I do not completely understand what
you wanted to say, can you possibly repeat it more clearly". Use "I" statements,
especially in situations of imminent tension and conflict and clearly express
what you expect from that person.



Focus on the behaviour and not on the client's characteristics. For example,
instead of "Alcoholics are often problematic for themselves and for others,“,
say "I am worried that you have lately been drinking alcohol again, and you
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did not do it for some time“.


Recognise when you need to stop. Individuals with mental disorders may suffer
from auditory hallucinations, overwhelming feelings of depression, intense
anxieties, wrong beliefs and a cognitive disorganisation. These symptoms may
interfere with their ability to get involved in a rational discourse. They can show
intense reactions to your tendency to control and change their thinking and
perceptions. When the ability for rational and logical conversation is missing, it
is best to abstain from discussion. A useful way of coping with this challenge is
to show that you understand the client's feelings and you are not questioning
their delusions, hallucinations or cognitive distortions. Focus the client as much
as possible on the reality, e.g. "You feel that somebody is recording you", but
respect their emotional reaction related to these thought and perception
distortions (e.g. a fear of paranoid delusions of being prosecuted).



Avoid clinical, diagnostic and the language of pathology. You may notice the
symptoms of clinical problems such as anxiety, depression and posttraumatic
stress disorder, but abstain from a language which would link the client with a
diagnosis. For example, instead of saying "That is your depression.", say "Such
feelings and thoughts are frequent in persons suffering from depression."



Pay attention to periods of silence. Remain "silent" with the client for a short
time, but have in mind that long periods of silence can cause a feeling of
being rejected, not being accepted and understood.



Offer hope. Individuals with mental disorders are often desperate and feel
hopeless and helpless. In communication with them it is important not to
accept their negative perspective. Give them hope instead. Foster optimism,
encouragement and motivation for change, cooperation and useful
activities. Tell them that things will be better. Use affirmations and point out
their advantages, strengths, strong points and abilities or the positive aspects
of the situation. Express your positive feelings − it will in turn give them a feeling
that somebody appreciates them and increase their self-respect. You can
say: "You can be proud of yourself for your earlier achievements." or "I am
happy you are being honest about your problems now." In order to reinforce
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some behaviour, it is sometimes good to be specific. For example, you can
say: "I am happy I have heard that you got included in treatment.


Focus on one thing. If you suggest behavioural change, focus on one
particular proposition. Too many requirements at once can discourage your
clients and deepen their feelings of incompetence.



Rely on those in your client's environment. Ask for and accept some other
person, e.g. family member who can help in communication as a mediator
and a valuable source of information.



Think twice before you refer the client to another professional. Refer your client
to another professional only if it is recommended. Do not do it just to avoid
further work with that client. It can save you time in the short run, but can
cause difficulties for the client.

In brief, it is very important to show sensitivity and empathy to the individual suffering
from some type of mental disorder. The most efficient communication is calm, simple
and straightforward. Avoid giving too much advice and indirect demands.
For those communicating with individuals suffering from mental disorders it is
important that we understand that their remarks, negative comments or accusations
should not be taken personally. Perception and reactions of these people can be
under the influence of a mental disease. If the client is not responding to your
suggestions and does not show readiness to accept them, it may be because they
are going through a thought process impeding on their ability to understand you.
Counselling with individuals suffering from mental disorders can be challenging
and take much energy. Try to respect your own needs and rights. Do not let clients
disturb and threaten you during counselling. If you let them insult and disrespect you,
you will not send a good message. Use assertive statements, such as: I cannot let you
shout at me and would like us to proceed calmly." Avoid conflicts. It is better to
communicate successfully than conduct destructively and overly productive low
quality communication.
It is useful to have a list of resources in the community with updated contact
data, such as safe houses, diet plans and mental health services to propose to the
client, if necessary. Some will decline proposals, but some will accept them.
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Estimate if the client is in immediate life threatening situation, e.g. because they
have a detailed suicide plan and say that they cannot control themselves (will take
pills, jump out of the window, and similar) due to a lack of basic resources (food,
medicines) or due to an inability to function caused by the mental disorder and then
call for help for them (police, emergency services and/or social services).

SUICIDALITY
Suicidality means suicidal thoughts, statements, plans and attempts. The presence of
these symptoms indicates emergency, because suicidal thoughts, plans and
attempts are symptoms of various mental disorders, the most frequent being
depression, psychotic disorders (under the influence of auditory imperative
hallucinations or delusions in the acute phase or early remission, when the individual
has gained insight into the nature of the disorder) anxiety disorders, personality
disorders, or addictions.
Suicidality can be passive or active. Passive suicidality refers to the presence of
thoughts about events which would end the person's life, e.g. about a traffic
accident or a more serious disease. Active suicidality refers to thoughts that
individuals have to do with themselves in order to end their lives. The most common
clinical symptoms indicating suicidality are hopelessness, gloominess, high levels of
anxiety to the point of agitation and insomnia.
It is important to know that whenever we are talking with those suffering from
mental disorders, we need to actively ask about suicidality, and especially if the
above mentioned symptoms which increase the probability of them attempting or
committing suicide are present. For many of them it is relieving, knowing that their
interlocutor has recognised their suffering and understands how they are feeling. It is
possible that some clients will not immediately be ready to share their difficulties, but
they may do it later, when they trust in the interlocutor.
Common precipitating circumstances of suicide are various forms of trauma
(neglect, abuse) conflicts in the family and with the loved ones, losses such as death
of a loved one, loss of a job, status or a failure in accomplishing some desired
outcome or goal, e.g. in sport, at work or in the society.
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In the course of your conversation, clients can express any form of suicidality. If
they are not provided adequate help in time, the state can progress from suicidal
thoughts and plans to attempted and committed suicide. That is the reason why it is
important to provide timely intervention.
If, during the consultations with clients, data about any form of suicidality is obtained,
it is necessary to (Goldney, Fisher, Wilson and Cheok, 2002; Gould, Greenberg, Harris
Munfakh, Kleinman and Lubell, 2006):


avoid ending the conversation, if possible



agree that in case the client ends the conversation, the counsellor will call
back



gather basic information about the client



try to agree that during the conversation the client will not try to fulfil their
plans and intentions to commit suicide



be patient and calm to send clients the message that we can manage the
situation



ask open questions to obtain as many details about how the client is feeling,
about the existing problems and possible critical events prior to thoughts
about suicide or a decision to commit it



gather data about the social support the client has, their expectations from
the helpers and ways of handling stressful situations so far



examine the client's perception of death − whether they perceive it as a final
or temporary state. In crisis conditions there are possible cognitive regressions
and distorted perceptions of death, or ambivalence about the decision to
commit suicide. Confrontation that death is final can instigate a clear insight
into the seriousness of the decision and encourage the client to seek other
potential solutions for their situation



avoid assumptions about how the client is feeling, what they think or intend,
but gather information about the above mentioned during the counselling



ask questions about all forms of suicidality now and in the past



examine what motivated the client to call and talk and indicate that it is an
important step in seeking help and support
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point out that suicidality is often a transitory state, encourage hope and
optimism



focus on examining the problem and working out an action plan



end by summarising the conversation, the problem and the action plan



refer the client to an institution to obtain further help they need.

Talking with a suicidal individual it is necessary to avoid:


minimising the problem – sentences like „It is not that bad, you will soon get
better." can intensify the feeling of not being understood, being inadequate
and rejected



judging and inflicting guilt "It is a sin to think about death and commit suicide.“



imposing demands how the client should feel and behave



giving general recommendations because clients can get a feeling that we
do not take them seriously and want to get rid of them



promising confidentiality of information.

CONCLUSION
Due to the disorder nature which interferes with the thought process, the control
of feelings and behaviours, individuals with mental disorders can have problems at
all levels and all forms of communication. They can have difficulties in starting a
conversation, expressing their thoughts and feeling or have a changed perception
of reality, understanding and interpreting received messages.
Approaching these individuals with active and empathic listening, it is necessary
to first establish a relationship of trust, understand their respective needs, enable
them to satisfy them within the real conditions of providing telephone counselling as
well as refer them to other services and institutions to continue receiving interventions
and professional help if it is necessary.
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Telephone Counselling with Individuals
Suffering from Posttraumatic Stress Disorder
Andreja Bogdan and Herman Vukušić

The situation emerging with the fast spread of COVID-19 around the globe changed
usual cognitive patterns of self-concepts, preconceptions of others and the world we
live in. Regardless of causes, in crisis situations the rate of mental disorders increases
with a trend of the existing disorders aggravating. Numerous psychosocial stressors
are related to the COVID-19 pandemic, like a fear that oneself and the loved ones
may be infected, fear of the aftermath of the disease, an uncertainty about the
pandemic duration and its outcomes, and the risk of death. Another group of
stressors are those related to the adjustments to protection measures against the
infection: physical distance, self-isolation, limited mobility, threats of a loss and job
loss, existential instability, changed life circumstances and life style, reduced social
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contacts and loneliness. These stressors increase the risk for the occurrence of mental
disorders so we can expect their increase during and after the crisis. Consequently, in
the periods of crisis such as the COVID-19 pandemic, mental health becomes a
public health priority which requires prompt response from the whole society.
Posttraumatic stress disorder (PTSD) is a prolonged/delayed reaction to the
experienced traumatic event, which presents in psychological sequelae such as an
avoidance of trauma memories, re-living the traumatic event and increased
organism excitability. Decades of studies of this disorder resulted in expanding
knowledge by identifying various risk factors, protective factors and determinants as
well as the correlates of its acute and chronic course. The prevalence of this disorder
in general population ranges between 1% and 14% depending on the method of
gathering data, samples and accepted diagnostic criteria (Čurdžik, 2019).
In the American Psychiatric Association Diagnostic and Statistical Manual of
Mental Disorders (American Psychiatric Association, 2013), from the category of
anxiety, PTSD was classified in the category of stress and trauma related disorders.
New classification also includes two separate groups of symptoms related to
avoidance behaviours and negative changes in thought processes and mood, with
three new symptoms emerging after trauma: overly negative thoughts and
assumptions about oneself and the world, negative affect and reckless or destructive
behaviours. DSM-5 does not state differences between the acute and chronic
course of PTSD, but states the criterion that symptoms last longer than one month to
establish the diagnosis (American Psychiatric Association, 2013).
Reactions to trauma occur in several domains:


emotional (fear, sadness, despair, anger)



intellectual (difficulties in memory and concentration, denial of events)



somatic (abdominal pain or headache, perspiration)



behavioural (difficulties in communication, aggression, withdrawal).

All of these are normal reactions to abnormal circumstances, but if they are
excessive, they are pathological reactions to trauma, or PTSD. There are individual
differences in reactions to trauma and in the duration of recovery, Still, there are no
clear delimitations between 'common' and traumatic stressors (Pregrad, 1996). PTSD
can occur independently or, more commonly, in comorbidity with other psychiatric
disorders, where comorbidity with at least one psychiatric disorder occurs in 80% of
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cases (Brady, 1997). PTSD most commonly occurs as depressive disorders, anxiety
disorders,

panic

disorders,

alcoholism,

psychoactive

substance

abuse

and

personality disorders (Kozarić − Kovačić, Kocijan − Hercigonja, 2001), often
associated with a high rate of suicide.
Psychotrauma can be a chance and incentive for growth, but it can also have
physiological and psychological sequelae. Besides the COVID-19 pandemic, Zagreb
and northern counties (approximately 1.5 million inhabitants) were stricken by a
strong earthquake on 22 March 2020, which was additional traumatic experience.
Difficulties in maintaining social contacts, avoidance of physical contacts, job losses
or imminent unemployment, existential threats, changed life circumstances and
changed routines and activities of family members (work and schooling from home),
are also important risk factors for the occurrence of PTSD.
In the years following the Croatian War of Independence, PTSD was one of the
more frequent reasons for psychiatric treatment. Existing therapeutical guidelines for
PTSD

include

education

and

psychosocial

support,

psychotherapy

and

pharmacological methods of treatment. Many war veterans have been in treatment
for years and can function better or good enough due to the reduced level of
symptoms. Some of them are in sociotherapy groups and are regularly treated in
outpatient departments due to comorbidities or to prevent longer hospitalisations.
Some of them occasionally suffer from relapses provoked by far less traumatic events
than those prior to the development of PTSD (Folnegović, 2006).
That is why individuals suffering from PTSD need additional attention in this health
crisis. For the veterans and victims population which has been in treatment for PTSD
for years, besides already mentioned risk factors, additional risk factors for a relapse is
a limited availability of psychiatrists and psychologists in the health system, as well as
a limited availability of usual psychosocial and sociotherapeutical support provided
to the war veterans population through the services of the Ministry of War Veterans
Centre for Psychosocial Assistance.
Thus, a part of the population treated for PTSD has experienced the crisis caused
by the pandemic and earthquake as retraumatisation and react by intensified
symptoms or a relapse. The rest of the population who has experienced the threat of
COVID-19

infection

and

earthquake

as

traumatic

experience,

has

higher

predisposition to develop PTSD due to changed life circumstances ordered by the
measures of protection against the coronavirus spread.
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We want to draw attention to the fact that, besides the elderly and chronic
patients, children and women are especially at risk to develop PTSP in this health
crisis. In past decades understanding of the reactions of children and youth to
traumatic events with their formative impact in childhood has increased. Traumatic
experience changes the child's inner image of the world, forms their understanding
of themselves and others, forming expectations from the future which influence the
present and future experiencing of the child and the young adult. The key outcome
of traumatic experience is in its impact on the expectations about the world and
safety of life with others as well as on the feelings of personal integrity (Profaca and
Arambašić, 2009).
Except in war, PTSD is more common among women (Folnegović, 2010), and it is
interesting that during the COVID-19 crisis, 77% of those who sought help via the
Telephone network of CPC-CPS activated mid-March, were women, mostly without
a history of psychiatric treatment, who were in extremely stressful situations. Besides
the fear of infection and earthquake, they mentioned additional burden associated
with the more difficult performing of household chores (shopping for groceries,
medicines, etc.) child care and help in online schooling, care of the elderly and ill
household members. In addition, many of them emphasised problems in
coordinating obligations and family life trying to ensure conditions to work from
home (statistical data of CPC March-April 2020, Croatian Psychological Chamber)
Telephone counselling and providing psychological help via telephone in the
crisis situation caused by the COVID-19 pandemic and earthquake proved to be an
efficient form of providing psychological support. The effects of telephone
counselling in providing psychological first aid, support, counselling and targeted
therapeutic intervention is almost identical to the effects of such services provided in
direct face to face contact, with the advantages of being economical, available,
with lower anxiety and more openness in sharing problems in the first contact.
Many citizens were provided opportunities for support related to traumatic
experience a few hours or days after that. They were also provided education about
normal reactions related to trauma and encouraged to share emotional reactions
and experience related to traumatic experience (psychological debriefing).
According to the statistical data based on the call logs of the Telephone network for
psychological help of the Croatian Psychological Chamber and the Croatian
Psychological Association, psychological interventions were focused on establishing
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a feeling of safety and control over the situation and one's life, emotional relief and
offering advice in solving life problems related to the new situation and giving advice
and recommendations for actual situations.
Retraumatisation carries higher risk for PTSD symptoms. It undermines everyday
functioning of individuals with possible signs of overwhelming emotions of fear,
anger, anxiety, etc., memory flashbacks and a need to retell events, withdrawal,
eating disorders and other signs of trauma. Within four to six months after the isolation
is over, mental health problems can be prevented by providing support to those with
vulnerable mental health by providing accurate information and ensuring adequate
resources for them, like food, accommodation and similar (Jeong et al., 2016). Events
as divorce, existential threats and natural disasters are also extremely painful and
stressful events, with multiple effects of (re)traumatisation affecting the society as a
whole including deteriorated relationships with people, increased drug abuse,
intimate partner violence and other risk behaviours (Kammerer and Mazelis, 2006).

RECOMMENDATIONS FOR COUNSELLORS
 It is important to enable individuals being treated for PTSD to verbalise their
experience − ask them how they are feeling and what they are thinking
about, how much threatened and vulnerable they are feeling.
 For some people, empty streets and ambulance siren sounds, empty, closed
shops and mobility control will be triggers for memory flash-backs of war
experience − listen to them, express your understanding and be emphatic.
 Help them to separate their prior experience from current events where they
control the situations (in the here and now).
 Ask them what they can do for themselves now in order to remain healthy, to
endure the period of isolation (experienced as prison, camp or shelter) and
protect their loved ones.
 Provide them with information related to coping traumatic events skills,
possibilities to receive support from their environment and inform them where
to seek help in the environment where they live if they need it.
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 Check which information they already have and which sources they trust.
 Check how they organise their day activities − recommendations and advice
we give other citizens will be useful for them, too, so that they can function
better in changed life circumstances related to following the measures
ordered to protect us from the spread of infection.
 Empower them by reminding them that they have already been in difficult
situations and that they are capable of coping with difficult life situations, that
what they are feeling now is normal and expected.
 Examine who is their most important support at the moment. Do they have it?
Check if they have sought professional help from psychologists or psychiatrists
so far. If they have not, they are probably taking the opportunity to check if
they can benefit from professional help − do not let them down. Active
listening, patience and kindness will create a trusting relationship. It is possible
that after the ice has been broken your suggestion that they should accept
further therapeutic treatment will be accepted.
 Check

if

they

have

problems

maintaining

abstinence,

alcohol

or

psychoactive substances abuse. Were they successful in maintaining
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abstinence before, what helped or was beneficial for them and if they can
behave similarly now.
 Check if they regularly take therapy prescribed by their psychiatrist and if they
are in contact with their therapist.
 Check if there is some procedure resolving some status issue being delayed
due to the emergency situation caused by the pandemic because
dissatisfaction resulting from status problems may be a motive for calling and
seeking help.
 Pay attention to symptoms indicating a high risk of suicide in those suffering
from PTSD: depression, feeling of worthlessness, frustration, hopelessness,
meaninglessness, anhedonia, dysphoria, guilt, aggression, overestimating the
present situation difficulties, reality distortion, loss of faith and trust, loss of vital
natural urges, sexual dysfunctions, marital conflicts, a job loss, conflict
behaviours, family and friendship relationships failure, existential threats (In
Folnegović, 2006). If the existence of such symptoms is confirmed, refer the
client to seek always 24 hours available psychiatric help.
 In case the individual shows suicidal intentions, it is necessary to contact
112/192 requiring a response in accordance with accepted protocols.
Finally, do not forget that the individual who has already been diagnosed with PTSD
can also be the one who has fallen ill from COVID-19 or has been in contact with a
patient ordered to remain in isolation/self-isolation. It increases the probability of restigmatisation of them in their environment. Why does the environment react with
stigmatising people who have fallen ill from COVID-19 i.e. those traumatised?
We can use the Janoff-Bulman (1985,1989,1992) theoretical model to answer this
question. The model explains the entrenched cognitive patterns of our self-concepts,
notions of our environment and relationships to other people. Based on these
patterns, people experience the world as positive and good, believing that they can
control their destinies, that bad things happen only to bad people and that people
ultimately get what they deserve.
Traumatic experience undermines these idyllic notions so that 'healthy' members
of the society perceive traumatised individuals (in this situation it is those who have
fallen ill with COVID-19) as a potential threat, as 'carriers of a dangerous infection'
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which could shatter the soothing illusions of one's own invincibility. This explains the
reactions like ignoring, avoiding or isolating (putting in 'quarantine') those who are
traumatised or ill.
The veteran population suffering from PTSD which has already been coping with
being stigmatised in their environment due to war trauma, can additionally be
(re)stigmatised due to coronavirus infection or a danger of its spread. Avoiding
(re)stigmatisation of those suffering from PTSD can be a reason why they ignore the
symptoms of infection, delay or avoid visiting their physician, hide contacts with
someone who has fallen ill and − ignore reasons for making telephone calls seeking
psychological help.

CONNECTED

137

2.

We Are All in the Same Storm but Not on the Same Boat

References
1. American Psychiatric Association (2013). Diagnostic and Statistical Manual of Mental
Disorders (DSM-5). American Psychiatric Pub.
2. Brady, K. T. (1997). Posttraumatic stress disorder and comorbidity: recognizing the
many faces of PTSD. The Journal of Clinical Psychiatry, 58, 12-15.
3. Čuržik,

D.

(2019).

Faktori

rizika

i

kroničnog

tijeka

posttraumatskog

stresnog

poremećaja: pregled suvremenih spoznaja (Risk factors and chronic course of
posttraumatic stress disorders: review of current findings). Socijalna psihijatrija, 47(1), 51-85.
4. Folnegović Šmalc, V. (2006). Posttraumatski stresni poremećaj (Post Traumatic Stress
Disorder). From: https://www.cybermed.hr/clanci/posttraumatski_stresni_poremecaj_ptsp
on 02.05.2020
5. Folnegović Šmalc, V. (2006). Posttraumatski stresni poremećaj (Post Traumatic Stress
Disorder. Medix, 16(89/90), 134-136.
6. Janoff-Bulman, R. (1985). The Aftermath of Victimization: Rebuilding Shattered
Assumptions. In: Figley C.R. (Ur.), Trauma and Its Wake: The Study and Treatment of
Post-traumatic Stress Disorder, 15-35. Brunner/ Mazel.
7. Janoff-Bulman, R. (1989). Assumptive worlds and the stress of traumatic events:
Applications of the schema construct. Social cognition, 7(2), 113-136.
8. Janoff-Bulman, R. (1992). Shattered Assumptions: Towards a New Psychology of
Trauma. The Free Press.
9. Jeong, H., Yim, H. W., Song, Y. J., Ki, M., Min, J. A., Cho, J., & Chae, J. H. (2016). Mental
health status of people isolated due to Middle East Respiratory Syndrome.
Epidemiology and Health, 38, e2016048. https://doi.org/10.4178/epih.e2016048
10. Kammerer, N. and Mazelis, R. (2006, 24-25 April). After the crisis initiative: Healing from
trauma

after

disasters.

Expert

Panel

Meeting.

From:

https://www.hsdl.org/?view&did=746662 on 02.05.2020
11. Kozarić-Kovačić, D. and Kocijan-Hercigonja, D. (2001). Assessment of post-traumatic
stress disorder and comorbidity. Military medicine, 166(8), 677-680.
12. Pregrad, J. (1996). Stres, trauma, oporavak (Stress, Trauma, Recovery). Društvo za
psihološku pomoć (Society for Psychological Help).
13. Profaca, B. and Arambašić, L. (2009). Traumatski događaji i trauma kod djece i mladih
(Traumatic Events and Trauma in Children and Youth). Klinička psihologija, 2(1-2), 5373.
14. Statistics of call logs of the Telephone network for psychological help of the Croatian
Psychological Chamber and the Croatian Psychological Association, 2020.

138

CONNECTED

139

2.

We Are All in the Same Storm but Not on the Same Boat

Guidelines for Supporting Individuals Suffering
from Addiction during the COVID-19
Zoran Zoričić and Živko Mišević

Individuals suffering from addictions, most often to alcohol, drugs, gambling, or some
other behavioural addictions, will hereafter call seeking psychological help
predominantly with two sets of questions. The first is focused on possible
psychological support and help related to the addiction itself, commonly the
abstinence syndrome or a more frequent substance abuse, and another to
comorbid disorders in addicts, such as elevated anxiety, depression or panic attacks.
Questions from family members who live with addicts are also expected, asking how
to help them, most often how to reduce their consumption (alcohol addicts).
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The phenomenon of a gradual increase of tolerance, withdrawal symptoms if the
intake of substances is reduced or discontinued, and intoxication are common for
alcohol and drug addicts.

PROBLEMS RELATED TO ALCOHOL CONSUMPTION
Alcohol addicts generally rarely see themselves as such. Most often they believe that
they drink excessively, but that they can stop whenever they want. After restaurants,
cafés, bars and similar outlets have been closed some of them have lost their ritual
places of consumption and the support of those drinking with them and have been
pushed into drinking outside or in their family circles, buying alcohol in grocery shops.
Drinking in front of their families, they risk provoking reproaches from their family
members, which leads to a crisis situation when the addict is being judged without a
possibility of receiving treatment, since hospitals provide only emergency services.
In case an addict or family member calls and seeks advice how to reduce
drinking while avoiding withdrawal symptoms, they need an explanation about the
nature of the abstinence syndrome occurring 12 to 24 hours after the last drink. It
most often presents with tension, lower tolerance threshold, frustration, irritability and
explosiveness, perspiration, shaky fingers or whole body, and in the more severe
cases of a delirium development, with visual hallucinations, disorientation and
psychomotor agitation.
If the client has not started reducing alcohol consumption yet, and is only afraid
of the afore mentioned complications, it is best to advice admitting to themselves or
defining how much they have been consuming for years (so-called 'gauge') and
gradually reduce quantities up to three drinks per day (one drink being 0.25 l of beer,
2 dl of diluted wine or 0.3 dl of spirits). This reduced quantity of alcohol during the day
should keep them sober while reducing the intensity of withdrawal symptoms.
If the abstinence syndrome still occurs, total withdrawal of alcohol and therapy
with anxiolitic diazepam (Normabel) 3 times 5-20 mg are recommended. For a
differential therapy in case of a more severe form of the abstinence syndrome,
clients should be recommended reporting to their family physicians who will
prescribe B1, B6 and B12 vitamins and who may also recommend emergency
hospitalisation. We want to emphasise that gradual reduction and not abrupt
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withdrawal of drinking is recommended in this pandemic as being best due to a lack
of specific medical help.
It is important to mention that at later stages of alcoholism there is a drop in
alcohol tolerance so that even small quantities of alcoholic drinks can cause
behavioural changes and reduce abstinence crisis in individuals' abstaining from
drinking in these circumstances of unavailable specific professional medical help.
Alcohol addicts will suffer from increased anxiety, marital conflicts, acting out
behaviours when they or their family members will need telephone psychoeducation
and psychotherapeutical support. The support will be conducted by the counsellor
following their professional education, using the psychotherapeutic school they can
most easily apply. Clinical experience shows that referring to appropriate marital
communication, calming, commonly, verbal aggression, motivating family members
to undertake something since addicts usually refuse to do that, proved to be most
beneficial.
distortions),

Cognitive

behavioural

(structural)

systems

therapy

techniques

interventions

and

(correcting

transactional

cognitive

interventions

(examining ego states...) can be utilised for these purposes.
Every conversation should end with recommendations to seek comprehensive
treatment of alcohol addiction in one of the specialised outpatient offices (family
physicians, hospitals and clinics working with alcohol addicts, county institutions of
the Public Health Institute) which treat addictions.

PROBLEMS RELATED TO DRUG ABUSE
Unlike the people suffering from alcohol addiction who will talk about reducing the
quantities of alcohol consumption, attempts to reduce or stop taking substitutes
during the COVID-19 crisis should be avoided with drug addicts on substitute therapy
such as Methadone or Buprenorphine. The reason is that they would put themselves
in the situations of suffering from withdrawal crises which increase the risk of
intoxication, overdose, death or, in milder cases, cause auto aggression or, more
often, hetero-aggression.
That is why the fundamental message to an addict is to endure with prescribed
substitute therapy. If addicts call because they do not have therapy for that day,
being in a crisis they cannot solve, it is necessary to refer them to some of
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emergency hospital admissions. However if s/he received therapy for several days in
advance and has taken what was meant for the following day or two, the
recommendation is to reduce the dosage till next therapy and take diazepam. We
need to emphasise that telephone counsellors should not enter into conversations
about how clients can compensate for 'lost' therapy, because it commonly opens
space for their manipulative behaviours.
Addicts need to be referred to telephoning the county service for addicts,
specialists in the Clinical Hospital "Sestre Milosrdnice" (tel. +00 381 1 3787188) or
Services for Addicts of the City of Zagreb (00 381 1 3830 066). It is important to inform
patients about these, if possible, and it may be best if their family physicians call
some of these professionals in person or inform them via e-mails (available on the
internet) and communicate with them about therapy.
In reducing the consumption of other psychoactive substances, e.g. cocaine,
amphetamine or cannabis, abstinence crises (mostly psychological, less commonly
physiological) can be alleviated by diazepam (10-60 mg per day).
It is useful to know that both light and hard drugs consumption can most easily
be confirmed by not very expensive urine test strips bought in pharmacies. This is an
answer to a question often asked by parents worried about their child's behaviour.
Unlike sedative drugs (heroin, sedatives, hypnotics), stimulants (cocaine,
amphetamines) have a tendency to reduce tolerance with time, which is important
to know because even small doses of these drugs can cause signs of overdose and
effects which surprise even those addicted to them.
Abstinence crises in addicts using stimulants manifests from depression to very
dangerous suicidal states. Therapy is primarily antidepressants, while hospitalisation is
often necessary in suicidal states. That is why interventions via crisis phones need to
be focused on strengthening motivation to accept professional help.

PROBLEMS RELATED TO GAMBLING
In telephone communication with people suffering from problematic or pathological
gambling, they should be expected to most often call due to a feeling of anxiety
and emptiness, or after some crisis family situations or problems with loan sharks. In
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such cases, psychotherapeutic support, suggestions to change their focus of
attention i.e. to get occupied with some other activities (physical exercise, reading,
playing chess) are the best interventions. They should also be advised to report to
specialised outpatient offices (Clinical Hospital "Sestre Milosrdnice", Psychiatric Clinic
Vrapče, Psychiatric Hospital Sveti Ivan in Jankomir, Association KLOK, Public Health
institute County Addiction Services) after the COVID-19 crisis.
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Recommendations for telephone counselling
with children, parents and teachers
Nada Kegalj
Although classical teaching was interrupted suddenly, in only few days we managed
to organise and accept a new form of teaching − distance teaching which requires
more involvement from everybody: students, teachers and parents. Challenges and
difficulties rest on each of these players' ability to adjust to new circumstances.

STUDENTS
It is important to alleviate children's anxiety in telephone counselling. Children are
worried about their family members, their academic success, falling ill. They miss their
peers and going out. We reduce worries by active and empathic listening, talking
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about feelings and thoughts and teaching as well as giving information about the
whole situation. It is important for them to feel understanding, patience and
encouragement. Suggestive questions and those starting with 'why' are not
appropriate in conversations with anybody, and especially not with children.
If we ignore or overrate the risk, we can cause even more fear and panic. We
need to focus the conversation on good and positive information we have received
from the child. Since focusing more on negative and scary behaviours is inborn, we
need to focus our conversation to talking about beneficial behaviours and refer only
on avoiding and eliminating danger from negative and scary behaviours. Self-help
strategies can be used with older children, while the younger certainly need their
family members' support.
Counsellors certainly need to have in mind that children can recognise basic
emotions and behaviours caused by some emotions, but they sometimes do not
know how to control them. If children mention perspiration, short breath, heart
palpitations, vertigo, shaking, abdominal pain and similar, we believe they are
overcome with panic and cannot rationally decide to calm their body. Our
recommendations should be focused on breathing (guide them through the inhale
and exhale process), muscle relaxation, attention to something in the room or
outside. In any case it is necessary to focus them on distracting by something and
support staying in contact with family members if they are overwhelmed with fear
performing everyday activities.
Initial high motivation and interest in distance learning decline with time. A lack
of self-discipline in some students can lead to poor academic results. Motivation for
learning mostly depends on students self-image and belief in their own abilities, as
well as their perception of the difficulty level of the task they have to accomplish.
Conversation needs to be guided and focused on students being more active
(physically and mentally) in various activities, because passivity leads do decreased
motivation and, subsequently, reduced attention. Finally, we need to emphasise that
physical isolation should by no means represent social isolation for children. It is
desirable that they are in constant contact with their friends.

PARENTS
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In telephone counselling for parents it is important to have in mind that they have
double worries and concerns − about their children but also about themselves and
their jobs. Their worries are commonly linked to uncertainty and fear of the future.
They may ask how to explain the whole situation to their children, how to explain
the coronavirus, epidemics, isolation and risks of disease. It is necessary to instruct
parents about how to talk with their children in an age-appropriate way. The first step
is to find out how much the child knows. It is not necessary to insist on talking if the
child does not show much interest. Some children will want to spend more time
asking about everything. Explanations should be short, clear, age-appropriate,
calming and convincing.
It is possible to suggest that parents watch informative programmes together
with their children and filter information if necessary. In any case, it is necessary to
emphasise that it can happen that children hear information they do not understand
and can become worried if they see anxious adults. In such cases it is very important
to take into account that children have wild imagination.
Parents need encouragement to detect their children's moods − if they are sad,
downhearted, irritable... The best advice to parents is to play with them and help
them learn. They can develop a feeling of control over their health in children by
encouraging them to take care of their, their toys, school accessories and room
hygiene.
Regarding distance schooling, parents can show signs of fatigue, feelings that it
was imposed on them and a lack of digital competences and methods of teaching.
It is necessary to suggest that they do not do their children's homework but help and
explain what children should do. It is useful to instruct parents who lack digital
competences to seek support from teachers and school.
Counsellors' role is to provide parents with support, advice and unburden them
emotionally by empowering them in their parenting role, emphasise their positive
actions and insights and encourage them to upbring their children with love and
respect, setting reasonable rules and trusting their children. Our recommendations
are to be focused on talking (emotional cleansing), breathing, relaxing, calming
down and emphasising all good things the parent has done.

TEACHERS

148

In telephone counselling for teachers, it is important to have in mind that they
suddenly got stuck in a new situation. Classical, regular teaching is extremely
structured within a limited amount of time. Distance teaching is not. It often happens
that teachers' work hours take a whole day, due to communication with students
and parents, creating new teaching content or learning about new digital tools.
Teachers are totally alone and lonely in virtual teaching. Colleagues from the staff
room are not available to help in case of some difficulty or to complain about
something. Difficulties arise mostly due to too much responsibility. Various forms of
workplace burnout may occur. Counsellors need to take care of that.
Teachers can complain about chronic fatigue, sleeping difficulties, headache,
backache or abdominal pain. Their conditions can lead to difficulties in controlling
their feelings, deteriorated concentration or mood changes. Moreover, it is difficult to
assess how much students can learn alone from the given tasks.
Counsellors should emotionally unburden teachers recommending pauses and
rest during work and instruct them about the importance of daily routines, physical
exercise and self-care. Worries about completing the academic year and
programme realisation should be minimised. It is important that teachers hear that
expecting a full realisation of the teaching content is unrealistic. They need a
confirmation that their academic support has been replaced by non-academic
support, emphasising its contributions to developing some other skills and
competences which may not have been planned, but are still important. Like in
counselling in general, necessary ingredients of the counselling process for teachers
are active listening and understanding.
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Domestic Abuse:
Protecting and Supporting Children
Renata Ćorić Špoljar, Ella Selak Bagarić and Tea Brezinšćak

It is unquestionable that we live in times abundant with stress factors. Changes and
restrictions meant to reduce the threat of being infected require adjustments to this
changed everyday life, functioning, work, education and social contacts, which is
leading to feelings of fear, uncertainty and helplessness. The health crisis is
accompanied by economic instability we are starting to perceive, while studies show
that it is associated with failing mental health, even with an increased rate of suicide
(Parmar, Stavropoulou and Ioannidis, 2016). The pressure on the psyche of individuals
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who are isolated from their social environment and a limited availability of
professional support are the elements aggravating the risk of family violence (WHO,
2020), especially in the situations of disrupted family relationships dynamic. Numerous
institutions are warning that there is a need to put efforts into the prevention and
efficient protection against family violence, especially child abuse (UNICEF, 2020; The
Council of Europe, 2020a, 2020b, 2020c; The World Health Organisation, 2020; The
Alliance for Child Protection in Humanitarian Action, End Violence Against Children,
UNICEF, WHO, COVID-1, 2020).

FAMILY VIOLENCE AND COVID-19
Findings in the American national study about partner and sexual abuse show that
approximately 1 in 4 women and 1 in 9 men have experienced sexual abuse
including contact, physical abuse and/or stalking by their intimate partner, resulting
in fear, injury or a need for protection (Smith et al., 2017). The same study found that
almost half of women /47%) and the same percentage of men experienced
psychological aggression in their partner relationship (Smith et al., 2017).
Research shows that exposure to stressors increases the probability of
perpetrating violence acts, especially among those who have been exposed to high
levels of stress in childhood ((i.e. Gormley and Lopez, 2010; Roberts, McLaughlin,
Conron and Koenen, 2011). Therefore, it is not surprising that violence has a
tendency to increase during various types of crises (Parkinson and Zara, 2013). For
example, after the Katrina hurricane an increase of victimisation of women by 35%
and of men by 17% was recorded, while physical abuse of women doubled
(Schumacher et al., 2010), and at the same time, the risk of physical violence against
men did not change (Schumacher et al., 2010).
The background of the increasing number of interactions is an exposure to
psychological and economic stressors, factors related to isolation, increased
tendencies to negative coping mechanisms, such as excessive consumption of
alcohol (Catalá-Miñana et al., 2017) and a deterioration of mental health being
aggravated with the duration of the crisis. Among other factors, those mental health
difficulties which are, according to available studies, the most prevalent effects of
the present pandemic − anxiety, depression and posttraumatic stress disorder (Breet,
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Seedat and Kagee, 2019; Oram, Trevillion, Khalifeh, Feder and Howard, 2014;
Spencer et al., 2019) also contribute to the increased risk of family violence.
Moreover, before the pandemic, in some situations, the victims were able to get
away from violence or seek police help, which is not as available in the crisis.
Prevention measure which lead to victims being at home, can force them to stay in
dangerous situations (APA, 2020).
Based on the existing literature, Peterman et al. (2020) identified mechanism
which increase risks of abuse against children and women in the pandemic. These,
among others, include: economic instability and stress related to poverty, instability
related to disasters, social isolation, inability of women to leave abusive partners and
a reduced availability of health services which are the first to recognise abuse and
steps to protect victims.
World Health Organisation (2020) is warning that there is a possibility of utilising
the restrictions due to the COVID-19 pandemic to additionally establish control over
partners, e.g. by restricting the access to psychosocial services, cleaning and
hygiene preparations, or by spreading disinformation about the disease and
stigmatising one's partner. They also emphasise that due to the pandemic, there is a
restricted availability of various services, such as telephone lines, crisis centres,
shelters, legal aid in the service of protection, thus additionally reducing the access
to help.

CHILDREN AND THE RISK OF ABUSE
Children, being one of the most vulnerable groups, are also at a special risk of abuse
due to crises. The study Prevalence of abuse and neglect of children in Croatia
found that 15.9% of the youth experienced abuse in childhood, with 16.5% of them
experiencing emotional abuse and ¸13.7% experiencing sexual abuse (Buljan
Flander, 2007).
Studies show that the rise of stress levels in parents is often the main predictor of
physical abuse and neglect of children. Stressed parents will probably react
aggressively to their children's demands. Support systems parents used to rely on, like
extended family, schools and kindergartens, religious and other communities and
organisations, are unavailable in many areas because of the 'stay home' measures.
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The child protection system and institutions have limited resources. Since children do
not attend schools at the peak of the pandemic, teachers and professionals have
not been able to recognise the signs of abuse and report it to services in charge
(SAMHSA − Substance Abuse and Mental Health Services, 2020).

Consequences of child abuse and neglect
Numerous studies have linked abuse, neglect and witnessing family violence with
both short and long term negative effects in children and have claimed significant
association between all types of abuse and neglect, as well as of witnessing family
violence. For example, Dong et al. (2004) found that children who had witnessed
family violence experienced other forms of emotional abuse 5.8 times, physical
abuse 4.7 times, sexual abuse 2.5 times and emotional neglect 4 times more
frequently. Several studies have found that parents who are violent against their
partners significantly more often than non-violent spouses abuse their children.
Studies have been finding for years an association between children witnessing
family violence and later internalised and externalised difficulties, social functioning,
and academic achievement, while the effects of having witnessed violence have
equalled the effects of physical abuse in children (Kitzmann et al., 2003). Calvete
and Orue (2013) conducted research into how exposure to family violence led to
aggressive behaviours in adolescents. Results show that exposure to family violence
more significantly correlated with later aggression than when children had been the
victims of abuse.
Children are trying to understand and resolve their parents' conflicts from their
perspective. They also grade the threat against themselves and whether they are
responsible for the conflict. The child's perceived threat and self-accusation causes
feelings of anxiety, worry, anger, shame and of failure because they are not able to
resolve their parents' conflict (Lacković-Grgin, 2000). Instead of developing a positive
image of themselves and the world as a safe place, children in such situations
experience themselves as a failure and the world as a dangerous and threatening
place. Therefore, the exposure to family conflicts in time causes difficulties
(emotional, behavioural and somatic) in children of all ages, while mechanisms
participating in the process and types of these difficulties depend on the age and
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the characteristics of every single child and the whole context (frequency, content
and intensity, resolution of the conflict, relationships, support of the environment...).

How can we help the child?
We are aware that the current situation in which we are living abounds in stressful
factors increasing mental health risks for every individual. That is exactly why support
which we, as mental health professionals have an opportunity and can provide for
every family member who contacts us, represents a protective factor in these times
of crisis.
Psychological support is psychologically related to a conversation including
predominantly active and caring listening. It is important to take care that
communication patterns can be functional depending on whether or not we follow
some rules and consistency (resulting in a feeling of safety), simultaneously showing
flexibility in the form of openness and acceptance (enabling the experience of
support) (Corey, 2004). Support includes:


listening without moralising, judging, interfering with personal beliefs and
teaching



showing calmness and strength of being able to hear what has happened
(regardless whether it is about experienced or perpetrated abuse)



allowing time and permission for emotions and for what the individual (the
child, adolescent, adult) is ready to say



compassion, care and acceptance



following the tempo of every individual (enough time but timely response
without pressure)



encouraging and motivating the individual to continue talking and
seeking support/help

It is important to assess the individual's needs (some only need information, some
need guidelines, some need to be heard and understood and shown interest, to
listen to somebody or to be re-focused on their own strengths) which makes every
conversation, as every other relationship, different and unique.
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When we are talking with children, besides following the mechanisms of counselling
and providing support, it is also important to be aware:


why it is difficult for them to express their feeling about abuse and why they
are silent (fear and threats, trust, consequences for the family cohesion,
confusion, a feeling of shame and guilt, stigma...)



especially of the existence of various feelings for the abusive person in the
family (emotional bonds)



of the risks of re-traumatisation due to inadequate reactions (by family
members as well as professionals) to the disclosure.

Research supporting the above mentioned found that the process of disclosure and
reactions of the family members and professionals can help in victims' recovery, but
also be a source of secondary traumatisation (Lovett, 2004). It is interesting that the
study conducted by Gharaibeh and Oweis (2009), finding five factors why women
stay in an abusive relationship (social background − a history of growing up in an
abusive family, a lack of family support, financial dependence, sacrificing in the
interests of children, unfavourable social consequences of divorce) is telling us what
we already know, i.e. that "disclosure is a process... not an event" (Sorenson and
Snow, 1991).
That is why we, as helpers, still need to be reminded that, besides prompt
reactions in child protection, when we know about the child's exposure to violence,
we sometimes need to offer much patience, support and encouragement to create
the foundations for a disclosure which will lead to recovery.

HELP AT THE COMMUNITY LEVEL
The Council of Europe (2020b), referring to the Istanbul Convention, proposes
possible measures and interventions related to the COVID-19 crisis. The emphasis is
on preventative measures and it recommends that institutions undertake actions to
increase awareness, such as media publications, TV, radio or social networks
campaigns, aiming at reducing risks of violence against women and girls during the
pandemic and at an as wide as possible dissemination of information about
available help for the victims.
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An example is the Campaign "Behind Doors" led by the Ministry of the Interior, the
Child and Youth Protection Centre and Degordian Croatia during the "closed doors"
phase, i.e. during the quarantine, aiming at increasing the awareness of all citizens in
order to report abuse happening in their vicinity. Mia, the girl behind the closed door
in the TV spot and radio spots and visuals disseminated via social networks, is a girl
encountering violence in her family on a daily basis. The message of this campaign is
that dangers to children's safety during the time when doors to and out of their
homes are closed, require personal courage and everybody's responsibility in their
environment. The campaign has been supported by almost all the media in Croatia.
As a good practice example, it can also be found at the European Crime Prevention
Network (EUCPN), EU Home Affairs, Europol and the Polish organisation Fundacja
Dajemy Dzieciom Siłę translated and distributed it via social networks, television and
other channels.
The Council of Europe (2020) also emphasises the importance of awareness
raising, including additional education via online platforms, in critical sectors (health
care, judiciary) about the potential influence of measures like physical distancing,
closing institutions and generally economic and social consequences on children
and women living in abusive environments. An example is Education for professionals
working via telephone in the COVID-19 crisis, which was organised by the Child and
Youth Protection Centre of the City of Zagreb and the Croatian Psychological
Chamber in partnership with the City of Zagreb. Almost 200 psychologists were
educated online for three days about the characteristics of providing professional
psychological help in the current pandemic. They were also certified in order to
ensure the quality of services via counselling lines.
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Reporting Child Abuse as a Prerequisite for
Timely Response of the Child Protection System
Anita Matijević
The following chapter illustrates the child protection process in the context of
Croatian laws and regulations, but remains a valuable framework for developing
clear and informative guidelines adapted to different national contexts.
Procedures following the reports about children being exposed to physical, sexual or
some other threatening behaviours and reports about a current exposure to family
violence require prompt police action in preventing further abuse and protecting
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victims. It is especially important in these extraordinary circumstances when children,
especially the younger ones, have significantly limited social contacts.
Children have not chosen their families, they do not have a significant influence
in decisions important for their lives, the way they spend their time, social contacts,
living conditions, the quality of food, education or the amount of love, support and
protection they receive. Children cannot go away, they cannot decide: I cannot
endure any more abuse!
When parents abuse their children or neglect their duty to protect them from any
form of abuse or neglect and ensure conditions for their optimal growth and
development, that role is overtaken by the state by imposing the measures of legal
protection of children under the provisions of the Criminal Law.
Reporting suspected abuse is a prerequisite for undertaking measures in the
prevention of further abuse and police protection of victims. There is much
responsibility on the professionals who find out or suspect children's exposure to any
types of abuse, or recognise the risk, a threat to the safety of children or vulnerable
family members to react and promptly report their suspicions to the police.
Responsibility in the prevention of abuse is on all of us, especially when the victims
cannot seek protection themselves.
We need to have in mind various reasons why victims are not inclined to report
their exposure to violence to the police. Especially when it is children who are scared
or manipulated by perpetrators. Children love their parents, and it is not rare that
they love their abusers. Due to a lack of life experience they do not know if some
behaviours are wrong, socially unacceptable or punishable by law and that they
should not be exposed to activities and behaviours which have a negative impact
on their physical, psychological and emotional development. The above mentioned
affects children's willingness to disclose abuse. Recognising child abuse and
reporting it to the police, state attorney or social welfare centres are prerequisites for
the child protection system prompt reactions.

OBLIGATION OF REPORTING CRIMINAL ACTS AGAINST CHILDREN
The issue of reporting information about children's exposure to any type of their rights
violation is not only a matter of being professional, following the code of ethics and
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humanity, but is also regulated by a series of acts and codes. Here are the most
important ones:
Criminal Code in the 302. article proposes that the Failure to Report the
Commission of a Criminal Offence by (1) Whoever knows that a criminal offence for
which a punishment of ten years of imprisonment or a more severe punishment is
prescribed has been committed and fails to report this although he or she knows that
reporting it would enable or greatly facilitate the discovery of the offence or the
perpetrator, shall be punished by imprisonment not exceeding three years. After
that, (2) The same punishment as referred to in paragraph 1 of this Article shall be
inflicted on a public official or a responsible person who fails to report the
commission of a criminal offence which he or she has come to know about in the
course of performing his or her duties, provided that the criminal proceedings for the
criminal offence in question cannot be initiated only by private action or upon
request.
Then, Criminal Procedure Act, in article 204, paragraph 1 proposes that "All state
authorities and all other legal entities shall be bound to report criminal offences
subject to public prosecution about which they have learned themselves or have
learned from other sources".
The Protection from Domestic Violence Act in its article 7, specifies that health
workers, social welfare workers and those employed in education, humanitarian and
civil society organisations and all other professionals who find out about violence at
their work place are obliged by law to report it to the police or the state. If they fail to
do so, they will be fined with 1,000,00 to 10,000,00 kuna.
Likewise, Juvenile Courts Act in its articles 58. i 59. stipulates that nobody can
refuse to testify about the juveniles' mental development, their personalities and life
circumstances. It also stipulates that the bodies participating in the court procedures
against juveniles and other bodies and institutions required to provide information,
reports and opinions are obliged to promptly act so that the court cases against
juveniles are resolved as quickly as possible.
The duty of professionals to report criminal acts are also regulated by The
Medical Act, The Primary and Secondary School Education Act (art. 70) and The Law
on Protecting Persons with Mental Disorders. Police officers are entitled to require
medical documentation from health institutions and physicians in the course of
criminal investigation in order to gather information about the circumstances related
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to a criminal act, law violation or a harmful event against children and youth. That
documentation is extremely important for the criminal procedure to follow (The
Police Law, The Criminal Procedure Act)
In its art.21, paragraph 3, the Law on Protecting Persons with Mental Disorders
(National Gazette 76/14), stipulates that the public interest outweighing the interest
of confidentiality includes the public health protection and safety regulated by
specific statutory provisions. Next, such specific statutory provisions, in this case The
Police Law, are implemented in the provisions of the art. 21 in The Medical Act,
regulating medical confidentiality and health workers obligation to maintain medical
confidentiality.
We need to point out that the provisions of art. 22 in The Medical Act prescribe
that in cases when physicians in their course of work suspect that death or physical
injury has been caused by violence, shall promptly report it to the police or state
attorney. In compliance with that article, physicians are obliged to report their
suspicions in cases the health status of an underage or a person with disabilities is
threatened due to neglect or abuse.
Protocol on the Procedure in Case of Abuse and Neglect of Children, adopted
by the Croatian Government in November 2014, clearly prescribes that, at the
request of the police, the state attorney or the court, health institutions, social
welfare centres and educational institutions have a duty to promptly provide the
complete documentation relevant to clarify and prove criminal acts. It is also
important

to

emphasise

that

gathered

information,

including

medical

documentation, can only be presented to the judiciary for criminal proceedings, fully
following the provisions on confidentiality of procedures.

WHAT IS PUNISHABLE BY LAW?
If the child is younger than 15:
 any sexual contacts (intercourse, lewd acts) independent on the child's
consent, except voluntary acts between children where the age difference is
below 3 years
 persuading children via the internet to meet with an off-age individual in order
to make a sexual contact
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 sexual activity to satisfy one's or somebody else's lust in front of the child
 showing children, giving or making available pornographic content or things,
via electronic systems or otherwise.
If the child is younger than 18, it is punishable:
 if the person entrusted to care and educate the child is engages in sexual
activity with the child
 luring, recruiting, persuading the child to provide sexual services or engage in
them
 recruiting and encouraging children to participate in recording sexually
explicit contents, as well as organising or enabling the recordings of such
contents
 recording, providing, forwarding, presenting, possessing, accessing photos
and recordings showing children in sexual activities or children's intimate parts
 luring or encouraging the child to participate in pornographic performances
or watching pornographic performances featuring children live or via
communication channels
 neglecting the duty of raising and educating children
 child abuse or coercing them to do age-inappropriate work, or other harmful
behaviours
 unauthorised publication of their photographs or data about them, which
caused anxiety or peer mocking
 non-marital cohabitation with a juvenile below 16
 failure to provide maintenance
 violating the custody court order or interfering with the contacts between the
child and the parent
 family violence
 stalking
 threatening with something bad aiming at frightening and harassment
 physical abuse and other behaviours threatening the safety and welfare of
children.
Criminal acts against children can be perpetrated without the perpetrator being
engaged in direct physical contact and they can be reported even when data
about the perpetrator are not known.
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PRESENT SITUATION AND TRENDS
In principle we are not recording an increase in the total number of criminal acts with
the elements of family violence. In the first three months of 2019 there were 3119
perpetrators of family violence, while in the same period of 2020 there were 2466. We
are recording an increase of Family violence criminal acts (444 in the first four months
of this year as compared to 298 in the same period of last year). However, it may not
be about the total increase in violence, but more about our efforts in increasing
sensibility and education of the police in recognising and legal qualifications of some
behaviours based on the Criminal Code response instead of the Misdemeanour Law,
with the end consequence that both the perpetrators and the victims are sent a
clear message about the state attitude towards family violence.
The trend of an increased number of criminal charges for violating children's
rights, while in the first quarter of this year we have recorded a drop in the number of
sexual abuse and exploitation of children. It is the area of criminal activity that we
expect an increase of criminal acts against children perpetrated via modern
technologies using the Internet.

Table 1. Comparison of numbers of criminal acts against children

PERIOD
CRIMINAL ACT

1-4 mo

1-4 mo

2019

2020

2018

2019

1 096

1 661

448

717

Sexual abuse and exploitation
of children

488

702

358

142

Family violence

623

1 139

298

444

Violations of the rights of the child

The increase of criminal deeds Violations of the rights of the child, stipulated by the
article 177 of the Criminal Code, as the most frequent ones against children, is due to
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recognising various forms of neglect and other ways of severe violations of the rights
of children.
Except by abuse and neglect, such criminal deeds may be performed by:


insufficient support, love, respect and safety



insufficient supervision of the child (the child lives in unsafe environment, being
exposed to dangers such as unsafe windows, driving on agricultural
machinery without safety measures, parents' reckless driving, the use of
pyrotechnics, availability of medicines and/or cleansing agents, weapons,
alcohol)



leaving children in dangerous situations (e.g. in a closed vehicle when
temperatures are high)



insufficient encouragement and setting some requirements or a lack of clearly
set boundaries of appropriate behaviours (the best interests of the child)



a lack of help and support in schooling



lenience in cases of truancy from school, alcohol and drugs consumption and
other forms of asocial behaviours



withholding or delaying medical, psychological or psychiatric help if these are
necessary



manipulating children in spousal conflicts, achieving parents' goals by
exposing children in the media



unreasonable restrictions and restraining children's free activities



exposure to psychological shocks caused by scaring, repeated insults and
humiliation, drunk parents' violent outbursts, physical abuse of the other parent
in children's presence.

It is important to emphasise that not all behaviours with the traits of neglect result
from parental neglect or an intention to harm the child. Professionals need to
recognise and differentiate between the behaviours of parents who, due to their
reduced parental competences, need help within the framework and from the
institutions in charge of protecting children and families, and the behaviours which
require criminal law response and penalisation.
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Abuse behind closed doors refers not only to family violence, but also to sexual
abuse and exploitation and other forms of abuse. The digital world offers children
unlimited possibilities to learn and connect, but in the uncontrolled digital
environment, children are also exposed to harmful content, such as being exposed
to inappropriate sexualised scenes, extreme violence scenes and promotions of risk
behaviours.

REPORT CONTENT
Professionals who in their course of work learn that a child has been abused or has
been a victim of other punishable acts, need to promptly report it to the police or to
the social welfare centre. The report of child abuse sent to the police, should,
whenever possible give answers to the following questions:

WHAT HAPPENED?

WHO IS THE VICTIM?

•characteristics of the criminal deed done by the
perpetrator - how, doing what, where, when and by
which means
•available data about the victim

WHO IS THE PERPETRATOR?

•information about the perpetrator's identity and if
there were more participants in committing it

ARE THERE OTHER VICTIMS?

•if there are data about other individuals who were
the victims of the events

ARE THERE WITNESSES?

ARE THERE TRACES?

•data about those who directly or indirectly
withessed the events
•if there are data about the traces on the victim, the
place of the event or some other place where
evidence can be found

Professionals do not commonly have answers to all the questions, but it is important
not to forget to give answers to the above questions them if they do.
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REPORTING CHANNELS
Professionals can report their findings orally, in writing, via e-mail or coming to the
police premises. Written report is sent by mail or-e-mail to the police precincts or the
police headquarters. Addresses, telephone and fax numbers as well as e-mail
addresses are available on their web-pages.
Victims, citizens and professionals who learned about the abuse in their private
time, out of their line of duty, can report via the Red Button application which is on
the official web-page of the Ministry of the Interior.
The Police encourages citizens to report child abuse and family violence, not
only by calling 192, but also via other communications media, primarily the Red
Button online application. Exposure and information about sexual child abuse and
child exploitation as well as any other criminal behaviour against children on the
interned and/or in direct contact with the perpetrator, family violence, physical
abuse, neglect or some other punishable behaviours harming children can also be
reported online. Organisations, institutions and professionals working in the child
protection can install the link on their web-pages in order to make reporting as
available as possible, primarily to victimised children.

Immediate report
If a criminal act is ongoing, has just been committed or if there is a serious direct
danger that it will be committed, it is necessary to call 192. Reporting immediately is
necessary when:


it is a more serious criminal offence, especially sexual abuse or offence
against life and body



there is a danger of the child being exposed to further victimisation or that it
will affect the child's testimony



there are traces on the child which need to be recorded or there is a danger
that delay will cause the evidence to be hidden or destroyed.

172

The criminal court procedure is in the jurisdiction of the court in the child's place of
residence (art. 113. Juvenile Courts Act) but if the procedure were easier to conduct
than it is the jurisdiction of the place where the offence was committed.
In practice, the report is submitted to the police quarters at the child's place of
residence, headquarters where the professional submitting the report works, place of
committing the offence, however it can also be submitted at any other police
precincts/headquarters which will undertake urgent measures and activities and
agree on further police proceedings.

FOLLOWING THE POLICE REPORT
Having received the report or learning about possible criminal offence, the police
will conduct criminal investigation in order to find the offender, gather necessary
evidence and other important data, undertake measures for the safety and
protection of victims and report everything they found to the state attorney. In
principle, the criminal investigation will be conducted by the police officers from the
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Crimes Against Children Unit, and especially educated and trained police officers
will conduct investigative interviews with children by the principles of collecting the
best evidence (PEACE model). In the course of their investigation, the police can
also collect evidence from citizens who have significant knowledge regarding the
criminal offence.
If legal conditions are fulfilled, the police will arrest the offender, bring them to
the court and/or propose measures restricting communication with the victim. The
police will estimate the victim's needs and inform them about the rights pertaining
due to having been a victim of criminal offence. The police will give the child and
the parent/legal guardian a list of associations and services which provide help and
support for victims and instruct them to ask for help.
There is abundant information on the Ministry of the Interior web-site about child
abuse, sexual exploitation, domestic violence consequences, police duties and
procedures, protective measures and other advice which may be of use to
professionals working with children who are victims of criminal offence.

CROSS-SECTORAL COOPERATION
To improve the efficacy of child protection and helping and supporting the children
who are victims of abuse and neglect, it is important to strengthen cross-sectoral
cooperation by following the principles of: timely response and exchange of clear
information, personal responsibility and availability, flexibility, cooperability and trust.
Collective trainings are especially important for, among other things, establishing
personal contacts which facilitate future cooperation. When professionals establish
contacts, exchange telephone numbers, in their joint activities and cooperation they
strengthen trust respecting various competences and roles, which significantly
enhances positive outcomes of their activities in cases of the violations of the rights of
children.
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Exercising Rights and
Engaging Community Resources
Tamara Gojković

The following chapter illustrates resources and guidelines specific to Croatian
context, but remains a valuable framework for developing clear and informative
guidelines adapted to different national contexts.

A reason to seek psychological help in the situation of a health crisis can be
associated with the characteristics of the present, completely new situation. It can
also result from other stressors which commonly put pressure on someone's life, but
they can now see them more clearly, as new or they do not have the support they
usually do in usual circumstances. Sometimes those who call counselling phones will
want to share their knowledge about violence and abuse, or ask for information
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related to their or some close person's current need. In some of these situations,
based on your personal and professional competences, you will be able to provide
correct information, while in other situations you will inform and refer them to some of
the resources in the community. The length of the road from someone's request to
the fulfilment of their needs will depend on how well you are informed. Being wellinformed can significantly contribute to how fast protection is offered to those who
need it.

COMMUNITY SUPPORT RESOURCES
In democratic communities, help and support can be obtained within: the public,
private and civil sector. Each of the sectors consist of several organisations, and
there is certainly the one which will provide the service sought by the caller. Some of
the public resources are health institutions, social welfare, kindergartens, primary and
secondary schools, ministries, the judiciary as well as cultural, sports and other
organisations.
In doing your job, it is expected that you will sometimes refer the callers to Social
Welfare Centres, which are one of the key social welfare institutions easily available
to all citizens. They are in charge of one or more municipalities or cities in one county,
or in the City of Zagreb. A Social Welfare Centre can have one or more branches,
counting to over one hundred in Croatia.
An individual turning to a SWC can expect information about how to solve
problems and professional support and help from the centre. Their work is focused on
the most vulnerable groups, some of them being underage children without parents,
underage children without adequate parental care, children with developmental
difficulties, those with behaviour problems, persons with disabilities, the elderly and
those unable to care for themselves, persons declared legally incapable, victims of
domestic violence, families in risk, poor and all other socially endangered individuals.
One of the basic principles of social work is subsidiarity which grants rights and
services in the social welfare system to all those who cannot ensure the fulfilment of
their family members basic needs. In order to exercise these rights, individuals or
families need to fulfil the criteria stipulated by the Social Welfare Act. That is exactly
why it is important to just give the caller the information they seek, abstaining from
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guaranteeing that some right will be exercised because information which would
enable us to guarantee that is not available to us.
Rights to exercise within the social welfare system are:


guaranteed minimum allowance



accommodation allowance



heating expenses allowance



allowance for the personal needs of adults in foster care



lump sum allowance



education allowance



personal disability allowance



care allowance



status of parent-carer or status of carer allowance



unemployment benefits



allowance for poverty-stricken users of energy-generating products



social services.

“Social services include activities, measures and programmes intended to prevent,
recognise and solve problems and difficulties of individuals and families and improve
the quality of life in the community" (Social Welfare Act). Besides Social Welfare
Centres, services are also available from other providers. The individual who seeks
help from the Social Welfare Centre will be informed about that at the time of the
first social welfare service provided.
Besides the afore mentioned, Social Welfare Centres provide counselling and
help, as well as family mediation, which is specific for the resolution of a family
dispute with the help of a trained mediator. Social services also include home help,
psychosocial support, early intervention, help in joining educational programmes
and acquiring regular education (integration), residence, accommodation and
organised housing. In emergency and crisis situations, social services are available
after work hours, when the police calls the social worker on duty. Information about
their work due to the pandemic can be found on the web-site of each Centre.
Under the name of the third, non-government sector, the civil society sector has
already been mentioned as a provider of social services. They are civil organisations
joined in volunteering organisations focused on some of the target groups. One of
them, Croatian Red Cross, is the oldest and biggest humanitarian organisation. Some
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of their programmes are social supermarkets, soup kitchens and distribution of
clothes and footwear.

SOURCES OF SUPPORT SPECIFIC FOR THE COVID-19 PANDEMIC
Besides previously existing needs, the current health crisis imposes new needs citizens
encounter.


Citizens can call 113 call centre for all questions related to the coronavirus



Answers to questions about employment issues during the pandemic can be
found on the website of the Ministry of Labour, Pension System, Family and
Social Policy



Citizens stricken by earthquake can call the free 0800 8805 telephone line,
and see the information on the City of Zagreb website.

Some previously asked questions have also been actualized, such as those related to
the right of the child to both parents after divorce, an increased risk of family
violence, child abuse and neglect due to ordered measures of isolation in order to
control the epidemic, and recommendations can be found at the website of the
Ministry of Labour, Pension System, Family and Social Policy.
You can also find more information on the website of the Child and Youth Protection
Centre of the City of Zagreb about:


Campaign "Behind Doors” conducted jointly by the Ministry of the Interior, the
Child and Youth Protection Centre of the City of Zagreb and the Degordian
Agency, aiming at raising citizens' awareness so that they report violence
happening in their vicinity.



Procedures used to detect child abuse in the manual "25 questions (and
answers)“

CONNECTED

179

3.

Behind Closed Doors

180

SURVIVING AND THRIVING
Foundations of Clients' and Helpers'
Recovery and Growth

4.

Surviving and Thriving

Building Resilience:
An Opportunity Not to Be Missed
Gordana Buljan Flander, Tea Brezinšćak and Ella Selak Bagarić

The experience of working with children and adults who have faced trauma is filled
with many challenges, but also insights. One of the big lessons learned from diving
into the world of trauma is acquiring awareness of the recovery capacities,
resilience, and posttraumatic growth. Providing support for our clients on their way to
recovery we are often surprised by their inner strength. Both at work and in everyday
life we witness that some individuals succeed in overcoming significant life
challenges in a relatively short period of time and showing an extraordinary capacity
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for recovery and even personal growth. On the other hand, some people's lives are
significantly negatively changed after they have encountered stress and trauma.
Psychological studies have been trying to identify what were the reasons behind
these differences, i.e. what were the factors contributing their potential for
adjustment in difficult life situations for years. Today we know that it is the
combination of various biological, psychological and environmental characteristics
− from genes to social factors (Feder, Torres, Southwick and Charney, 2019; Herrman,
Stewart, Diaz-Granados, Berger, Jackson and Yuen, 2011), integrated in the term
resilience.
Our knowledge about resilience are very valuable at the moment. The current
health crisis we are facing and the pending economic crisis represent extraordinary
sources of stress and uncertainty. Moreover, we do not know how long all that will
take, which altogether is putting our psychological resources and coping
mechanisms to a test. Knowing that some aspects of resilience can change
throughout life and that resilience can be improved is especially valuable. These
aspects and guidelines how to strengthen them are exactly the theme we have
decided deserved special attention.

WHAT IS RESILIENCE
Resilience as a concept has been observed in history in many different ways, and
definitions have been changed with our deepening understanding. The beginning of
directing the interest of scientist to resilience were studies among children who were
growing in extremely deteriorated living conditions, which found that there were
many who managed to overcome all challenges and grow up as stable and
successful individuals (Bonanno, 2012; Luthar, Cicchetti and Becker, 2000; Masten,
2014). Contemporary researchers have moved it further by studying resilience
throughout lifetime, including a wider spectrum of life difficulties into the definition,
identifying the sources of resilience as a dynamic process (Luthar et al., 2000).
Although there is no a single, generally accepted definition of resilience, various
current definitions share some common elements, the most prominent being:
1) existence of significant difficulties or threats the individual is encountering
2) achieving a positive adjustment
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(American Psychological Association, 2014; Feder et al., 2019; Luthar et al., 2000;
Newman, 2005; Tabibnia and Radecki, 2018; Zautra, Hall and Murray, 2010)
Some authors see resilience as a characteristic (e.g. Hu, Zhang and Wang, 2015),
some as a capacity (e.g. Masten, 2014), process or outcome. For example,
American Psychological Association (2014, p. 1), defines resilience as "the process of
adapting well in the face of adversity, trauma, tragedy, threats or significant sources
of stress". Zautra et al. (2010, p. 4), who see resilience as "an outcome of successful
adaptation to difficulties", emphasise its two basic aspects: recovery (how fast
people can recover from adversity) and sustainability (the capacity to sustain
purpose in the face of stress).

Ordinary Magic
Ann S. Masten, a doctor of psychology and professor at Minnesota University,
renown for her contributions to what we know about resilience today, describes
resilience in her book of the above title as "ordinary magic" (2015). Studies show
that resilience is not rare, nor do resilient individuals possess some unique and
extraordinary qualities. It results from our common systems alleviating adaptation,
like good brain functioning, close relationships, opportunities to succeed and selftrust (Masten, 2015).

Based on the systematic literature review, Liebenberg, Joubert and Foucault (2017)
conclude that studies conducted between 2005 and 2017 indicated that resilience
was:
a) process integrating the interaction of the individual with the environment
b) dependent on personal characteristics, but also on relationships and
contextual resources from the environment
c) developing in the context of acute and/or chronic stress
Observing resilience in the broad sense, as a concept which is not applicable only
for individuals, but many other systems, too, Masten (2014, p. 6) defines it as "the
capacity of a dynamic system to adapt successfully to disturbances that threaten
the viability, the function, or the development of that system". This perspective seems
applicable in various contexts, like the family, community, economy, forest or global
climate changes (Masten, 2014). Although our focus will be on the resilience of the

186

individual, it is important to emphasise that there has lately been a number of studies
dealing with the concept of resilience at the community level (e.g. Thornley, Ball,
Signal, Lawson-Te Aho and Rawson, 2015).
Somewhat different but still a familiar perspective on the resilience concept is
provided by Bonanno, who studied recovery after an exposure to traumatic events,
defining it narrowly and specifically as a stable trajectory to healthy psychological
and physical functioning after a potentially adverse event (Bonanno, 2004; Bonanno,
2005; Bonanno, Westphal and Mancini, 2011; Southwick, Bonanno, Masten, PanterBrick and Yehuda, 2014).
Resilience is recognised as one of the four prototype trajectories after an
exposure to potentially traumatic event, with:


recovery – the pattern of an outcome including elevated levels of symptoms
and a deterioration of functioning after an exposure to a potentially traumatic
event and gradual return to the usual level of functioning



chronic anxiety – an outcome pattern including abruptly elevated levels of
symptoms and impaired functioning persisting for a longer period of time after
the exposure to a potentially traumatic event



delayed reactions – trajectory including a moderate to high level of symptoms
immediately after the exposure to a potentially traumatic event and a
gradual exacerbation of symptoms

Unlike the recovery trajectory, the resilience trajectory is characterised by a mild
disbalance immediately after the exposure, transitory and mild symptoms and
impaired functioning (Bonanno, 2004; Bonanno, 2005; Bonanno, Westphal and
Mancini, 2011).
Despite controversies in defining and operationalising resilience, which exceed the
scope of this chapter, observed from the perspective of a mental health
professional, resilience is a phenomenon which presents itself. What we recognise in
our practice may be closest to Masten and Obradović (2008) who wrote that there
were three different phenomena under the resilience umbrella:
1) achieving better than expected outcomes among individuals who are at
high risk
2) maintaining effective functioning under the burden of high stress
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3) regaining or attaining effective functioning following a period of exposure
to traumatic or other highly adverse circumstances

Are you resilient?
Instead of being a trait which we possess or not, resilience is nowadays described
as a continuum (Southwick et al., 2014), which is specific across multiple domains
and may vary depending on the age of the individual. Individuals can show
different resilience capacities in different life domains, such as challenges at work,
loss of the partner or experience of a disaster, which may also change with time
(Masten, 2013; Newman, 2005; Southwick, Bonanno, Masten, Panter-Brick and
Yehuda, 2014).

CAN WE STRENGTHEN RESILIENCE?
Can we enhance our capacity for resilience or all our cards have been bestowed
upon us since our birth? Contemporary research into resilience strongly supports the
first thesis (Brassington and Lomas, 2020; Joyce et al., 2018; Leppin et al., 2014;
Macedo et al., 2014; Robertson, Cooper, Sarkar and Curran, 2015; Tabibnia and
Radecki, 2018; Vanhove, Herian, Perez, Harms and Lester, 2015).
For example, a systematic review of 33 studies conducted on 10,741 participants
in high-risk occupations (in the military, medicine, the police, fire fighting) found that
resilience could be trained by targeted interventions (Brassington and Lomas, 2020),
while the meta-analysis conducted by Joyce et al. (2018), besides finding the
moderate effects of targeted resilience training, also confirmed the efficiency of
strategies based on mindfulness and cognitive behavioural therapy.
The resilience training was less effective in populations with prior trauma exposure
or already experiencing the negative sequelae of trauma (Brassington and Lomas,
2020), while Newman (2005) points out that the process of strengthening resilience is
more demanding for individuals with manifest psychological disorders. That does not
mean that these individuals cannot benefit from strengthening resilience, but it is
important to detect the strategies which will best suit the individual since the process
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of strengthening resilience is deeply individual (Newman, 2005). For example, it
depends on the existing resources an individual can rely on in the process, such as
strength, skills and resources available in the environment. Therefore, it is important to
choose behaviours, habits and patterns of thinking an individual wants to focus on,
and to adjust the approach.
American Psychological Association (Newman, 2005) strongly promotes the role
of psychologists in developing public resilience, focusing their efforts on producing a
series of materials and campaigns in the past 20 years. This shift in the direction of
intense activity in order to strengthen resilience was motivated by terrorist attacks on
9 September 2001. Qualitative studies aiming at researching the emotional
experience of affected individuals found that stress and uncertainty caused by the
events, compared to those caused by previous events, were different in intensity and
duration, but not in quality (Newman, 2005). Participants also claimed that they did
not feel a need to learn how to "live with" a chronic feeling of stress, but to return to
their usual way of functioning, i.e., as Newman (2005) formulates it "to be resilient".

SOURCES OF RESILIENCE
Today, resilience is understood as a multidimensional construct (Newman, 2005;.
Seligowski, Hill, King, Wingo and Ressler, 2020), which includes a series of influences
on individuals and their environment. Over the past few years, the improvement in
understanding the concept of resilience has been intensified by scientific and
technological progress which enabled a deeper understanding of the biological
aspects of resilience (Feder et al., 2019). The factors contributing to resilience can be
classified in three widely accepted groups: personal characteristics, relationship
resources and contextual resources (Liebenberg et al., 2017).

PERSONAL CHARACTERISTICS
Personal characteristics which contribute to a higher capacity for resilience include
certain stable qualities, but also a series of abilities and skills which are possible to
enhance by personal engagement and support from the environment. Individual
factors, among other characteristics, include:
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intelligence



executive functions



cognitive flexibility



problem solving skills



temperament



positive affect



sense of humour



effective self-control and self-regulation



optimism



self-confidence



self-efficacy



internal focus of control



creative thinking



faith and spirituality



some

personality

traits

(less

prominent

neuroticism,

more

notable

conscientiousness, kindness, openness and extraversion).
(Bhattacharyya, Jena and Pradhan, 2019; Cherry et al., 2018; Edwards, Catling and
Parry, 2016; Fayyad et al., 2017; Gallagher, Long, Richardson and D’Souza, 2019;
Kleiman et al., 2017; Liebenberg et al., 2017; Martínez-Martí and Ruch, 2017;
Obradović, 2016; Oshio, Taku, Hirano and Saeed, 2018; Pathak and Lata, 2018;
Santoni, 2017; Williams, Suchy and Rau, 2009; Yule, Houston and Grych, 2019)

RELATIONSHIPS
Studies of resilience in children and adults systematically indicate the importance of
stable and supporting relationships with others, including those with family, partners
and friends, but also teachers for children (Darling Rasmussen et al., 2019; Edwards et
al., 2016; Eisman, Stoddard, Heinze, Caldwell and Zimmerman, 2015: Hirai et al., 2020;
Liebenberg et al., 2017; Malkoç and Yalçin, 2015; Martínez-Martí and Ruch, 2017;
Sippel, Pietrzak, Charney, Mayes and Southwick, 2015; Tiet, Huizinga and Byrnes,
2010; Yule et al., 2019; Zhao et al., 2019).
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CONTEXTUAL RESOURCES
Resource individuals draw from their environment and which are not linked to
relationships, such as: availability of physical and mental health care, of formal and
informal education, a safe place to live, a cohesion of the community the individual
lives in, and similar), are also important for resilience Liebenberg et al. (2017)
Now we are going to more intensively discuss the factors we, as mental health
professionals, can influence aiming at strengthening resilience and alleviating the
long term consequences of the current health crisis and pending financial instability
on the mental health of individuals.

ENHANCING RESILIENCE
Changes caused by the current pandemic, as well as its consequences for financial
stability and family violence rate we are yet to fully experience are a source of
extraordinary stress for many children and adults. There are three responsibilities of
mental health professionals at this moment:
1. PREVENTION − efforts to alleviate consequences for children's and adults'
mental health,
2. INTERVENTION − provision of adequate support to children and adults whose
mental health is deteriorated and
3. SELF-CARE − taking care of our own needs and mental health.
Regardless of the area we are currently most dedicated to, enhancing resilience is
the key aspect of our engagement. Extensive research into resilience in the past
years has enabled us to more deeply understand it, especially its neurobiological
foundations, to identify aspects of resilience that we can influence by developed
interventions, and to understand the characteristics of interventions that enable their
efficacy. The awareness enabled a development of various models of resilience,
such as the three part model of psychological resilience (de Terte, Stephens and
Huddleston, 2014), the model of adolescent resilience (Haase, 2004) or disaster
mental health of John Hopkins University (Kaminsky, McCabe, Langlieb and Everly,
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2007), which can currently offer guidelines for the development of support
interventions.
We are going to write about the guidelines for enhancing resilience in the full
swing of the COVID-19 pandemic and then those based on a review of research by
Tabibnia and Radecki (2018) incorporating various strategies to enhance resilience
and their measurable effects at the neurobiological level. Tabibnia and Radecki
(2018) identified two strategies of engagement aiming at empowering individuals
and enhancing their resilience: behaviour interventions (focused on changing
behaviours and habits) and cognitive interventions (focused on changing cognitive,
i.e. linguistic patterns).

ENHANCING RESILIENCE BY CHANGING HABITS
Encourage active coping, self-efficacy and a feeling of control
over the situation
In the existing situation, many things are out of our control, but not all of them. Studies
show that even when the stressor is not under our control, a feeling of being in
control and a belief in our own self-efficacy contribute to our resilience. Focusing on
what we can control and active coping with stressors can help in reducing the
intensity of the total experienced stress. For example, we can apply procedures to
protect ourselves from the infection and reduce the amount of time we spend
gathering information or talking about the virus with other people. We can structure
our day and decide, together with our family, how we want to spend our free time,
or put effort into learning some new skill which can help us coping.

Encourage care of physical welfare
Physical health is very important for emotional welfare and resilience. At the same
time, exposure to stress is often linked with deteriorating the routines involved in care
of physical welfare and the quality and quantity of sleep, the lack of which is in itself
a stressor and can endanger emotional welfare (Tabibnia and Radecki, 2018). In the
current situation, care of physical welfare is under an additional pressure to change
due to epidemiological measure, those restricting mobility in the open, reduced
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availability of services related to physical activities and can lead to changes of
eating patterns caused by stress.
Make your clients aware of their patterns of self-care, especially in stressful
situations and their importance in coping with stress. Encourage healthy(healthier)
eating habits, physical activity appropriate for the individual incorporated in their
daily routines or spending time in the nature. Identify possible obstacles to changing
nonadaptive habits and examine how to overcome them. Encourage habits helping
to get enough sleep, which is a minimum of 7 hours for adults (American Academy
of Sleep Medicine and Sleep Research Society 2015), such as:


restricting the use of psychoactive substances (caffeine, nicotine, alcohol,
etc.), especially in the afternoon (Bartel, Gradisar and Williamson, 2015; Clark
and Landolt, 2017; Garcia and Salloum, 2015)



avoiding day time sleep − although studies do not support the existence of
negative effects of day time sleep on the quality of night time sleep in the
general population, individuals suffering from sleeping difficulties may benefit
from restricting it in the late afternoon (Irish, Kline, Gunn, Buysse and Hall,
2015)

CONNECTED

193

4.

Surviving and Thriving



abstaining from the use of electronic devices before going to sleep (Bartel,
Gradisar

and Williamson, 2015; Chinoy, Duffy and Czeisler, 2018; Orzech,

Grandner, Roane and Carskadon, 2016; Šmotek, Fárková, Manková and
Kopřivová, 2020)


using relaxation techniques before sleep (Debellemaniere et al., 2018; Liu et
al., 2020; Özkan and Rathfisch, 2018; Yona and Dahlia, 2020)



incorporating outside time practising physical (especially aerobic) activities
in daily routines (Lederman et al., 2019; Stothard et al., 2017; Wunsch, Kasten
and Fuchs, 2017)



moderate and well-balanced nutrition (Chaput et al., 2014).

Connections and support
Social support is one of the most studied components of resilience, and its
contributions to physical and emotional health are clearly recorded. The measures of
physical distances we, as a society, are implementing in our attempts to slow down
the course of the pandemic, have completely changed how we fulfil our basic
human need for closeness and connection.
Our contact with others to a significant extent happens via digital technologies,
and face to face contacts happen with consequential restrictions. The pandemic
confronted us with isolation from others during the quarantine or self-isolation of
those who have fallen ill or are suspected to have been infected. Despite the fact
that restrictive measures are being eased, since their duration is uncertain, our
behaviour patterns are still changed. As long as COVID-19 is active, our "new normal"
will include caution, avoiding physical contact, physical distance, while special
measures like masks which hide social signs on interlocutors' faces are in force.
Paradoxically, face to face contacts which otherwise may generate calmness, are
now simultaneously a source of anxiety due to the risk of infection.
In strengthening the feeling of connection, closeness and being accepted, now
it is important to recognise and follow the changing recommendations related to our
physical health. Explore your clients' social networks together with them and identify
the sources of support. If necessary, examine how they can expand them, having in
mind that their importance and closeness are more important than the quantity of
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relationships. Special attention regarding this should be given to otherwise isolated
clients, like the elderly or those suffering from psychological problems. When in
contact via digital technologies, encourage your clients to strive for a more
comprehensive contact, turning on the audio or video whenever possible.

Gratitude
Many studies confirm the link between fostering gratitude and emotional welfare.
Support your clients in gaining awareness of those small (and big) things they are
grateful for. Encourage them to write a dairy of gratitude or express their gratitude to
others directly or via messages.

STRENGTHENING RESILIENCE BY CHANGING THOUGHT PATTERNS
Provide support in enhancing emotion-focused coping strategies
In a situation of strong and long-term stress caused by the circumstances we are
encountering for the first time and for which we do not yet possess developed
coping strategies, it is important to focus our attention on developing healthy
emotion-focused coping strategies. Make your clients aware of their patterns of
coping with emotions and the traps of their suppression and avoidance. Offer
support in accepting their own emotions, naming them and expressing them in
private (e.g. on paper) or sharing them with the loved ones.
In uncertain and emotionally demanding situations people are prone to
unconsciously follow patterns of thought although these can lead them to stressful
conclusions and additionally increase their anxiety and uncertainty. Such patterns
are not rare and they rely on the fact that every individual possesses a specific
perspective of perceiving life events and situations. Problems arise because following
such thought patterns often changes how we behave and feel.
If exercise changes our thought patterns which lead to disturbing conclusions,
we will manage to influence our behaviour and emotions in some situation. To make
things easier for clients, it is important to guide them to using their potentials
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(knowledge and experience) trying to view the situation through a more positive and
optimistic lenses. Develop cognitive reappraisals skills, reframing and reinterpreting
the circumstances burdening us, with the goal of alleviating their emotional effects.
An example of changing thought patterns about the pandemic:
1. "This crisis has totally destroyed me financially, I am going to be unemployed!"
2. "I have been successfully coping with crisis situations so far, and I am not alone
in this one. I am going to follow the published support measures and focus on
what I can do and what is in my power."
Encourage an optimistic style of explaining (Seligman, 1988, acc. to Tabibnia and
Radecki, 2018), and a tendency to interpret negative life circumstances as
temporary, limited to specific situations and caused by external factors. For example,
we can support clients' attitude that this will pass and help them to identify the
aspects of everyday life the pandemic has not negatively affected and are still
under their control.

REMINDER
Individuals with an optimistic style of explaining,
interprets the causes of negative events as:

VOLATILE

SPECIFIC

EXTERNAL

"Whatever happens
will pass."

"This does not affect
all aspects of my
life."

"This event was not
under my control."

Individuals with a pessimistic style of explaining,
interprets the causes of negative events as:

STABLE

GLOBAL

INTERNAL

"This will never
stop."

"This destroyed my
life."

"It is my fault to
have fallen ill."

Graph 1. Optimistic and pessimistic style of explaining events (Seligman, 1988,
according to Tabibnia and Radecki, 2018).
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Encourage practising mindfulness
Mindfulness is defined as "awareness that arises when an individual intentionally
attends to the present moment in an open and discerning was" (Shapiro and
Carlson, p. 10). The technique is useful to cope with stress because it is nonjudgemental and non-impulsive, towards feelings and thoughts, which enables the
acceptance of stressful situations not as threats, but as challenges (Kabat-Zinn, 1994;
in Boričević Maršanić et al., 2015). Furthermore, mindfulness helps in alleviating
anxiety, depression, aggressive and somatic problems, and it also improves selfconfidence and social skills (Boričević Maršanić et al., 2015).
Apparent helplessness nowadays in coping with the pandemic fills us with
anxiety about what we might lose or stirs a process of grieving for something we had
and do not have any more. Our thoughts run to the past or to the future. Gain
awareness of focusing on the present moment and teach your clients mindfulness
and how it can successfully be applied.

CONNECTED

197

4.

Surviving and Thriving

Rely on your knowledge of cognitive behavioural therapy
In providing support during the COVID-19 pandemic, cognitive behavioural is the
therapy of choice for several reasons. The first is its efficacy in alleviating difficulties in
the anxiety spectrum, which were recorded as most widely spread in studies of
COVID-19 pandemic psychological effects (please, see Chapter 1), and the second
is its efficacy as a strategy used to enhance resilience (e.g. Joyce et al., 2018).
Providing help in overcoming difficulties caused by the pandemic and its
sequelae in responding to clients' needs, there is a series of available interventions
from cognitive behavioural therapy, like those focused on coping with disturbing
thoughts, reducing emotional anxiety or tolerating it.
An example of such interventions implementation in order to enhance resilience
is an adapted model of cognitive behavioural therapy based on strengths, which,
according to Padesky and Mooney (2012), includes four steps: 1) searching for
strengths, 2. constructing personal model of resilience, 3) applying the personal
model of resilience on life's hardships and 4) practising resilience. Padesky and
Mooney (2012) also mention that the model cannot replace other approaches in the
treatment of difficulties, but can be applied as an addition or independently with
clients who want to enhance their resilience.

WHAT WE KNOW
Our times are filled with uncertainty. We encounter many questions for which we do
not have answers and many things are out of our control. We do not know how long
it will take, what is in front of us as a society and community and what the future
brings to us and to our families. However, we can be certain about three things. First,
we know what makes us strong in the midst of crisis. Second, we know that we can
become stronger by our intentional engagement. And third, and perhaps the most
important, we know the process is in our hands.
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Self-Care: Secondary Traumatisation
and Vicarious Resilience
Bruna Profaca

Stress is present in all life roles and situations, it is simply a part of life. And while we, as
mental health professionals, support others in their self-care on a daily basis, we often
see that awareness of the stressful aspects of that work is insufficiently present in the
minds of people of various occupations. What is it like for those in helping professions
and mental health professionals? How many of them (us) allow themselves to think
about stress and take care of themselves?
When we talk about stressors leading to occupational stress we differentiate
between external and internal sources of stress. External sources of stress are working
conditions, characteristics of the job, work organisation and interpersonal relations.
Internal sources of stress are frequently unrealistic expectations of the job, a need for
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constant control, excessive identification with the job and a need to take on all
responsibilities, failing to delegate parts of the job to others, but also an uncontrolled
persistence and rigidity in achieving some goal.

EXTERNAL SOURCES OF
STRESS
• working conditions
• job characteristics
• work organisation
• interpersonal relationships
• risks for health and life in the work
environment

INTERNAL SOURCES OF
STRESS
• unrealistic expectations from the
job
• need for constant control
• unreasonable attachment to the
job
• need to take on full responsibility
• excessive identification with the
job
• uncontrolled persistence and
rigidity

Graph 1. Sources of professional stress
Professional stress is defined as a discrepancy between the workplace and
environment demands on our abilities, and our wishes and expectations to satisfy
them (Ajduković and Ajduković, 1996). It is important to know that the sources of
stress at work most often operate covertly and lingeringly, and their effect is a mental
and physical health risk.
The end effect of professional stress (i.e. long-lasting, chronic exposure to
stressors) is a burnout syndrome. It presents in three aspects − as physical, emotional
and mental exhaustion. The individual experiences it as exhaustion, irritability,
frustration, a feeling of helplessness and hopelessness, cynicism, loss of interest,
feeling of decreasing personal achievements and similar, and in professionals
working with other people it leads to a negative perception of clients or customers
(Ajduković and Ajduković, 1996).
Individuals in helping professions are more prone to the burnout syndrome, and
those we see as perfectionists, idealising their job, having high expectations and
being compliant with authority, are more prone to this syndrome. External conditions
especially conducive to burnout in those who work in helping occupations are:
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huge demands



poor work organisation



insufficient knowledge and skills



lack of support.

The consequences of burnout are visible in other aspects of individuals' life (in their
private life, too), as a lack of tolerance towards others, conflicts, withdrawal from
close persons, so that they feel isolated in all these aspects of their lives.
Generally, we can say that there are four phases of burnout (Ajduković and
Ajduković, 1996; Ljubotina and Družić, 1996) and their characteristics:
1. FIRST PHASE − enthusiasm and initial idealism, high expectations, individuals
often really showing impressive records of achievements
2. SECOND PHASE − emerging physical and psychological fatigue and
dissatisfaction with the job, while individuals can still help themselves by selfcare
3. THIRD PHASE − frustration, withdrawal, negativism and isolation from others
4. FOURTH PHASE − a loss of interest and apathy, chronic frustration and a loss of
self-confidence,
cooperate

with

emotional
colleagues

difficulties,
and

inability

generally

to

communicate

deteriorated

and

interpersonal

relationships, while the individual usually needs professional help to recover.
Demandingness towards helping professions, including mental health professionals, is
linked to daily direct contacts with vulnerable individuals and their specific needs,
but also with the system requirements. We also need to have in mind that helpers do
not only use their professional knowledge and skills at work, but also their
psychological mechanisms, predominantly empathy and identification (Arambašić,
1996). That is the reason why professionals who are often in contact with individuals in
crisis can experience anxiety, depression, anger and helplessness. They are
preoccupied with the content they hear from clients so that the end effect can be a
secondary posttraumatic stress disorder (Figley, 2002; Kanel, 2007; all in Arambašić
2012). In such circumstances self-help is not enough, and it is very important that
professionals

have

opportunities

for

additional

consultations and support (Arambašić, 2012).
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Consequences of such processes for helpers can be direct or secondary trauma.
Secondary trauma signifies a trauma consisting of events clients are describing to
their helpers and the events then indirectly traumatise the helpers themselves
(Arambašić, 1996). Indirect traumatisation is a process in which the professionals' /
helpers'

internal

experience

negatively

transforms

through

the

empathic

engagement during the encounter with the client (Killian, 2008).
It has been found that, having worked with a client with stressful/traumatic
experience, mental health professionals talk about stress reactions related to work
(physiological symptoms, mood changes, sleeping difficulties, distractibility and
concentration difficulties).

After

such experience

they consider supervision,

exercising, self-care and family time as self-help strategies. Those who are satisfied
with their capacity of empathising with clients perceive a better social support, work
fewer hours and specify they have an internal locus of control.
Empathy fatigue in themselves is more often noticed by those who experience
themselves as helpless, have more assignments and bear the pressure of more
clients, lower levels of assertiveness and a prior history of traumatic experience
(Killian, 2008). Besides the aforementioned, indirect traumatisation is also affected by
the level of personal resilience, which is very different in different individuals, and
previous crises (personal or those in the community) still affecting the individual.
Previously mentioned empathy fatigue (Figley, 2002, in Puhovski and Ćosić
Pregrad, 2020), is associated with indirect trauma. Empathy fatigue is described as a
state of emotional, mental and physical exhaustion occurring due to continual
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exposure to clients' suffering, when professionals can feel numbness for the situation,
emotional distancing and reduced capacity for empathy.
How can mental health professionals in such circumstances take care of
themselves? By:


Paying attention to your reactions − stress, irritability or fatigue. Your body
will tell you if you need to rest, or detach. That is how you will gain
awareness of what is happening.



Paying attention to situations when you are stressed and when you are
overwhelmed. That is a good indication of a need to change.



Paying attention to the amount of time you are using for rest. Ask those
close to you how they have perceived you lately.



Trying to think about the new structure of your time and your day.



Paying attention to sentences you are telling to yourself when you are
planning or have some assignments (self-talk). How encouraging,
pessimistic and self-limiting or negative are they?



Applying what has already helped you when you were under stress, had
difficulties, were tired. You know yourself.



Applying stress relief techniques (do what you like to do, physical exercise,
dance or walk) and relaxation techniques (breathing, relaxation, rest). You
need relief and relaxation!



Paying attention to breathing − apply relaxation methods you recommend
to help others.



Maintaining healthy habits. Do not forget to eat, drink, rest.



Seeking support from your colleagues and family members.



Thinking about consulting with more experienced colleagues, sharing your
responsibility with your superiors or asking for supervision.



Recalling some previous situations when you were satisfied with your job or
some assignment you completed to your satisfaction.



Reassessing your attitudes towards your job and work.



Not rushing yourselves in the current situation and going step by step, one
day at a time.
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IS THERE ANOTHER PERSPECTIVE ON THE THEME?
Most studies dealing with helpers' mental health focus exclusively on the negative
impact of working with traumatised individuals on the professionals. Such approach
does not recognise the resilience and clients' and other individuals' receiving help
from mental health professionals capacities to overcome difficult experience. Are
there positive effects of working with traumatised individuals on mental health
professionals? Can the term secondary traumatisation describe the whole
experience and processes between mental health professionals and their
traumatised clients? Is it possible to recognise the resilience phenomenon in
professionals as we do it in our clients?
Some qualitative studies, besides the negative, also emphasise the positive
effects resulting from therapeutic engagement with traumatised individuals (Steed
and Downing, 1998; Iliffe and Steed, 2000). These authors claim that the term
secondary trauma is insufficient in that it does not include all aspects of therapists'
experience and emphasise the importance of considering possible effects of
working with traumatised individuals.
The term vicarious resilience was first introduced by Engstrom 2004 (Engstrom,
Hernandez and Gangsai 2007; 2008). Psychotherapist who worked with the victims of
torture and political violence were found to have positively reacted to their clients'
resilience. Positive changes they found (Hernandez Wolfe, Gangsei, Engstrom, 2007;
Hernandez Wolfe, Killian, Engstrom, Gangsei, 2014) were:


clearer perception of freedom in their own lives



less pronounced taking something "for granted"



reflecting on their own problems in a perspective and changing the
perspective



feelings of increased strength and life motivation



feelings of hope



focusing on positive things in their own lives



ability to see better aspects of something that was previously seen as only
negative.

What these authors point out is a compatibility between clients' and therapists'
responses. Just like their clients, therapists oscillate between positive and negative
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reactions and their talking about job challenges is similar to what clients say about
how they have overcome some event. They report that, as clients start integrating
the trauma into their on-going lives, so therapists see them in a wider perspective
instead of defining them through traumatic experience.
Indirect/vicarious resilience results from mirroring clients' resilience. Except the
aforementioned

processes,

the

exposure

to

other

people's

suffering

and

understanding trauma and its consequences and recovery can enhance social
advocacy and altruistic behaviours in mental health professionals, which is
recognised in their activism out of the clinical or treatment context.
Based on that, Petrov (2015) suggests a method of assessment after the exposure
to critical events in the course of working with the client. Because of the possible
development of secondary traumatisation or vicarious resilience, Petrov views such
assessment as a type of self-help, suggesting that in case of a risk of secondary
traumatisation, the following should be assessed:
 What happened and why did it happen?
 How did the event affect you?
 What have you learned from the event?
 What gives you strength to keep going?
 Which activities are most beneficial for you?
 Has your approach changed after the event and in which direction?
 How do you see yourself after everything you experienced? How do you see
your client?
 Can your colleagues support you in the future in case you encounter similar
cases? How?
Most authors considering this concept believe that the nature and scope of
connectedness with the growth we perceive in clients, connectedness with their
pain and resilience, empathic connectedness and their capacity for empathy
contribute to the development of vicarious resilience in mental health professionals.
(Hernandez Wolfe, Killian, Engstrom, Gangsei, 2014; Hernandez Wolfe, Gangsei,
Engstrom, 2007).
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ON A FINAL NOTE
Same as with clients' resilience, it is important to view vicarious resilience as a
possible, but not the only expected dimension. The existence of resilience in mental
health professionals should never be assumed in advance. Knowledge about
secondary traumatisation and vicarious resilience in clinical practice, counselling
and treatment is especially important for professionals working with traumatised
individuals because of full and comprehensive attention to their needs. Besides
secondary traumatisation, the concept of vicarious resilience is important in
educating professionals, discussions about cases, supervision and it is important to
foster awareness of the multiple and complex influence of helping professionals' work
on personal lives.
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Recommended Resources
We have compiled some of the available resources of relevant organisations in order
to support the readers of this manual in their prompt, comprehensive and effective
response to citizens' psychological needs. All these resources are available and free
at the moment of publishing this manual. Editors do not take responsibility for their
long term availability nor does it take full responsibility for their content. For the
purpose of the English edition, resources have been updated and limited to those in
English language.
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organising and conducting several scientific studies about child abuse and neglect
and seminars about abuse towards and among children for the professionals from
primary and secondary schools as well as those working in social welfare. As a
UNICEF consultant she participated in training court professionals about testimonies
of children victims and witnesses. As an independent contractor in the capacity of
the Psychology Department of the Faculty of Philosophy in Osijek assistant, she
participated in teaching the "Psychology of violence and abuse" and "Child and
adolescent forensic psychology" courses. She has been a mentor of practical work
for psychology students and trainee psychologist. She has actively and passively
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participated in several domestic and international professional and scientific
congresses.
Tamara Gojković, grad. soc. worker, univ. spec., has been employed at Child and
Youth Protection Centre of the City of Zagreb since its start in 2002. Following the
fundamental goal of the Centre and her personal interests in that area, she has been
professionally trained in helping children (and their families) with various traumatic
experience. Having completed the University interdisciplinary post-graduate study
"The Rights of Children", she has the title of University Specialist in the Rights of
Children.
Nada Kegalj is a graduate psychologist, psychotherapist, mediator, debate
moderator and judge. She is a member of the Psychological crisis intervention team
of the Republic of Croatia, employed in the primary school Podmurvice in Rijeka as a
professional consultant. She is a mentor for state licence exams for trainee
psychologists at the Education and Teacher Training Agency. Her special interests
are in developing learning and teaching strategies, the development of public
speaking skills and work with talented children. Having abundant experience, she
often gives lectures and workshops with topics from school practice. She actively
participates in several state and international projects. During the current crisis she
has been actively participating in providing psychological help to citizens and
especially to children via the CPS-COS and the Ministry of Education network.
Anita Matijević, the head of the Department for Juvenile Delinquency and Crimes
against Youth and Family at the Police Directorate, graduated at the Faculty of Law,
Zagreb, Social Work Study Centre. In the course of her professional career she
coordinated operative actions and conducted international and national crime
investigations in the domain of child protection, mostly related to criminal offences of
child sexual abuse and exploitation. She is a member of working groups drafting the
legal framework in combating and preventing violence in the family and in child
protection. She is the author/co-author of professional papers, almanacs, manuals,
scientific papers and has also participated in domestic and international
conferences by delivering presentations related to crime against children and to
family violence. She has participated in the work of Croatian delegations in front of
the UN bodies, the Council of Europe and the European Commission as a
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representative of the police. As a guest lecturer she teaches students of social work,
law, social education, psychology and journalism at the faculties of the University of
Zagreb about police work in the area of child sexual abuse and other forms of youth
abuse as well as juvenile delinquency. She has been participating in professional
trainings for police officers in the field of juvenile delinquency and crime against the
youth and family at the Police Academy. She is a certified educator for interviewing
children victims based on the best evidence principles.
Igor Mikloušić, PhD, psychologist, was employed first as a junior researcher and then
as a senior research assistant at the Institute of Social Sciences Ivo Pilar from 2007 to
2019. He completed his scientific post-graduate study of Psychology at the Faculty of
Philosophy, Zagreb and defended his doctoral thesis in 2014. In 2018 he was
appointed a scientific research assistant. He was awarded the British Scholarship Trust
fellowship and spent three months at the Centre for Anthropology and Mind at the
Institute of Cognitive and Evolutionary Anthropology, Oxford University, the UK,
working in the project "Ritual, Community and Conflict“ under the supervision of prof.
dr. Harvey Whitehouse. He participated in several domestic and international
scientific and commercial projects. Among other things, he has been one of the
lead researchers in the project “Ritual, Memory, and Intergroup Relations among
Croatian War Veterans“, of the Institute of Cognitive and Evolutionary Anthropology
(ICEA) University of Oxford. He was one of the lead researchers in the project
"Psychosocial Factors Affecting Strengthening and Improving the Quality of Croatian
Veterans Lives". He has been a member of the expert group of the Ministry of
Veterans appointed to draft guidelines within the project "Psychosocial Adjustment
of Croatian Veterans". He is a reviewer of one domestic and two international
journals, a member of five international scientific associations and the guest editor of
the special issue of the Periodicum Biologorum journal. Besides that, he was in the
organisational committee of the World Conference of Personality in 2014 and 2016
and a co-organiser of the European Association of Personality Psychology Expert
Meeting in 2012. From 2008 till 2012 he participated in teaching at Croatian Studies of
Zagreb University and also gives invited lectures on Evolutionary Psychology at the
University of Zagreb Faculty of Science and Faculty of Philosophy, as well as at the
Zagreb School of Economics and Management. He has also been dedicated to
working in popularising science, especially understanding psychology and the
fundamental principles and rules of evolutionary psychology. One of the architects
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of popular science conference "Symposium about the Strength of Evolutionary
Thought". He was awarded the State award for science and for popularising science
in 2019.
Živko Mišević, a specialist of psychiatry, a subspecialist for alcoholism and other
addictions, MD, a psychotherapist of family systems therapy and the head of the
Psychiatric Ward of County Hospital Čakovec. He is the president of the Committee
for Internal Supervision of the County Hospital Čakovec and a consultant in the
Addictions Outpatient Treatment Centre of the County Hospital Čakovec of the
Croatian Public Health institute of the Međimurje County. He has been a long-time
court expert for the field of psychiatry. Having worked in clinical practice for 30 years,
he has also been engaged in several activities of the Croatian Medical Chamber
and Croatian Medical Association, such as a member of the Committee for
Professional Work and Supervision of the Chamber and a member of the Committee
drafting the specialisation in psychiatry. He was a long-time member of the
Committee for Health and the Committee for Drugs of the Međimurje County. He has
participated in several congresses and symposia in the field of psychiatry and
addictology, as a lecturer and a member of organisational committees.
Asst. prof. Bruna Profaca, PhD, a clinical psychologist, studied and defended her
doctoral thesis at the Faculty of Philosophy, the University of Zagreb. She was
appointed the title of an Assistant Professor for Social Sciences at the Faculty of Law,
Zagreb, Social Work Study Centre in 2017. After graduation, she worked as a preschool psychologist and as an associate and educator in non-government sector
projects. She has been employed in the Child and Youth Protection Centre of the
City of Zagreb, an institution primarily working with traumatised children and their
families since 2002, where she was the head of the Diagnostic and treatment
department for 15 years. In her clinical and scientific work, the focus of her interest
was stress, trauma, crisis and loss in childhood and adolescence, parenting and
parenting stress, parents in conflict divorce and their children, psycho diagnostic, as
well as treatment and counselling work with children and parents. She has been
participating in teaching and mentoring graduate and post-graduate students at
several faculties of Zagreb University (Postgraduate specialist study of clinical
psychology at the Faculty of Philosophy, Postgraduate specialist study at the Faculty
of Law, Zagreb, Social Work Study Centre, Graduate study Early and pre-school
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education at the Teacher Education Faculty) and is a guest lecturer at the University
of Ljubljana (Slovenia) and Zenica (Bosnia and Herzegovina). She continually
participates in training professionals working with children and families in health,
social welfare, education, judiciary and non-government organisations in Croatia
and abroad. She has published several scientific and professional papers, chapters
in books and presented at more than 40 professional and scientific domestic and
international conferences. She was awarded the "Marko Marulić" award by the
Croatian Psychological Society in 2003.
Ella Selak Bagarić MA psychologist, employed at the Child and Youth Protection
Centre of the City of Zagreb, an institution primarily working with traumatised children
and their families. She has been in integrative psychotherapy, cognitive behavioural
therapy primarily of trauma, forensic interview, working with high conflict divorced
families, family therapy, mindfulness and other therapeutic techniques. She has also
been active in scientific and teaching areas; as an educator she has been working
in the region in EU Commission missions, teaching at the specialist study The rights of
children, a specialist course of the Police Academy and as a guest lecturer in several
courses at Zagreb University. She is a mentor in clinical practice to students of
psychology

and

integrative

psychotherapy,

educator

in

several

non-profit

organisations engaged in human rights protection, a member of organisational and
scientific committees of domestic and international congresses where she has also
been a presenter. She is the co-author of two university and one secondary school
course-book. She has been actively collaborating with the media in raising public
awareness about the protection of the rights of children and child protection. She is
currently a member of the Child and Youth Protection Centre of the City of Zagreb
Crisis Headquarters and the Zagreb Committee for Child and Youth Mental Health
during and after the COVID-19 crisis and earthquake.
Inge Vlašić-Cicvarić, PhD, a psychologist, a doctor of clinical medicine with more
than 30 years of clinical experience. She completed several trainings in mental
health and has the title of a consultant for child and adolescent mental health. She
has been employed in the Clinical Hospital Rijeka at the Paediatric Clinic since 1985,
and in the Centre for Clinical, Health and Organisational Psychology where she was
the director from 2006 till 2015, and the deputy director from 2015 till 2019. She has
been teaching graduate and post-graduate students at the Medical Faculty, the
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Faculty of Philosophy, and the Medical College of the University of Rijeka. She is the
mentor of student training in clinical psychology and the residence training of
psychologists, also being the member of the committee conducting the state
licensing exams for psychologists. She has been actively participating in the
Department of Clinical Psychology of the Croatian Psychological Chamber for over
10 years. She participated in the activities conducted by the Centre for Psychosocial
Help for War Casualties of the Primorsko-Goranska County from its constitution in 1995
till 2012. As one of the initiators, she participated in constituting "Tić", an association
helping abused and neglected children of Rijeka where she was the vice-president
from 1996 till 1998, and in the organisation and constitution of the Association for
Anorectic and Bulimic Patients where she was the president of the technical
committee in two consecutive mandates of two years each, since its constitution in
2001. She has been actively participating in international scientific congresses and
several domestic scientific and professional congresses in the area of paediatrics,
psychology, neuropaediatrics etc., and in domestic and international projects. In her
clinical work and continual engagement in scientific research, her wide scope of
interest is dominated by the psychosocial aspects of chronically ill children and their
families. In the current COVID-19 pandemic crisis, she has been actively involved in
providing psychological support via telephone lines for psychological help of the
Croatian Psychological Chamber and of Rijeka Clinical Hospital.
Herman Vukušić, PhD, MD, a specialist in psychiatry, graduated and completed his
post-graduate study at the Faculty of Medicine in Zagreb. He published several
professional and scientific papers in the area of stress and management medicine
and has been an active lecturer at domestic and international congresses. He is a
member of the International Academy of Management, the American Academy of
Experts in Traumatic Stress and a professional consultant of the European
Commission. He is the president of the Croatian Society for the Medical Aspects of
Stress and Spirituality Medical Care Centre. He was the deputy minister at the
Croatian Ministry of the Family, Veterans' Affairs and Intergenerational Solidarity.
Prof. Zoran Zoričić, PhD, a specialist in psychiatry, a subspecialist in the area of
alcoholism and other addictions, a psychotherapist, graduated at the Faculty of
Medicine, the University of Zagreb and defended his master thesis "The Influence of
Alcohol on the Aggression of Patients Suffering from PTSD" in 2002. He defended his
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doctoral thesis "Correlation between Depression and Aggression in Alcohol Addicts"
in 2004. He is a leading Croatian expert for addiction, subspecialist for addiction
diseases at the Clinical Hospital "Sestre Milosrdnice", Psychiatric Clinic, Head of the
reference centre of the Ministry of Health for addictions, full professor at the University
of Zagreb School of Dental Medicine and at the School of Health Care Studies, head
of the Addiction disease course at the Education and Rehabilitation Faculty, also
teaching at the doctoral study of the Faculty of Kinesiology. He is the president of the
Croatian Association for Addictions of the Croatian Medical Association and the
Croatian Association of Recovering Alcoholics Clubs which he has been revitalising
with his engagement in the past ten years. He is the president of the World
Association of Recovering Alcoholics Clubs working according to the Hudolin
method of treatment. He is the founder of Summer Alcohology School, a leading
scientific and professional symposium with international participation in Croatia, and
has been its leader for the past ten years, and he has also significantly contributed in
organising several international Alpe-Adria congresses about addiction. He is the co
director of the International Specialist School of Addictions in Kotor, Montenegro
under the auspices of the European Center for Peace and Development established
by the UN. He has been a member of several professional bodies in Croatia, also an
invited lecturer in the region. As an author or co-author, he wrote three books and
about a hundred scientific and professional papers. He is the founder of
psychosociotherapy groups KLOK, a sample for the treatment of pathological
gamblers.
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“Connected” presents relevant research on the effects of stress, trauma, loss, and
resilience. Furthermore, it looks at the effects of wartime experiences, as well as the
most recent, important studies on the psychological effects of the crisis.
Professionals working with different relevant groups, such as COVID-19 patients or
individuals with mental disorders, posttraumatic stress disorder, or addiction
problems, can find useful information to understand and learn about how best to
respond to their specific clients’ needs. Readers do not only get very concrete and
helpful recommendations for telephone and e-counselling, but also have information
on how best to engage community resources, build resilience, and nourish self-care.
These recommendations are combined with useful references to relevant literature
and material for further reading and use. The editors and authors have managed to
produce a very comprehensive, well-structured, and substantive text in a short time,
making the book extremely timely and relevant.

Dr. Astrid Podsiadlowski

For every adolescent, this time of distance-learning and limited social contact is
challenging. We are at an age where we rely on our peers to cope with stressors like
schoolwork and family conflicts and distance ourselves from our parents to find our
own path and wishes. Yet, throughout the pandemic, this informal support and selfdiscovery has been greatly restricted. (...) Thus, I find it vital to provide a deeper
understanding of how to best support us in these unusual times via, for example,
telephone counselling and e-counselling. “Connected” achieves this goal successfully
and is therefore a very valuable and recommendable read.

Leila Schaaf, 17 years old

