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THE ROLE OF MOBILE APPS
IN A POST-WAR PSYCHOTRAUMA OVERCOMING
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The paper is focused on the theoretical review mpdraepriateness of
mental health mobile applications to help Ukraisigma post-war psychotrauma
overcoming. The advantages are seen in: convenieficaccess and use;
accessing the capabilities built into the smartghoresource preservation;
stigma overcoming; scope of influence; flexibilisznd range of functionality;
alignment with traditional methods; gamificationnda user autonomy. The
obstacles for effective usage of apps are showrusex’s features; technical
problems; costs issues; doubtful efficacy; ethisalies; user incompetence; and
inappropriateness for severe disorders. The cert@pps for post-war
psychotraumatization decreasing are described: fEmglish-language “PTSD
Coach” etc. to Ukrainian-language “Socio-Psychatabi Adaptation of
Veterans”, “Mobile psychological help”, and “PFA NMite Ukraine”. The
recommendations of appropriate apps for post-waabiitation usage are
presented: utilizing as a conjunctive treatment afibd creating guidelines for
individual use and choosing apps with high validihd specific design.
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health mobile apps, post-war psychotrauma, PTSD.

Problem statement in general and its connection witimportant sci-
entific and practical tasks. The antiterrorist operation (ATO) carrying out in
the territory of Ukraine is as enormal and fulllefman losses as a real war.
The presence of such a massive traumatic experfenddkrainian society is a
new and unusual phenomenon. That's why most of A&@@icipants who have
a pronounced stress disorder do not know how towligta the states and feel-
ings, which they are experiencing. Moreover, thisiychotraumatization has
the direct influence not only on combatants, bsbain their close encirclement
— family, friends, acquaintances, those who oftemdt know how to behave
and react. Unfortunately traditional psychologigahctice cannot fully deal
with such huge threat to mental health of Ukraigiamhat's why socio-
psychological science needs to use modern butdyirbabitual ways to de-
crease the war impact on minds of militaries andians.

The transition from industrial society with its @ntation on productivity
and technological development to information sgcwith its new communica-
tion values, interdisciplinarity and networking miesad to rethinking on how
to maintain human well-being. The point is elecicogadgets with quick in-
formation and gamification tools can play a big tper rehabilitation and
readaptation processes.
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Though lots of researchers complain on personalitgss of critical
thinking while drowning into virtuality instead @stablishing real social con-
tacts, psychologists should focus on the bright¢ siflinnovative digital tech-
nologies, especially mobile applications in smaotpds. Western healthcare
specialists have been using electronic health eesvsince 1990-s as mailing
by sms and e-mail, specified computer programsnerdounseling and psy-
chotherapy. And today there are thousands of méetth mobile applications
to promote healthy lifestyle by information prowisi and psychoeducation;
self-screening, self-assessment, and self-mongpsychological prevention
and intervention; and social support for numeroestal health problems.

Recent research and publications analysisMobile phone software
applications have great potential within the fiefldmental health. This state-
ment became common for scholars since 2010-s. ffeetigeness of Mental
Health mobile applications (MHMAS) in different a&sps of personal well-
being was researching by Kailas et al., 2010, Macetial., 2010, Riper et al.,
2010, Harrison et al., 2011, Leis-Newman, 2011,tbmet al., 2011, Aguilera
et al., 2012, Flood, 2013, Proudfoot, 2013, Lal.aid2014, Brown, 2015,
Apolinario-Hagen et al., 2017, etc. There were #tsoreviews of acceptability
of e-mental health services for solving psycholagjmroblems in terms of ad-
vantages and disadvantages: Klein and Cook, 2048¢\yCL.M. et al., 2013,
Eichenberg et al., 2013, Musiat et al., 2014, Bro@il5, Prentice, Dobson,
2014, Bakker et al., 2016, Apolinario-Hagen et2017.

The problem of integrating MHMAS in psychologicatunseling and
therapeutic practice was solving in works of Cuiget al., 2010, Andersson et
al.,, 2012, East, 2015, Watanabe et al., 2015. Nomseresearches were dedi-
cated to the effectiveness of cognitive behavitlatapy delivered electroni-
cally: Kaltenthaler et al., 2008, Richardson et20.10, Foroushani et al., 2011,
Ly et al., 2012, Muench, 2012, Aguilera, Watts, 20Andersson et al., 2013,
So et al., 2013, Musiat, Tarrier, 2014, Bucci et2015, Tang, Kreindler, 2017.

Certain apps for disorders and wellness increasiage analyzed by
Depp et al., 2010, Dimeff et al., 2011, Harrisorakt 2011, Rizvi et al., 2011,
Donker et al. 2013, van der Krieke et al., 2014c@et al., 2015, Nicholas J. et
al., 2015, Shen N. et al., 2015, Giosan et al.626fbwells A. et al., 2016, Lar-
sen et al., 2016, Menon et al., 2016, Oliveiral e2816, Baharum et al., 2017,
Christmann C.A. et al., 2017, Sannino et al., 2017.

The ideas on how to provide better healthcare degfito users by
means of mental health apps were in works of Doekal., 2013, Jones et al.,
2014, Mar et al., 2014, Musiat et al., 2014, Petal., 2014, Dicianno et al.,
2015, Macias et al., 2015, Proudfoot et al., 20&dley et al., 2015, Loo Gee
etal.,, 2016.

Finally, few aspects of apps dealing with post-waychological prob-
lems including PTSD was overviewed by Hoffman et 2011, Kuehn, 2011,
Bush et al., 2015.
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Previously unsolved aspects of the problenThe number of mental
health apps developed and now available to smantphsers, so apps have the
potential to play an important part in the futufeneental health care. A lot of
these applications even have the evidence of effieamd guides on usage for
mental disorders. However, there is any view on howise MHMAS to get
better results in psychological rehabilitation amdgrcoming a post-war psy-
chotraumatization for healthy people, which is mtgeneeded in today’s situa-
tion in Ukraine to prevent mental illnesses’ spiegdSothe purpose of the
article is to analyse advantages and barriers of mengthhapps usage, to
provide an overview of mental health smartphonesdpp post-war rehabilita-
tion, and to give a view on adequate MHMAs usagehmge, who were sus-
ceptible to post-war psychotraumatization.

The main research material. To obtain scholarly up-to-date material
this paper was written using a method of literatengew by means of Google
Academy mail subscription. The search engine usegtdsv “mobile
application”, “electronic services”, “mHealth”, ‘farmation society”,
“psychological trauma”, “psychological rehabiliti’.

Taking a look on a modern reality we can see tlsatdrtphones are
routinely carried throughout the day and are alwaysthat's why they are
readily available in the moment where and when ededecause using a
smartphone in public is perceived as normal, imtligls can inconspicuously
manage mental health issues without drawing unwlaattention” [10, p. 12].

Mobile phones enable psychologists to deliver theraia several
methods. Thus, in addition to traditional telephocwls, other forms of
possible communication include text messaging amwugh phone-based
applications, popularly known as “apps”. Apps arebite device software
applications that allow users to access the appfermation from their
smartphone, tablet, or personal computing devidepl282].

The first mobile software applications became add to download on
a mobile device in 2008. Since then, penetratios ihareased rapidly and is
anticipated to continue rising [8]. Given the pstisig problem of treatment
gaps in mental health care, providing effectiveatiments via the mobile
software has been suggested as a cost-efficientavaypand public access to
mental health services on a large scale [3].

Numerous mental health apps which are availablélagMarket (for
Android smartphones) and AppStore (for iOS deviaes) aimed to improve
mental health and well-being, ranging from guidimgntal iliness recovery to
encouraging beneficial habits that improve emotfidmealth [5]. About 6% of
13,600 health apps targeted mental health outcomieile 18% focused on
related health issues, such as sleep, stressatielaxand smoking behaviors
[8]. MHMASs, actually, provide psychoeducation amderventions on a myriad
of topics, including dementia, anxiety, depressi@axation, sleep, obsessive
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compulsive disorder, burnout prevention, stressagament, mood tracking,
domestic violence, and posttraumatic stress disdeje

Researches on acceptability of digital health imations have
emphasized the central role of profoundly undeditapthe views and needs of
persons using digital health interventions. To era@mndeterminants of
technology use and behavioral intentions to use, ‘tinified Theory of
Acceptance and Use of Technology” (UTAUT) providd#ferent key
determinants of IT acceptance and moderators ssclage, gender, and
experience. Although the UTAUT is still rarely dtén research targeting the
uptake of e-mental health treatments, some comperdrthe framework can
be found in recent surveys, such as perceived &= (helpfulness) and
intentions to use e-mental health [3].

Considering this we can find numeroadvantagesof mental health
mobile apps usage comparing to more traditionalswafypsychological help
delivery (face-to-face therapy or even online celing).

Convenience of access and uséobile apps have the potential to
increase the provision of a broad range of mengdlth resources to
underserved populations who may otherwise not gagess to these services
[13, p. 285]. According to a survey conducted inrdilke in 2016 by Google
there are 35% users of smartphones among all smmdents, and among
young people under 35 years old this humber rise&®%. It means that most
of ATO veterans (who are predominantly young peppbave straight
opportunity to get mental health care right froraithsmartphone without any
special procedures in help-seeking. They can bewlaere where there is
Internet to download the app and use it on the lgdividuals without
transportation or those who live in rural settinggy have access to
interventions that otherwise might not be availdbléhem.

Access to mobile apps is also exceedingly convénlmtause mobile
phones are compact, portable, and relatively discfeurthermore, once a pro-
gram is downloaded and installed, several of thEsaw not require an Internet
connection, and access is therefore not confinetetawork parameters [13, p.
285].

Accessing the capabilities built into the smartpéorhe multiple fea-
tures of smartphones make them therapeutic goldreTis the great ability to
capture objective data. For example, individuals oecord their feelings in
vivo using the simple photos, audio recordingside@s of themselves for later
review [1]. On the other hand, using accelerometgnoscopes, and GPS built
into modern smartphones can give great opportgnitiedetect movement, lo-
cation, and even body reactions (e.g., throughagetvskin response, heart rate
variability, etc.) of users to make monitoring eeyent some dangerous actions
(e.g. in suicidal cases).

Resource preservatiorBeing an average smartphone user any person
can download a MHMA quickly and easily on own gadgéis saves time and
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even money. Most of MHMAs are free of charge or thasprice less than 10 $,
which is not comparable to the face-to-face there@ypensation. In addition,
the usage of app is absolutely 24/7 time-free whitest psychologists can be
available only 8 hr a day, 5 days a week. Moreoglnts may require assis-
tance during regular working hours, but the spestiahay be otherwise occu-
pied and unable to address the needs of the gientptly [13, p. 285]. In con-

sequence, mobile apps can reduce costs for trettemesh increase the
timeliness of mental health services and poteptisitiorten the length of time
between the need for an intervention and whengtasided.

Stigma overcominglots of people who have psychological problems
are not receiving professional treatment in pad ttuthe negative stigma asso-
ciated with seeking help. Using MHMAs allows anomyms utilization in the
privacy of the user's home without any shade ofrehan addition, while mak-
ing self-assessment smartphone usage in publicdshavior that is more so-
cially accepted than completing a paper form.

Scope of influencdz-mental health field adopt various forms of ménta
health interventions to reduce both — prevalenasgs with some dysfunction
now) and incidence (new cases that emerge). Thalig the dichotomy
between the significant need for a reduction intheden of mental illness and
the lack of treatment people with mental illnessldde shorten.

Flexibility and range of functionalityThe MHMA user may be able to
use the system to track and record data of inteksbile apps are used for
monitoring symptoms, record keeping, provision efgonalized feedback and
motivational support, references for professionadééyd may act as a
communication tool between client and psychologigie user may access
educational materials such as videos, diagramgrugt®ns. He may also
receive information to manage real-time psychotmerar peer-to-peer
meeting.

The apps also can be responsive to the unique r@feals individual
with a different mental health condition. Individsiacan select apps geared
toward managing their specific symptoms and levfesaverity. In addition,
apps can include features that allow customizationfurther tailor the
intervention for the user’s needs and preferent@sy. 12]

Alignment with traditional methods.Self-tracking and psycho-
educational capabilities of mobile apps align vttt goal-oriented approaches
of therapy-based solutions, such as Cognitive BiehaWherapy, Dialectical
Behavior Therapy, and Solution-Focused Therapy.stime applications
supporting guided in vivo exposure, therapists egn initiate a televideo call
to help patients successfully complete exposuatstrthereby demonstrating an
integration of real time assessment, treatmenbaibcbme enhancement [14].

Increased treatment adherenc&pps are intrinsically interactive and
facilitate record keeping, primarily through theugi tracking of such variables
as symptoms, behaviour, mood and cognition. Homewompletion in CBT
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is one of the most salient predictors of treatnmritomes. Thus, MHMAS that
promote regular use, assignments, and the suctessfuding of cognitive and
behavioral change are likely to significantly cdmiite to positive treatment
outcome. Clients who are highly motivated to chaage likely to undertake
self-assignments and to report them in their a8p p1 285].

Gamification Some apps have the capability to use competjaraing
system that provides feedback and adjusts the twgifficulty based on per-
formance in people who have some psychologicaicdities. There can be
used the rewards in the form of points viewablegH®/person and even others
(if there is a need to team up in fighting the peaty. Going further, apps can
provide supportive messages or virtual rewardssfoamable to goods in real
life (certificates for products or services). Theeial gamification component
may incentivize individuals to continue exercisetigh peer support or a bit
of healthy competition among friends and familyeasryone reports their pro-
gress.

User autonomyMHMASs provide specific guidance in healthcare proc
ess, but the reliance on the user to provide hiseorown solutions shifts the
responsibility of treatment success from a psyafistoto the individual user.
Thus mobile apps require users to be self-reliant, may therefore facilitate
autonomy and self-improvement [13, p. 286]. Apps akso facilitate connect-
ing individuals in a therapy group to support eather outside the clinic,
which could potentially enhance cohesion and inddpece or simply could be
used by therapists as a means to be alerted wipatient indicates they are
having problems [6].

In spite of all these promising advantages theeesame serioubarri-
ersfor MHMAs full usage. They are the next.

User's featuresSome clients simply may not like using smartphones
Others may find mobile technology intrusive or gtévacy concerns [1]. Older
people could claim the efforts required due tortlme¢ompetence in mobile
technology. Besides, as showed up, help-seekimgptions in e-mental health
programs are stronger only among female, highecatdd, divorced, and re-
ported a history of mental health problems [3]. Hpp market saturated with
clinical diagnosis apps also has the potential dohlarmful for help seekers.
Users who are experiencing low-level symptoms pfablem may feel labeled
by an app that assumes that they have a clinieghdisis. Self-stigma from this
labeling can be harmful, lowering self-esteem aglfiefficacy. Only MHMAS
that focus on nonclinical mental health, psychalaiwell-being, or coping
abilities may therefore avoid the harmful effectéatreling mental illness [5].

Technical problemsThe simplest point is that factors related to tele-
communication can arise, e.g., battery failurekalvdity and sustainability of
Internet connections [8]. Moreover, apps can beatgalat any time, removed
entirely from the app stores, or disappear from dbarch results due to de-
creasing popularity. So guidelines for their usage be discredited. This can
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also be a challenge for specialists recommendingpan as there is no guaran-
tee that an app will continue to be available.

Costs issuesln spite lots of people do have an opportunity @ @
smartphone and an app in it, lots of people stillrbt. The lower cost of
smartphones is certainly a factor that will alldvern to become more ubiqui-
tously used. But this problem seems to be solvedtypisoon. Miller, 2012,
states that by 2025 more than 5 billion people anpdanet will be using ultra-
broadband, sensor-rich smartphones far beyondhilites of today's iPhones,
Androids, and Blackberries. But another point &t thtart-up and research and
development costs are necessary to create effenidelear to user MHMAS.

Efficacy. Unfortunately most of MHMAs don't have strong esitte
base to be used as fully efficient form of mentalec So the main criticisms is
that a majority of technological interventions lakpirical support: the studies
contain small sample sizes, have an uncontrolledomrandomized research
design, or even any evidence of efficacy at all.

Ethical issuesDoing no harm is one of the main ethical statemefts
professional psychology. That's why the practicesvidence-based interven-
tions and assessments is strongly recommendedsiareertlients to prevent
adverse consequences. That's the deal of inforrmadent, which must ensure
the user in competence and confidentiality of thp. &Not every MHMA con-
tain specific details in the informed consent. Wttthere must be: the type of
user information collected, how the informationtasbe utilized, whether the
information is monitored, how long and in what fothe information will be
retained, the benefits and risks associated wighaisessment and/or interven-
tion procedures that are intended, safeguardshthat been established to miti-
gate risks, and limits to confidentiality [13, [B&.

In addition, although smartphones are typicallytiie care of their
owner, and many smartphones require an identifingtrocedure to be turned
on, a user’s privacy and confidentiality may be pommised if the mobile
phone is physically stolen or misplaced. Electrarimords saved to the app are
also potentially vulnerable to Internet hackers digital theft. So the app de-
veloper’s website must contain the procedures téohbewed in case of phone
loss [13, p. 286].

User competenc&Vhile only few app intend to replace therapy ejir
most of them are just the adjunct to an interventielivered by a qualified
psychologist. Those ones as independent interventinay be conducive to
misuse, misinterpretations and have the potemtiaatise harm to a user. So the
MHMAs applied outside the context of therapy masttar lead to costs that
are not well spent, interventions that are not walidated, may delay effective
assistance from a licensed specialist, and potlngpikace patients at a greater
risk to experience aversive reactions [13, p. 284}2

AppropriatenessThe form of mobile apps may not be appropriate for
complex or high-risk problems (e.g. firmly held d&ibns, hallucinations, or
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severe anorexia nervosa), but may be appropriatanddviduals experiencing
mild mental health problems. The issue also in thatdecision of when to util-
ize apps and for whom requires specialist’s judgmerskill that is likely not
acquired in lay populations [13, p. 284].

Taking into account analyzed advantages and olestaclMHMAS us-
age the appropriate apps can be presented as reguachfor post-war psy-
chotrauma overcoming.

As known, the extreme form of post-war psychotratiration turns out
to be posttraumatic stress disorder (PTSD). Thatly understanding PTSD
symptoms should be a guideline on how to manage theusing MHMAs.

PTSD is characterized by: (1) re-experiencing sypmgst such as having
intrusive traumatic memories (e.g., flashbackshtmmres) and being emotion-
ally and/or physiologically triggered by reminderfsthe trauma; (2) avoidant
symptoms including avoiding thoughts, feelingssituations that remind one
of the trauma; and (3) hyperarousal symptoms, sscéleep and concentration
problems, irritability or anger, hypervigilance,dapxcessive startle reactions
[10, p. 12]

To help address PTSD symptoms, smartphone appdraanupon em-
pirically supported cognitive behavioral therap{€BTs) for PTSD, such as
stress inoculation training. CBT, compared to oth&ychotherapy paradigms,
lends itself particularly well to translation ortechnology platforms, including
web and smartphone, because CBTs typically incldiecation content and
instruction in practical coping skills. Likewisepa@al avoidance and isolation
can limit access to essential social support ressurwhich can maintain
PTSD. Apps can provide information about the valtibarnessing social sup-
port as well as help individuals identify and effessly connect to supportive
others through their smartphones. Problems witteaagd sleep can take their
toll on mental and physical wellbeing; apps canvg® just-in-time anger
management tools and information on effective skeggiene practices [10, p.
12].

The most popular and evaluated in USA, Canada amxdrdlia are the
accordant versions of mobile app called “PTSD Ctashyone who has ex-
perienced trauma can use the app to learn moret &3@D, track symptoms
and set up a support network of friends and famigmbers. Unfortunately,
there is no Ukrainian version for it, but its bamast become a landmark for
developers.

The “PTSD Coach” showed its efficacy on a 45 sangplmilitary vet-
erans with PTSD. This app is available at no casnfthe iTunes and Google
Play public app marketplaces. To comply with thingent security standards
set, PTSD Coach does not transmit any data tooon the device; all entered
data are stored within the app and can be cleayedktletion of the app from
the mobile device.
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The app consists of four major sections: 1. Lepey¢hoeducational in-
formation about PTSD); 2. Self Assessment (a walidated, widely used self-
report measure of PTSD symptoms); 3. Manage Syngt@oping tools to
help address acute PTSD symptoms); 4. Find Sugpbotvs users to easily
reach out to supportive others when needed, inutuéimergency and crisis
support).

For today “PTSD Coach” is the most full app forwol problems of
post-war psychotraumatization. But for differentrptoms of PTSD there can
be also used another approved apps.

For example, the similar to “PTSD Coach” app idezh"'SUPPORT
Coach”, and a Dutch team is currently analyzingdedim a 1,300-patient trial
on it [2]. Another familiar apps are “CBTRefere&VoodKit”, “eCBTMood”,
and “iCouch CBT" [13, 286]. Donker et al., 2013s@described 5 more useful
apps to manage posttraumatic symptoms includingtanbe use (alcohol,
drugs, and tobacco): “Mobilyze!”, “mobiletype”, “DBCoach”, “Mobile Stress
Management”, and “Get Happy Program” [8]. Mentahlk® apps that have
been developed by the government entities alsoudieclthe following:
“BioZen”, “Pain Coach”, “PE Coach”, “PFA Mobile”, Breathe2Relax”,
“LifeArmor”, “mTBI Pocket Guide”, “Positive Activiy Jackpot”, “Provider
Resilience”, “T2 Mood Tracker”, “Tactical Breatherdnd “Stay Quit Coach”

[6].

Among the newest apps for better psychotaruma owdng is a
“MindSurf” which uses the Method of Levels (MOL) igh is a transdiagnostic
cognitive therapy that promotes contentment, wallipeand goal achievement
through the resolution of internal conflicts ungery psychological distress
[7]. Another one is questionnaire based app “Stéssher 2.0” which identi-
fies the stress level and provide suitable tipsuser to cope with their own
stress [4]. To prevent suicides as one more dangeyotcome of post-war psy-
chotraumatization can be used an app “MyPlan” wimctudes self-screening,
crisis support and safety plans to manage persoisals [11].

All these apps are not available in Ukrainian butld be the landmark
for specialist to monitor the similar designs. As the already adapted to
Ukrainian realities MHMAs which can work out witlogt-war psychotrauma-
tization without therapist there are three of thdinese are the course “Socio-
Psychological Adaptation of Veterans” which is greted to the Russian-
language app “Pocket psychologist’; the modificatiof the Canadian app
“OSI Connect” named “Mobile psychological help”;cablkrainian version of
“PFA Mobile” that was released at the beginnin@017.

The first course which is abbreviated “SPPA” sugg89-days-program
and encourages the user to work on his/her owrs app is very promising in
terms of using cognitive-behavioral therapy inbiése, although its interactivity
is not very high. The app utilizing is recommengedcisely because it has the
opportunity (besides performing daily tasks) tockrahe dynamics of mood
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changes over different periods of time — it is mseey to enter data into the
“Diary of emotions” several times a day (for thiete are convenient remind-
ers). It is also possible to work offline (howevhrternet on the device should
be turned on at least once a day for the updafés).course finish encourages
to write an e-mail to developers and to get feekbac

Another service “Mobile psychological help” is awdile on
http://psyservice.org/. Actually, this version istra smartphone app, but could
be conveniently opened in the browser of any mathieice. The program al-
lows the users to evaluate their own status in siatbgories as sleep quality,
depression and PTSD, and also contains text-bassdrials sorted in the
menu. This info concerns symptoms of PTSD; assistdn family members
with combat psychotrauma; management of anger arigtst; control of de-
pression; alcohol and drugs addiction; stressediogls with close people; psy-
chological resilience. The menu also includes th@st by which caregivers
also can evaluate their own status (questionnaifedepression and post-
traumatic stress); videos about PTSD and returtimeaceful life; as well as a
list of clinics and psychological assistance sawisorted by Ukrainian regions.

Finally, an app “PFA Mobile Ukraine” contains détai recommenda-
tions for the provision of the first psychologicalf-help after receiving a psy-
chological trauma, as well as for those who finghtiselves next to such person
— peers, professionals and relatives. After insiglthe application, the visible
options are as follows: About the first psychol@gibelp; Typical reactions to
stress; Self-preservation; Key Stages of First Ralggical Help; Directions to
Victims; Resources. After choosing a particulariaptthe age is indicated and
the questionnaire on readiness to provide firstpskpgical help is conducted
(it can also identify the lack areas of knowledgjer that, an algorithm to act
is provided, and if necessary, the user can goesoRrces to learn more about
specific topics. In general, the application istidguished by differentiation
and interactivity, which makes it not only usefulit also attractive to use.

Unlike lots of English-language applications, Ukian MHMAs do not
have proven effectiveness, and therefore requingiraral validation. In addi-
tion, such programs cannot solve the problem olpstyaumatization quickly,
effortlessly, and for perpetuity. The use of a p®jogical mobile application
cannot replace the in-depth methods of psychotiethgrefore, it should be
regarded as the primary psychological assistanteedhdividual.

Another viewpoint is that mHealth apps can be nadfigient as a con-
junctive treatment modality in guided programs, éeample, part of a website
or through direct contact with a mental health gssfonal. But for Ukrainian
reality this much likely to be the far step in mgimg post-war psychological
problems.

One more thing is that there is a pressing neegbt@rate and dissemi-
nate guidelines for the ethical practice of appenvéntions and resources.
These guidelines could be developed by the govgrnadies as an adjunct to
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the Psychological Code of Ethics, and could be &dhand/or adopted by pro-
vincial regulatory bodies. Although such guidelivesuld only be enforceable
with respect to psychologists involved in the depehent and dissemination of
mobile phone apps, they would serve an illustraiaieie for others in the field.
Such guidelines would aid in the protection andfavel of Ukrainians from the
potentially fictitious and harmful claims of mobitwp developers, and instead
promote the optimal development of evidence-basadtige in an innovative
and potentially very exciting area of psychologisailvices [13, p. 288].

Finally, the recommendations of Bakker et al., 20d#h be used as a
strategy to choose appropriate apps for post-wahiétation: the app must be
(1) cognitive behavioural therapy based; (2) addresth anxiety and low
mood; (3) designed for use by nonclinical populaio(4) automated tailoring;
(5) reporting of thoughts, feelings, or behavid®; recommend activities; (7)
mental health information; (8) real-time engagem€a} activities explicitly
linked to specific reported mood problems; (10) amage nontechnology-
based activities; (11) gamification and intrinsiotimation to engage; (12) log
of past app use; (13) reminders to engage; (14pleimnd intuitive interface
and interactions; (15) links to crisis support g&s; (16) experimental trials to
establish efficacy [5].

For instance, modern mobile-phone-based mentaltthdadatments
should be tested and judged like any other intdilvenWe need more apps’
developments, experimental researches and evaisatio

Conclusions.Smartphone access to psychological care createope
portunities for those who have a post-war psychoti to reinforce their un-
derstanding of the plan of self-care, receive etioigaconfirm home exercise
techniques and strengthen their relationship witirttherapists, or peers, or
just close people who want to provide help to th&mong the advantages of
mental health mobile apps are: convenience of acaed use at any time and
place; accessing the capabilities built into thaphone, such as photo, audio-
and video-recording, accelerometers, gyroscopeabs GIFS; resource preserva-
tion as time and money; stigma overcoming as litaisitual to use smartphone
everywhere; bigger scope of influence to involverenpeople who need help;
high flexibility and range of functionality as ttep can be high-sensible for
unique user; alignment with traditional methodshsas cognitive behavior
therapy; increased treatment adherence by risinivation to use the service;
gamification tools to stay attractive to user; grdviding user autonomy to
higher his/her responsibility and facilitate setfagrovement.

Presented obstacles for effective usage of MHMAssarious, but seem
to be solvable: some user’s features as age, gezxjmriences; technical prob-
lems in usage; costs issues for non-smartphons,usevelopers and research-
ers; not proven efficacy for range of apps; ethisalies on validity and confi-
dentiality of the app; probable user incompeteraog inappropriateness for
complex or high-risk problems.

21



Mpo6nemu noniTMyHoi ncuxonorii
Bun. 5 (19)

Certain apps for PTSD overcoming have great pakitiwvork out with
post-war trauma. As presented, the best one is DPC&ach” (besides the nu-
merous others to handle stand-alone symptoms) glighrand 3 available trials
in Ukrainian: “Socio-Psychological Adaptation of téeans”, “Mobile psycho-
logical help”, and “PFA Mobile Ukraine”.

Using the apps as stand-alone psychological intgimes for mass of
Ukrainians who have caught the war influence rexgueadable principles to
follow, as was shown in present investigations.fi&ther discussion and re-
search will open up thperspectivesfor validation Ukrainian-language mental
health apps and for systematical view on how tedtffely incorporate e-
mental health into service systems and to apty itkrainian population.
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JABopauxk M. C. Posb M06iIbHHX 10JATKIB y MOJ0IaHHI Mic/ABOCHHOI IICH-
XOTpaBMH

CTarTio MPUCBSYCHO TEOPETUYHOMY OTISIAY JOPEYHOCTI BUKOPHUCTAHHS MOOINb-
HMX JIOZIaTKIB JUI MEHTaJbHOTO 3/J0POB’ s B MO/IOJIAHHI YKpaiHISMHU MiC/IABOEHHOI NICU-
xoTpaBMH. [lepeBaru 10JaTKiB IPEACTABICHO SK. 3PYYHICTb JOCTYIY i KOPUCTYBAaHHS;
BUKOPHCTAHHS TEXHIYHUX MOXKIHMBOCTEH cMapT(OHY; MOIONAHHS CTHIMaTH3allii; ajarn-
TOBAHICTh MiJ{ KOPUCTYBada 1 BapiaTHBHICTh (DYHKIIH; y3rOUKEHICTH i3 TpaauLiiiHUMK
METOJaMH IICHUXOJIOTIYHOI JOIOMOTH; irpai3ailis; aBTOHOMHICTh KopucTyBaua. Ilepe-
MIKOJaMHU Uil e()eKTHBHOTO 3aCTOCYBaHHS JOJATKIB €. O0COOJMBOCTI KOPHCTYBAdyiB;
TEXHIYHI He3pYYHOCTI; (iHAHCOBI MMTAHHS,; CYMHIBHA €()EKTHBHICTh; €THIHI HErapa3y;
HEKOMITCTEHTHICTh KOPHCTYBaYiB; HEAOUIIBHICTh y BUIIAJKY BaXXKHX po3nafiis. Ommca-
HO TaK0o)X KOHKPETHI JOJAaTKH /I MOJOJIaHHS MICISBOEHHOI ICHXOTpaBMaTH3ali: Bif
anriomoBroro “PTSD Coach™a inmmx 1o ykpainoMoBHuX “CoOI{iaibHO-TICHXOIOTiYHA
ananraiis Berepanis”, “ MoOinsHa ncuxosoriuna gonomora”, “PFA Mobile Ukraine”.
Hapmano pexoMenpnamii 1mo/10 BUKOPUCTAHHS JOPSYHHX MOOUTBHUX JOJATKIB IS TICIIs-
BOEHHOI pealuimiTamii: 3acTOCYBaHHS SIK CYHNpPOBITHOI ()OPMH IHTEPBEHIIiH, CTBOpPEHHS
KepiBHHUX BKa3iBOK JJI CAMOCTIMHOrO KOPHCTYBaHHs, BHOIp IOJATKIB i3 BUCOKHM piB-
HeM HaJiiiHOCTI Ta crerupivHIM TU3aliHOM.

Karouosi caoBa: mHealth, e-mental healthjoGinbui inTepBentii, MoGiIbHI
JOJATKHU JIISE MCHTAILHOTO 310pOBs, MicIsIBOEHHA ricuxotpasma, [ITCP.

JBopauxk M. C. Posib MOOMIBHBIX NPUJIOKEHUH B IPeO10eHNU MOCIeBO-
€HHOJi ICHX0TPaBMBbI

CraThsl IOCBAIIEHA TEOPETHIECKOMY 0030pYy YMECTHOCTH HCIOJIB30BAHHS MO-
OWJIBHBIX MPWIOKEHHWH U MEHTAJIBHOTO 37J0POBBSl B IPEOJIOJNICHUH yKpPaWHI[AMHU MO-
CJIEBOGHHOH 1cuXxoTpaBMel. IIpenmyiiecTBa NpuiioKeHni NpeacTaBIeHbl Kak: yI100CTBO
JOCTyIla M MOJb30BAaHMS, HCIOJb30BAHHE TEXHHUECKUX BO3MOXKHOCTEH cMapTQoHa;
NIPEOJI0JICHNE CTUTMATH3aIMH; alallTHPOBAaHHOCTE IO TIOJIL30BaTelIsl U BapHAaTHBHOCTh
(yHKIHMIT; COTIACOBAHHOCTH C TPAJUIOHHBIMHA METOJIAMH IICUXOJIOTUYSCKON ITOMOIIH;
Urpau3anys, aBTOHOMHOCTb noJjb3oBaressd. [IpensarcrBusamu Uit 3¢@dekTHBHOrO mpu-
MEHEHUsI PUIIOKEHNH SBISIOTCS: 0COOEHHOCTH MONB30BaTENeH; TEXHUIECKHE HEYI00-
CTBa; (PMHAHCOBBIC BOIPOCHI, COMHHTEIbHAs 3(PPEKTHBHOCTD, ITHYECKHE IPOOIEMEI;
HEKOMITCTEHTHOCTh MOJIB30BaTeNel; Heleaecoo0pa3sHOCTh IPH TSDKENBIX PaccTpOMCT-
Bax. OnmcaHbl TaKKe KOHKPETHBIE TPHIOKSHUS IS TIPEOJ0JICHNS IOCIEBOSHHON TICH-
XOoTpaBMaruszalu: oT anrjoserubbix “PTSD  Coach” u ngp. mo “CornmanbHo-
NICUXOJIOTHYECKas ajanTtanus BeTepaHoB”, “ MoOwIbHas MCUXO0JIOrHYecKas IOMOIIb" U
“PFA Mobile Ukraine”. JIanbl pekoMeHIaMHU [0 UCIIONB30BAHUIO YMECTHBIX MOOMIIb-
HBIX NPUJIOXKEHHH JUIS MOCJICBOCHHOH peaOWINTaluU: IPUMEHEHNE KaK COINPOBOJHTE-
JbHON (OPMBI MHTEPBEHIIMH, CO3aHNe YKa3aHUH sl CAMOCTOSITEILHOIO MTOJIb30BaAHUS,
BBIOOD NPHIIOKEHUH C BBICOKUM YPOBHEM HAJISAKHOCTH U CIICLU(PUUSCKUM JTU3aHHOM.

KaroueBnie ciioBa: mHealth, e-mental healtho6ububie unrepBentmu, mMo-
OWIBHBIC TPWIOKEHUS IJISI MEHTAIGHOTO 37I0pOBBS, IIOCIEBOSHHAs ICHXOTPaBMa,
IITCP.
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