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Abstract  

 

The primary aim of this study was to address a gap found in the discipline of 

Psychology and mental health treatment in the Indonesian setting. Advances in technology 

and the changing lifestyle of Indonesians made distance mental health treatment a common 

practice. This study focuses on one of the few options for distance mental health treatment, 

Chat Telepsychotherapy, which has gained popularity among Indonesians, especially the 

Millennials and Gen Z in Indonesia. The main issue with the phenomenon was the 

unavailability of comprehensive, evidence-based guidelines on how to best execute such a 

therapy. Thus, this study aimed to create a manual that could help the community of 

Indonesian Clinical Psychologists to deliver Chat Telepsychotherapy to Indonesians. The 

study limits the scope to Indonesian Millennials and Gen Z who suffer from Minor 

Depression. This is because these generations are the primary users of such a service, and 

depression itself is found to be one of the most common mental health issues in Indonesia. 

To achieve the goal of this study, I used a qualitative method that used Collaborative 

Design with the help of online -focused group discussion. I collaborated with Indonesian 

clinical psychologists, Indonesian millennials, and Gen Z with minor depression to design the 

manual. Thematic analysis was used to analyse the participants' answers. 

The result of the study is a comprehensive manual that consists of nine chapters: 1) 

Introduction; 2)  The Concept of Chat Telepsychotherapy; 3) Starting CT Practice; 4) General 

Guidelines for Conducting CT; 5) Specific Guidelines for Conducting CT; 6) Characteristics of 

Indonesian Millennials and Gen Z; 7) Minor Depressive Disorder; 8) Self-Harm; 9) CT Stages 

for Indonesian Millennials and Gen Z with Minor Depression. The main suggestion for 

future studies is to test the manual to assess its usability and effectiveness. 
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Indonesian studies have focused on providing comprehensive guidance that could help 

Indonesian CPs conducting CT in general, let alone to treat specific mental health issues. This 

has been a significant gap since CT is what Indonesians appear to be seeking at the moment. 

Thus, this study focuses on creating a manual for CT to treat Indonesians with minor 

depression. 
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adults aged 12 to 22 using a randomised controlled trial (RCT). Participants were randomly 

assigned to either the chat treatment or a waiting list. The chat treatment consisted of five 

chat sessions focused on problem resolution, future goals, strengths, and resiliencies. The 

results showed that the experimental group (n =131) experienced improvement compared to 

the waiting list group, with a small between -group effect size at nine weeks (d = 0.18, 95%) 

and a large effect size at 4.5 months (d = 0.79, 95%). At 7.5 months, the SFBT group showed 

even more significant improvement. This study indicates that SFBT chat therapy can be 

clinically effective and is associated with prolonged positive changes in mental state.  

Blankers et al. (2011) conducted a RCT study investigating the effectiveness of chat 

therapy compared to online self -help programs with no therapist contact and no other 

intervention for people with alcohol problems. The chat therapy and the online self -help 

were based on cognitive behavioural therapy (CBT) and motivational interviewing. The 205 

participants, with an average age of 42, were drinking an average of 450 gm of alcohol every 

day and were thus considered as having significant alcohol problems. The study showed that 

chat therapy was more effective than online self-help without therapist contact. A six -month 

follow-up showed that the chat therapy group had further decreased their alcohol 

consumption while the online self -help group remained at simil ar levels. This indicates that 

the chat therapy was superior in its immediate and extended effects over the online self-help 

and no-treatment conditions.  

Kessler et al. (2009) conducted a randomised control trial to investigate the 

effectiveness of chat therapy in addition to face-to-face treatment compared to usual 

treatment alone for clients with depression. The 297 participants scored more than 14 on the 

Beck Depression Inventory (BDI-II) and had received a confirmed diagnosis of depression 

before being randomly assigned to either chat therapy in addition to usual treatment ( n 

=149) or the usual treatment alone while on an 8-month waiting list for chat th erapy (n 

=148). The chat therapy was based on CBT and given in 5 to 10 sessions with a duration of 

55 minutes each over 16 weeks. The results showed that 38% of participants from the chat 

therapy groups decreased their BDI score (<10) and were considered recovered. In 

comparison, only 23% of the control group participants reached the same level. This benefit 

was retained at follow up after eight months. This study showed that chat therapy was 

indeed effective and had a prolonged effect on mental health.  

Chat therapy is also suitable to be paired with other treatments. Stubbings, Rees and 
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positive outcomes (Dube & Ngulube, 2012). Multiculturalism offers significant opportunities 

in tourism and creative industries such as music, film, fashion, visual communication, 

handcrafts, and IT, which provide channels for Indonesian creativepreneurs (i.e.,, people 

doing business in creative industries; Ariestiningsih & Ningrum. 2021)  

Nevertheless, multiculturalism can create conflict in the community. Harahap (2018) 

has postulated that conflict is normal because humans are social beings interacting with each 

other and these interactions can lead to conflict. With good management which leads to 

resolution and transformation through conciliation and mediation (Nieke, 2011), conflict can 

result in a better situation overall.  Asserting hidden aspirations, better-establishing 

boundaries, and establishing communal goals can help to create peace and establish 

solidarity between groups However, conflict can also result in tensions between groups 

which may lead to threats, hostilities, riots, the destruction of natural resources and public 

property, societal disorder, and even deaths (Harahap, 2018). 

Indonesia has suffered many intercultural conflicts since its independence in 1945. 

SARA [Suku, Agama, Ras dan Antargolongan or Ethnicity, Religion, Race and Intergroups] is 

often used to explain the roots of conflict in Indonesia. Rahayu and Sodiq (2016) noted that 

Indonesia suffered nine conflicts fuelled by SARA between 1995 and 2001. One example of 

this conflict is the situation in Situbondo in 1995, where differences of opinion between 

junior and senior kyais (Islamic scholars) led to accusations of religious blasphemy and the 

burning of Christian churches because the mob convinced that the church was hiding the 

junior kyais. Another three conflicts were also mentioned by Yunus (2014), with one conflict 

continuing on and off for nine years. Lestari (2018) noted that SARA issues often arise during 

elections, with candidates using SARA issues to attack their rivals. Indonesian voters tend to 

base their votes solely on SARA characteristics rather than capabilities, and choose politicians 

with the same SARA characteristics as themselves.  

These conflicts have made SARA a sensitive topic in Indonesia. Taqwa et al. (2019) 

mentioned that SARA can divide the nation. One good example would be the case of Basuki 

Tjahaya Purnama, a politician who ran for the position of governor for the city of Jakarta. 

Charges of religious blasphemy were brought against him causing large demonstrations in 

Jakarta and other parts of Indonesia (Kurniawan, 2018). SARA debates are often found in the 

virtual world Prabowo (2020), creating unrest between Indonesians. Yoedtadi and Savitri 

(2020) have mentioned that Indonesian media need to be careful when reporting news 
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was readily explained by the absence of educational opportunities, a state of affairs 
which had persisted through more than three centuries of Dutch colonial rule. The 
slowness and lack of initiative van Loon had observed could be the effect of malaria 
and other tropical diseases, which were still common in the Indies despite the 
presence of the colonial medical service�³ or it might be explained by the strictures of 
colonial society, which allowed them only subordinate roles and failed to reward 
achievement. (p.129) 

 

Mohammad Hatta, who later became the first vice president of Indonesia, 

seconded these criticisms, saying those symptoms were indeed the effects of 

colonialism that broke the Indonesian spirit. For Hatta, such failings were instead proof 

of the destructive work of colonialism.  

The spiritual structure of the nation has been changed [and its] personality is 
�W�H�P�S�R�U�D�U�L�O�\���E�U�R�N�H�Q���·���7�K�H���P�D�V�V�H�V���Z�H�U�H���N�H�S�W���L�Q���L�J�Q�R�U�D�Q�F�H���E�\���O�L�P�L�W�L�Q�J���H�G�X�F�D�W�L�R�Q�D�O��
opportunities, repressing political activity, and censoring the vernacular press. 
Medical theories of white superiority drawing upon the authority of science helped 
�E�R�O�V�W�H�U���'�X�W�F�K���K�H�J�H�P�R�Q�\�����¶�'�D�\���L�Q���D�Q�G���G�D�\���R�X�W�����L�W���K�D�V���E�H�H�Q���H�P�S�K�D�V�L�V�H�G���W�K�D�W���W�K�H��
Indonesians do not possess the capacities for leadership and that they are not 
�F�D�S�D�E�O�H���R�I���L�Q�L�W�L�D�W�L�Y�H�·�����V�D�L�G���+�D�W�W�D�����¶�V�R���W�K�D�W���U�H�D�O�O�\���W�K�H�\���D�U�H���S�U�H�G�H�V�W�L�Q�H�G���I�U�R�P���W�K�H���G�D�\���R�I��
their birth to work under European leadership. (p. 130)  
 

Finally, this view of Indonesian mentality seems to have persisted into the current 

modern era in Indonesia. Yuniarti (2016 as mentioned in Syalabi, 2016) asserted that the 

hundreds of years of colonisation experienced by Indonesia had created a predisposition in 

Indonesians to view themselves as inferior and be less confident and less likely to take 

initiative, instead waiting or others to act. She continued that the political conditions 

induced by the colonists, using policies such as divide et impera (divide and conquer) could 

cause Indonesians to fight each other over minor differences. 

The Mental Well -being for Indonesians.  The concept of mental well-being is one 

way to understand the characteristics of a person. This is because the concept of mental 

well-being is different between cultures. Currently, one could distinguish between two 

primary ways of defining mental well -being, one from an individualistic culture,  and the 

other from a collectivist culture. From individualistic culture, mental well -being has two 

versions: the hedonic concept of happiness, where happiness relates to pleasure attainment 

and pain avoidance (Kahneman et al., 1999 in Di Fabio & Palazzeschi, 2015). The other is the 

eudaimonic concept of happiness, which relates to living a life that is rich with purpose and 

meaning (Ryff and Singer, 2008). A collectivist version of happiness has been described by 

Hitokoto and Uchida (2015) as interdependent happiness. Unlike the individualistic version of 
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Characteristics and Description  Supporting Literature  

piercings. Furthermore, despite a recession 
during the research, they believed they would 
meet their long -term financial goals.  

 

Gen Z. Rakhmah and Azizah (2020) completed a literature review based on studies 

conducted by Francis and Hoefel (2018) as well as Stillman and Stillman (2017). This section 

describes the original research and its findings. 

Francis & Hoefel were associated with McKinsey & Company, a management 

consulting firm which collaborated with Box1824 to conduct an extensive survey involving 

baby boomers, Gen X, millennials and Gen Z in Brazil. Researchers, psychologists and social 

scientists were involved in the study that aimed to observe how Gen Z communicate, what 

they believe in, and understand their choices. The study used technographic techniques, 

including interviews, focus groups and online surveys with over 2,500 participants aged from 

14 to 64. This study resulted in four characteristics, summarised in Table 7. 

Table 7 

Gen Z Characteristics According to Francis & Hoefel (2018) 

Characteristic  Description 

1. Fluid identities Gen Z identities change and develop over time. They prefer not to identify 
themselves in a particular way but rather experiment with other identities 
as well. For example, the studies suggested that 76% of Gen Z are 
religious but open to other ideas that m ay not fit with their declared 
religion, such as decriminalising illegal drugs.  

2. Communaholic Gen Z is inclusive in terms of their social lives. They do not differentiate 
between online friends and friends from the physical world. They value 
online socialisation as it is based more on interests than the 
socioeconomic status. It was reported that 66% of the participants 
believed that communities form around similar interests rather than 
economic backgrounds or educational levels.  

3. Dialogue Gen Z value dialogue with their families and the institution they are 
affiliated with, even if they have different personal values. They can still 
comfortably have relationships with them while maintaining their personal 
values. They prefer dialogue to confrontation. For example, 52% of the 
participants overall, including baby boomers, Gen X and millennials, but 
only 39% of Gen Z, expected companies to answer customer complaints 
on the same day, suggesting that they are calmer in dealing with potential 
confrontations.  

4. Realistic Gen Z has a more realistic view towards life. The vast volumes of 
information they regularly receive make them more careful in deciding 
their next moves. For example, they prefer stability over high incentives in 
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Millennials, Gen Z, and Mental Health.  

Despite all the positive characteristics listed above, these two generations are still 

vulnerable to mental illness. According to the 2018 basic health survey by the Indonesian 

Ministry of Health of Indonesia, approximately 5.4% or 2.3 million Indonesian millennials 

suffer from depression, and approximately 8.5% or 3.6 million suffer from anxiety. The 

Indonesia National Adolescent Mental Health Survey in 2022 suggested that 3.7% of Gen Z 

aged 10-17 years old suffer from anxiety, and 1% suffer from depression (Center for 

Reproductive Health et al. 2022).  

In 2022, Deloitte, a British accounting company focused on audit and assurance, 

consulting, financial and risk advisory services, tax, and related services, surveyed 8,412 

millennials and Gen Z from 46 countries worldwide. The survey aimed to understand the 

views of these two generations about work and the world around them. One of the findings 

from the survey was about stress and anxiety, with 46% of Gen Z participants and 48% of 

millennials found to be either stressed or anxious most of the time. Five main reasons were 

found to be the cause: day-to-day finances, long-term financial prospects, family and 

personal relationships; the health and welfare of the family, and concern about their own 

mental health. 

A similar study was done only in Indonesia by Kaligis et al. (2021) involving 393 

millennials and Gen Z aged 16-24 from three zones (eastern, central and western) in 

Indonesia. The results suggested that the participants had a number of mental health 

problems including stress, learning difficulties, loneliness, addictions, self-harm, depression, 

anxiety, and eating disorders. Several factors were found to cause such conditions: time 

management; finances; academic-related stressors; family, social, and romantic relationships; 

and bullying.  

The effects of this mental distress could be varied. Kaligis et al. (2021) noted that, at a 

person level, mental distress could affect further academic performance and relationships 

and create further mental illness. It could also have much more significant effects, such as 

hindering national productivity, considering that the younger generations are the main 

contributors to a country's future (Nababan, 2023).  

Chat Telepsychotherapy in the Indonesian Setting  

This section discusses the status of CT in the Indonesian setting. The section starts with 

how CT arrived in Indonesia, followed by discussion of the different names Indonesians use 











39 
 

The participants reported that the confidentiality and written aspects of chat counselling 

helped them to feel comfortable which promoted self -disclosure. However, the participants 

also reported not feeling that the counsellor fully empathised with their s ituation. 

Participants reported that when they accessed chat counselling, they probably needed a 

quick remedy for a problem which the counsellor had yet to meet this need. Counsellors 

were also expected to provide more empathetic messages using emojis and less formal 

language.  

Minor Depression  Disorder  

This section provides information on this particular disorder, starting with a general 

discussion about definition followed by causes, effects, and treatment in the Indonesian 

setting.  

Overview  

It is now commonly agreed that depression has two main characteristics which are 

depressed mood and loss of interest and pleasure (Paykel, 2022). This study focuses on one 

of many manifestations of depression: minor depression disorder. The guidelines used to 

identify this disorder are the Indonesian Version of Structured Clinical Interview for DSM IV-1 

(SCID IV-1) which is a semistructured interview guideline to help Indonesian CPs to make 

clinical diagnoses based on the DSM IV criteria. The criteria for minor depression disorder 

are: 1) The experience of at least two, but less than five (while five or more symptoms would 

qualify for major depression disorder), of the following symptoms: a) depressed mood most 

of the day, nearly every day; b) diminished interest or pleasure in all or almost all activities 

most of the day, nearly every day; c) significant weight change; d) insomnia or hypersomnia; 

e) psychomotor agitation ; f) fatigue; g) feelings of worthlessness or inappropriate guilt ; g) 

diminished ability to think or concentrate ; i) recurrent thoughts of deaths. To be diagnosed 

with minor depression disorder, symptoms a or b must present over the last two weeks.; 2) 

the symptoms suffered cause distress in daily functioning; 3) the symptoms are not a direct 

effect of substance abuse or a medical condition; 4) the symptoms are not the result of 

bereavement.  

Further assessment must also be taken to check whether the client has suffered from 

previous major depressive, manic, mixed or hypomanic episodes, as experiencing those 

conditions will rule out minor depression. In addition, CPs need to be sure that the 

symptoms are not better explained by other mental disorders such as dysthymic and 
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might not become depressed while facing stressful events. That being said, any events that 

are perceived to be stressful can lead to depression. Major stressful life events are strong 

predictors of depressive symptoms for people who have never experienced the symptoms 

before (Lewinsohn et al., 1999 in Barlow et al., 2015) 

Learned helplessness theory complements the stressful life events theory. Seligman 

and Maier (1967 in Teodorescu & Erev, 2014) explained learned helplessness as exposure to 

uncontrollable events impairing future exploration and learning. A person who exper iences 

repeated stressful events in their life might develop a belief that they are helpless and unable 

to control or stop stressful life events. In addition, a person with learned helplessness 

develops a depressive attributional style with self-blame for every adverse event.  

Psychodynamics offers a self-focusing model of depression. This model argues that the 

experience of adverse life events such as the death of a loved one or a personal failure or 

significant disappointment would make a perso n fall into a self-regulatory cycle that focuses 

more on the negative outcomes rather than the positive ones. This cycle then leads to a 

negative self-image that furthers the disappointment and ends up in depression (Pyszczynski 

& Greenberg, 1987).  

Aligned with psychodynamics, the humanistic theory emphasises that adverse events 

cause a person to lose self-esteem and self-worth, leading to the inability to achieve self -

fulfilment  (Nevid et al., 2013). Operant conditioning learning theories postulate that the loss 

of positive reinforcement causes depression. Furthermore, losing positive reinforcement 

makes life unrewarding, making a person unmotivated and depressed (Nevid et al., 2013). 

Social and Cultural Dimensions.  The most prominent social and cultural aspects 

identified which contribute to depression are marital relationships, gender, and social 

support (Barlow et al., 2015). An unsatisfactory marital relationship is a strong predictor of 

depression as it affects mood stability, possibly resulting in depression. Men who have split 

up from their spouses are reported to be susceptible to severe depression, even without any 

previous history of depression (Nevid et al., 2013). Similar findings from an Indonesian study 

by Giena et al, (2020) found that more females who have split from their partner suffer from 

depression compared to the ones who were still together or had not married. Marital conflict 

seems to affect men and women differently. A study by Fincham, Beach, Harold, and 

Osborne (1997) found that men tended to withdraw from the relationship or damage it 

because of feeling depressed, while women became depressed because of the conflict in the 
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relationship. This study concludes that both men's and women's states of depression are 

associated with marital conflict; however, the causal directions are opposite 

Gender can also be a factor in depression. Women are more likely to develop 

depression over their lifetimes compared to men (Kuehner, 2017). Cultural roles have 

possibly been found to be responsible for this difference. Although changes are happening, 

females are generally expected to be passive and sensitive and rely on males to complete 

specific tasks (Nevid et al., 2013). This role expectation can increase feelings of helplessness. 

Females also tend to experience more daily obstacles and ordeals than men, with more 

discrimination, sexual harassment and abuse (Otterbach et al., 2021) and less respect and 

power (Barlow et al., 2015). An Indonesian study by Nazneen (2019) also found a similar 

pattern in which females have more tendency to be depressed than men due to different 

coping styles towards stress in which females tend to focus more on negative emotions than 

their male counterparts. 

Social support is also crucial in the presence of depression. People who live alone are 

more likely to have depressive symptoms, and having no close relationships is also 

detrimental to mental health. It has been found that 10% of women experience depressive 

symptoms if they have the support of a close relationship compared to 37% of women that 

have no close emotional support (Brown and Harris, 1978 in Barlow et al., 2015). An 

Indonesian study by Putriana and Gunatirin (2021) found that the opportunity to i nteract and 

receive emotional support helps Indonesians regulate their emotions and avoid depression 

during the pandemic. On the other hand, social support also helps the recovery of depressed 

people. Hallgren et al. (2017) found that supportive social networks play an important role in 

recovery from depression.   

Causes of Depression for Indonesian Millennials and Gen Z . Other than the causes 

mentioned above, the Indonesian literature suggests that there seem to be two significant 

factors associated with depression among Indonesian millennials and Gen Z: the quarter-life 

crisis and social media.  

Quarter -life Crisis.  Several Indonesian studies have cited quarter-life crises as the one 

factor that accounts for Indonesian millennials falling into depression (Ameliya, 2020; Karpika 

& Segel, 2021; Maulana & Hidayat, 2019; Putra, 2021; Sari & Prastiti, 2021; Wibowo, 2017). A 

quarter-life crisis can be defined as anxiety related to uncertainty about the future that 

occurs in young adults in their twenties and is often centred around romantic relations, 
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careers, and social lives (Fischer, 2008). In Indonesia, the reasons for such anxiety vary. A 

study conducted by Yahya and Bahri (2016) explored the problems experienced by 300 

university students in and found they lack of confidence about their futures. T he students 

were unsure about who they would become and what kind of jobs they would get, and 

worried about economic circumstances once they finished their degree and whether the 

major they had chosen suited them.  

The economy and careers seem to be causal factors in quarter-life crises, with 

concerns about securing jobs that provide sufficient financial security to support their 

families.  Having a promising career does not always make the feelings of anxiety disappear. 

Wibowo (2017) described a study case of an Indonesian woman who secured a highly 

sought-after job as a consultant in an American company. Despite her large salary, she 

ended up not liking her job due to the excessive workload. She learned that more than just 

financial security she wanted flexibility and time for more social life. Additionally, Misra and 

Srivastava (2021) mentioned that highly successful people are still prone to suicide due to 1) 

the pressures of perfectionism; 2) feeling lonely or having only superficial relationships; 3) an 

inability to handle failure ; 4) feelings of insecurity; 5) having domestic issues such as marital 

conflict ; 6) the recession during COVID-19; 7) mental illness; 8) inability to maintain a work-

life balance; and 9) pressure to maintain a public image.  

Family is also a theme that emerged in research by Sari and Prastiti (2021). In their 

research, five participants experiencing quarter-life crises were interviewed in an attempt to 

map the causes. All five participants described that the causes of their quarter-life crises were 

family-related. Participants mentioned that they were anxious about not being able to 

support their family economically once they graduate from their university; fear of 

disappointing their parents was the main reason for their crisis; and anxious about their 

ability to find a partner and have a family on their own. One participant who already had a 

partner at the time was unable to maintain their relationship and ended up separating.   

Social Media.  Even though social media can be at the forefront in spreading 

awareness and hope around mental distress (Amalia & Anggraeni, 2022), social media has 

also been cited as one of the causal factors for depression among Indonesian millennials and 

Gen Z (Al Aziz, 2021; Universitas Gadjah Mada [UGM, Gadjah Mada University], 2018; Kurnia, 

2019; Pranoto, 2020; Rezkisari, 2020; Sudrajat, 2020). There are several reasons why social 

media can induce depression. Pranoto (2020) mentioned that Gen Z often compare 
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themselves with others on social media. Given the pressure to achieve academically, seeing 

others achieve more can lead to anxiety and depression.  

Hamidah (in Kurnia, 2019) postulated that millennials are too reliant on their social 

media to communicate with others, so much so that they do not develop actual social skills. 

If these millennials do have to have direct social interactions without the help of social 

media, any negative feedback or unpleasant experience will be magnified, which can lead to 

depression. Kartasasmite (in Al Aziz, 2021) mentioned that Gen Z who are addicted to social 

media, can experience low self-confidence and loneliness and develop a fear of missing out, 

leading to depression.  

Witopo (in UGM, 2018) mentioned a combination of false body image and the inability 

to filter information on social media as one of the main reasons social media use can lead to 

depression, as teenagers often look to social media for body image standards. These 

standards can make viewers feel pressured to meet them. Failure to meet the standard may 

lead to a lack of self-confidence, potentially leading to depression. Basanti and Susanto 

(2020) has mentioned that the tendency of Indonesian teenagers to create second social 

media accounts could indicate splits in their personalities that could lead to depression.  

Finally, Sudrajat (2020) conducted a study that investigated the effects of social media 

on mental health and well-being. Sudrajat used a qualitative approach and interviewed 52 

participants aged 11-18. From the study, Sudrajat found that all participants agreed that 

social media is terrible for mental health and well-being. The participants reported that social 

media induces depression, stress, and even suicidal thoughts. One of the participants 

reported feeling intimidated by images on social media which portrayed unrealistic body 

images. Participants also reported that they had often wanted to imitate the self -harm 

behaviours that they saw on social media. Finally, the participants reported that they often 

experienced bullying and intimidation through soc ial media, which led to depression.  

Psychological Framework Formulation of Depression  

In the clinical psychology and psychiatry setting, practitioners often impose 

psychological framework formulation methods to understand depression or any other 

mental health disorder (Johnstone, 2018; Thrower et al., 2023). This particular method has 

come to the surface, as a result of criticism towards a psychiatric diagnosis that is often 

criticised for lack of social context and brings stigma towards the service user (Bental, 2009). 

Psychological framework formulation came as an alternative approach to understanding 
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Table 9 

The 4Ps model using biopsychosocial model. 

 Biological Psychological  Social 
Predisposing Genetic vulnerability 

Age 
Gender 
Race 

Adverse childhood events 
 

Socioeconomic status 
Culture 

Precipitating Substance misuse 
Onset of medical 
condition  

Negative/maladaptive 
thoughts  

Life events such as: 
Accidents 
Loss of a significant 
person 

Perpetuating Underlying chronic illness Self-destructive coping 
mechanism 

Social Stigma 
Unemployment 

Protective Above average 
intelligence  

Adaptive coping 
mechanism 

Social support from 
communities 

Note: From Workplace Assessment Scale: Pilot Validation Study by Huang et al. (2022) under Creative 
Commons Attribution 4.0 International with some modification based on Handerson and Martin (2014) 
and Wright et al. (2019) 

 

An example of a Psychological Framework Formulation using the 4Ps model is as 

below: 

 X paid an online CT company with a presenting problem of feeling down for the past 

two weeks. X does not feel like leaving the room and can stay in bed all day, except when 

taking water and food. While the most likely diagnosis for X would be Depression, instead, 

the clinical psychologist managed to write a formulation based on one CT session as below: 

 

 There are several key points in your life that led you to your current mental state. 
You informed me that you come from a lower -middle-class family, and even though your 
parents had always been able to provide the basic necessities for the family, a surplus of 
needs had never been achieved. Instead, all family members live under constant pressure 
to be wise and reasonable in every material aspect of their lives. While holidays were 
present, you never had a holiday that you thought was special enough, such as going 
interlocal, let alone international. You never have the luxury of owning fancy clothing or 
gadgets you can be proud of. Whenever you and your family browse the local mall, you 
are never allowed to buy decent attire. You mentioned that throughout y our life, you have 
managed to accept the situation, that is, until three weeks ago when your group of 
friends invited you to join a trip to a nearby amusement park that had just opened. The 
ticket was on promotion, but the price was still too much for you,  making you decline the 
invitation. Your friends ended up having the best time of their lives while you stayed at 
home. Since that happened, you have been feeling this sad emotion and prefer to stay in 
your room rather than go out. When I probed you about your feelings, you mentioned 
that going out would lead to another similar scenario, which could hurt you even more. 
Your parents realised such a condition; however, you never told them the real reason 
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cognitive therapy (5%), g) emotion-focused therapy (5%), and h) other therapies (36.4%). 

Searching the Electronic Database of the Indonesian National Library using the criteria 

above retrieved 45 academic works which were mainly journal articles. The therapies 

discussed in the 45 works were: a) CBT (22.2%), b) spiritual therapies (15.5%), c) group 

therapies (11.1%), d) music therapy (8.8%); e) Other Therapies (42.4%).  

To add to the understanding of the treatment of depression in Indonesia, official 

publications produced by governmental and professional organisations in Indonesia were 

examined. Firstly, Keputusan Menteri Kesehatan Tentang Pedoman Nasional Pelayanan 

Kedokteran Jiwa [Minister of Health Decree Concerning the National Guidelines for 

Psychiatric Services] (2015) provides guidelines on how to treat depressed people by using 

medication (i.e., antidepressants), followed by psychosocial therapies recommended by the 

ministry including: 1) cognitive therapy; 2) interpersonal therapy; 3) behaviour therapy; 4) 

psychodynamic therapy; and 5) family therapy. 

IPK Indonesia (2021) has produced Pedoman Nasional Pelayanan Psikologi Klinis 

[National Guidelines of Clinical Psychology Services] to support Indonesian CPs in their daily 

clinical psychology practices. The primary contents of this book are the guidelines for best 

practices for treating people with psychological disorders. According to this book, the 

therapies that are suitable to be used for depression based on the evidence are a) CBT; b) 

acceptance-based and mindfulness-based CBT (ACT, MBCT); c) cognitive behavioural analysis 

system of psychotherapy (CBASP); d) interpersonal therapy; e) behavioural activation; f) 

behavioural couple therapy (BCT); and g) psychodynamic theory. The guidelines also suggest 

a collaboration with the medical profession if deemed necessary. There are two main 

scenarios in which CPs are recommended to collaborate with the medical profession. Firstly, 

CPs are recommended to collaborate with a psychiatrist when the depressed client is 

diagnosed to be at a severe level to the point of  being suicidal or having psychotic episodes. 

Another collaboration is deemed necessary if the depressed client seems to have a medical 

illness or condition that needs to be addressed by the specialist. 

Comparing and contrasting these findings from multiple sources, there are similarities 

and differences between the treatments recommended in the literature, by the Indonesian 

government, and by the official professional body of Indonesian CPs. Firstly, therapies based 

on cognition and behaviours are present in all sources. These types of therapy manifest 

under different terms, including CBT, cognitive therapy and behavioural therapy. As 





56 
 

support each other (Seekles, 2011). During the sessions, group members talk about their 

issues and treatments and offer cautionary advice, and receive encouragement and advice in 

return from other members (Ririnisahawaitun, 2010). 

Chat Telepsychotherapy in Treating Depression.  

Several treatment options from the perspective of international and Indonesian 

literature have been mentioned in the previous two sections. Looking at the literature, 

several therapeutic approaches seem to be favoured by text-based distance therapy to treat 

depression. Kessler et al. (2009) use CBT as their theoretical approach in their chat-based 

intervention to treat depression. The client and therapist communicate in real -time 

synchronous chat. The sessions last for 55 minutes and last for 16 weeks.  

Kramer et al. (2014) used chat-based treatment with the solution -focused brief as the 

theoretical approach to dealing with depression. Similar to the previous discussion, the 

communication is conducted via real-time synchronous chat. Through these chat messages, 

the therapist delivers miracle questions, a philosophy in solution-focused treatment where 

the clients describe how the future will be different when the problem is gone. The 

therapeutic chat session also practices other solution-focused unique techniques such as 

setting goals, being aware of their strengths, and formulating solutions, along with other 

solution-focused methods. All of this was conveyed or discussed using chat messages. 

Goldin et al. (2019) use CBT as their theoretical approach in their chat-based 

intervention to treat depression. The content of the chat intervention not only relies on 

chatting communications but uses other features of the mobile app application that can 

deliver video, audio, and graphics. Lindqvist et al. (2020) used internet-based psychodynamic 

psychotherapy (IPDT) as a theoretical approach to dealing with depression. The intervention 

consists of real-time synchronous chat communication with the therapis t for eight weeks. It 

also has other components: modules that consist of text, videos, and exercises.  

To summarise, a multiple theoretical approach can be used in CT treatment. This 

discussion also emphasised that the chatting application used for the therapy would need to 

have extra features, such as the ability to send pictures and videos, which could help the 

process. 

Targetting The Perpetuating Factors  

Looking back at the Psychological Framework Formulation, the literature suggests 

treatment for depression or any other mental health illness should target perpetuating 
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factors and not only focus on symptoms (Potsch & Rief, 2024). To start with, Borsboom 

(2017) introduce a network theory of mental disorders that postulates that there is a network 

in the mental disorder in which symptoms of a mental disorder are causally related to each 

other through myriads of biological, psychological and societal mechanisms.  This means 

targeting a particular symptom that may be activated because of other untreated symptoms 

may not be effective. For example, loss of energy and insomnia, two symptoms of 

depression, are biologically correlated with each other, as lack of sleep will result in the loss 

of energy. If we look further, the insomnia behaviour may be an effect of another cause; thus, 

giving treatment such as a sleeping pill might give more sleep. However, without treating 

other symptoms that cause insomnia in the first place, it will not be as effective. In a nutshell, 

Borsboom (2017) suggest that symptoms that are highly correlated with each other could 

lead to a cluster of psychopathology symptoms that becomes self-sustaining; there would be 

specific symptoms that maintain the disorders.  

Regarding depression, the literature suggests that therapy should even go deeper than 

finding specific symptoms that maintain the disorder. Therapy should go into the 

perpetuating factors that cause the symptoms to be sustained. Mancini and Gangemi (2015) 

postulated that two perpetuating factors in depression should be addressed: cognitive and 

interpersonal processes. Regarding the cognitive process, Kaney (1997) suggested that 

people with depression tend to overestimate the negative sides of events, leading to them 

feeling fewer positive events occurring to themselves and more positive events happening to 

others. For interpersonal processes, Hames et al. (2013) suggest that depressed people tend 

to show deficits or negatively evaluate their social skills. Behaviour such as responding less to 

the conversation and disclosing negative information would make depressed people unable 

to pursue or maintain relationships. This then leads to the absence of relationships that 

could increase the severity of depression. Finally, the literature suggests that two theoretical 

approaches towards psychological treatment that seem to be effective and aligned with this 

Psychological Framework Formulation are CBT and IPT, which have been discussed in the 

previous sections. 

Culture and Psychotherapy.   

Culture not only affects the symptoms of mental disorders; it also affects 

psychotherapeutic interventions. According to Bernstein et al. (2018), psychotherapy 

originated in Western culture, which can be considered as individualistic rather than 
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Regarding depression and therapeutic aspects of the manual, 

�” How can clients with minor depression be best supported over chat? 
�” Are there any differences in terms of the manifestations of depression in Indonesia 

compared with other countries?  
�” What types of psychotherapy are suitable to be delivered using CT?  
�” How should the stages in CT be laid out?  
�” How should the sessions be arranged and structured?  
�” What are the goals for each session?  
�” How can confidentiality be addressed in CT? 

 

To optimise the cultural aspects of CT, 
�” How might culture affect the process of CT with Indonesians? 
�” What values need to be upheld during CT with Indonesians? 
�” What are the characteristics of Indonesian millennials and Gen Z, and how do they affect 

the CT process? 
�” How can we best address the diversity of Indonesian people, knowing that CT is a 

national service? 
�” How are the Aspects of Culturally Sensitive Psychotherapy by Bernal et al. 

(1995) conceptualised in Indonesian CT? 
�” How is the therapeutic relationship, which is the common factor of psychotherapy, being 

conceptualised in Indonesian CT? 
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Indonesian millennials and Gen Z who suffer from minor depression. While the concepts of 

depression and psychotherapy might be universal, the manifestations and suitable 

psychotherapeutic techniques might not be the same for other populations outside of th is 

context. However, the process for recruiting the participants, which was best done utilising 

an established depression measure and structured interviews with high psychometric value, 

along with the analysis of the data from the participants, which need to be compared with 

findings from the existing research, suggested that this research also needed to accept the 

paradigm of a single reality. This research therefore needed to hold two paradigms 

simultaneously.  

Recruitment of Participants  

This section starts with a discussion about the number of participants, the  inclusion 

and exclusion criteria for both participant groups, followed by a summary of the recruitment 

processes for both groups. This section also provides demographic data of the participants. 

The Number of Participants  

There were two groups of participants. The first group consisted of CPs, and the 

second group consisted of clients (i.e., Indonesians millennials and Gen Z who suffer from 

minor depression). Several factors were considered to determine the number of participants 

in each group. Firstly, Morgan and Lobe (2011) suggested that online synchronous focus 

groups should consist of only of three to five participants. However, Kite (2017) conducted 

an online focus group with six participants, and the research received comments on having a 

very small sample by a referee. Looking at offline focus group discussions, Krueger and 

Casey (2014) mentioned that offline group discussions of five to eight would be suitable as 

more may hinder active participation. 

As these findings were acknowledged, I decided to use eight participants for each 

group. Having three to five participants, as suggested by Morgan and Lobe (2011), would 

be too small for the study. The possibility of not all clients attending all the sessions and 

even losing clients throughout the research journey was high. The article itself was a 

relatively older reference. In 2011, the advancement of technology and features in online 

focus group discussions were probably less advanced than at the time of this study. With 

extra findings from Kite (2017) suggesting that six participants were still too small and Casey 

(2014) suggesting that eight participants could result in active participation, I was confident 

to decide to have eight participants for each group.  
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No Gender Age Ethnicity  Place of Practice  
CT Experience 

(Months)  

Java Island 

2 Female 36 Sundanese Bekasi 
Java Island 

19 

3 Female 27 Malay Jambi 
Sumatra Island 

7 

4 Female 34 Bugis Bekasi 
Java Island 

29 

5 Female 28 Malay Kuala Tungkal 
Sumatra Island 

16 

6 Male 31 Javanese Sragen 
Java Island 

7 

7 Female 38 Malay Banyuasin 
Sumatra Island 

21 

8 Female 31 Javanese, 
Sundanese 

Sleman 
Java Island 

14 

Mean Age  33  Mean Experience  15.25 

Age SD 4.47  Experience SD 7.68 

    Experience Range 22.00 

 

Methodology  

In line with the research questions and chosen research paradigm, the study used 

mainly qualitative methods to obtain and analyse the data. As the main idea of the study was 

to understand how to best conduct CT, based on the experiences of direct stakeholders in 

such an intervention. A qualitative approach allowed me to have the flexibility to explore and 

understand the phenomenon and obtain rich data from the participants (Queirós et al., 

2017). Furthermore, the qualitative method was chosen because the method was suited to 

the phenomenon, which was novel and previously unresearched (Bauer & Gaskell, 2000; 

Morse, 1991; Murshed & Zhang, 2016). There was no previous CT manual in the Indonesian 

literature to base this research on. The naturalistic inquiry paradigm was adopted to guide 

me in forming the research questions and the questions posed to the participants. 

Naturalistic inquiry allows me to not only to formulate holistic questions to explore a 

phenomenon but also to have interactive discussions with participants rather than just one-

way questioning (Guba & Lincoln, 1982) 

Collaborative design, commonly known as codesign, incorporates qualitative 
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insights found in discussions with both participant groups. A list of the questions can be 

found in Appendix U (p. 540).  

The Sessions 

The data gathering (codesign) began on 14 July 2021 and ended on 8 September 2023. 

A total of six sessions were conducted with the CG and 15 with the PG with various number 

of participants attended. In the CG, one participant never attended the sessions despite 

multiple attempted contacts made by myself. In the PG, only three sessions were attended 

by all participants. Between one and three participants did not attend the sessions for the 

other twelve. Table 15 below summarises the attendance  

There was an unequal number of sessions with the CG and the PG. Based on my 

observations and recollections of the data-gathering process, this was due to the difference 

in the depth of discussion and the different characteristics and behaviours by the PG and CG 

members during the data-gathering process. The CG members tended to offer relatively 

concise responses in the discussions, while the PG members tended to provide much more 

comprehensive answers. I also needed more discussion with the PG members as for 

guidance and confirmation during the prototyping stage.  

Table 15 

List of Sessions 

Stage 
Participants  

Involved  
Dates of 
Sessions 

Nos 
Attended  

Stage 1 
Understanding and Sharing Experience 

CG 15/6/21  7/8 

PG 
19/6/21  
21/6/21  

7/8 
5/8 

Stage 2 
Exploring blue sky ideas 

PG 
26/6/21  
28/6/21  

7/8 
7/8 

CG 29/6/21  7/8 
Stage 3 
Selecting and developing a blue sky 
concept 

PG 
2/8/21  
4/8/21  

8/8 
7/8 

CG 5/8/21  7/8 

Stage 4 
Converting into practical proposals 

PG 

9/8/21  
11/8/21  
16/8/21  
25/8/21  

7/8 
8/8 
7/8 
8/8 

CG 
12/8/21  
26/8/21  

7/8 
7/8 

Stage 5 
Prototyping and Evaluating 
 
Making of First Draft 

Researcher 
27/8/21  
- 
25/11/21 

N/A 
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Quantitative Data  

Fundamental descriptive data analysis was used to analyse the quantitative data. A 

Wilcoxon signed-rank test was conducted to see whether there was a significant difference 

between the quality of life and depression measures before and after FGDs.  

Qualitative Data  

Codesign is a collaborative approach to designing products involving all groups who 

will use the product. The two main user groups were represented in this research by the CG 

and the PG. Each participant was encouraged to acknowledge, appreciate, and comment on 

each other opinions regarding the product. This then affected how the data analysis of the 

data was performed.  

To stay true to the codesign principles, data analysis needed to be done as soon as the 

sessions had finished. Every relevant finding from each data analysis needed to be submitted 

to the other group prior to their next scheduled session; for future discus sion. By doing this, 

all parties could learn about the findings from the previous sessions, comment on them and 

contribute new insights into the topics discussed.  

Similar codesign strategies can be found in the literature. Krueger (2014) has asserted 

that it is possible to do continuous data analysis for multiple FGDs because where data 

collection and data entry stop and data analysis begins is unclear. For FGDs, the first analysis 

can begin after the first session and data analysis is concurrent with data collection. By using 

this approach, researchers can be alert to more questions that need to be followed up and 

further discussed in the next session (Krueger, 2014). Krueger (2014) has argued that this 

approach to data analysis can result in better data collection than waiting until all FGD 

sessions are finished. 

Proceeding with the strategy, I performed data analysis after every session, beginning 

with transcription using the denaturalised method. Denaturalised transcription, according to 

Oliver et al. (2005), is a method that removes the idiosyncratic elements of speech, such as 

stutters, pauses, and nonverbal and involuntary vocalisations. This method differs from 

naturalised transcription, in which every utterance is transcribed in as much detail as 

possible. Widodo (2014) has suggested that the choice between the naturalised and 

denaturalised methods depends on the degree of reflexivity required, the nature of the 

research (e.g., the research design), the data analysis focus, sensitivity to participants, and the 

nature of their involvement in the research.  
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Denaturalised transcription was perceived as more suitable for this research for several 

reasons. From the research design perspective, the data-gathering was conducted using an 

online platform, and due to technological issues, some participants only showed themselves 

on camera sometimes. Some participants utilised the chat function rather than speaking to 

convey their answers. This resulted in a lack of nonverbal data, such as expressions and 

gestures. Some participants sometimes lost connection, resulting in pauses and dropping 

out from the session. Much of the conversation in the FGD sessions was also about 

technological issues and attempts to fix problems. Given this study used ongoing data 

analysis during the data collection and the periods between sessions could be as short as 

one day, a quick transcription method was needed. Since denaturalised transcription does 

not require focus on every utterance in the conversation, the process is much faster than 

naturalised transcription. After Stage 4, the qualitative data did not always come from 

sessions. Written feedback from the participants on the drafts, which did not contain 

nonverbal information, was also considered as qualitative data. I was mostly focused on the 

content of the conversation, for which de naturalised transcription is suitable (Widodo, 2014). 

Denaturalised transcription focuses more on the substance of the interview, that is, the 

meanings and perceptions created and shared during a conversation (Cameron 1996, cited in 

Oliver, Serovich and Mason, 2005) 

For the transcription, I re-watched the video recordings of the sessions and listened 

carefully to what the participants were saying before writing down quotations. The data was 

organised into tables. An example of such a table is given in Appendix V (p. 543). Written 

feedback on the drafts was compiled in one file according to versions of the protocol draft. 

Each transcription was completed in the original language. All excerpts that are presented in 

this study were subsequently translated into English. They are not word-by-word translations 

from the original language and some excerpts are shorter or longer than the originals. 

During the translation, I focused more on what the participants were trying to say, thus, big 

chunks of the words might have been lost during the translation process. This kind of 

treatment was justified as I used thematic analysis rather than quantitative content or 

discourse/communication analysis. Furthermore, because participants gave feedback on the 

manual, they would notice any misinterpretation that I possibly made on the translation. The 

excerpts were still considered as clean but inaccurate transcriptions (Illien, 2022). Once the 

transcription was finished, a unique application of thematic analysis as described by Braun 
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and Clarke (2006) was utilised to analyse the data. This unique application is explained in the 

next section. However, the basic step-by-step process described by Braun and Clarke (2006) 

was still followed, including: 1) familiarisation with the data, 2) generation of initial codes, 3) 

searching for themes, 4) reviewing themes, 5) defining and naming themes, and, 6) 

producing a report.  

1. Familiarisation with The Data.  As suggested by Riessman (1993, as cited by Braun 

and Clarke, 2006), familiarisation with the data started during transcription. Re-watching the 

recordings of the sessions while transcribing and rereading the transcriptions were the two 

strategies I used to become familiar with the data. During this stage, I tried to find any 

meanings, patterns, and significant aspects the answers in relation to my analytical interest 

and prior knowledge (Braun and Clarke, 2006). As stated, the data gathering was a 

continuous process with each session producing new data for myself to become familiar 

with. In Stage 5, data was produced not only in sessions but also in written feedback about 

the manual. After compilation of all the data ( i.e., excerpts and written feedback), I also 

familiarised myself with this data.  

2. Generating Initial Codes.  In this step, I generated initial codes based on the data. 

An example of this can be seen in Appendix V (p. 543). The initial codes were derived from 

the previous stage of data familiarisation. Following the suggestions from Braun and Clarke 

(2006), the coding process was both data- and theory-driven. On the one hand, I initiated the 

discussions by putting theory-driven questions to the participants. On the other hand, the 

answers that came up during discussions were sometimes unpredictable and thus, created 

data that was not theory driven. As the manual is the first of its kind, it was expected that the 

discussion would be wide ranging. Braun and Clarke (2006) have also recommended that I 

include as many codes as possible and use single data coding where possible. As the data 

analysis process started before the data gathering finished, any striking and unique answers 

were coded and the codes used in the subsequent data gathering, even though they 

originated in statements by one participant. It is possible t hat a single code has enough 

depth and detail to tell its own story (Neale, 2020). Such a single data coding could create 

new discussions and even change the direction of the manual. 

3. Searching for Themes.  Once the data had been coded, I searched for the broader 

themes, as described by Braun and Clarke (2006). This was done by analysing how different 

codes aligned with each other and whether they could be combined to create a theme. A 
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sample of this process can be found in Appendix W (p. 544). Braun and Clarke (2006) have 

suggested that this step can only be done when all the data has been gathered. However, as 

described at the beginning of the data analysis section, this process was started by myself 

even before the data gathering had finished. Every session, especially in Stages 1 to 4, 

created valuable data that needed urgent analysis as the coded and themes that emerged 

from one session could be used for the next session. In Stage 5, I analysed data from the 

participants' written feedback and used the findings in the following sessions. This treatment 

of data was applied throughout the study until the last sessions for both participant groups 

in Stage 5 (finalising the manual). The difference was that the specific documents that served 

as summaries of sessions were only made up to Stage 4. These summaries were then passed 

between the groups for comment and became the source of insights for further discussion. 

An example of a session summary can be found in Appendix X (p. 545). In Stage 5, no 

summaries were created as I had already written the manual to be given to each group.  

4. Reviewing Themes, Defining and Naming Themes, Producing the Report.  

Reviewing themes involves a process in which I refined the already collected themes, with 

some themes might turned into codes, collapsed with other themes, or organised into sub -

themes. Researchers might also create new codes that could lead to new themes or ignore 

some codes as they are deemed irrelevant to the whole dataset. Endless coding should be 

avoided when reviewing themes. Defining and naming the themes involves a process in 

which I defined the essence of each theme that has already been decided. I should have 

enough excerpts from the data that are organised, coherent, and consistent enough to build 

the themes and sub-themes and make sure that those themes and sub-themes are different. 

At the end of the process, each theme and sub-theme required a name. The final step in the 

process involves a final description of the themes. The final report should be a concise, 

coherent, logical, non-repetitive and compelling account of the story the data tell (Braun and 

Clarke, 2006). Finally, the final report must be discussed analytically and supported by the 

relevant evidence.  

In this study, the last three stages described by Braun and Clarke (2006) were 

performed differently. Firstly, the reviewing, defining and naming of the themes was done 

not only by myself but also by the participants. For example, themes that were determined 

and listed in the summaries of sessions from CG could be amended, added to, corrected or 

removed by the PG in the following sessions, and vice versa. In Stage 5, participants were 
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Stage Parties Involved Topics Discussed 

Stage 5 
Prototyping and 
Evaluating 
 
Discussion of Second 
Draft  

PG �” Appropriate use of emojis and voice notes 
�” Confidentiality  
�” Culture and CT 
�” Fees 
�” Format of the manual 
�” General values 
�” Self-harm 
�” Starting and promoting the service  
�” Technical issues 
�” The characteristics of Indonesians with depression 
�” Therapeutic relationship 
�” Treatment stages 
�” Voice typing 
�” Workplace 

CG �” Culture and CT 
�” Showing empathy 
�” Starting and promoting the service  
�” Technical Issues 
�” Treatment Stages 

Stage 5 
Prototyping and 
Evaluating 
 
Writing Third Draft  

Researcher �” N/A 

Stage 5 
Prototyping and 
Evaluating 
 
Reading of Third Draft  

PG �” Culture and CT Starting and promoting the service 
�” Culture, goal setting, solutions and giving advice  
�” Dealing with different clients  
�” Fees 
�” Intervention techniques 
�” Self-harm 
�” Treatment Stages 
�” Voice typing 
�” Warranties and refunds 
�” Workplace 

Stage 5 
Prototyping and 
Evaluating 
 
Writing Final Product 

Researcher N/A 

 

Codesign Flow  

The following chart shows the flow of discussion in the codesign process.  
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certain mental difficulties. It also discusses the technical advantages, which are accessibility, 

affordability, anonymity, instant documentation, and practicability.  

Source of Support and Relief.  Similarly, to previous studies (Fang et al., 2018; Gibson 

& Cartwright, 2014), three CG members (C4, C6, & C8) mentioned that CT could provide a 

sense of relief. Having someone that could pay attention, provide a summary (Fernando, 

2011), and possibly a solution (Amos, Bedu-Addo, & Antwi., 2020) for their difficu lties, made 

the clients feel understood and motivated.  

I feel relieved and calm. I had a problem, I shared it, they gave me a solution and 
then I felt motivated. (C4) 
 
I felt relieved when the psychologist performed a comprehensive interview and later 
provided a summary of the issue. It means the psychologist was actually listening 
and paying attention. I have someone that listens to me. (C8) 

 

Suitability with Certain Mental Difficulties.  Two PG members (P6 & P8) suggested 

that some people may not have anyone to listen to them and some people with social 

anxiety lack the confidence to go out and meet CP face-to-face (Stott et al., 2013). Some 

people might not have the energy to engage in verbal communication. These types of clients 

prefer to use chat media instead, to seek psychological help. 

[CT is] suitable for people who want help or to get an opinion but lack friends who 
could listen to them. (P6) 
 
[CT is an] affordable service for people with social anxiety issues, those who are not 
comfortable with eye contact. [It is] also suitable for clients with low energy, ones 
who do not have the energy to talk. (P8) 
 

There is also a similarity between the two answers where people with mental health 

issues do not have someone to talk to. Hence, they turn to CT to have someone to 

communicate with and give them the attention they need. Indonesian literature suggests 

that loneliness could possibly explain this finding. Loneliness is a subjective feeling that 

appears when someone lacks an intimate relationship or social relationships with other 

people (Yaswi, 2019). This feeling can emerge in anybody in many situations. Teenagers 

might be experiencing obstacles to establishing themselves as people with autonomy 

(Dafnaz & Effendy, 2020). Adults with low levels of resilience might also feel lonely (Sari & 

Listiyandini, 2015).  

In the context of depression, one possible explanation for this finding is the unique 

degenerative cycle of depression and loneliness. The stigma that still affecting people with 
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ask CPs to help several clients at the same time. Some companies also allow a very short time 

to conduct the session. This results in a difference in depth in terms of the therapeutic 

relationship.  

In my company, when we are online, we need to serve a number of clients. One time, 
I needed to serve eight clients at the same time. Imagine that I need to divide my 
focus into the different issues experienced by these clients. If the issues are too deep, I 
would rather refer them for face-to-�I�D�F�H���V�H�V�V�L�R�Q�V���D�V���,���G�R�Q�·�W���I�H�H�O���,���K�D�Y�H���H�Q�R�X�J�K���H�Q�H�U�J�\��
to go deeper. (P4) 
 
�7�K�H�U�H���D�U�H���F�R�P�S�D�Q�L�H�V���W�K�D�W���R�Q�O�\���J�L�Y�H���������P�L�Q�X�W�H�V�·���V�H�V�V�L�R�Q�V�����,�Q���W�K�D�W���W�L�P�H�����Z�H���F�D�Q�Q�R�W���J�L�Y�H��
everything that we want to give. (P3) 
 

Furthermore, clients often only shared minimal information in regard to their 

difficulties. This meant that the CP could not find the root of their difficulties. On the one 

hand, with the difficulties of compiling chat messages, CPs need more time to go deeper into 

their problems. But on the other hand, not many clients were willing to commit that far.  

�'�X�U�L�Q�J���&�7�����W�K�H���L�V�V�X�H�V���W�K�D�W���F�O�L�H�Q�W�V���F�R�Q�Y�H�\���W�R���X�V���R�I�W�H�Q���S�H�U�L�S�K�H�U�D�O�����V�X�F�K���D�V���´�,���F�D�Q�Q�R�W��
�V�O�H�H�S�����,���D�P���R�Y�H�U�W�K�L�Q�N�L�Q�J���µ���:�K�H�Q���,���D�V�N���P�R�U�H���G�H�W�D�L�O�H�G���T�X�H�V�W�L�R�Q�V���D�E�R�X�W���W�K�H���L�V�V�X�H�V�����,��
might have a hunch that the client has a more complex problem. However, because 
of time and the fact is CT, we need to make more effort to unveil that main problem. 
To do that, we need to be careful as CT does not allow us to give a more directive 
question. This is the barrier in CT, the difficulty of unveiling the main problem. I 
rarely had any clients that had such intense contact with me, that we finally found 
the main problem. The maximum number of sessions is only four. (P1) 
 

Finally, the slow responses mentioned by the clients were also mentioned by the PG 

members. Three PG members (P4, P6, & P8) mentioned that they also had experiences when 

clients responded to them very slowly. While this might be because clients were having 

difficulty compiling messages, it could also be because the clients were not attentive. Slow 

responses from the clients also mean that the CP needs to make an extra effort to make sure 

the clients are doing all right on the other side, which is often diff icult.  

I had a client who gave a very slow response. After a while, the client messaged me 
�D�Q�G���V�D�L�G�����´�,���D�P���V�R�U�U�\�����,���D�P���I�H�H�G�L�Q�J���P�\���F�K�L�O�G���D�V���Z�H�O�O�����D�W���W�K�H���P�R�P�H�Q�W���µ�����3���� 
 
Slow responses mean the psychologist must reconfirm whether the client is still on 
the other side, whether they are experiencing technical difficulties, and whether they 
are safe or not. (P8) 
 

From the results presented above, it can be seen that the CG members found that the 

quality of the therapeutic process using CT might be compromised. Following the answers 

from PG members, the difficulty in providing a standard quality therapy session occurred 
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because of the lack of opportunity to provide one. The duration, the number of clients 

served, the level of engagement, and the commitment to the therapy were all lacking. For 

example, CBT sessions are usually 45 minutes per session, per individual, in face-to-face 

setting (Bruijniks, 2015). Based on the data, a session in CT was 30 minutes to one hour, in 

which the CP has to divide their focus between multiple clients. Finally, even though the CP 

wants to make up for the time lost by having a number of ses sions, commitment from the 

clients seems to be lacking. This again would hinder the progress of therapy as commitment 

is crucial for positive outcomes in psychotherapy (Bachelor, 2013). 

Slow responses have also been consistently found in previous studies. Gibson and 

Cartwright (2014) found that the slow responses made in text-based online counselling 

potentially decreased the sense of connection between the counsellor and the clients. In the 

same study, it was also found that slow responses from the counsellor could be very difficult 

for some clients, especially when the service is off during the night as there were reports that 

symptoms of mental illness are often worst during those long hours of the night. Slow 

responses could create ambiguity in the therapeutic process and even trigger the departure 

of the clients from the therapeutic process (Amos, Bedu-Addo, & Antwi., 2020; Xu et al., 

2021). 

Lack of control.  A similar yet more focused subtheme concerns the difficulties that 

appear due to the CPs and the clients not being in the same premises. Two PG members (P1 

& P4) mentioned that not being in the same room with the clients limit or hinders the CPs 

from offering or effectively providing a certain kind of psychotherapeutic in tervention..  

The psychologist would have difficulty ensuring the client completes the homework 
or assignment according to the instructions. For example, in relaxation, when the 
client is instructed to inhale deeply, we could never know if the client actually did it. 
(P1) 
 
I had a client who holds grudges against their family for whom I believe the empty 
chair method would be suitable. When I informed the client about the method, I was 
afraid that the client would lose control. if we provide therapy [in the same room] 
and they cry, or worse faint, we can help them and give them comfort. (P4) 
 

The lack of control over the course of therapy is something that tends to be negative. 

Tsalavouta (2013) found that the lack of physical proximity means the therapist is more 

anxious about the levels of stress and safety. A psychiatric study mentioned the inability to 

exert control over the patient and provide emergency care if needed are seen as risk factors 

(Gilmore & Ward-Ciesielski, 2019). Tsalavouta (2013) again mentioned that the lack of 
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How to Get Started in CT.  

The main idea of this section is to discuss the best practice for CPs to enter the world 

of CT. It is aimed at CPs interested in offering CT as one of their services. The section includes 

two main themes: starting and promoting CT services and fees.  

Starting and Promoting CT.  The section discusses different pathways CP can use to 

enter the world of CT. It also discusses the advantages and disadvantages of each pathway; 

one of which is promoting the service. Nine participants (All PG members & C3) joined the 

discussion, which then resulted in three main subthemes: joining telepsychology companies, 

private CT practice, and collaborating with information technology companies. Other 

subthemes also found in this theme including workplace recommendations and using 

personal and professional phone numbers. 

Joining Telepsychology Companies.  CPs can join existing psychology companies that 

provide CT services for Indonesians. However, as there are multiple telepsychology 

companies in Indonesia, the CP needs to be considerate in regards to the technical and 

therapeutic aspects along with career improvement that these companies might offer, be fore 

joining one of them.  

When I graduated, it was during the pandemic. So whether I like it or not, I had to 
join several online [telepsychology companies]. (P6) 
 
I joined this company because they often publish information and articles that I find 
interesting. They often hold webinars that are exclusively for us, the payment is 
smooth and transparent, and also, it is easy for me to contact them when I need to. 
(P4) 
 
Also, consider the duration of therapy given by the company. Companies that apply 
time limits facilitate time efficiency during therapy, while companies that do not 
would make the client feel they could convey different issues simultaneously, leading 
to ineffective time management (P6) 
 

Looking at the literature and evidence from the field, Harahap (2021) listed ten 

companies in Indonesia that provided online counselling. Personal research through their 

website found that all of those companies have either a website or social media page where 

they promote their services. In general, their websites and social media pages will include 

information such as types of service, online articles, and terms and conditions. They also 

display promotional content such as testimonies, podcasts and YouTube videos. Some 

provide online tests and even online interventi ons such as medication and breathing 

exercises for the consumer to try out. They also provide information about their company, 
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such as address, contact details, and the history of the company. These findings indicate that 

telepsychotherapy companies are alive and running. Consideration in choosing which 

company to collaborate with aligns with Novotney (2017) who mentioned that practitioners 

who work at online telepsychology companies would not only provide therapy but could also 

given supervisory, training roles as well as full-time research positions. Discussion about 

session duration will be discussed more comprehensively on page 218. 

Collaborating with Information Technology Companies.  P2 mentioned that while 

they were working as a CP (tied to a health institution), an information technology company 

approached the institution and offered to create a CT application for the institution to use to 

conduct CT.  

Our clinic received a collaboration offer from a company. During the pandemic, our 
�F�O�L�Q�L�F���V�W�D�U�W�H�G���R�I�I�H�U�L�Q�J���W�H�O�H�P�H�G�L�F�L�Q�H���G�X�H���W�R���S�D�W�L�H�Q�W�V�·���D�Q�[�L�H�W�L�H�V���D�E�R�X�W���F�R�P�L�Q�J���W�R���W�K�H��
clinic. It all started with Zoom sessions, but after six months, a company came to us 
and proposed a collaboration. (P2) 
 

A quick survey was done to investigate whether or not Indonesian hospitals 

provide CT as one of their services. Twenty-five of the top Indonesian hospitals based 

on Webometric Hospital rankings (2022) were investigated for the purpose of this 

research. The top Indonesian hospital listed was Rumah Sakit Mitra Keluarga Group 

(Mitra Keluarga Group Hospital) which ranked 3848th in the world; the 25 th ranked 

Indonesian hospital was listed as Prima Medika Hospital which ranked 11875th in the 

world. The survey showed that all 25 hospitals have websites where they promote 

themselves and provide information such as an address, names of doctors, and types 

of services, among other details. Out of those 25, 13 were found to be offering 

telemedicine as a part of their service, in which patients could consult with doctors 

about their condition remotely. Another ten hospitals were found to use information 

technology for registering purposes only. The remaining two did not indicate on their 

website that clients could access hospital services remotely.  

In terms of telemedicine, there were several methods being used by the hospitals 

to provide this service. Some of them were using a common chat application that is 

widely used by Indonesians. Some of them have created their own applications in 

which patients could not only chat with the doctors but also complete some 

administrative matters such as setting up appointments with the doctors. Some of 

them were collaborating with third -party online telehealth companies and listed their 
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The feedback from C3 about using apps familiar to the clients aligned with a 

study by Ball and Rivas (2021), where it was found that unfamiliarity with the apps and 

technology in general hinders the effectiveness of online-based therapy. In Indonesian 

setting, a 2022 survey from APJII Indonesia (APJII, 2022) reported that WhatsApp and 

Facebook Messenger were the top two chat applications used in Indonesia. A 2019-

2020 survey by the same company listed Line, Telegram, and WeChat as other popular 

chat applications that are often used by Indonesians. Nurlita (2023) listed some of the 

strengths of the WhatsApp chat application that might explain its popularity: 1) 

WhatsApp contacts are synchronised automatically, and there is no need to add a 

special ID as the IDs are the phone numbers; 2) features are easy to use; 3) the 

interface is highly customisable and users can easily change elements such as the 

background of the chat room; 4) backing up the chat is easy; 5) it uses internet data 

instead of phone credit.  

Work Place Recommendations.  A workplace or workstation might still be needed 

even though CT is a remote psychology service. A common subtheme from the participants 

was that the CP should find a location that allows the CP to be mindful and attentive to the 

clients. Some CPs are likely to get distracted while others are not. P6 mentioned that the CP 

should have a well-lighted room and maintain a sitting position to avoid falling asleep during 

the session. 

�0�\���K�R�X�V�H���L�V���Q�R�L�V�\���D�V���,���K�D�Y�H���D���O�R�W���R�I���Q�H�S�K�H�Z�V���D�Q�G���Q�L�H�F�H�V�����,�I���,���G�R�Q�·�W���K�D�Y�H���D���S�U�L�Y�D�W�H��
room, I will get distracted as they will ask me to play with them. (P7) 
 
If possible, maintain a sitting position and have a well-lighted room to avoid both CP 
and clients falling asleep during the session (P6) 
 

Distraction in CT has been discussed previously with more focus on the client. The 

answers from the PG members suggested that distraction could also happen to the CP. Békés 

et al. (2021) conducted a study of how therapists perceive the practice of online therapy. The 

study found tha t distraction was consistently mentioned by the participants . One assumption 

made in the study was that the lack of a physically separate therapeutic place from normal 

life might induce distraction. The therapist might be triggered by other domestic work s uch 

as household chores. A study by Shklarski et al. (2021) made a similar finding that a therapist 

who works from home to help clients is often distracted by family members. All this evidence 

suggests that finding a special place in the home setting, as mentioned, seems to be one way 
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or being alone, being reluctant to go outside the house and preferring to lie down, and 

spending a large amount of time in front of devices. They also often have an unhealthy diet, 

eating fast food and drinking a lot of caffeinated drinks and not enough wa ter. In terms of 

communication, ISD can say very little during therapy or being very talkative. Finally, P6 

mentioned that ISD often have rather jumbled ideas when they communicate.  

Clients often spend their time in their rooms. (P1) 
 
What I often find is an unhealthy lifestyle. Often, they consume junk food, thus, they 
have a lack of nutrition. Some of them only eat one or two meals a day. And then, 
regarding water consumption, I find that the majority consume less than 2 litres of 
water per day and drink tea or coffee instead. (P8) 
 
During communication, they talk less; we are the ones who need to be active. (P5) 
 
Unlike P5 who said they talk less, in my case, they talk excessively. Maybe it is 
cathartic. (P3) 
 
If they want to tell stories, the ideas of the story are often jumbled. (P6) 
 

In has been mentioned in chapter 2 that depressed people tend to withdraw from 

social encounters as they are hesitant to convey their feelings or afraid of being judged 

(Achterbergh, et al., 2020). The literature shows that there is a connection between processed 

food and depression. A study by Ljungberg et al. (2020) concluded with strong evidence that 

processed foods such as sausages, juices, soft drinks, and sweets can result in an increase in 

depression symptoms. Furthermore, a causal relationship between a healthy diet and 

decreased symptoms of depression has also been found. In a study by Jacka, et al. (2017), a 

dietary intervention was added to Motivational Interview treatment for people with MDD. 

Twelve key food groups that included whole grains, vegetables, fruit, legumes, low-fat and 

unsweetened dairy foods, raw unsalted nuts, fish, lean red meats, chicken, eggs, and olive oil 

were part of a dietary programme for the participants. At the same time, the participants 

were also required to reduce their intakes of sweets, refined cereals, fried food, fast food, 

processed meats, and sugary drinks. The result suggested that the group with the dietary 

intervention experienced a significantly greater improvement compared to the control group. 

Some studies have found that caffeine actually decreased the symptoms of depression as it 

prompts the release of the serotonin hormone (Ferré, 2007; Grosso, et al., 2016; Lucas, et al., 

2012). However, Rusconi, et al., (2014) have argued that it is not one size fits all. Symptoms of 

depression can worsen with the use of caffeine, especially in postpartum depression. 
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Technological Literacy and Being Up to Date . P1 and P8 indicated that both 

generations are familiar with technology and keep up with the latest trends. This meant the 

CPs needed to stay up to date with new trends to be able to create and maintain therapeutic 

relationships with clients.  

They are technologically literate; they know what applications to use on a daily basis. 
They are very up to date in terms of new stuff. This made me realise that we must 
also be up to date ourselves. (P1)  
 
We need to be more up to date in regard to currently trending topics. It could be 
soap operas, games, music, K-Pop, even. Because I have found that if we understand 
their interests, it is easier to build rapport. (P8) 
 

This particular finding aligned with the discussion in chapter 2. Millennials and Gen Z 

are said to be connected online and up to date (Ali & Purwandi, 2017; Stillman and Stillman, 

2017). Additionally, Kim et al. (2022) have argued that because millennials and Gen Z have 

grown up in a digital world, they tend to be ver y curious about new technology, leading to 

them continuously developing new skills.  

Mental Health Literacy and Awareness . P1, P5 and P6 found that these generations 

demonstrate good mental health literacy. For example, they can use their smartphone 

applications to monitor their mood. For P5, Gen Z demonstrated more literacy than the 

millennials. Similar to the previous subthemes, this characteristic motivates the CPs to stay up 

to date with new findings and theories related to mental health.  

What I can conclude from Generation Z and millennials is that they know what 
trending applications to use to track their moods. They have told me about apps that 
can monitor their moods. Some of my clients have a high literacy in mental health 
and they have told me about new syndromes. (P1)  
  
For Generation Z, their mental health awareness is high and quite comprehensive. If 
�W�K�H�\���D�U�H���I�H�H�O�L�Q�J���R�X�W���R�I���W�K�H���R�U�G�L�Q�D�U�\�����W�K�H�\���P�L�J�K�W���V�D�\�����´�,���W�K�L�Q�N���W�K�H�U�H���L�V���V�R�P�H�W�K�L�Q�J���Z�U�R�Q�J��
�Z�L�W�K���P�H���µ���6�R���W�K�H�\���K�D�Y�H���D���J�R�R�G���D�Z�D�U�H�Q�H�V�V���F�R�P�S�D�U�H�G���W�R���W�K�H���P�L�O�O�H�Q�Q�L�D�O�V�������3���� 
 
We also need to learn about new stuff (referring to mental health) such as new love 
�O�D�Q�J�X�D�J�H�V�����Q�H�Z���G�L�D�J�Q�R�V�H�V�����Q�H�Z���V�\�P�S�W�R�P�V�����7�K�D�W�·�V���Z�K�\���Z�H���Q�H�H�G���W�R���N�H�H�S���X�S���W�R���G�D�W�H��
ourselves and not only rely on DSM or ICD 10 (P6) 
 

The observations above could be explained by the current state of mental health 

awareness in Indonesia. As previously discussed, Idham et al. (2019) concluded that not only 

Gen Z, but also millennials have high mental health literacy. However, this might not 

positively correlate with emotional awareness as Kurniawan and Dewi (2016) found that the 

levels of emotional awareness amongst Indonesian Gen Zs was low.  
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helped me to know that I was being impulsive. I needed a cathartic output, so even 
though I have sent you messages, and you did not reply and said I needed to make a 
�E�R�R�N�L�Q�J���L�Q�V�W�H�D�G�����,���Z�D�V���W�K�L�Q�N�L�Q�J�¬�,���D�P���D�O�O���U�L�J�K�W���µ�����3���� 
 

Impulsive after-hours contacts by the clients, as described by P8, are discussed in the 

literature (Ben-Porath, 2004; Chalker, et al., 2015). In the CT setting, a more in depth 

understanding of contact outside hours is required. Such behaviour could be an issue, as 

mentioned by Emran, Smith and Iqbal (2022), when therapists feel that after-hours contact is 

a breach of professional boundaries but, at the same time, a source of guilt if the therapist 

does not respond to them. After all, after -hours communication is the strength of CT. Tirel et 

al. (2019) suggest that the availability of contact with the therapist after hours is the reason 

why people seek internet psychological intervention. Gatti, Brivio, and Calciano (2016) 

mention that clients believed that online therapy services are always open and available 

whenever needed. In dealing with this, Jones and Stokes (2008) mention that online 

therapists should still provide a formal contract that discusses the hours of service and how 

therapists will respond to after-hours contact. Similarly, Skewes, van Vreeswijk and Merens 

(2019) suggest that therapists make agreements with the clients about after-hours 

communication; an understanding that the response might be delayed outside of scheduled 

hours.  

Transference.  Clients might develop inappropriate emotions towards the CP which 

then manifest as inappropriate behaviours directed towards the CP. This could damage the 

established therapeutic relationships. CPs who experience this should politely address the 

issues and provide some intervention to deal with the issue.  

I had a client who did not have enough support, and the pandemic exacerbated that 
�V�L�W�X�D�W�L�R�Q�����7�K�H�V�H���O�H�D�G���W�R���W�K�H���F�O�L�H�Q�W�·�V���L�Q�D�E�L�O�L�W�\���W�R���K�D�Y�H���W�K�H�L�U���X�V�X�D�O���P�H�H�W�L�Q�J���Z�L�W�K���I�U�L�H�Q�G�V����
However, since she could still come to my therapy, the client often invited me to join 
her for a meal. This happened several times. I knew it could not be like that as that is 
unhealthy. So I gave the client an assignment where they were asked to contact their 
friends and people outside their usual circle and do that every day. In that way, the 
�F�O�L�H�Q�W�·�V���V�R�F�L�D�O���V�N�L�O�O�V���Z�H�U�H���H�[�H�U�F�L�V�H�G�����D�Q�G���W�K�H���F�O�L�H�Q�W���F�R�X�O�G���P�D�N�H���Q�H�Z���I�U�L�H�Q�G�V�������3���� 
 

Prasko et al. (2010) have defined transference as the unconscious redirection of 

feelings from one person to another. The basic idea is that clients might have an emotional 

memory triggered by something in the present that causes them to react in the same way 

they did in the past. Should a therapist become a figure that evokes positive feelings from 

the past, this will be reflected in the response behaviour portrayed by the clients. Prasko et al. 
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all, I will terminate the session. (P2) 
 

Harassment can also happen in a CT setting. Clients can become flirtatious towards the 

CP. P4 shared that some clients tried to send them inappropriate sexual videos and even 

tried to include them in their sexual fantasies. P6 shared how clients could take screenshots 

of the conversation to be later shared on their social media along with negative remarks. A 

similar approach to that described to the previous discussion could be applied in dealing 

with such behaviour. Simple flirting could be handled by givi ng a neutral, flat, and 

professional response that ignores the flirtatious messages. If the clients do something more 

than that, the CP could terminate the session by sending a professional termination message. 

However, CPs also need to examine the situation before deciding to terminate the sessions, 

as some clients do have sexual problems that they want to work on.  

�,���K�D�G���F�O�L�H�Q�W�V���Z�K�R���I�O�L�U�W�H�G���Z�K�L�O�H���V�D�\�L�Q�J���W�K�D�Q�N�V�����V�X�F�K���W�K�L�Q�J�V���V�X�F�K���D�V���´�7�K�D�Q�N���\�R�X����
�E�H�D�X�W�L�I�X�O���µ���7�R���W�K�L�V�����,���Z�R�X�O�G���U�H�S�O�\���U�D�W�K�H�U���I�O�D�W�O�\�����V�D�\�L�Q�J���V�R�P�H�W�K�L�Q�J���V�X�F�K���D�V���´�7�K�D�Q�N���\�R�X���µ��
without any emoji. If they do this repeatedly, and I continue to respond rather flatly, 
it stops. (P2) 
 
I had a client who discussed a rather sexual matter; they asked me questions such as, 
�´�$�P���,���D�E�Q�R�U�P�D�O���L�I���,���G�R���W�K�L�V�"���'�R���\�R�X���Z�D�Q�W���W�R���V�H�H���P�H���K�D�Y�L�Q�J���V�H�[�X�D�O���L�Q�W�H�U�F�R�X�U�V�H���Z�L�W�K��
my partner? Or see my partner doing �W�K�D�W�"�µ���,�Q�L�W�L�D�O�O�\�����,���V�D�L�G���L�W���Z�D�V���Q�R�W���K�D�U�D�V�V�P�H�Q�W�����,��
would first analyse whether the behaviour was abnormal. But later, the client put me 
in a corner, and it seems the client wants me to watch and enjoy. In the psychological 
company I collaborate with, there is this spam button (in the application) where we 
can report the client to the appropriate team. The client will know when we press the 
spam button. Later on, we need to tell the client that the issue is too sensitive and if 
the client is bothered by it, I encourage them to have a face-to-face session instead. 
(P4) 
 
They take screenshots of the sessions and shared in their social media with the 
purpose of humiliating the CPs (P6) 
 

The literature supports all the answers provided by members of the PG. Clay (2017) 

mentions that clients could sometimes become hostile and rude and comment negatively on 

the CP. This tends to happen with clients who come to the therapy involuntarily, and such 

clients can make the therapists question their ability (Clay, 2017). Purcell et al. (2005) suggest 

that clients can also harass and stalk the therapist during the process of therapy. Harassment 

and stalking are defined as the client engaging in any two of the following behaviours over a 

minimum of two weeks: following the psychologist, putting the psychologist under 

surveillance, loitering around the psychologist, making unwanted approaches, making 

unsolicited telephone calls, sending unwanted correspondence, sending offensive materials, 
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discussion. Two PG members (P2 & P3) suggested that the CP should accept and respond to 

the first contact made by an anonymous client. This first contact could be utilised to give 

psychological first aid with the hope that it will build trust with the clie nt, and eventually 

open up and reveal their true identity.  

If a client insists on hiding their identity but wants to continue the therapeutic 

relationship, the CP might only give basic therapy such as psychoeducation. A further 

conclusion was that clients must be willing to open up and reveal their identity and si gn an 

informed consent form if they want to go deeper in the CT: deeper in the sense that the CP 

will conduct an assessment and plan an intervention. 

Some people want to be anonymous because they have some concerns. When clients 
feel comfortable with the therapy, they may open up about themselves. It is a shame 
if these anonymous clients need help, but they are stopped at an early stage. So for 
these anonymous clients, the therapy will maybe not go deep but be first aid only. 
For example, if the clients are anonymous and found to need comprehensive therapy, 
we could give information about health care that they could access. It is more about 
what we can do within the presented limitations. They are willing to seek help; we 
must appreciate that. (P2) 
 
One advantage of the company where I work is that [clients] can be anonymous, so 
they usually use the first session to check whether they feel comfortable with the 
psychologist. If they feel comfortable, they will open up and reveal their identity. (P3) 

 

A thorough discussion of the concept of anonymity can be fou nd earlier in this thesis 

(p. 101). The practical solution proposed by P2 and P3 might be a middle-ground solution 

that allows as many people as possible to be helped while upholding the core ethical 

considerations of psychotherapy. Ideally, anonymity would not be possible in psychotherapy 

as clients might be engaged in risky behaviours that need to be monitored (van Spijker et al., 

2010). Thus, the CPs must not proceed with the therapy. However, according to the answers 

from C3 and P2, some clients will not even want to contact CPs if revealing their identities 

becomes compulsory. Lester and Rogers (2012) have suggested that allowing anonymity in 

remote therapy reduces the fear of being ridiculed, abused, and losing social status as a 

result of revealing their identities. This aligns with the solution proposed by P2 and P3, who 

said that CPs should allow the anonymous client one session only, to provide initial help and 

relieve distress in the hope that clients will eventually reveal their identity to be able to 

continue to the next session.  

This practical solution is rational and has a high possibility of being achieved. 
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Withholding identity can be seen as a manifestation of resistant behaviour. Beutler et al. 

(2002) have said that the concept of resistance as discussed in the psychology literature 

includes: a) dichotomous behaviour in which the concept exists or does not exist in the 

therapeutic relationship (in this context, providing or not providing identity); or b) a range of 

behaviours from overly compliant to completely oppositional. This resistant behaviour can be 

modified by creating trust in the therapy. One expla nation for such an idea relates to 

attachment theory. Skourteli and Lennie (2011) argue that clients might experience a type of 

attachment towards their therapist, who, at the time of the therapy, acts as a caregiver who 

provides emotional availability, comfort and a sense of a secure base for the client. Later, 

resistant behaviour might occur if the client feels insecure in relation to their therapist 

(Yotsidi, et al., 2018). Aligned with that, Gold (2008) has suggested that clients will often 

perceive the therapist as an authority figure. Any negative experiences with previous 

authority figures will be a reference for the client to assess the ongoing relationship with the 

therapist, thus creating resistance.  

Underage Clients.  Discussion about underage clients was ongoing throughout the 

prototyping process. As underage clients now have greater access to smartphones, it is likely 

they will be aware of CT and make a contact with CPs. Bringing the topic to the PG, P1 and 

P3 commented on the topic. Both members suggested that the CP listen to them first before 

informing them that their parents need to be aware of the intervention. P1 justified their 

answer by mentioning the standard policy in hospitals where underage clients need to have 

the consent of a guardian to proceed with treatment. Furthermore, P1 suggested that for 

underage clients, CPs would be better to focus on listening to them rather than providing 

interventions; if the CP decided to provide an intervention, full knowle dge by their parents is 

necessary.  

I have several clients that are underage, probably under 13 years old. In my 
company, [underage clients] can pay for the [CT] service and talk to us. Once they 
contact me, I will confirm their age and then listen to their stories first. I will then ask 
whether their parents know about their issues. If we assess them to need 
psychological intervention, I will refer them and their parents to meet face-to-face 
with the CP. I will even ask them to show our conversation to their parents. Kids 
today, even under 12 years old, already have their own devices, so they can easily 
access everything. Those who often go on social media will know about CT and take 
the initiative to talk with a CP. (P3) 
 
I still need to determine whether CT comes under the Ministry of Health. If it does, 
�W�K�H�U�H���L�V���D���S�R�O�L�F�\���Z�K�H�U�H���H�Y�H�U�\���F�O�L�H�Q�W���Z�K�R���F�R�P�H�V���W�R���J�H�W���L�Q�W�H�U�Y�H�Q�W�L�R�Q���Q�H�H�G�V���D���J�X�D�U�G�L�D�Q�·�V��
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a consent form that listed the proper communication channels to use if an emergency arose. 

In the Indonesian setting, this might direct clients with self -harm tendencies to the official 

helpline of the Indonesian Ministry of Health.  

These discussions suggested that CP refer clients with self-harm tendencies both 

during and outside the scheduled hours. I then brought this information to the CG group to 

obtain their responses. 

Three members of the CG (C1, C4, & C8) contributed to the discussion with two 

subthemes emerging. Firstly, C4 and C8 argued that clients with self-harm tendencies should 

not be referred on immediately. Clients might be in a crisis situation, and CPs should try to 

help them first to calm the situation and prevent clients from executing their plans. Some 

clients might also need help accessing face-to-face therapy.  

I think that the psychologist would need to help a self-harm client. This is because 
self-harm is urgent. It is okay if the session is still online; at least calm them down 
first. If it is not succeeding, the psychologist could refer them for a face-to-face 
�V�H�V�V�L�R�Q�����'�R�Q�·�W���U�H�I�H�U���R�Q���W�K�H���F�O�L�H�Q�W���I�D�F�H-to-face straight away; I am afraid if the client 
does not want to and only wants to engage online, there might not be enough time 
to help the client. (C8) 
 
Clients might have different capacities to manage it if the CP refers us on directly for 
face-to-face [counselling]. Some clients might be able to afford it, and others might 
not. So, if something can be done online, they should do it, at least so they don�·�W���J�H�W��
worse or proceed with their intention of harming themselves or others. (P4) 
 

Another point of view came from C1 who stated that referring clients is not the main issue, 

rather it is not utilising a screening test optimally and not referring them from the beginning.  

This is the function of early screening; self-harm tendencies could be detected at the 
�E�H�J�L�Q�Q�L�Q�J���R�I���W�K�H���V�H�V�V�L�R�Q�V�����,�I���W�K�H���S�V�\�F�K�R�O�R�J�L�V�W���G�R�H�V�Q�·�W���Z�D�Q�W���W�R���Z�R�U�N���Z�L�W�K���D���F�O�L�H�Q�W���Z�L�W�K��
self-harm tendencies, then they should say so.  So the client is not wasting their 
money. accept them if they have already paid. (C1) 
 

Bringing this data to the PG for comments, P4 entered into the discussion, suggesting the CP 

should not simply stop the therapy and refer the client as self -harm clients might only need 

minimal intervention to stabilise.  

I recently had a client who sent me a picture of self-harm on their wrist. I did 
emotional regulation with the client as the client firmly asserted that they needed 
someone to talk to. I did consider that the harming happened before the session, and 
the client was not actively doing it. I do believe that we should not just stop and refer 
the client, as there are clients who need short-term relief and some psychoeducation. 
(P4) 
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�” Clients with self-harm history 

-  How did you decide to harm yourself and what alternatives did you consider? 
-  To what extent did you act on impulse, without thinking, when you harmed yourself?  
-  Had you a plan to harm yourself, and what preparations had you made? 
-  How exactly did you harm yourself?  
-  When did this happen? 
-  Did you believe the method of self -harm was lethal and that nothing could be done to 

save you if you were discovered? 
-  Did you tell others about your plan to harm yourself or were you secretive? 
-  Did you write a letter to anyone explaining why you were harming yourself?  
-  What happened afterwards and how did you survive? 
-  Do you regret having survived? 

 

�” Clients with self-harm ideation but without self -harm history 

-  How would harming yourself solve your problems, and can you see any alternatives 
right now? 

-  If you harm yourself in future, are you likely to do this impulsively without thinking?  
-  Which is stronger right now on a scale of 1 to 10: your will to live or your will to die?  
-  Have you a plan to harm yourself? 
-  What preparations have you made to harm yourself? 
-  How exactly will you harm yourself? 
-  When do you think this will happen? 
-  Do you believe the method of self -harm is lethal and that there will be nothing anyone 

can do to save you if you are discovered? 
-  Will you tell others about your plan to harm yourself or keep it a secret?  
-  Will you write a letter to anyone explaining why you are harming yourself? 
-  If you survive, will you regret this? 

 
Manipulative Clients and Self -Harm Behaviour.  A further discussion would need to 

be held about clients making self-harm threats, as mentioned by P7 (p. 169). The answer 

from P7 implied that in these cases CPs would often know that clients making self-harm 

threats were being manipulative and did not necessarily intend to commit such actions. In 

their answer, P7 also suggested that these threats do not necessarily need an immediate or 

lengthy response from the CP. This kind of response from the CP is also described in the 

literature. Wetter and Wetter (2006) mentioned that it is common for the therapist to dismiss 

self-harm threats as they are used to manipulation and, thus, could tell the difference.  

However, Dear et al. (2000) convey an opposing view. Their study described a 

phenomenon in which prisoners often commit self -harm, but their actions are deemed 

manipulative by prison staff. Seventy-four prisoners with a history of self -harm were 

interviewed over the course of three days. They were also assessed using the Suicide Intent 

Scale (SIS). The results suggested that out of the 74 prisoners, only 18 had self-harmed with 
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Table 24 

Differentiating Clients with NSSI and Clients with High Risk of Suicide. 

Aspect High Risk (Suicide)  Low Risk 

Please note that clients do not need to fulfil all criteria to be categorised as high risk.  
The presence of even one aspect should be enough for the psychologist to refer the client.  

General 
characteristics 
 

�” Tends to have made detailed plans, 
including when, where, and using 
what method  

�” Tends to design the plans in such a 
way that no one could find him/her  

�” A final letter has been written 

�” No planning  
�” Tends to plan in such a way that 

somebody will find him/her, especially a 
person he or she is looking for attention 
from 

Implementation 
method 

�” Lethal, for example using a weapon, 
hanging, jumping from a height  

�” Non-lethal like cutting or using 
cigarettes to burn oneself 

Triggers �” Significant stressful events that 
involve feelings of loss. For example, 
losing a job, family or a partner 

�” Deep feelings of shame 

�” Romantic problems 
�” Disputes with partners 

Motivation  �” To end a state of unbearable stress �” Trying to change personal 
circumstances that are not as expected 

�” Related to a perfectionist personality 

History �” Has a history of self-harm, bullying, 
abuse, harsh treatment in childhood, 
and loss 

�” None 

Family Factors �” Has a history of self-harm, bullying, 
abuse, harsh treatment in childhood 
and loss 

�” None 

Demographics �” Highest risk in males 
�” Low socioeconomic status  

�” Highest risk in Females 
�” Middle -to-upper socioeconomic status 

 

Reasons Behind Self-harm . During the data gathering, the clients talked about why 

self-harm is done and an interesting theme emerged from answers by C1, C6, C7 and C8. The 

common theme was that self-harm induces a feeling of satisfaction by releasing the 

emotional turmoil that a person is experiencing at the time. P6 contributed to the discussion 

by emphasising that unmet physical needs could also lead to self-harm. 

For me, people do self-�K�D�U�P���D�V���D���I�R�U�P���R�I���S�U�R�W�H�V�W�����/�L�N�H�����´�:�K�H�U�H���K�D�Y�H���\�R�X���E�H�H�Q���D�O�O���W�K�L�V��
�W�L�P�H�"�µ���,���W�R�O�G���\�R�X���V�W�X�I�I�����D�Q�G���\�R�X���G�R�Q�·�W���O�L�V�W�H�Q�����6�R���W�K�L�V���L�V���P�H���K�H�U�H�����G�R�L�Q�J���W�K�L�V�����V�H�O�I-harm). 
There is a feeling of satisfaction in releasing the feeling of disappointment. (C8).  
 
Sometimes I think, what would happen if I hit my head on the wall? Will it make the 
heartache disappear? Will the pain of doing so solve my problem? (C7) 
 
Having a mental illness is difficult. There is a feeling of pain that cannot be conveyed 
verbally. So when doing self-harm, the pain can somehow be touched and released. 
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CPs must avoid any behaviour that aims to make the CP stand out or advertise themselves as 

better than others. This shows that Indonesian CPs have significant flexibility when 

advertising their services. Further inspection of advertising for two online companies in 

Indonesian that offer online psychology services showed that there were several pieces of 

information included within the advertisements, including, 1) names and titles related to 

qualifications; 2) photographs; 3) education history; 4) physical practice location, 5) alma 

mater, 6) practice license number, and 7) specialities. As suggested by the participants, this 

information alone is enough to capture the cultural backgrounds of the CPs. A photo of the 

CP can provide cultural references. For example, specific attire could link the CP to a specific 

culture (Misbahuddin, 2019). Names can also be linked to specific cultures (Isnendes, 2020; 

Widodo, 2013). Higher education institutions could provide information about shared values, 

spirits, and behaviour norms within the institution (Shen & Tian, 2012). It could also provide 

socio-economic culture of its students (Bathmaker, et al. 2013). 

One distinctive finding came from the specialities listed by one of the CPs. In the 

description, the CP listed sexual identity as one of the specialities. This could potentially 

attract people who belong to a particular group in regard to their sexual iden tity or 

orientation as clients of that CP. Thus, it can be seen from this example that speciality 

descriptions can be one way to advertise the cultural background of the CPs. This aligns with 

Kim (2006), who asserted that practitioners with knowledge about cultures other than their 

own should advertise such knowledge to distinguish themselves from others.  

General Values within Chat Telepsychotherapy.   

Realising how this vast diversity could affect therapeutic relationships in Indonesian CT, 

I then inquired what general values should be upheld in CT. The topic was then brought to 

both CG and PG for discussion. The following table shows the result of the discussion.  

Table 27 

General Values within Chat Telepsychotherapy 

Subthemes 
Participants  

Result and Discussion  

Being on-time 
P3 & P8 

CPs and clients arriving on-time can positively impact the process of CT. In a study 
by Yang & Jin (2020), being on-time during psychotherapy (Punctuality) is 
negatively correlated with client cancellations and no-show rates. Not being 
punctual means clients have shorter sessions and miss out on the most optimal 
session, as planned for the client. Therapists also tend to want to discuss the 
lateness with the client; thus, more time is used to address this matter. 
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would often be prioritised as therapy is a formal process. However, learning traditional 

languages would be helpful as sometimes clients might not speak OIL fluently and are more 

comfortable and expressive in telling their stories in their traditional lang uages. CPs who 

speak the language could switch the language of delivery, either completely or partially; CPs 

could use some traditional language in their replies. Another option for CPs is to let the client 

speak their traditional language but still respon d in OIL. While this may seem strange, P5 

responded by raising an interesting concept where clients who speak a traditional language 

may understand OIL but not speak it.  

I once had an offline client who first tried to use OIL to communicate during therapy 
because of the formal setting of the hospital. However, the client was having 
difficulty in conveying their story. Their language was often a mixture of the 
traditional l anguage and OIL. I proceeded, allowing the client to speak their 
�W�U�D�G�L�W�L�R�Q�D�O���O�D�Q�J�X�D�J�H�����2�Q�F�H���,���G�L�G���W�K�L�V�����W�K�H���F�O�L�H�Q�W�·�V���G�H�O�L�Y�H�U�\���E�H�F�D�P�H���V�P�R�R�W�K�����7�K�H���F�O�L�H�Q�W�V��
could express their emotions, convey their anger, and find the right words to 
symbolise their feelings in their traditional language. Luckily, I am from the same 
�D�U�H�D���D�Q�G���X�Q�G�H�U�V�W�R�R�G���W�K�H���F�O�L�H�Q�W�·�V���Z�R�U�G�V�����+�R�Z�H�Y�H�U�����,���V�W�L�O�O���U�H�S�O�L�H�G���W�R���W�K�H���F�O�L�H�Q�W���L�Q���2�,�/����
(P7).  
 
Honestly, we can only learn some of the traditional languages in Indonesia. Since we 
are professionals, we tend to use OIL in our communication. OIL is rarely a foreign 
language for Indonesians. I once had a client who only spoke a traditional language 
but understood OIL. The client understood what I said but not vice-versa. What 
happened then was I used a translator to translate what the client said to me. The 
translator did not need to translate what I was saying to the client but still needed to 
translate what the client said to me. (P5)  
 

This behaviour from the offline setting was then carried into the CT setting, where OIL 

tends to be used as the language of delivery and occasionally traditional languages are used 

during chat, if necessary. If the latter happens, the CP must be aware of the spellings of 

words as traditional languages may use different spellings from OIL, different cultures might 

have different ways to shorten words; which could lead to misunderstandings.  

In CT, I use the OIL. I have never conducted CT in a traditional language. Even 
though the client might say something in a traditional language, I reply in OIL, and 
what usually happens then is they change their language to OIL as well. (P4) 
 
I have never had a specific problem with language. In CT, we use OIL. Even if they 
�X�V�H���D���W�U�D�G�L�W�L�R�Q�D�O���O�D�Q�J�X�D�J�H���L�Q���&�7�����W�K�H�\���G�R�Q�·�W���P�L�Q�G���L�I���Z�H���U�H�S�O�\���L�Q���2�,�/�������3�������� 
 
�,�I���Z�H���X�V�H���&�7�����Z�H���P�X�V�W���D�O�V�R���D�G�D�S�W���W�K�H���V�S�H�O�O�L�Q�J�����)�R�U���H�[�D�P�S�O�H�����´�E�X�U�X�N�µ�����E�D�G�����L�Q���W�K�H��
�3�D�O�H�P�E�D�Q�J���O�D�Q�J�X�D�J�H���L�V���V�S�H�O�W���´�E�R�U�R�N�µ�����%�X�W���L�Q���2�,�/�����´�E�R�U�R�N�µ���P�H�D�Q�V���V�R�P�H�W�K�L�Q�J���H�O�V�H��
(wound). So yeah, we need to adjust. Otherwise, the client could become confused. 
(P7) 
Text abbreviations could be unique in different cultures. For example, A person from 
�1�X�V�D���7�H�Q�J�J�D�U�D���7�L�P�X�U���S�U�H�I�H�U�V���W�R���X�V�H���´�6�D�µ���W�K�D�Q���´�6�D�\�D�µ���>�6�D�\�D���P�H�D�Q�V���,�������0�H�������0�\�V�H�O�I�@����
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provided more opportunities to get to know other cultures, and learning more about culture 

could help build therapeutic relationships. For example, different religions use different 

greetings. CPs could use these greetings to create rapport. Culture also becomes one of the 

primary considerations when deciding the clients' treatment. CP must ensure that any goal 

setting produced within therapy can realistically be done without any potential cultural 

clashes in the clients' lives. 

[A primary] value in Indonesia is respect, so when clients express their cultures, it is 
�Q�R�W���W�K�D�W���Z�H���L�J�Q�R�U�H���W�K�H�P���R�U���G�R�Q�·�W���Z�D�Q�W���W�R���E�H���D���S�D�U�W���R�I���L�W�����,�W���L�V���P�R�U�H���D�E�R�X�W���U�H�V�S�H�F�W�L�Q�J��
the culture and not getting involved with it. It is about being respectful and tolerant 
when we meet others from different cultures. (P1) 
 
This is about the CP not imposing their own culture onto the clients. For example, I 
had a client with a free-sex lifestyle the other day. She lived in a suburb and was in 
relationships with multiple married men. She lives that lifestyle with enjoyment and 
no pressure. So, as CP, I definitely cannot insert my values with the intent to correct 
�K�H�U���O�L�I�H�V�W�\�O�H�����:�H���F�D�Q�Q�R�W���V�D�\�����´�<�R�X���V�K�R�X�O�G���Q�R�W���G�R���W�K�D�W���µ�����3������ 
 
From my experience, CT sessions are often short. Some of us may have several clients 
�D�W���W�K�H���V�D�P�H���W�L�P�H�����6�R�����O�H�D�U�Q�L�Q�J���D�E�R�X�W���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���R�Q���W�K�H���V�S�R�W���Z�R�X�O�G���E�H���G�L�I�I�L�F�X�O�W����
Reading the literature, for example, discussing how a woman should behave in a 
particular culture would consume a lot of session time. So, it is better to focus on the 
�F�X�U�U�H�Q�W���S�U�R�E�O�H�P���W�K�H�\���D�U�H���H�[�S�H�U�L�H�Q�F�L�Q�J�����:�H���G�R�Q�·�W���L�J�Q�R�U�H���F�X�O�W�X�U�H�����+�R�Z�H�Y�H�U�����Z�H���P�L�J�K�W��
learn something for future clients. So far, if the clients focus on the problem, I am still 
willing to help them. However, if the clients focus on their culture or religion, for 
example, according to their faith, things are supposed to be like this, but why what 
happens contradicts my religion, I will refer them on. (P3) 
 
Some cultural background is usually good for opening and closing greetings. So, if 
�W�K�H���F�O�L�H�Q�W���L�V���0�X�V�O�L�P�����,���X�V�H�����´�$�V-�V�D�O�D�P�X���D�O�D�\�N�X�P���µ���D�V���W�K�H���R�S�H�Q�L�Q�J���J�U�H�H�W�L�Q�J�����,�I���W�K�H���F�O�L�H�Q�W��
�L�V���&�K�U�L�V�W�L�D�Q�����,���P�L�J�K�W���X�V�H�����´�*�R�G���E�O�H�V�V���\�R�X���µ���D�V���W�K�H���F�O�R�V�L�Q�J���V�W�D�W�H�P�H�Q�W�����7�K�H���F�O�L�H�Q�W�V���V�Hem 
more comfortable if we use words aligned with or familiar in their faith (P8) 
 
For example, some Javanese women are somewhat conservative, so we need to 
adjust to those conservative values. There are also Javanese students who are 
modern and open, no longer holding traditional values. If the client focuses on the 
psychological discussion rather than bringing their cultural beliefs, I will take them 
on as a client. However, if the client emphasises their culture, and I do not 
understand their culture comprehensively, I will ask them to consult a local 
psychologist instead. So far, I have always referred on that type the client as learning 
�Q�H�Z���F�X�O�W�X�U�H���Z�L�O�O���U�H�T�X�L�U�H���P�R�U�H���H�I�I�R�U�W�����,���G�R�Q�·�W���W�K�L�Q�N���,���F�D�Q���G�R���L�W�����,���Z�R�X�O�G���O�L�N�H���W�R��
understand it, but not to learn on the spot. (P8) 
 
To determine how an intervention relates to culture or religion, I will ask them 
whether it is appropriate or confronting. Automatically, the clients will consider it in 
relation to their own culture and religion. I am usually really neutral in cases like this. 
�)�R�U���H�[�D�P�S�O�H�����,���W�R�R�N���R�Q���D���F�O�L�H�Q�W���Z�L�W�K���D���P�D�U�L�W�D�O���L�V�V�X�H���D���I�H�Z���G�D�\�V���D�J�R�����,���G�R�Q�·�W��
understand their culture at all. Their culture is entirely the opposite of my culture and 
religion. The client told me briefly about their culture to the point that I understood 







199 
 

setting. The topic was discussed with PG members in two separate sessions, along with 

additional feedback from the CG members. Eleven out of 15 participants joined the 

discussion (P2, P3, P4, P5, P7, P8, C1, C3, C4, C6 & C7). An extra finding about advice giving 

was also revealed.  

In the beginning, a discussion about goal setting and culture was conducted. PG 

members suggested that CPs would be better to extract or use a psychological framework, as 

that tends to be culture -free, to analyse the situation and approach goal setting with the 

client. Another option was to follow client -centred therapy in which the client themselves is 

the one who sets the goals and the role of the CP is more about guiding the clients. The CP 

might use culturally based goal setting only if they are sure it  is relevant and suitable for the 

clients. Clients who explicitly suggest or request culturally based goal setting would be better 

referred to cultural experts.  

�:�K�H�Q���G�H�D�O�L�Q�J���Z�L�W�K���F�O�L�H�Q�W�V�����,���W�U�\���P�\���E�H�V�W���W�R���E�H���S�U�R�I�H�V�V�L�R�Q�D�O���L�Q���W�K�D�W���,���G�R�Q�·�W���L�Q�F�O�X�G�H���D�Q�\��
culture, norms or religion. Accept the clients and talk about them. Even though I 
understand the cultural aspect their clients are talking about, I always bring it back 
to psychology. If the clients asked for a religious opinion, I would say I am not an 
expert in religion. It would be best if you went to the religion expert. Here, I am more 
�D�E�R�X�W���S�V�\�F�K�R�O�R�J�\���L�Q���J�H�Q�H�U�D�O�����,�I���\�R�X���Z�D�Q�W���W�R���K�D�Y�H���S�V�\�F�K�R�O�R�J�L�F�D�O���F�R�Q�V�X�O�W�D�W�L�R�Q�����,�·�O�O focus 
on the psychology and let go of religion and culture. (P4) 
 
�:�H���O�L�Y�H���L�Q���,�Q�G�R�Q�H�V�L�D�����Z�K�L�F�K���L�V���K�L�J�K�O�\���P�X�O�W�L�F�X�O�W�X�U�D�O�����,�I���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���L�V���S�D�U�W���R�I���W�K�H��
�L�V�V�X�H�����L�W���K�D�V���D���G�H�W�H�U�P�L�Q�L�Q�J���H�I�I�H�F�W���W�R�Z�D�U�G�V���W�K�H���F�O�L�H�Q�W�·�V���P�H�Q�W�D�O���K�H�D�O�W�K�����,���G�R�Q�·�W���G�L�V�F�X�V�V��
culture directly but focus on how it impacts mental health and what the client can do 
about it because the person who understands the most about their culture is the 
client themselves. Especially if the clients come from different ethnicities than me, I 
would just let the client decide what to do and weigh whether the proposed action is 
�D�O�L�J�Q�H�G���Z�L�W�K���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�D�O���Y�D�O�X�H�V�����,���K�D�G���D�Q���H�[�S�H�U�L�H�Q�F�H���Z�L�W�K���D���F�O�L�H�Q�W���Z�K�R���F�D�P�H��
�I�U�R�P���G�L�I�I�H�U�H�Q�W���H�W�K�Q�L�F�L�W�\���I�U�R�P���P�H�����,���G�L�G���Q�R�W���X�Q�G�H�U�V�W�D�Q�G���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���D�W���D�O�O�����,��
would say that I look at [the culture] from a mental health perspective. If a client asks 
�D�E�R�X�W���D�V�S�H�F�W�V���W�R���G�R���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�D�O�����,���Z�R�X�O�G���V�D�\���W�K�D�W���L�V���Q�R�W���P�\���H�[�S�H�U�W�L�V�H�����,���Z�R�X�O�G��
again ask what the client could do, that is, I would not confront the client's culture 
while still inform the client what the psychological effect would be. If we have 
another session, I would talk with my colleague from the same culture as the client. 
Even then, I was reluctant to do that; I would give it back to the client to determine 
their subsequent action. (P2) 
 
For me personally, I choose to learn about different religions. I joined a discussion 
and webinar about it. I also learn about other cultures. This is going to be helpful for 
clients who need behavioural activation. For example, if the clients come from a 
Buddhist background, they might understand more about meditation rather than 
relaxation. I could spark their interest by giving them familiar information about 
meditation. I could inform them about places or communities to practice mediation. 
In some cases, I would refer them to my connection, a religious figure who is also 
interested in mental health, to collaborate. (P8) 
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comprehensive details about the issue. If their complaints include self-harm, I will ask them to book themselves in with a psychiatrist. In the 
first session as well, I often assess their lifestyle. What do they do from when they wake up until they go to sleep at night? Have their sleeping, 
eating and drinking patterns have changed in the past two weeks. If I find that these aspects need to be treated first, in that same session, I 
will give them psychoeducation about how lifestyle could be affecting their mental health and well-�E�H�L�Q�J�����,���Z�R�X�O�G���W�K�H�Q���J�L�Y�H���W�K�H�P���´�K�R�P�H�Z�R�U�N�µ��
to improve their lifestyle first. I would also ask them to make a journal to monitor themselves. For example, if they exercise, how does that 
affect them? In the second session, my main goal is to determine or assess how the client manages their emotions. What do you do when you 
feel uncomfortable? If the client describes healthy techniques to do it, I will affirm them. If not, I will provide psychoeducation about simple 
stabilisation techniques�³ for example, breathing relaxation. I usually teach them by sharing a link to a video or picture from YouTube or other 
platforms, so the client can do it by themselves. I will give other homework as well. In a nutshell, the second session is about emotional self-
management. Later in Session 3, I will focus on the cognitive aspects. What disturbing thoughts do you have? What inner critics do you have, 
and what do you do when these inner critics appear? If the clients have good alternative thoughts production, I will strengthen it. However, if I 
find alternative thoughts that make them more uncomfortable, I provide them with alternative thoughts. Usually, from assessment through to 
intervention only takes three sessions. The fourth session is more about follow-up. If the client feels much better, they will usually say so, and 
that would be it. However, if the client still experiences difficulty, I will offer them a more advanced online treatment such as a voice call or 
video call. (P8)  
 
Following what P1 has said about commitment, the importance of informed consent suddenly comes to mind. This could be a reminder for the 
client to attend the sessions. Points in informed consent can be simple, like a two-way agreement, hoping to establish �W�K�H���F�O�L�H�Q�W�·�V���L�Q�V�L�J�K�W���W�K�D�W��
there should be a reciprocal relationship between the client and psychologist in therapy. It is not a one-man show. The content of informed 
consent could include the schedule, duration, late attendance tolerance, and re-scheduling policy. (P2) 

 

Comments by CG Members  

Some psychologists informed me how many sessions would be needed even before discussing the issue. For me personally, I am afraid I have 
to disagree with that. What I want personally is for us to talk first in the first session. Later, after the first session, the psychologist might say, 
�´�$�O�O���U�L�J�K�W�����I�R�U���\�R�X�U���L�V�V�X�H�����Z�H���Q�H�H�G���D�W���O�H�D�V�W���W�K�U�H�H���V�H�V�V�L�R�Q�V���µ���,���Z�R�X�O�G���E�H���I�L�Q�H���Z�L�W�K���W�K�D�W�����+�R�Z�H�Y�H�U�����L�I���R�X�W���R�I���Q�R�Z�K�H�U�H�����W�K�H���S�V�\�F�K�R�O�R�J�L�V�W���V�D�\�V���´�W�K�U�H�H��
�V�H�V�V�L�R�Q�V���µ���Z�K�H�Q���Z�H���K�D�Y�H���Q�R�W���H�Y�H�Q���W�D�O�N�H�G���D�E�R�X�W���W�K�H���L�V�V�X�H�����,���Z�R�X�O�G���V�Dy it is more like a business. Yes, I am aware that psychologists conduct 
businesses, but the way they do it should have a more embracing philosophy. (C4) 
 
In the first session, the psychologist only asked questions and then asked me to continue to Session 2. I understand they want to understand 
the core of my issue. However, I did hope the psychologist would give me suggestions or some motivation even in the first session. It is like first 
medical aid. (C6)  
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For the assessment, I did not feel comfortable when the psychologist asked too many questionnaire-like questions. It felt like I was not the one 
who was venting but rather answering questions from the psychologist for their benefit. I once had an experience with an application when I 
completed a questionnaire about depression and anxiety, and the result came out immediately, which made me feel better. So I feel like for 
questionnaire-like questions, let the technology run it, but when it comes to meeting the psychologist, let us focus more on the problem. Later, 
the psychologist should also discuss the treatment with the client because an inexperienced client might feel that the issue is already resolved 
in the early session. Having another session would seem like the psychologist was milking the client. (C8)  
 
I would suggest that the checking and follow-up stages also include preventive measures. So, in the future, what issues can the clients prevent? 
If such an issue arises, what can be done by the clients? (C8) 
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5B. If emotions and cognition have improved, then the CP can give an appraisal and ask client 
to reflect on their behaviour that led to such an improvement; encourage them to 
maintain such behaviour. CPs could continue by ask the clients about their goals or any 
topic they would like to discuss in the current session (i.e., progress to the next emotional 
or cognitive intervention).  

6. Summarise and evaluate the session. What has the client gained from the session? What 
is the state of their cognition and emotions at the end of the session?  

7. Discuss the next session and to give assignments (if any). 
8. Provide positive closure with motivation and greetings.  

 

If there is an action plan already, we would start with evaluating whether or not the 
clients completed the planned action. If the client did not do it, we ask what 
difficulties hindered the client from doing it. We need to evaluate what happened, 
whether there was any new stressor or possibly a new event. If the client did it, we 
need to give them motivational feedback and appraisal. This is good; you have done 
it. So if the clients experienced difficulty, we will discuss that. If not, I will ask what we 
w�L�O�O���G�L�V�F�X�V�V���W�R�G�D�\�����R�U���Z�H���Z�L�O�O���F�R�Q�W�L�Q�X�H���Z�R�U�N�L�Q�J���R�Q���D�Q�R�W�K�H�U���L�V�V�X�H���R�Q���W�K�H���F�O�L�H�Q�W�·�V���O�L�V�W�����,��
would also monitor the clients' emotions; if a new emotion has emerged, we will deal 
with it. Later, we will summarise the session and ask the client what they have got 
out of today. (P5) 
 
CPs could ask what behaviour led to the improvement of their cognition and 
emotion and encourage them to maintain such behaviour (P8) 
 
In every session, I will also ask what the client got from the previous session. This is 
�W�R���U�H�I�U�H�V�K���W�K�H���F�O�L�H�Q�W�·�V���P�H�P�R�U�\�������3���� 
 
We also need to ask in every session about their goals for the current session. What 
obstacles are they currently facing? We can also evaluate the current session at the 
end of each session. What have the clients got out of it? Is there still something 
bothering them, in their mind, their thinking and emotions? It could be that the CP 
feels the clients have already achieved insights despite not having voiced them. We 
have to make sure. (P7) 
 

The design from the PG was then brought to the CG for their feedback. Two members 

of the CG (C4 & C6) participated in the discussion, suggesting that a rigid structure like this 

might make clients feel bored and uninterested in the session and there should be 

something different in every session to keep the clients interested. The summarising part of 

the session should go both ways between the clients and the CP, with both the CP and the 

client providing a summary of the session.  

If the session is like this frequently, the clients might get bored. However, clients 
might get excited if there is something new and exciting in every session. The 
psychologist could tell the client in advance that there will be something exciting in 
the next session, so the client would feel excited before the session. (C4) 
 
Summarising what the client has got out of today could be done by both the client 
and the psychologist. Sometimes when the psychologist says something, I am too 
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professional relationship is still ongoing. Several works in the literature have suggested that 

professional relationships end after the termination sessions (Davis & Younggren, 2009; 

Norcross et al., 2017; Sarkar, 2009) and therefore, such ethical codes might not be relevant 

anymore. However, Schlesinger (2013) has emphasised that an end to therapy could become 

another beginning, and further contact could still be possible in the future. This possibility 

encourages therapists to maintain postprofessional relationships with their ex-clients and 

thus, make such codes relevant even after termination sessions. 

Kramer et al. (2016) conducted mixed-method research looking at the experiences of 

former clients in non-sexual posttherapy relationships with their former counsellors. The 

research started with open-ended questionnaires, and later, nine participants were 

interviewed to understand the phenomenon better. There were several important key points 

found as the results of the study. According to the study, three types of posttherapy 

relationships could develop between former clients and counsellors besides sexual 

relationships. In one case, a former client of a counsellor who was also a teaching assistant 

formed a new relationship with the counsellor when the client became a student. While the 

former client then had regular weekly contact with the former counsello r, the relationship 

never developed into anything more than a normal relationship between a student and a 

teacher. In another case described in the study, a former client formed a professional 

relationship with their former counsellor as both were involved  in a similar industry. The 

participant said that the relationship was then more supervisory and no longer therapeutic. 

The last type of relationship found in the study was that former clients could develop 

personal relationships with their counsellors. One relationship went as far as having a dinner 

and family event together. The findings suggested that former clients and the counsellors 

could start these relationships. The contacts could be initiated through formal, professional 

contact which then led to something more personal; it could also be personal from the 

beginning, involving exchanges such as sending Christmas cards to each other. Regardless of 

the type of relationship, this study suggested that no relationship could be created with the 

former counsellors without complications. Instead, the relationship could become 

disorienting and confusing in terms of whether the client has successfully become 

independent or whether the therapeutic relationship be restored.  

One thing that hinders the formation of uncompromised relationships is the power 

imbalance. In the therapeutic setting, clients may know very little about their therapist but 
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brought to the CG for their feedback. Four members of the CG (C3, C4, C6, & C8) gave their 

opinion and feedback on the topic. CG members seemed to agree with the solution 

proposed by P1. The solution was to use the health plan as a reminder for the client about 

the whole psychotherapy process, even though C8 mentioned that more detail should be 

added in the notes such as potential adverse scenarios and possible remedies in such an 

event.  

It is excellent. It is more like a review of all of the sessions. Later when the sessions 
are finished, the client could reopen the notes. They could also be a motivation for 
the client (P4, CG) 
 
It would be beneficial since I know I am forgetful, so these notes could be a reminder. 
However, it is not guaranteed that clients will not go back to the therapy. Because 
the environment could change and is not covered by the health plan. (C6) 
 
I agree with that solution. That is more flexible and makes clients more independent 
of the CP. It feels like an evaluation and appreciation that I have achieved the end of 
psychotherapy. I would also like to see a summary of the issue, the dates, the 
conclusion of the treatment, and the solution. What things, should be done how 
often in the future to prevent relapse? For example, identify any possible events that 
could induce depressive symptoms. The CP could then provide some remedy for such 
events. So clients would have the tools to carry on their lives in better ways. (C8) 
 

Continuing on from the warranty discussion, I was then curious about whether or not 

refunds might be issued if the clients felt dissatisfied with the CT. Bringing this topic to the 

PG, five members of the PG (P1, P3, P5, P6, & P7) joined in the discussion. The common 

theme from the participants was that refunds could be issued, but only related to the initial 

agreement. This included the number of sessions and the scheduling. P5 suggested that it is 

unsuitable for clients to ask for refunds based on the out comes since there will be external 

factors that are hard to control. P6 suggested that the most clients could do is give their 

review to the CP. 

�,���V�D�Z���V�R�P�H�Z�K�H�U�H���L�Q���S�U�L�Y�D�W�H���S�U�D�F�W�L�F�H���Z�K�H�U�H���W�K�H�U�H���L�V���D���S�R�O�L�F�\���W�R���U�H�I�X�Q�G���W�K�H���F�X�V�W�R�P�H�U�·�V��
money if the clinic commits wrongdoing. The wrongdoing is not about the outcome; 
for example, if the clinic promises five sessions and the final number of sessions is 
less than that, the client will be refunded. So it is more about attendance. (P1) 
 
If the clients are finding it challenging to schedule sessions with the CP and the 
clients have already paid at the beginning, a refund would be reasonable. (P3) 
 
�,�I���W�K�H���F�O�L�H�Q�W�V���I�H�H�O���W�K�D�W���W�K�H�L�U���F�D�V�H���L�V���X�Q�U�H�V�R�O�Y�H�G�����,���G�R�Q�·�W���W�K�L�Q�N���D�Q�\���S�V�\�F�K�R�O�R�J�L�V�W���D�F�W�X�D�O�O�\��
has that kind of policy. This is because there are external factors that we cannot 
�F�R�Q�W�U�R�O���F�R�Q�W�U�L�E�X�W�L�Q�J���W�R���W�K�H���W�K�H�U�D�S�\�·�V���V�X�F�F�H�V�V�����$���U�H�I�X�Q�G���Z�R�X�O�G���E�H���D�S�S�U�R�S�U�L�D�W�H���L�I���W�Ke CP 
did not attend the scheduled session. If the client did not attend, that would not be 
appropriate either. (P5) 
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Theoretical Discussions  

As mentioned in the previous chapter, several theoretical frameworks were considered 

in the design of the manual: the theories of culturally sensitive psychotherapy (p. 59) 

developed by Bernal et al. (1995) and a combination of theories of the therapeutic 

relationship as described by Norcross and Lambert (2018) which has been proposed as the 

most important factor (p. 60) and one that is found in all types of psychotherapy (Cuijpers et 

al., 2019; Rosenzweig, 1936). This section aims to describe how the findings from the data 

gathering are align with these two theoretical frameworks.  

Culturally Sensitive Psychotherapy  

Synthetisations from the data gathered explained the different aspect of Culturally Sensitive 

Psychotherapy as follow: 

Language  

This aspect talks about different language that CPs and clients might have and how it 

affects the therapeutic relationship. The data suggested that the use of the Indonesian 

official language Bahasa Indonesia is predominant in the CT setting in Indonesia. Indonesia 

consists of hundreds of traditional ethnicities and hundreds of traditional languages are 

spoken. Unfortunately, the number of CPs is not proportionate to the population of 

Indonesian and they are mostly centralised in one island. This means that CPs speak a limited 

number of language and may not be able to cater to all clients. This issue was raised by the 

PG as one of the potential disadvantages of CT in Indonesia. PG members asserted that even 

though it is quite rare, they sometimes face unfamiliar words, tones, or sentence structure 

which limit the effectiveness of the communication. The PG members acknowledged the 

positive effects when clients can speak their traditional languages in CT, as client are able to 

find the most suitable words to ex press their feelings at that moment and it helps them to 

feel more comfortable with the therapeutic process. Traditional language is not the only 

potential issue in CT. PG members suggested that the use of jargon could also jeopardise the 

effectiveness of the therapy as the client might not understand it.  

The data suggested that there are several interventions that CPs can provide to make 

therapy culturally appropriate, starting from the very beginning even before the CT has 

started. In the promotion of their service, it is important for CPs to provide info rmation about 

their cultural backgrounds. CPs could include their photos in their profiles and some cultural 

background such as where they are from. Doing so, potential clients are able to choose a CP 
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Table 31 

Summary of the Manual Chapters 

Chapter  Chapter Title  Description  

1.  Introduction  This chapter aims to explain the manual's rationale and the 
method used to develop the manual.  

2.  The Concept of Chat 
Telepsychotherapy 

This chapter explains the concept of CT and how it differs 
from other mental health interventions, such as counselling 
and guidance. It also provides information about the 
advantages and disadvantages of CT.  

3.  Starting CT Practice The chapter explains how interested Indonesian CPs could 
start offering CT as one of their services. It gives information 
on pathways to entering the business and the considerations 
before choosing different pathways. This chapter also 
includes other practical considerations before starting CT, 
such as choosing the best application, fees, contact details, 
and workplace.  

4.  General Guidelines for 
Conducting CT 

This chapter provides guidelines on the general aspects of 
conducting CT. These include confidentiality, the therapeutic 
relationship, culture, and collaboration in the CT setting.  

5.  Specific Guidelines for 
Conducting CT 

This chapter gives more specific guidelines for conducting 
CT. These include discussions on verbal and non-verbal 
communication, first contact in CT, session duration, not 
providing diagnoses, dealing with client responses, client 
absences, solutions, homework, warranties and refunds, and 
managing technical failures. 

6.  Characteristics of 
Indonesian Millennials 
and Gen Z 

This chapter offers some information about the 
characteristics of millennials and Gen Z in Indonesia and how 
these characteristics affect the CT process.  

7.  Minor Depressive 
Disorder 

This chapter discusses some of theoretical aspects of minor 
depression. It also discusses preliminary findings about the 
physical manifestations of depression in the Indonesian 
setting.  

8.  Self-Harm This chapter discusses the possibilities for handling self-harm 
during CT. It discusses the following themes: manifestations 
of self-harm, the reasons behind self-harm, and assessing 
self-harm, as well as providing a protocol to handle self-
harm during CT. 

9.  CT Stages for 
Indonesian Millennials 
and Gen Z with Minor 
Depression 

This chapter gives specific guidelines for conducting CT for 
Indonesian millennials and Gen Z who suffer from minor 
depression. The guidelines are designed to support 
Indonesian CPs from the earliest stages of CT through to the 
final stages, as follows: first contact, administration and 
informed consent, assessments, treatment plans, urgent 
symptoms, emotional interventions, cognitive interventions, 
regular sessions, strengthening sessions, termination session, 
and finally, the relationship after terminatio n.  
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 It can be seen from the table that the manual comprises a comprehensive discussion 

of the topic of CT. That was foreseeable as the manual is the first of its kind. The manual is 

suitable for Indonesian CPs with no CT experience because it offers information and basic 

knowledge about CT and pathways for the novice CP to enter the world of CT and offer it as 

one of their services. The manual also discusses several aspects to consider while doing CT, 

such as confidentiality, therapeutic relationships, and culture. The manual also offers some 

specific guidelines for the CP on conducting CT. For example, a discussion about verbal and 

non-verbal communication is broken down into more specific discussions on topics such as 

style in chat messages; showing empathy in CT; and using emojis, voice notes, the clipboard, 

and voice typing. These detailed discussions can also be found in the same chapter with the 

six other specific guidelines.  

The manual also offers some discussion related to this study's subject: Indonesian 

millennials and Gen Z who suffer from minor depression. It can be seen from the table that 

the manual has two stand-alone chapters that discuss the characteristics of Indonesian 

millennials and Gen Z and also Minor depression. This shows that while the manual is wide-

ranging in terms of discussing CT, It is also specific to this study. By including these two 

chapters in the manual, Indonesian CPs with clients who fall into th is study category, i.e., 

Indonesian millennials and Gen Z who suffer from minor depression, are provided with 

comprehensive guidelines that are not limited to CT. Another important chapter in the 

manual is the self-harm chapter. Self-harm is highly likely to occur in people who s uffer from 

depression (Guo et al., 2021; Sadath et al., 2023). Even though people with other mental 

disorders may also self-harm (Singhal, 2014). This chapter included here to ensure that the 

manual is comprehensive and responsive to the crucial matters in the treatment of risky 

mental health illness. 

Chapter 9 of the manual offers specific step-by-step guidelines on how Indonesian CPs 

can treat Indonesian millennials and Gen Z who suffer from minor depression. As described 

in the table above, this chapter contains other comprehensive guidelines on best supporting 

clients using CT. This chapter provides theoretical and practical guidelines, reasonings, and 

examples in one chapter. This chapter also contains hints and references to previous 

chapters for more discussion on the topics. Doing this allows the reader to continually refer 

to the previous chapters for more comprehensive discussion.  
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several strengths. As the first ever scientifically backed (Sale & Thielke, 2018) manual on chat 

telepsychotherapy, it offers guidance for Indonesian CPs who want to start providing a CT 

service as the first four chapters of the manual were written for such a purpose. Furthermore, 

the manual provides detailed discussion to enable CT practitioners to understand the whole 

concept of CT. The manual provides a general foundation for CT, including a definition of the 

concept, its advantages and disadvantages, and guidance on how to start providing CT. It 

also provides general and specific guidelines on best practice when delivering CT to clients. 

Readers are guided in the practice of CT from the very beginning. Moreover, all discussions 

in the manual were based not solely on a review of the literature review but also on iterative 

discussions between CPs and Clients. It includes more than just theory but also empirical 

data (Broeder, 2010). Going into further detail, this manual was also written for clients who 

are millennials or Gen Z suffering from minor depression. As stated before, this manual also 

provides future readers with a theoretical framework and information about the practical 

aspects of CT. It can be seen from the manual that Chapters 6, 7 and 9 were written explicitly 

for these specific clients, starting with theoretical information about the generations and 

mental illness and continuing with stage-by-stage guidance on how to best treat these 

clients using CT. This manual also provides illustrations such as chat balloons, which are very 

specific to this type of intervention.  

The main limitation of the manual is its focus on a specific group of clients. Chapters 2-

6 and 8 of the manual can indeed be helpful for practitioners working with many types of 

clients. However, CPs will usually have clients with specific issues, and this manual is intended 

to help CPs with millennial and Gen Z clients with minor depression. Considering the 

possibilities of comorbidities in depression (Anker et al., 2018; Baranyi et al., 2022, Veisani et 

al., 2017), this manual could only do so much.  

Another limitation can also be found in the specificity of the manual. Human 

interaction is complex, and there are many possibilities for ways communications between 

CPs and clients can eventuate. The process of gathering data from the CPs and the clients 

has tried to cover the interactions between CPs and clients as far as possible. For example, 

from the beginning with the assessment, the manual discusses how to best deal with clients 

who are anonymous, underage and even suicidal. Throughout the CT process, this manual 

also discusses how to best respond when clients are silent, absent, or hostile. Given the 

volume, the data was gathered from just 15 research participants, and they could only 
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describe their experiences so far. There is no guarantee that this manual will cover all 

possibilities for human interactions between CPs and clients. There might be other unique 

experiences that this manual will not cover. This manual might not yet be in its best version 

and might need further improvement.  

The last limitation of the manual is that it is vulnerable to technological advances. CT is 

a therapeutic relationship that uses technology as its primary foundation. The chat 

communication between CPs and clients is conducted using software usually installed on 

mobile devices. These technologies are subject to the rapid and ever-accelerating pace of 

advancement (Pollard et al., 2022). The software has many features (clickable links, voice 

notes, emojis, and the ability to send images) and is also prone to technological 

advancement. These lead to questions as to how long this manual might stay relevant as 

technological advances make older versions of products obsolete (Ates & Acur, 2022). For 

example, this manual could only cover voice-typing so far as it is still a new technology and 

prone to errors. The data suggests that voice typing is not commonly used in the CT 

relationship, however, one cannot know how the advancement of voice typing technology 

might change CT dynamics in the future.  

Theoretical Significance  

This study significantly contributes to several theories and discussions in the literature. 

These are depression, telepsychology/telepsychotherapy, cultural sensitivity and 

collaborative design.  

Depression 

At the beginning of this research, the lack of evidence and literature regarding the 

physical symptoms of people with depression in Indonesia was discussed. This topic was 

discussed during the data gathering and resulted in preliminary findings. Twenty-six possible 

physical symptoms related to depression were found in the data gathering. The association 

of each of these physical symptoms with depression is supported by previous studies, even 

though they are not from the Indonesian literature. This shows that such findings are 

supported. These findings are raw and need to be further investigated by other researchers 

interested in the topic using more focused research methods, such as descriptive research 

with a larger sample, to clarify the findings (Singh, 2020). Regardless, this study suggests that 

there is a possibility that depression in an Indonesian setting can manifest in physical 

symptoms. Furthermore, these preliminary findings add to the  theory of depression, 
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especially in the Indonesian literature.  

Telepsychology/Telepsychotherapy  

This current research aimed to create the first-ever evidence-based guidelines (manual) 

to conduct psychotherapy using synchronous text based (chatting) communication. 

According to my knowledge, no comprehensive manual has previously been produced such 

as the one produced in this research that discusses the multiple aspects of conducting CT. 

While effectiveness study might strengthen the position of the manual, the current version of 

the manual could still provide some understanding and could become a stepp ing-stone 

study that provides the foundation for future telepsychology/telepsychotherapy research 

(Flick, 2007). The term psychotherapy, as used in the manual, could be considered a strong 

word. Therapists using other relevant therapeutic practices such as counselling, consultation, 

guidance, and even coaching might utilise this manual as a reference for future research. 

Chapter 2-6, and 8 of the manual provides guidance on how to conduct a therapeutic 

relationship remotely via chat messages. It focuses on creating comfort for the younger 

clients receiving input from the CPs. This, again, is relevant to other mental health disorder 

and other distance therapeutic relationships. Future researchers from other disciplines who 

are keen to find out how the manual could be adapted to their needs c ould follow 

transdisciplinary research practices (Archibald et al., 2018). In a nutshell, transdisciplinary 

research practices could make the manual as the focus for future researchers or used as a 

methodological tool to he lp achieve the primary goals of future research.  

Cultural Sensitivity   

Another attempt made in this manual was to provide guidelines for culturally sensitive 

CT for the subjects of the research. The cultural discussion was one of the significant 

discussions in the making of the manual. There has been back-and-forth discussion on best 

ways to deal with culture in the CT setting. This is because SARA is a sensitive topic in the 

Indonesian setting (Taqwa et al., 2019). A careful approach is needed for the practitioner to 

touch on the topic safely. These findings could also enrich the literature on social 

psychology, especially in dealing with cultural differences in therapeutic settings.  

Collaborative Design  

The current research could provide additional evidence for the collaborative design 

literature. The practice of codesign used in the research is somewhat unique in the literature 

as the whole process was done via online group conference. As discussed, this method 
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comes with strengths and limitations that could be the foundation for future research that 

uses codesign as its method of data gathering. The current research followed the codesign 

stages described by Bowen et al. (2013), but the content of the stages in this research was 

set up differently. While the names and the stages were the same, the original research by 

Bowen et al. (2013) was full of in-person activities. These activities acted as a data-gathering 

method that helped myself build the intended produc t. In this research, there were no 

activities but rather a set of questions that moved from general to being more specific and 

practical with each successive stage. The only activity other than group discussion was when 

the participants reviewed the prototype of the manual and gave feedback. Even then, more 

comprehensive feedback was given and discussions about the manual prototype were held 

again using the group discussion method. This unique codesign method could inspire or 

become a foundation for future research.  

Practical Significance  

Other than the theoretical significance, this study also has practical significance, mainly 

for the community of Indonesian CPs. However, the practical significance for other mental 

health practitioners is also explained.  

Indonesian Clinical Psychologists  

The practical aspect of the manual is the primary significance of this research. The 

purpose of the manual is to help the Indonesian CP community conduct proper CT 

interventions for Indonesian millennials and Gen Z who suffer from minor depression. As 

there has not previously been any comprehensive manual to guide Indonesian CPs, this 

manual could be helpful for the community. Even though there is a need to test whether the 

manual is effective, the current protocol version of the manual could be cautiously reviewed 

by the practitioner and acted upon with thorough and critical consideration. Should finally 

the manual proven to be effective, the manual could be formally introduced to the IPK 

Indonesia, the highest association of clinical psychologists in Indonesia, and for them to 

introduce such a manual to its members (i.e., the Indonesian CPs). This ensures that every CP 

in Indonesia can use it in their practice.  

With the manual within reach, CP who practises CT, whether a novice or has been in 

the field for some time, can access guidance about the concept of CT from the beginning 

when they want to start practising CT up to the specific issues they may encounter during 

the sessions. Furthermore, this manual could ultimately help CPs who have millennial and 
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Chapter 1 - Introduction  

 

Changes are inevitable and people must adapt. These are perhaps the right words to begin with, 

which explain why this manual was developed in the period from September 2019 to September 

2023. Indonesia has been experiencing, rapid development in information technology (IT), a 

�G�H�Y�H�O�R�S�P�H�Q�W���W�K�D�W���L�V���D�I�I�H�F�W�L�Q�J���Y�D�U�L�R�X�V���D�V�S�H�F�W�V���R�I���,�Q�G�R�Q�H�V�L�D�Q�V�·���O�L�I�H�V�W�\�O�H�V�����2�Q�H���R�I���W�K�H���P�R�V�W���R�E�Y�L�R�X�V��

effects is the digitalisation of goods and services transactions that, in the past, were generally 

carried out by meeting fac e-to-face. The rapid developments in IT have made it possible for them 

to delivered remotely through online technology. Some online services are now collaborating 

with the government to provide Indonesians with easy access to transactions such as paying taxes 

and accessing health care.  

 

This manual deals with one aspect of Indonesians' lifestyles impacted by digitalisation which is 

the provision of mental health services. During the period of writing this manual, a large number 

of clinical psychologists (CPs/Psychologists) in Indonesia were already offering therapeutic 

interventions remotely, which had previously been conducted in person, using different types of 

software programs. In general, the communication tools used by CPs are video conferencing (or 

video calls), telephone (voice calls), and also synchronous text communication, commonly referred 

to as "Chat". The manual is designed to give guidance to CPs conducting psychotherapy using 

chat. This manual labels the concept of psychotherapy that uses chat as the medium of 

communication as chat telepsychotherapy (CT). 

 

CT has captured the interest of many Indonesians, particularly the younger generations, for 

several reasons. First, chatting has become a common way of communicating in Indonesia. Over 

78% of the population of 275 million Indonesians are recorded as active internet users who 

primarily use the internet to connect with others using social media and chat application s (Asosiasi 

Penyelenggara Jasa Internet Indonesia [APJII, Indonesian Internet Provider Association], 2023). 

The second reason is, in a country with thousands of islands, 2,725 or 71.82 % of the 3,794 

registered Clinical Psychologist (CP) in Indonesia are located on Java Island, according to the 

�,�N�D�W�D�Q���3�V�L�N�R�O�R�J���.�O�L�Q�L�V���,�Q�G�R�Q�H�V�L�D���>�,�3�.���,�Q�G�R�Q�H�V�L�D�����&�O�L�Q�L�F�D�O���3�V�\�F�K�R�O�R�J�L�V�W�·�V���$�V�V�R�F�L�D�W�L�R�Q���R�I���,�Q�G�R�Q�H�V�L�D�@��

(2023). Finally, although 16 million people in Indonesia experience depression as one of the most 

common mental health issues (Kementerian Kesehatan Republik Indonesia [Kemenkes R.I., The 

Ministry of Health of the Republic of Indonesia], 2018), Indonesian people still face stigma 

regarding mental health issues (Asti et al., 2016). People are reluctant to seek direct face-to-face 

therapy because Indonesians tend to think that mental health issues are a sign of weakness or 

that those with such issues must be cast out. 
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CT also became popular in Indonesia during the COVID-19 pandemic (Khan et al., 2020). During 

the pandemic, Indonesia imposed several levels of restrictions on movements of its citizens after 

its first COVID-19 case was detected in the country on 2 March 2020. The first restrictions, 

pembatasan sosial berskala besar (large scale social limitations) was mandated on 17 April 2020 

(Nasional Tempo, n.d). The term changed several times, but the principles remained the same. 

Movement restrictions meant Indonesians were required to practice safe distancing between 

individuals. They were encouraged by the government to stay at home as much as possible and 

to use remote services instead of physically visiting shops to buy goods and services. This 

regulation then affected how Indonesians sought professional help for their mental health. Due 

to stress generated not only by the pandemic, b ut also by life in general, many Indonesians chose 

CT for professional mental health support. While the effects of pandemic may have subsided and 

everything has started to return to how it was, the practice of online ment al health treatment has 

continued to grow, due to the switch of behaviours by Indonesians in terms of communications 

as a result of the pandemic (AM, 2022).  

 

This manual focuses on using CT to treat younger Indonesians, especially millennials and Gen Z, 

who suffer from minor  depression (referred to here as clients). It has previously been mentioned 

that younger generations might prefer CT as they are used to communicating via text. Depression 

affects approximately 16 million Indonesians (Ministry of Health of the Republic of Indonesia, 

2018). Although there are no official numbers on how many Indonesian millennials and Gen Z 

suffer from depression, the Ministry of Health of Indonesian has estimated that 5.8% of the 

population aged 15 to 34 (of whom millennials and Gen Z are subsets) suffer from depression. 

This number may increase as a result of the COVID-19 pandemic due to the loss of livelihoods 

and even the loss of relatives and family members. Based on these considerations, it is safe to 

assume that more accessible mental health interventions such as CT have become necessary. 

 

Unfortunately, even though the need for CT in Indonesia is great, evidence-based guidance for 

CPs on how to best execute it has been lacking. This might have discouraged Indonesian CPs from 

providing  CT services due to being unfamiliar with and uncertain about the whole concept. At the 

time when this manual was developed, the educational curriculum for Indonesian CPs does not 

include courses focused on CT or other distance psychological services.  

 

This manual contains guidance for Indonesian CPs on ways to conduct CT for Indonesian Gen Z 

and millennials who are experiencing mild depression.  
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Specific Purposes of this Manual  

1. General and Specific Guidelines in Conducting CT. 

The chapters in this manual, with the exceptions of Chapters 1, 7 and 9, offer general and 

specific guidance that can be helpful for CPs who intend to provide CT services for different 

types of mental health disorder . The manual may also be useful for CPs who are already 

practicing CT who are looking for more guidance. This manual contains guidance covering 

the stages of CT from initial contact through to termination and the relationship between the 

CP and the client after the sessions have ended.  

 

2. Guidance on Conducting CT for Indonesian Millennials and Gen Z with Minor Depressive 

Disorder 

The manual also provides general guidance for CPs on the characteristics of depression and 

of millennials and Generation Z in Indonesia. In a nutshell, minor depressive disorder is on the 

milder end of the spectrum of depression, a mental illness that causes mood to be persistently 

low. This is thoroughly discussed in Chapter 6 and 7. Chapter 9 of this manual contains 

guidance for CPs conducting CT with Indonesian millennials and Gen Z who suffer from minor 

depressive disorder. 

 

The Method Used to Develop the Manual.  

The manual was developed using a collaborative design (CoDesign) method that involved a 

process of collective creativity between stakeholders (Thabrew et al., 2018). The researcher chose 

the method in order to create a manual that includes the opinions and experiences of the parties 

involved in CT: the CPs, as the ones who provide CT services, and the clients, who are the recipients 

of CT services. The collaboration between representatives of these two groups and the researcher 

aimed to create a manual that meets the needs of both CPs and clients, rather than being primarily 

oriented towards one party. 

 

The process involved eight Indonesian CPs (seven female and one male) and seven clients (four 

males and three females) who contributed as participants. The collaborative design method that 

was used to create this manual was adapted from the model by Bowen et al. (2013). It consisted 

of five stages: 1) understanding and sharing experiences; 2) exploring blue-sky ideas; 3) selecting 

and developing blue-sky concepts; 4) converging on a practical proposal and 5) prototyping, with 

one additional stage, evaluation. An outline of the process can be seen in Figure 1.  

 

The design process for this manual also gave special consideration to the concepts of culturally 

sensitive psychotherapy to ensure the manual is sensitive to the Indonesian culture. Two theories 

were used to explore the concepts. The first theory comes from Bernal et al. (1995) who identified 

eight factors to be considered for psychotherapy to be culturally sensitive, including1) language; 
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2) persons; 3) metaphors; 4) content; 5) concepts; 6) goals; 7) methods, and 8) context. The second 

theory comes from Rosenzweig (1936) who proposed that all psychotherapies have common 

factors despite any differences. Cuijpers et al. (2019) identified the therapeutic relationship as a 

primary factor in all types of psychotherapy. This manual looks into how the therapeutic 

relationship is created in the Indonesian setting.  

 

Recommendations for Future Research  

The manual offers two suggestions for researchers pursuing similar topics. One is to conduct CT 

trials or usability testing  based on the manual. Chapter 2-6, and 8 provide comprehensive 

guidelines on how to conduct CT, for different types of mental disorder.  Researchers could also 

conduct specific trials aimed at treating Indonesian millennials and Generation Z with minor 

depressive disorders using the entire contents of the manual. 

 

Presentation of the Manual  

All the content provided in this manual is evidence-based. Some statements are supported with 

references to the literature and some are the result of the data gathering for this study. Readers 

�Z�K�R�� �Z�D�Q�W�� �W�R�� �X�Q�G�H�U�V�W�D�Q�G�� �W�K�H�� �I�X�O�O�� �U�H�D�V�R�Q�L�Q�J�� �E�H�K�L�Q�G�� �W�K�L�V�� �P�D�Q�X�D�O�� �F�D�Q�� �F�R�Q�V�X�O�W�� �W�K�H�� �U�H�V�H�D�U�F�K�H�U�·�V��

Massey University of New Zealand PhD thesis.  
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Chapter 2 - The Concept of Chat Telepsychotherapy  
 
The purpose of this chapter is to introduce the concept of CT, along with its advantages and 

�G�L�V�D�G�Y�D�Q�W�D�J�H�V�����,�W���L�V���S�U�R�E�D�E�O�H���W�K�D�W���W�K�H���I�L�U�V�W���X�V�H���R�I���W�K�H���W�H�U�P���´Chat T�H�O�H�S�V�\�F�K�R�W�K�H�U�D�S�\�µ�����&�7�����L�V���L�Q���W�K�L�V��

manual. Therefore, the CT concept needs to be explained.  

 

Definition of Chat Telepsychotherapy.   

Two aspects were considered in the process of defining the concept of CT. The first aspect was 

the semantic traces in the term. The second aspect was the opinions of the CP participants in the 

study. 

 

From semantic perspective, chat telepsychotherapy contains three concepts: 1) chat, 2) tele, and 

3) psychotherapy. The following discussion outlines the understandings of each concept before 

explaining the concept of CT as a whole. 

 

�x Chat 

Originally meant small talk (Merriam-Webster, n.d.a). The term was then adopted into 

communication technology, creating a new meaning. According to Derrig -Palumbo (2016), 

chat involves real-time text communication that is carried out via an internet network. Chat 

in the era of this manual is carried out via a smartphone application over an internet 

connection. 

�x Tele 

�$�Q���,�Q�G�R�Q�H�V�L�D�Q���'�L�F�W�L�R�Q�D�U�\���G�H�I�L�Q�H�V���´�W�H�O�H�µ���D�V���G�L�V�W�D�Q�F�H���R�U���D�W���D���G�L�V�W�D�Q�F�H���� 

�x Psychotherapy 

�3�V�\�F�K�R�W�K�H�U�D�S�\���F�R�Q�W�D�L�Q�V���W�K�H���F�R�Q�F�H�S�W�V���R�I���´�S�V�\�F�K�R�µ���D�Q�G���´�W�K�H�U�D�S�\�����µ�R�U�L�J�L�Q�D�W�L�Q�J���I�U�R�P���W�K�H���/�D�W�L�Q��

words �S�V�X�N�K�L, or breath, life, or soul, and therapeia, or curing, or healing. (oxfordreference, 

n.d.; etymonline, n.d.). 

 

�7�K�H���&�3���S�D�U�W�L�F�L�S�D�Q�W�V���R�I���W�K�H���V�W�X�G�\���G�H�H�P�H�G���L�W���H�V�V�H�Q�W�L�D�O���W�R���L�Q�F�O�X�G�H���W�K�H���F�R�Q�F�H�S�W���R�I���´�S�U�R�Y�L�G�L�Q�J���K�H�O�S�µ���L�Q��

the definition as according to the CP participants, CT is about providing help for people in need 

that is curative in nature and helps them feel better about  themselves. People in need include 

people with mental health issues and those seeking personal development and the help may take 

many different forms; some people might need a direct solution, while others might need some 

insight into their situations.  

 

Based on the discussion above, this manual defines CT as follows:  
Chat telepsychotherapy is a therapeutic online synchronous text-based communication 
(chatting) relationship that is curative in nature with the aim of providing help for clients who 
suffer from mental health problems or are in need of guidance to improve their lives 
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Table 1�³ Various Types of Mental Health Intervention 

CT and Other Mental Health Interventions  

The concept of psychotherapy in CT is different from other mental health interventions. The 

following table compares psychotherapy with several other mental health interventions such as 

guidance, coaching, consultation, and counselling.  

 

Concept  Understanding  

Guidance Guidance is often tied to a vocational or academic setting (Jan & Mattoo, 2018). It 
involves showing the way, regulating, giving advice, and even giving instruction (Winkel, 
2008). In guidance, individuals receive continuous support from someone who has a 
better understanding of the subject and is there to help them improve their abilities in 
the subject and develop confidence, independence, and self-esteem (Miller, 1961; 
Surya, 1988) 

Coaching The basic idea of coaching is to facilitate someone to learn (Whitmore, 2002). Coaches 
do not necessarily need to be knowledgeable in the subject as their speciality is the 
process of learning (Hall & Duval, 2004). Coaches ask questions aimed at prompting 
clients towards self-directed learning and growth (Grant, 2001). Finally, people who seek 
coaching are often wanting to improve their performance in something they are already 
doing well (Page, 2005; Williams, 2005). 

Consultation A consultant is a knowledgeable person with experience in a particular field who gives 
professional advice or opinions to people seeking specialist expertise (Falender & 
Shafranske, 2020). Through consultation, problems can be solved and conflicts resolved 
to prevent similar issues in the future and make further consultation unnecessary 
(Sweeney, 2019). In psychology, a consultation might revolve around a third person 
(Caplan, 1970), for example, a junior psychologist who is having difficulty with a client 
could consult with a senior psychologist about the case. 

Counselling The most similar concept to psychotherapy, counselling deals with the client's private 
logic, emotions, and behaviour (Sweeney, 2019). It refers to a therapeutic process that 
aims to empower clients so that they can meet and cope with regular developmental  
challenges (Nystul, 2015). Counselling focuses on short-term goals and preventive 
action for potential issues that might occur in the future (Nystul, 2015).  

Psychotherapy Psychotherapy is remediative rather than preventive and people who receive 
psychotherapy have more complex issues that may be classified as mental disorders 
(Nystul, 2015). Sommers-Flanagan and Sommers-Flanagan (2018) have mentioned that 
although counselling and psychotherapy work in similar ways, psychotherapy tends to 
be less directive than counselling, to go a little deeper, and the work lasts longer. Jone-
Smith (2019) has suggested that psychotherapy is a more reconstructive process for 
people with serious issues in coping. 
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In summary, compared with other psychological interventions, psychotherapy's differentiator is 

its ability to treat a more serious mental disorders that often need thorough assessment. The 

other psychological interventions listed above are designed for people who are functioning 

normally but are confused or unfamiliar with a particular subject or skill in their life, or who might 

have life challenges, or conditions that are still considered mild and not classified as mental 

disorders. Another important key point is that psychotherap y involves more complex therapeutic 

interventions compared to advice-giving or knowledge transfer. 

 

Psychotherapy in this CT manual follows the same processes as face-to-face psychotherapy. It 

begins with an administrative stage and ends with deciding how the relationship between CP and 

client is to be managed after therapy is over (see p. 117 for a summary of the stages). Therefore, 

CT is not a quick or even instant procedure that can be performed in a single session. 

 

Advantages and Disadvantages of CT  

Advantages  

�x CT is a psychological intervention that is suitable for young Indonesians as they are 

accustomed to communicating via chat messages. 

�x The fact that CT prioritises written communication may have positive impacts on the clients 

who use it. Firstly, stringing words together in a chat message can be considered as a form of 

writing therapy for those clients who are more comfortable expressing  their emotions and 

ideas through words. Secondly, the writing of chat messages may serve as a cathartic way for 

the client to vent any strong emotions that they might be feeling at that time.  

�x CT allows the client extra time to think of the best response to the CP. In face-to-face settings, 

clients may feel nervous or at a loss for words. Since clients can choose their own location for 

CT, they be in a better mind to think about their responses. Moreover, since chat 

communication allows clients to edit their messages before sending, they have the flexibility 

to change their responses until they are comfortable with them.  

�x CT is a good therapy option for clients who are unwilling to meet CPs face-to-face for various 

reasons. For example, a client with agoraphobia might find it difficult to leave their house to 

meet physically with a CP. 

�x CT gives the CPs as well as the clients an automatic way to document the therapy, as the chat 

messages are automatically saved in the apps. This helps both the clients and the CPs by 

allowing them to reread what was said during the sessions. 

�x CT gives Indonesians easy access to psychotherapy services in terms of distance and time. 

This may be helpful for clients with immediate needs for psychological services. This also 

makes CT a good way of providing mental health first aid because it can be provided quickly, 

by someone who is qualified.  
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�x CT provides a better communication experience in terms of signal compared to other 

telepsychology therapeutic intervention methods such as video calls and phone calls. That is 

because chat uses far less data than these other options. 

�x CT offers clients the convenience of accessing services through both mobile phones and 

computers. Most chat apps can be accessed via computers. 

�x CT is a more economical mental health intervention option than face-to-face psychotherapy. 

Even though Indonesians are becoming more aware of psychotherapy, not all of them can 

afford face-to-face therapy. 

�x CT gives the CPs the opportunity to immediately check anything the client says that is 

unfamiliar to them.  

�x The CP does not need to prepare in terms of attire or venue. 

 

Disadvantages of CT with Possible Solutions  

�x The Patterns of Communication 

Communication within CT is mostly carried out via chat messages which lack nonverbal cues 

�V�X�F�K���D�V���W�K�H���F�O�L�H�Q�W�·�V���H�[�S�U�H�V�V�L�R�Q�V�����Y�R�L�F�H�����D�Q�G���E�R�G�\���P�R�Y�H�P�H�Q�W�V�����7�K�L�V���X�O�W�L�P�D�W�H�O�\���D�I�I�H�F�W�V���W�K�H���G�H�S�W�K��

�R�I���W�K�H���W�K�H�U�D�S�\�����Z�K�L�F�K���L�V���G�L�V�F�X�V�V�H�G���L�Q���W�K�H���I�R�O�O�R�Z�L�Q�J���S�R�L�Q�W�������)�U�R�P���W�K�H���F�O�L�H�Q�W�·�V���S�H�U�V�S�H�F�W�L�Y�H�����O�R�V�L�Q�J��

the nonverbal aspects could possibly lead to monotonous and boring sessions. Finally, 

without intonation and expression, chat communication may lead to misunderstandings. This, 

along with possible solutions, is discussed in the section in Chapter 5�����´�9�H�U�E�D�O���D�Q�G Nonverbal 

�&�R�P�P�X�Q�L�F�D�W�L�R�Q�µ�����S��������). 

 

�x The Difference in Depth of the Therapy 

Depth refers to the comprehensiveness of analysis of the issues experienced by their clients. 

In face-to-face therapy, CPs are able to analyse the difficulties experienced by the clients and 

create a comprehensive case formulation that explains the dynamics of the issues. This is more 

difficult in CT for two reasons: 

- The loss of non-verbal communication also means the loss of additional observational 

data  

- CT is more time consuming compared to direct verbal communication in face-to-face 

therapy. The main reason for this is the difficulties in compiling the chat messages (as 

discussed next). This limitation also affects how much information can be exchanged in a 

session. The amount of information exchanged in a one-hour CT session will tend to be 

less compared to one-hour face-to-face sessions.  
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In a nutshell, the lack of information from the chat communication leads to a more superficial 

�X�Q�G�H�U�V�W�D�Q�G�L�Q�J���E�\���W�K�H���&�3���R�I���W�K�H���F�O�L�H�Q�W�V�·���G�L�I�I�L�F�X�O�W�L�H�V�� 

 

As a potential solution, the CP can aim to establish a deeply empathetic level of chat to 

improve the possibility of extra nonverbal information such as expressions of emotion being 

provided by the clients. Empathetic communication is discussed in the section in Chapter 5, 

�´�9�H�U�E�D�O���D�Q�G �1�R�Q�Y�H�U�E�D�O���&�R�P�P�X�Q�L�F�D�W�L�R�Q�µ�����S��������). The CP is also advised to devote more time 

to the CT session so that the CP and client have the opportunity to exchange more 

information. Further discussion about session duration can be found in the section in Chapter 

5 on Session Duration and Time Between Sessions�µ�� ���S���� ����). Should this not be suitable or 

possible, then the CP might need to explain to the client that CT will require more sessions 

compared to face-to-face therapy in order to reach the same level of comprehensiveness as 

face-to-face therapy.  

 

�x Difficulty in Compiling Messages. 

CT requires that both clients and CPs express their thoughts and feelings in their chat 

messages. For CPs, this can be difficult as they must be careful in arranging their words so as 

not offend their clients. Given the lack of nonverbal cues, CPs might need time to write the 

messages before sending them to clients. Given the possibility of misinterpretation, any wrong 

�F�K�R�L�F�H�� �R�I�� �Z�R�U�G�V�� �F�R�X�O�G�� �O�H�D�G�� �W�R���P�L�V�X�Q�G�H�U�V�W�D�Q�G�L�Q�J�V�� �I�U�R�P�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �V�L�G�H���� �(�Y�H�Q�� �Z�K�H�Q�� �W�K�H�� �&�3��

thinks the messages are appropriate, there are no guarantees that clients will perceive them 

the same as the CP intended. Typing messages can also be burdensome for the clients, 

especially when they are unstable and do not have the motivation to type. This situation can 

lead to messages that do not fully represent their actual state of mental health. As a possible 

solution, CPs are advised to also use the voice-note features in chat applications, as discussed 

in the section in Chapter 5, Voice Notes (p. 44). 

 

�x Limitations on the Severity of the Issues  

This manual is probably the first document to provide guidance for Indonesian CPs carrying 

out psychological interventions using chat. At this stage, it is recommended that CT only be 

conducted with clients experiencing mild mental disorders rather than se rious ones. Serious 

mental illness (SMI) refers to psychotic disorders, bipolar disorder, and either major 

depression with psychotic symptoms or treatment -resistant depression. SMI can also include 

anxiety disorders, eating disorders, and personality disorders with severe functional 

impairment (Adams & Aggarwal as mentioned in Swinson, et al., 2016). The severity is 

�D�V�F�H�U�W�D�L�Q�H�G�� �W�K�U�R�X�J�K�� �W�K�H�� �D�V�V�H�V�V�P�H�Q�W�� �R�I�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �L�V�V�X�H�V�� �F�R�Q�G�X�F�W�H�G�� �E�\�� �W�K�H�� �&�3���� �,�I�� �W�K�H�� �&�3��

discerns that their client has severe disorders, they are advised to refer the client to their 

nearest health facility for face -to-face therapy.  
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If a CPs does finally decide to refer a client for face-to-face therapy, the CP is still expected to 

�S�U�R�Y�L�G�H���F�O�L�H�Q�W�V���Z�L�W�K���D�Q���L�Q�W�H�U�Y�H�Q�W�L�R�Q���Z�K�L�F�K���L�V���R�I�W�H�Q���F�D�O�O�H�G���´�V�H�O�I-�K�H�O�S�µ���Z�K�L�F�K���L�V���J�H�Q�H�U�D�O���L�Q���I�R�F�X�V��

but still relevant to the client. The idea behind this recommendation is to still provide clients 

with some practical support despite the referral. Self-help includes relaxation, meditation, and 

simple behavioural activation techniques. It is also important for the CP to give the reasons 

and explain why they are making the referral and why having face-to-face therapy would be 

beneficial for the client.  

 

�x Aspects of Control in Therapy 

�7�K�H���&�3���K�D�V���U�H�G�X�F�H�G���O�H�Y�H�O�V���R�I���´�F�R�Q�W�U�R�O�´���L�Q CT, compared to face-to-face therapy where the CP 

can directly guide the clients and ascertain whether the client is completing  an intervention 

correctly. For example, if relaxation is a part of the therapy, in CT a CP cannot really check 

whether the clients are performing the relaxation technique correctly. Another example is that 

ensuring the clients correctly fills out the worksheets that are commonly given as a part of 

homework, is difficult in CT. CP are advised provide instruction as clearly as possible and use 

assistance such as videos and sample documents to be sent to the clients electronically. It is 

also important to che ck the worksheet/homework that has been completed by the clients.  

 

�x Focus Aspect 

CT also has the potential to eliminate the focus that both the client and the CP should have 

during therapy. The client or CP may lose focus because of a physical distraction, such as 

someone entering the room or a phone ringing. There is the possibility t hat both CP and client 

are doing some other activities simultaneously with the CT. Such behaviour can reduce the 

effectiveness of the therapy. CPs are advised to schedule specific times for CT, not to combine 

it with other activities and choose a workplace with minimal distractions. CPs are advised to 

remind their clients to do the same. This can be explained in detail when informed consent is 

being sought and also at the beginning of each session. 

 

�x Cultural Aspects 

CT allows CPs and clients from different cultural backgrounds to engage in therapy. This has 

the potential to introduce cultural unfamiliarity and language barriers into the relationship. 

The issues around culture along with some options to accommodate them are discussed in 

the section in Chapter 4�����´�&�X�O�W�X�U�H���D�Q�G���&�K�D�W���7�H�O�H�S�V�\�F�K�R�W�K�H�U�D�S�\�µ�����S������������ 

 

 

 

 



12 
 

�x Technical Aspects 

CT is dependent on technology which is prone to problems such as signal loss and errors in 

the app or in the device itself. Both CPs and clients might lose their device. Such events could 

lead to anxiety for both the CP and the client which may then affect the process of therapy. 

CPs are advised to be aware of updates in applications and operating systems on the device 

used and to remind the client of them. CPs can also lay out contingency plans or protocols 

for such an event occurring during therapy as part of the informed consent process. More 

discussion about this matter could be found in the section in Chapter 5�����´�0�L�V�V�L�Q�J���R�U���$�E�V�H�Q�W��

�&�O�L�H�Q�W�V�µ�����S������������ 
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Chapter 3 �³  Starting CT Practice   

 
This chapter provides Indonesian CPs with guidelines and understanding on how to start a CT 

service within their practice.  

 

Pathways to Starting a CT Service  

This section describes several different paths that CPs can choose to embark on CT in their 

practice. 

 

�x Starting an independent CT practice 

CPs can independently start CT practice by simply downloading chat applications from a 

smartphone app store. There are multiple considerations in choosing an application. These 

are discussed in the section in Chapter 3, The Selecting a Chat Application. (p. 15).  

 

�x Collaborating with telepsychology companies 

CPs can join existing telepsychology companies that offer CT as one of their services. Not all 

companies are specifically suited to providing CT services. Sometimes companies are more 

engaged in teleconsulting or telecounselling. CPs are advised to work with companies that 

can facilitate CT by being able to provide longer and ongoing sessions between the CP and 

the clients. Working with these companies can also help CPs find clients that are in need of 

mental health interventions. 

 

�x Collaborating with companies with an IT focus  

CPs who have independent practices or work in institutions (such as hospitals or mental 

institutions) can work with information technology companies to create their own CT 

applications. This can be considered by CPs and agencies who want to have a separate, 

independent CT application and not use the existing chat applications. 

 

Considerations Before Choosing a Path  

Each pathway listed above has its advantages and disadvantages. This manual recommends that 

�&�3�V�� �F�R�Q�V�L�G�H�U�� �W�K�H�� �I�R�O�O�R�Z�L�Q�J�� �D�V�S�H�F�W�V�� �D�Q�G�� �F�K�R�R�V�H�� �W�K�H�� �S�D�W�K�� �W�K�D�W�� �L�V�� �P�R�V�W�� �D�S�S�U�R�S�U�L�D�W�H�� �L�Q�� �W�K�H�� �&�3�·�V��

circumstances.  

 

Control  

While practicing CT, the CP would want to control several things such as the practice schedule, 

the format of psychotherapy sessions, policies regarding the psychotherapy practice, data 

confidentiality, among other things. Control will certainly be greater  if a CP has their own CT 
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practice, although joining existing companies does not mean that the CP loses all control. It all 

�G�H�S�H�Q�G�V���R�Q���W�K�H���F�R�P�S�D�Q�\�·�V���S�R�O�L�F�\�����&�3�V���D�U�H���D�G�Y�L�V�H�G���W�R���G�R���W�K�R�U�R�X�J�K���F�K�H�F�N�V���R�Q���K�R�Z���W�K�H���F�R�P�S�D�Q�\��

manages CT sessions in regard to the concepts mentioned above. On the other hand, existing 

companies might already have established knowledge about CT which may help CPs who are 

completely unfamiliar with CT. 

 

Service Promotion  

CPs also need to explore how to best promote their services. A CP who undertakes private CT 

practice will take full control of these promotional activities. This will not be an issue for CPs who 

are naturally creative or have a creative team, However, a CP who joins an existing company will 

not need to worry about promotion as it will be done by the company. Regardless, CPs need to 

consider the extent to which the company promotes the CPs as individuals.  

 

Ideally, CP should provide some personal information that can help clients to choose the CP who 

�L�V�� �P�R�V�W�� �V�X�L�W�D�E�O�H�� �I�R�U�� �W�K�H�P���� �+�H�O�S�I�X�O�� �L�Q�I�R�U�P�D�W�L�R�Q�� �F�R�X�O�G�� �L�Q�F�O�X�G�H���� �E�X�W�� �Q�R�W�� �E�H�� �O�L�P�L�W�H�G�� �W�R���� �W�K�H�� �&�3�·�V��

expertise, cultural background, and prices. Examples of expertise may include the treatment of 

depression and anxiety, provision of career guidance, or working with youth issues. A special 

discussion about cultural description can be found in the section in Chapter 4���� �´�&�X�O�W�X�U�D�O��

Descr�L�S�W�L�R�Q�V���L�Q���&�7���3�U�R�P�R�W�L�R�Q�V�µ�����S��������).  

 

Convenience in the interface and features of the application  

Being familiar with the chat application is important when conducting CT. If the CP uses chat 

applications that are widely used in the community, both the CP and the client will be more 

familiar and comfortable with the interface and the features of the ap plication. Specially created 

chat applications might have unfamiliar interfaces and features, and be of variable quality. 

Feelings of unfamiliarity might hinder the outcomes of the CT.  

 

Numbers of Clients Served Simultaneously  

Indonesian telepsychology companies might ask CPs to serve several clients concurrently. This 

has an impact on the depth of the intervention, the intervention communication patterns, and the 

focus, and energy that must be allocated by the CP while providing therapy. Serving multiple 

clients can also lead to potential errors such as misremembering the clients or sending the wrong 

messages. This manual focuses on one-on-one therapeutic relationships.  
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Session Duration  

Some telepsychology companies might apply specific time limits per session while others end 

their sessions based on agreement between clients and CPs. CPs must consider this as a session 

without a time limit might cause clients to overshare their problems with a lack of focus. Later on, 

CP might have difficulty discussing all the issues in a timely manner. On the other hand, sessions 

with a time limit would lead to more focused discussions and treatment.   

 

Income Earned and Ease of Payment.  

The incomes earned by CPs practicing in independent practices, working for agencies (e.g., 

hospitals), and CT companies are likely to differ. CPs practicing independently can determine their 

own desired fees and receive the full fee. This might not be the case if CPs work in agencies or 

collaborate with companies. The fees will be determined by them, and the CP might not receive 

the full fee or even might receive a monthly salary irrespective of the number of clients helped. 

Should a CP decide to join one of the telepsychology companies, the CP must also consider 

whether the company makes on-time payments.  

 

Other Consideration for Telepsychology Companies  

Companies consist of groups of people in different positions with different job descriptions. It is 

important for the CP to consider the ease of communications between different departments. 

Some companies also offer opportunities for professional development and networking by 

providing training and collaboration with other companies. Finally, the CP also needs to consider 

whether the contract with the company allows the  CP to also collaborate with other 

telepsychology companies for the CP to gain more exposure to clients.  

 

Selecting a Chat Application  

CPs who want to practice CT independently need to choose an application to communicate with 

the clients. As there are many applications that the CPs could choose from, below are some 

considerations for CPs to choose the most suitable application: 

�x Using an application on a smartphone that can also be linked to a computer with a large 

screen and keyboard makes the CT process easier 

�x Using applications with emojis or voice-note features allows the use of nonverbal information 

���U�H�I�H�U���W�R���V�H�F�W�L�R�Q���´�9�H�U�E�D�O���D�Q�G �1�R�Q�Y�H�U�E�D�O���&�R�P�P�X�Q�L�F�D�W�L�R�Q���µ���S��������). 

�x Using applications that have certain features such as read and typing  status helps CPs and 

clients to know whether messages have been sent and read by the other party; and when the 

other party is in the process of typing a message. �$�Q�R�W�K�H�U���I�H�D�W�X�U�H�����´�/�D�V�W���V�H�H�Q�µ���F�R�X�O�G���K�H�O�S���&�3�V��

and clients to predict whether the other party has technical issues or is not open to 
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communication. A person last seen a day before would probably not be available to 

communicate in the moment or soon.  

�x Choosing applications with encryption functions optimises confidentiality between the CPs 

and the clients. However, these encryption features require both the CPs and the clients to 

use the same application. The concept of encryption is discussed further in the section in 

Chapter 4 on confidentiality (p. 19). 

 

CPs are advised to familiarise themselves with different applications and use the ones that are 

preferred by the clients. Clients might only be familiar with specific chat applications that differ 

�I�U�R�P���W�K�H���&�3�·�V���I�L�U�V�W���F�K�R�L�F�H�����&�O�L�H�Q�W�V���P�L�J�K�W���D�O�V�R���Z�D�Q�W���W�R���F�K�R�R�V�H���F�K�D�W���D�S�S�O�L�F�D�W�L�R�Q�V���W�K�D�W���F�O�L�H�Q�W�V���G�R���Q�R�W��

usually use on a daily basis in order to be discreet. That said, it is important for the chat 

applications to meet the criteria discussed above. At the time of the development of this manual, 

the chat applications in use for CT, included WhatsApp, Line, Telegram, and Google Chat.  

 

Fees 

While CPs who join telepsychology companies may not need to think about fees, CPs who want 

to practice privately do. There are several considerations for CPs in determining the fees, 

including: 1) fee structure; 2) single sessions or plan payment plans; 3) upfront payment 

information; and 4) pro -bono service. 

 

Fee Structure.  

Careful calculations are recommended to determine fees for the first time, Stout and Grand (2004) 

suggested that practitioners should consider set-up and ongoing costs to appropriately 

determine the baseline fees. Examples of set-up costs could include a computer, software, internet 

service, and a website, among other things. Examples of ongoing costs could include marketing 

costs, billing, networking, and utilities among o ther things. 

 

CPs also need to take practice experience into consideration. Although there is no fixed formula 

for this matter, the common assumption is that the more experienced the CP, the higher the fee. 

However, this may not always the case. Junior-level CPs might set higher fees compared to their 

senior counterparts. Possible reasons could include the differences in the set-up and ongoing 

costs. However, according to McWilliams (2004), more fundamental reason for this is that the 

more experienced CPs avoid charging high fees so that the clients do not put too much hope in 

the therapy. High expectations by clients are not healthy in a therapeutic setting. 
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Single Session Fees or Payment Plans 

CPs can choose whether clients should pay for sessions singly or on payment plans. There is mixed 

�H�Y�L�G�H�Q�F�H���W�K�D�W���S�D�\�P�H�Q�W���S�O�D�Q�V���L�Q�F�U�H�D�V�H���W�K�H���F�O�L�H�Q�W�·�V���D�W�W�H�Q�G�D�Q�F�H���F�R�P�Pitment to the therapy (Clark 

&  Kimberly, 2014; Sammons, 2019), however, payment plans also require the CP to commit to 

times in the future with little room for incidental events such as work trips. CPs who are not keen 

on such arrangement can use single-session payment instead. CPs could use payment plans as a 

promotional opportunity by offering more economica l fees overall compare to single sessions, 

plan payment plans would then be more expensive upfront compared to single sessions which 

some clients might not be able to afford. In the end, it is up to CPs to choose which arrangements 

are most favourable for the CP.  

 

Upfront Payment Information  

Ethically, CPs should inform the client about payment arrangements upfront. However, there are 

no strict policies on whether clients should pay the fees upfront. The basic idea is to let the client 

know about the fees involved so that they can decide whether to continue with the therapy or 

not. It is suggested that CPs explore more affordable psychotherapy options for referrals in case 

clients decide not to continue with therapy due to cost. It is up to the CP to consider the situations 

of the clients and their ability to make upfront payments on a case-by-case basis.  

 

Chamberlain (2009) suggested six options for CPs to help clients in difficult financial situations, 

which are: 1) propose flexible scheduling where clients could meet with the therapist fortnightly 

instead of weekly; 2) suggest a progressive payment plan, where therapist would accept payment 

�Z�L�W�K���W�K�H���D�P�R�X�Q�W���W�K�D�W���F�R�U�U�H�V�S�R�Q�G�V���W�R���W�K�H���F�O�L�H�Q�W�·�V���D�E�L�O�L�W�\���W�R���S�D�\���D�Q�G���L�Q�F�U�H�D�V�H���W�K�H���I�H�H�V���L�I���W�K�H���F�O�L�H�Q�W�·�V��

�I�L�Q�D�Q�F�L�D�O���V�L�W�X�D�W�L�R�Q���L�P�S�U�R�Y�H�V�����������R�I�I�H�U���D���V�O�L�G�L�Q�J���I�H�H���V�F�D�O�H�����Z�K�H�U�H���W�K�H���I�H�H���F�R�U�U�H�V�S�R�Q�G�V���W�R���W�K�H���F�O�L�H�Q�W�·�V��

situation witho ut any possibility of increase; 4) accept what the client offers, when the CP asks the 

client directly how much they can afford; 5) see them pro bono; or 6) refer them to community or 

pro bono mental health services. 

 

Pro Bono Service 

Some CP might consider giving some service pro bono if their circumstances allow. For example, 

some community organisations often provide pro -bono psychological services to help the 

community. While this might not be monetarily beneficial for the CPs, CPs could still count this as 

practice hour to be later used for licensing matters. The correlation between payment and the 

outcomes of therapy has been extensively researched. Traditionally, practitioners have been 

certain that payment should be required for psychotherapy in order to avoid low -quality service 

and lack of commitment by the CP, and the loss of perceived value by the clients (Forrest, as cited 

by Herell, 1993; Freud, 1913; Menninger, 1961). However, more recent research has shown that 
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payment did not pre dict therapy outcomes (Clark & Kimberly, 2014). Yoken and Berman (1984) 

found that pro bono service actually has better outcomes, as therapists who offered free 

treatment were perceived by the clients as warmer and more welcoming which provided a more 

conducive environment to change. 

 

Personal and Professional Contact Details  

It is recommended that CPs have separate lines of communication to maintain the boundaries of 

personal and professional communications with clients. There are risks with using personal 

contacts when practicing CT. Clients would be more likely to make after �K�R�X�U�V�·���F�R�Q�W�D�F�W���Z�L�W�K���W�K�H��

CP and the possibilities of confusion between personal and professional communications could 

also damage the therapeutic relationship. However, the downside of having two lines of 

communication is that CPs need to make extra effort to maintain those two lines, for example, if 

using two different phone numbers results in two monthly bills.  

 

Workplace  

Although CT is a fully online service, CPs still also need to consider their workplace. Ideally, CPs 

are advised to use a dedicated place without distractions so they can concentrate and be mindful 

during the CT sessions. The room should ideally have good temperature controls, lighting, and a 

good internet signal. CPs are also advised to maintain sitting position to prevent falling asleep 

during the sessions. This recommendation should also be given to the clients. 
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Chapter 4 �³  General Guidelines for Conducting  CT 

 
CPs are expected to have enough knowledge to start practicing CT. This chapter discusses some 

psychotherapy concepts in CT which are still commonly found in face-to-face practice but may 

have different manifestations in CT practice, including 1) confidentiality; 2) therapeutic 

relationships; 3) culture; and 4) creating collaboration. 

 

Confidentiality  

In the practice of psychotherapy, CPs are required to maintain the confidentiality of their clients . 

This section discusses how confidentiality is applied in CT. 

 

The Concept of Confidentiality in CT  

The paramount thing to understand about confidentiality in CT is the fact that all messages sent 

between clients and CPs are in the form of digital data sent via applications. These applications 

have their own servers and internet connections. This means that all the therapeutic data are not 

kept purely between the CP and the client and a third party can potentially access the data created 

during the psychotherapy via the chat application.  

 

CPs who are planning to join a telepsychology company, should know and understand how the 

company manages client information, including: Can the company see information provided by 

the clients when using the company's application? 

�x �,�I���L�W���F�D�Q�����K�R�Z���G�R�H�V���W�K�H���F�R�P�S�D�Q�\���S�U�R�W�H�F�W���W�K�H���F�O�L�H�Q�W�·�V���L�Q�I�R�U�P�D�W�L�R�Q�"���,�V���W�K�H���L�Q�I�R�U�P�D�W�L�R�Q���X�V�H�G���I�R�U��

promotions? If so, how much detail is used? Does the company destroy the information after 

a given time? 

�x �*�L�Y�H�Q���W�K�D�W���F�O�L�H�Q�W���F�R�Q�V�H�Q�W���L�V���L�P�S�R�U�W�D�Q�W�����G�R�H�V���W�K�H���F�R�P�S�D�Q�\���D�V�N���I�R�U���W�K�H���F�O�L�H�Q�W�·�V���F�R�Q�V�H�Q�W���W�R���V�W�R�U�H��

their information and possibly use it for company purposes?  

 

As a general guideline, Undang-undang Perlindungan Data Pribadi [Personal Data Protection Act], 

2022) says that every penyelenggara sistem eletronik (PSE, or electronic system provider) must 

prevent personal data being accessed, revealed, amended, misused, damaged, or erased by 

unauthorised parties. A PSE is defined as any person or business entity that provides, manages 

and/or operates electronic systems by themselves or together with t he electronic system user in 

its own interests or those of another part �\�·�V�����7�K�H���D�F�W also says that there should be a minimum of 

two people who are responsible for the processing of personal data. Finally, the act also suggest 

that personal data should be destroyed after the retention time is over, requested by the people 

whose personal data it is, or determined by other laws. In terms of medical records, Indonesian 

constitution allows any medical professional to destroy any medical data after twenty -five years 
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after the last visit (Peraturan Menteri [Permen] Kesehatan Republik Indonesia Tahun 2022 Tentang 

Rekam Medis [Ministry of Health of Indonesia Regulation concerning Medical Records 2022]). 

Should CPs choose to provide CT using popular chat apps the CP needs to research the 

confidentiality clauses in the terms and conditions for use. CPs might also want to clarify these 

with customer service or the sales team for the application. 

 

CPs should choose telepsychology companies and chat applications that use extra measures to 

secure the personal data of the clients. A minimum standard protection practice is the use of 

encryption. According to Ayuningsih (2019),  

 

Encryption is a method that can secure information by changing the information into a 

certain pattern so that it is not easy to read and understand. Encryption is part of 

securing data so that it is not misused by irresponsible parties. 

 

Encryption can increase the security of information that is sent digitally from one party to another 

or secure folders that contain personal data. There are various encryption systems with differing 

levels of complexity, depending on the application, however, encryption does not mean that 

systems are impenetrable. CPs and their clients must understand that encryption only increases 

security but does not guarantee total protection of the data.  

 

The Classification of Personal Data  

�,�Q���&�7�����F�R�Q�I�L�G�H�Q�W�L�D�O�L�W�\���D�S�S�O�L�H�V���W�R���������W�K�H���F�O�L�H�Q�W�V�·���L�G�H�Q�W�L�W�\���D�Q�G���������W�K�H���&�7���S�U�R�F�H�V�V���G�D�W�D���� 

 

Identity . Includes not only names but also age, ethnicity, place of residence, and other data. 

According to the Indonesian Personal Data Protection Law, identity falls under the category of 

�´�J�H�Q�H�U�D�O���S�H�U�V�R�Q�D�O���G�D�W�D�µ�����7�K�L�V���L�Q�I�R�U�P�D�W�L�R�Q���F�U�H�D�W�H�V���F�R�Q�W�H�[�W�X�D�O���G�D�W�D���Z�K�L�F�K���K�H�O�S�V���W�K�H���&�3���W�R��

understand their clients. In practice, the clients of chat-based remote psychology services are 

often unwilling to reveal their identities and clients often  choose distance psychological services 

because of the possibility of remaining anonymous during the whole process. 

 

It is important to reiterate that CT is a channel for psychological intervention that does not rely 

solely on giving psychoeducation. There will be more comprehensive intervention to change the 

behaviours of the client and this could have profound and legal consequences. Therefore, for the 

safety of both the  CP and the clients, it is recommended that CPs only accept clients who are 

willing to reveal their full identity and emergency contact details. A more detailed example of 

what information is needed in C�7���F�D�Q���E�H���I�R�X�Q�G���L�Q���´�,�Q�L�W�L�D�O���)�R�U�P���R�I���&�K�D�W���7�H�O�H�S�V�\�F�K�R�W�K�H�U�D�S�\�µ�����S��������). 

Despite that, the CP does not necessarily need to immediately reject the client who is reluctant to 

provide identification at their first contact. This manual offers some procedures for working with 
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clients who are unwilling to provide identification �³ discussed in the section in Chapter 5, � F́irst 

Contact: Clients Who Need Special Attention �´���S��������). 

 

CT Process Data.  CT produces several kinds of electronic data through the interactions between 

the CP and the client. These include: 1) administrative documents such as informed consent 

forms, 2) the chat history between the CP and the client, and 3) completed worksheets provided 

to the client. According to the Indonesian Personal Data Protection Law, these kinds of data fall 

�L�Q�W�R���W�K�H���F�D�W�H�J�R�U�\���R�I���´�V�S�H�F�L�I�L�F���S�H�U�V�R�Q�D�O���G�D�W�D�µ�����&�R�P�S�O�H�W�H�G���I�R�U�P�V���D�Q�G���Z�R�U�N�V�K�H�H�W�V���P�D�\���E�H���V�H�Q�W���W�R��

the CP via email or the chat applications, while chat history is usually obtained by backing up 

chat conversations between the CPs and the clients. In general, CT process data is useful to help 

CPs remember the process and history of the therapy that has been undertaken with the client. 

 

Personal Data Storage  

It is recommended that identity and CT process data are downloaded and backed up from emails 

�D�Q�G�� �F�K�D�W�� �D�S�S�O�L�F�D�W�L�R�Q�V�� �D�Q�G�� �V�W�R�U�H�G�� �L�Q�� �D�Q�� �H�Q�F�U�\�S�W�H�G�� �I�R�O�G�H�U�� �R�Q�� �W�K�H�� �&�3�·�V�� �F�R�P�S�X�W�H�U�� �W�K�D�W�� �L�V�� �R�Q�O�\��

accessible by the CP. 

 

Data Confidentiality Limits  

As in face-to-�I�D�F�H���W�K�H�U�D�S�\�����&�3�V���P�D�\���Q�H�H�G���W�R���G�L�V�F�O�R�V�H���W�K�H���F�O�L�H�Q�W�V�·���G�D�W�D���W�R���D�Q���H�P�H�U�J�H�Q�F�\���F�R�Q�W�D�F�W����

emergency health services, or the police if any of these situations occur: 1) when clients may 

potentially hurt themselves or others; 2) when clients may potent ially commit criminal acts, 3) the 

data is requested by the police, or 4) the data is needed for psychological research, in which case, 

the data must be anonymised according to the Code of Conduct for Indonesian Clinical 

Psychologists Chapter 2, Article 2. This policy also aligns with the Indonesian Health Practitioner 

Law Chapter 7, Article 73, Paragraph 2 where it is written that confidentiality can be waived in the 

�L�Q�W�H�U�H�V�W�V�� �R�I�� �W�K�H�� �V�X�E�M�H�F�W�·�V�� �K�H�D�O�W�K���� �D�W�� �W�K�H�� �U�H�T�X�H�V�W�� �R�I�� �D�� �J�R�Y�H�U�Q�P�H�Q�W�� �O�H�J�D�O�� �R�I�I�L�F�H�U���� �W�K�H�� �U�H�T�X�Hst of 

subject, and in accordance with other constitutional laws that deals with confidentiality limits .  

 

CPs need to be careful in deciding whether clients might hurt themselves, others or even 

�S�R�W�H�Q�W�L�D�O�O�\�� �F�R�P�P�L�W�� �F�U�L�P�L�Q�D�O�� �D�F�W�V���� �&�3�� �D�U�H�� �Q�R�W�� �D�G�Y�L�V�H�G�� �W�R�� �J�L�Y�H�� �R�X�W�� �F�O�L�H�Q�W�V�·�� �G�D�W�D�� �R�Q�� �W�K�H�� �E�D�V�L�V�� �R�I��

superficial information or hunches. Clients might become emotional at ti mes and say things they 

�G�R�Q�·�W�� �P�H�D�Q���� �6�K�R�X�O�G�� �W�K�L�V�� �K�D�S�S�H�Q���� �L�W�� �L�V�� �L�P�S�R�U�W�D�Q�W�� �I�R�U�� �W�K�H�� �&�3�� �W�R�� �W�U�\�� �W�R�� �F�D�O�P�� �W�K�H�� �F�O�L�H�Q�W�� �I�L�U�V�W���� �$�Q�\��

suspicion that the client has the potential to carry out a dangerous or extreme act has to be 

confirmed using comprehensive and evidence-based reasoning. The wording from the clients 

must be detailed and convincing before the CP decides to take further action. Finally, it is 

recommended that the CP seek legal advice before deciding to call authorities and give out a 

�F�O�L�H�Q�W�·�V���G�D�W�D���� 
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Therapeutic Relationships in CT  

Research shows that therapeutic relationship is one of the keys to successful therapy. This section 

discusses how to build therapeutic relationships in CT. 

 

Implementation of Psychotherapy Techniques 

Several strategies and techniques used in face-to-face therapy can be applied in CT, including: 

�x Empathy, which is specifically addressed in the section in Chapter 5�����µ�6�K�R�Z�L�Q�J���(�P�S�D�W�K�\���D�Q�G��

Givi�Q�J���3�U�D�L�V�H���L�Q���&�7���6�H�V�V�L�R�Q�V�µ�����S��������). 

�x Providing opportunities for the clients to tell stories and vent. In CT, CPs can allow the clients 

time for venting by letting them send messages without interruption from the CP. See the 

section in Chapter 6�����´�&�O�L�H�Q�W�V�·���(�[�S�H�F�W�D�W�L�R�Q�V���R�I���&�7�µ�����S��������). 

�x Developing rapport. Given that CT does not allow for face-to-face communication, it is very 

important for the CP to establish rapport through chat communication. See the section in 

Chapter ������ �´�3�U�L�R�U�� �W�R�� �6�W�D�U�W�L�Q�J�� �&�7�� ���S���� ����) as well as the section in Chapter 5���� �´�9�H�U�E�D�O�� �D�Q�G 

�1�R�Q�Y�H�U�E�D�O���&�R�P�P�X�Q�L�F�D�W�L�R�Q�µ�����S��������) for discussions of ways to establish rapport. 

�x Not judging the clients. Given that the practice of CT allows clients and CPs to come from 

different backgrounds, it is very important for CPs to remain neutral and objective in the CT 

process. Please see the section in Chapter 4�����´�7�K�H���,�P�S�R�U�W�D�Q�F�H���R�I���&�X�O�W�X�U�H���L�Q���W�K�H���3�U�R�F�H�V�V���R�I���&�7�µ��

(p. 25). 

�x Having cultural sensitivity. This topic is specifically addressed in the section in Chapter 4, 

�´�&�X�O�W�X�U�H���D�Q�G���&�7�µ�����S��������). 

�x Ensuring that the CP understands the situation experienced by the client and requesting 

clarification if need�H�G�����6�H�H���W�K�H���V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�$�V�V�H�V�V�P�H�Q�W�µ�����S��������). 

�x Applying counselling skills, including: 1) attending, 2) paraphrasing, 3) clarifying, and 4) 

reflecting. �6�H�H���W�K�H���V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�&�R�X�Q�V�H�O�O�L�Q�J���6�N�L�O�O�V�µ�����S��������) 

 

Etiquette  in CT 

Below are some examples of practices that will help to establish a therapeutic relationship in CT.  

�x �8�V�L�Q�J���W�K�H���F�O�L�H�Q�W�·�V���W�L�W�O�H���D�S�S�U�R�S�U�L�D�W�H�O�\���D�Q�G���F�R�U�U�H�F�W�O�\ 

�x Waiting for the client to finish typing and not interrupting. However, there are times when the 

CP might send a quick short reply to show the client that they are indeed attending. This is 

especially pertinent when clients are telling a lengthy story.  

�x Practicing patience towards clients who are aggressive or resistant to talk about their 

�G�L�I�I�L�F�X�O�W�L�H�V�����6�H�H���V�H�F�W�L�R�Q���´�0�D�Q�D�J�L�Q�J���&�O�L�H�Q�W�V�·���5�H�V�S�R�Q�V�H�V�µ�����S��������) for further information.  

�x Being friendly and semi-formal, in the sense that the CP is not too rigid but also not too 

friendly, thus remaining approachable and professional  
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�x �%�H�L�Q�J���U�H�V�S�R�Q�V�L�Y�H���W�R���F�O�L�H�Q�W�V�·���K�X�P�R�X�U�����E�X�W���Q�R�W���W�R���P�D�N�H���D�Q�\���L�Q�D�S�S�U�R�S�U�L�D�W�H���M�R�N�H�V�����&�3�V���Q�H�H�G���W�R��

maintain professionalism during therapy sessions.  

�x Responding quickly and not making the client wait too long for responses  

�x �3�U�R�Y�L�G�L�Q�J�����E�D�O�D�Q�F�H�G�����U�H�V�S�R�Q�V�H�V���W�R���F�O�L�H�Q�W�V�·���P�H�V�V�D�J�H�V���D�Q�G���D�Y�R�L�G�L�Q�J���V�K�R�U�W���U�H�V�S�R�Q�V�H�V���L�I���F�O�L�H�Q�W�V��

�K�D�Y�H���V�H�Q�W���O�R�Q�J���P�H�V�V�D�J�H�V�����7�R���E�D�O�D�Q�F�H���W�K�H���F�O�L�H�Q�W�V�·���P�H�V�V�D�J�H�V�����W�K�H���&�3�V���F�D�Q���D�O�V�R���S�D�U�D�S�K�U�D�V�H���D�Q�G��

�V�X�P�P�D�U�L�V�H���F�O�L�H�Q�W�V�·���P�H�V�V�D�J�H�V���D�Q�G���F�K�H�F�N���Z�K�H�W�K�H�U���W�K�H���V�X�P�P�D�U�L�H�V���D�U�H���F�R�U�U�H�F�W���Rr not. 

 

Client Challenging Behaviours  

Clients may behave unprofessionally or informally towards CPs if they feel too comfortable with 

a CP during the therapy. This section lists some scenarios and how to best handle them.  

�x Clients contact CPs outside the agreed schedule 

 There are several reasons as why clients might do this. Some may be ignorant of the agreed 

schedule and assume they can contact the CP anytime they want to. Some may be impulsive 

and feel the urge to send chat messages every time they feel anxious, to ease their feelings. 

Some of them may want to ask questions so they are not forgotten. The basic response to all 

of these is that CP could respond briefly, acknowledging the questions and clarify the schedule 

agreed upon at the beginning of the therapy.  

�x Clients forget the purpose of therapy   

Clients may get too comfortable and vent constantly without any particular focus and not 

allowing the CP to perform therapy. To respond, CPs need to regain control by interrupting 

them and bringing the discussion back to the original course of the therapy.  

�x Clients become aggressive 

This is specifically discussed in the section in Chapter 5�����Ṕroblematic Interpersonal Style�µ�����S����

50). 

�x Clients develop transference  

Prasko et al. (2010) list 11 possible manifestations of transference. They include positive types 

such as euphoria and negative types such as fear and anger. The basic response in this 

scenario is to address the transference and provide feedback accordingly. Depending on the 

type of the transference, the CP could have an open discussion about the feelings that the 

clients have, provide homework to help the clients with their feelings, or give feedback on the 

feelings.  

�x Clients become manipulative 

Manipulative clients behave in similar ways to impulsive clients and often contact the CP 

outside the agreed schedule. The difference is that manipulative clients often request 

immediate responses and may become aggressive if the CP fails to give one. They might make 

threats of suicide in order to provoke a response. This scenario is further discussed in Chapter 

8�����´�6�H�O�I-Har�P�µ���F�K�D�S�W�H�U�����S��������)  
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Culture and Chat Telepsychotherapy  

Culture can support the development of a therapeutic relationship. There is confusion about how 

to correctly define culture. As mentioned by Dayaksini and Yuniardi (2022), some people describe 

culture as patterns of behaviour while others relate culture to  traditional art  forms. This manual 

focuses more on the former understanding. The definition below summarises how culture is 

considered in this manual.  

 

[Culture is] a unique meaning and information system, shared by a group and transmitted across 

generations, that allows the group to meet basic needs of survival, pursue happiness and well-

being, and derive meaning from life. (Matsumoto & Juang, 2017) 

 

Culture can also be divided into two types: the macro cultures, or of large complex social systems 

in countries or regions, and the micro cultures of small groups such as religious and ethnic groups, 

or even family groups (Nofiawaty, 2010; Zhuravlova, 2016). Throughout this section, the manual 

describes the importance of culture in relation to CT and how CPs can acknowledge, respect and 

respond to culture.  

 

Sensitive Cultural Issues  

It has been discussed previously that culture can have beneficial impacts in psychotherapy. 

However, culture can also have detrimental effects. The term SARA (suku, agama, ras, dan 

antargolongan; ethnicity, religion, race and intergroup ) describes topics that are considered 

sensitive in Indonesia. Therefore, CPs must be very careful about bringing SARA variables into 

therapy. Some considerations related to the concept of SARA in psychotherapy are as follows: 

�x each aspect of SARA is subject to stereotypes and generalisations, which could compromise 

the effectiveness of the therapy. 

�x SARA is a private area, particularly the religious aspect. CPs who bring religion into therapy 

without being prompted can potentially cause discomfort. Some clients may come to the CP 

for a neutral perspective not a religious point of view.  

�x Indonesia includes a large number of ethnicities and races. Indonesia also recognises five 

religions. CPs who are not from the same SARA may not necessarily have sufficient knowledge 

to understand and incorporate SARA concepts into CT. Doing so, without sufficient knowledge 

and understanding, can lead to the therapy being ineffective. 

�x Client do not necessarily practice or live their lives following their SARA. CP need to find out 

about this during the initial assessment and not simply judge clients by their SARA. 
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The Importance of Culture in the Process of CT  

As previously mentioned, culture plays a big role in CT. Below are some considerations on how 

culture might affect different stages of CT. 

 

Prior to Starting CT.  Below are some considerations about how culture might affect the stage 

when clients make their first contact with a CP and express their need for or interest in CT.  

 

Cultural Competence 

As previously mentioned, culture applies at different levels and is sometimes sensitive. CT is 

borderless, and CPs could be contacted by clients from different cultures. To be able to cater 

to this, CPs need to be knowledgeable and open-minded about cultur al differences. Clients 

�P�L�J�K�W���F�R�P�H���I�U�R�P���W�R�W�D�O�O�\���G�L�I�I�H�U�H�Q�W���F�X�O�W�X�U�H�V���Z�K�L�F�K���P�D�\���F�O�D�V�K���Z�L�W�K���W�K�H���&�3�·�V���E�H�O�L�H�I�V���� 

 

�7�K�H�U�H�I�R�U�H���� �L�W�� �L�V�� �L�P�S�R�U�W�D�Q�W�� �I�R�U�� �&�3�V�� �W�R�� �K�D�Y�H�� �´�F�X�O�W�X�U�D�O�� �F�R�P�S�H�W�H�Q�F�H�� �D�Q�G�� �D�Z�D�U�H�Q�H�V�V�� �R�I�� �F�O�L�H�Q�W�V�·��

needs, beliefs, attitudes and behaviours to be able to tailor intervention that accommodate 

these aspects. Van der Zee and Van Oudenhoven (2000) have provided some guidelines for 

mental health practitioners cultural competence, which includes 1) cultural empathy, or the 

ability to empathise with the feelings, thoughts, and behaviours of people with different 

cultural backgrounds; 2) open-mindedness, or the ability to have open and unprejudiced 

�D�W�W�L�W�X�G�H�V�� �W�R�Z�D�U�G�V�� �R�W�K�H�U�� �S�H�R�S�O�H�·�V�� �F�X�O�W�X�U�H�V���� ������ �V�R�F�L�D�O�� �L�Q�L�W�L�D�W�L�Y�H���� �R�U�� �W�K�H�� �D�E�L�O�L�W�\�� �W�R�� �L�Q�L�W�L�D�W�H�� �D�Q�G��

approach people in social situations; 4) emotional stability, or the ability to reflect and respond 

calmly in stressful conditions; and 5) flexibility, or the ability to interpret novel situations as 

positive challenges and adapt accordingly. 

 

�x Cultural Descriptions in CT Promotions 

As Indonesia is a multicultural country, clients might seek CPs from similar cultures. CPs are 

�D�G�Y�L�V�H�G���W�R���S�U�R�Y�L�G�H���L�Q�I�R�U�P�D�W�L�R�Q���W�K�D�W���F�D�Q���L�Q�G�L�F�D�W�H���W�K�H���&�3�·�V���6�$�5�$���E�D�F�N�J�U�R�X�Q�G�����7�K�L�V���L�Q�I�R�U�P�D�W�L�R�Q��

could vary between CPs. Cultural information could be shared by a CPs using the following:  

- Photos as the simplest way of communicating cultural information as appearance and 

�D�W�W�L�U�H���F�D�Q���L�Q�G�L�F�D�W�H���W�K�H���&�3�·�V���6�$�5�$���E�D�F�N�J�U�R�X�Q�G�� 

- Names, as some names in Indonesia are specific to particular cultures.  

- Practice location: some locations in Indonesia are also related to specific cultures  

- Alma mater: lead to not only geographical but also socio -economic culture. 

- �:�U�L�W�W�H�Q�� �L�Q�I�R�U�P�D�W�L�R�Q���� �F�O�H�D�U�� �Z�U�L�W�W�H�Q�� �L�Q�I�R�U�P�D�W�L�R�Q�� �U�H�J�D�U�G�L�Q�J�� �W�K�H�� �&�3�·�V�� �F�X�O�W�X�U�H�� �P�L�J�K�W�� �D�O�V�R�� �E�H��

helpful, specifically when photos, names and locations do not match for any reason. Some 

CPs might have names that are not related to any specific culture or practice away from 

their hometown.  
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CPs do not necessarily need to provide all the information listed above  in the promotion 

poster. Other than their name, they could also include other options listed above which they 

are comfortable with. CPs who practice CT must be ready to help everyone who contacts 

them, regardless of their cultural background.  

 

�x Culture as a factor to consider when accepting clients 

Psychological therapy is most effective when the CP understands the client and the issues that 

�W�K�H�� �F�O�L�H�Q�W�� �E�U�L�Q�J�V�� �W�R�� �W�K�H�� �V�H�V�V�L�R�Q���� �7�K�L�V�� �Z�L�O�O�� �K�R�Z�H�Y�H�U�� �E�H�� �D�� �E�L�J�� �F�K�D�O�O�H�Q�J�H�� �L�I�� �F�O�L�H�Q�W�V�·�� �L�V�V�X�H�V�� �D�U�H��

strongly related to a culture that the CP is unfamiliar with.  

 

CPs who encounter potential clients who have cultural issues are advised to refer them either 

to cultural experts for consultations or to CPs who share the same culture. CPs who still accept 

the client should either collaborate with cultural experts or wor k under the supervision of 

another CP from the same cultural background as the client. It is not ethical for CPs to accept 

clients with strong cultural difficulties without having enough knowledge or connection to the 

culture to be able to help the clients .  

 

To understand what kinds of issues are strongly related to culture, below are three examples: 

1. A man who is soon to be married comes with a complaint of feeling depressed because his 

�Z�H�G�G�L�Q�J�� �S�U�H�S�D�U�D�W�L�R�Q�V�� �K�D�Y�H�� �F�R�O�O�L�G�H�G�� �Z�L�W�K�� �H�O�H�P�H�Q�W�V���R�I�� �K�L�V�� �I�L�D�Q�F�p�H�·�V�� �F�X�O�W�X�U�H�� �W�K�D�W�� �L�V�� �G�L�I�I�H�U�H�Q�W��

from his own. 

2. A woman comes with a complaint of feeling pressured because she has to follow cultural 

demands that require women to behave in specific ways that are not comfortable for her.  

3. A male teenager comes with a complaint of feeling pressured and confused as he feels his 

religion does not align with his internal values and beliefs. 

 

Essentially, all CPs could help clients with the issues above. However, CPs who are unfamiliar 

�Z�L�W�K���W�K�H���F�X�O�W�X�U�H���P�L�J�K�W���Q�H�H�G���W�R���V�S�H�Q�G���D���V�L�J�Q�L�I�L�F�D�Q�W���D�P�R�X�Q�W���R�I���W�L�P�H���V�W�X�G�\�L�Q�J���W�K�H���F�O�L�H�Q�W�V�·���F�X�O�W�X�U�H����

Furthermore, considering the nature of CT, the time required for �W�K�H���&�3���W�R���V�W�X�G�\���W�K�H���F�O�L�H�Q�W�·�V��

culture and clarify their understanding about the culture is likely to be longer than face -to-

face therapy which causes the therapy to be ineffective therapy. It will be much more effective 

�L�I���W�K�H���&�3���X�Q�G�H�U�V�W�D�Q�G�V���W�K�H���F�O�L�H�Q�W�·�V���Fulture.  

 

Not all client issues related to culture require comprehensive and detailed knowledge by the 

CP, for example, 
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A regional student came to a CP because he felt pressured in his new environment. 

The student gave an example that in his hometown, students can easily express their 

opinions and conduct open and vocal discussions during classes. But when he came 

to the new city, he said that the students in the new city tended to be passive and 

silent. When this student expressed his opinion, he was considered rude and was even 

shunned by his peers. 

 

With an issue like this, the CP does not need a comprehensive knowledge of the culture and 

could make an interpretation of the case based on a psychological framework. From the 

description, it can be seen that the most suitable psychological framework for the case would 

be the difference in communication styles in the old and the new environments. The CP could 

educate the student to understand the different communication style of his new environment 

and how to b est manage it. 

 

�x Culture as a Tool to Develop Rapport 

Despite Indonesia being multicultural in nature, CPs are still advised to enrich themselves with 

�E�D�V�L�F���N�Q�R�Z�O�H�G�J�H���R�I���W�K�H���F�X�O�W�X�U�H�V���L�Q���,�Q�G�R�Q�H�V�L�D�����.�Q�R�Z�L�Q�J���V�L�P�S�O�H���G�H�W�D�L�O�V���R�I���D���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���Z�L�O�O��

help them feel more comfortable with the whole process and help  to slowly establish rapport. 

For example, the CPs can address clients using terms that are specific to their culture, e.g., 

Mas or Mba for Javanese clients and Akang or Teteh for Sundanese clients. Another example 

would be to greet the clients according t o their religion.  

 

During Ongoing CT.  It needs to be understood that cultural aspects and clients cannot be 

separated. Even though CPs might refer clients with cultural issues to a more appropriate CP or 

another profession, clients, and CPs as well, are always part of larger societies with particular 

values and customs. This also needs to be considered. Below are some discussions on how 

culture might affect the ongoing process of CT.  

�x �%�H�L�Q�J���6�H�Q�V�L�W�L�Y�H���D�Q�G���,�Q�T�X�L�U�L�Q�J���W�R�Z�D�U�G�V���&�O�L�H�Q�W�V�·���&�X�O�W�X�U�H�V 

During the process of CT, a client might provide direct information about their culture or hint 

about it. CPs must be sensitive in acknowledging any explicit information or implicit hints 

from a client that might indicate any cultural contributors to the c �O�L�H�Q�W�·�V���L�V�V�X�H�V�����&�3�V���Q�H�H�G���W�R��

be curious and not take the information only at  face value but continue to probe to ensure a 

�F�R�P�S�U�H�K�H�Q�V�L�Y�H���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���D���F�O�L�H�Q�W�·�V���F�D�V�H���� 

  

�x �%�H�L�Q�J���1�H�X�W�U�D�O���D�Q�G���7�R�O�H�U�D�Q�W���W�R�Z�D�U�G�V���&�O�L�H�Q�W�V�·���&�X�O�W�X�U�H�V 

�:�K�H�Q���W�K�H���S�U�R�F�H�V�V���R�I���D�V�V�H�V�V�L�Q�J���D���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���U�H�V�X�O�W�V���L�Q���Q�H�Z���L�Q�I�R�U�P�D�W�L�R�Q�����W�K�L�V���L�Q�I�R�U�P�D�W�L�R�Q��

�P�L�J�K�W���Q�R�W���W�R���W�K�H���&�3�·�V���O�L�N�L�Q�J�����7�K�H�U�H���P�L�J�K�W���E�H���W�L�P�H�V���Z�K�H�Q���D���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�D�O���Y�D�O�X�H�V���P�L�J�K�W���Q�R�W���E�H��
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�K�H�O�G�� �E�\�� �W�K�H�� �&�3�� �R�U�� �H�Y�H�Q�� �F�R�Q�W�U�D�G�L�F�W�� �W�K�H�� �&�3�·�V�� �R�Z�Q�� �E�H�O�L�H�I�V�� �D�Q�G�� �Y�D�O�X�H�V���� �7�K�H�U�H�I�R�U�H���� �L�W�� �L�V�� �Y�H�U�\��

�L�P�S�R�U�W�D�Q�W���I�R�U���&�3�V���W�R���E�H���Q�H�X�W�U�D�O���D�Q�G���W�R�O�H�U�D�Q�W���W�R�Z�D�U�G�V���F�O�L�H�Q�W�V�·���F�X�O�W�X�U�H�V���D�Q�G���Q�H�X�W�U�D�O�L�W�\���L�V���R�Q�H���R�I��

the behaviours expected from CPs. The central concept of neutrality might be best explained 

by Selvini-Palazolli, et al. (1980) and Cecchin (1987) who described that neutrality means that 

CPs do not accept one position as more correct than another and continue to explore other 

possibilities. This means that CPs are not allowed to impose their belief and values on clients 

during therapy (Jackson, 2013). CPs should try to find other possibilities to explain what could 

�K�D�Y�H���K�D�S�S�H�Q�H�G���L�Q���W�K�H���V�L�W�X�D�W�L�R�Q�V���H�[�S�H�U�L�H�Q�F�H�G���E�\���W�K�H���F�O�L�H�Q�W�V���D�Q�G���Q�R�W���D�F�F�H�S�W���F�O�L�H�Q�W�V�·���S�R�L�Q�W�V���R�I��

view at face value. This kind of thinking pattern is useful during the stages of assessment and 

intervention in CT.  

 

While neutrality might bring more benefit to the clients, being tolerant is of benefit for the 

CP. Literature suggests that there are two types of tolerance. Cohen (2004) has described 

tolerance as acceptance of something despite any feelings of disapproval that accompany it. 

Bringing this attitude to CT, a tolerant CP (according to this explanation) would be able to 

control themselves and to continue to accept something they do not agree with as the therapy 

�S�U�R�F�H�V�V�H�V�����,�W���Z�L�O�O���Q�R�W���G�H�F�U�H�D�V�H���W�K�H���&�3�·�V���P�R�W�L�Y�D�W�Lon to provide effective treatment. Hjerm et al. 

(2019) have described tolerance as openness, being well disposed toward other cultures, an 

having a generally positive attitude toward them. Bringing this attitude to CT, a tolerant CP 

(according to this explanation) might feel only mild disapproval if any, and rather have a 

�S�R�V�L�W�L�Y�H�� �D�W�W�L�W�X�G�H�� �W�R�Z�D�U�G�V�� �D�� �F�O�L�H�Q�W�·�V�� �F�X�O�W�X�U�H�� �G�H�V�S�L�W�H�� �L�W�� �E�H�L�Q�J�� �F�R�Q�W�U�D�G�L�F�W�R�U�\�� �W�R�� �W�K�H�� �&�3�V�·�� �R�Z�Q��

culture.  

 

In practice, tolerance might be difficult in some cases. An example from a CP perfectly reflects 

this.  

 

This is about the CP not inserting their own culture to the clients. For example, the other day 

I had a client who follows a free sex lifestyle. She lives in the suburbs and is in relationships 

with multiple married men. She follows that lifestyle with enjoyment and feels no pressure. 

�6�R�����D�V���D���&�3�����,���F�D�Q�Q�R�W���L�Q�V�H�U�W���P�\���R�Z�Q���Y�D�O�X�H�V���W�R���F�R�U�U�H�F�W���K�H�U���O�L�I�H�V�W�\�O�H�����,���F�D�Q�Q�R�W���V�D�\���´�<�R�X���V�K�R�X�O�G��

�Q�R�W���G�R���W�K�D�W���µ���� 

 

It can be seen from the excerpt that the CP might strongly disagree with the client and want 

to correct thei r behaviour, however the CP chose not to follow their emotions and continue to 

be neutral and tolerant.  

 

�x �8�Q�G�H�U�V�W�D�Q�G�L�Q�J���&�O�L�H�Q�W�V�·���&�X�O�W�X�U�H�V 

�&�3�V�� �F�D�Q�� �F�K�R�R�V�H���W�R�� �X�V�H�� �D�� �T�X�H�V�W�L�R�Q�Q�D�L�U�H�� �W�R�� �X�Q�G�H�U�V�W�D�Q�G�� �P�R�U�H�� �D�E�R�X�W�� �F�O�L�H�Q�W�V�·�� �F�X�O�W�X�U�D�O�� �Y�D�O�X�H�V if 

deemed needed or relevant. This can be done during the assessment stage or even earlier in 
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cases where culture will be an important aspect of the therapy. Fontes (2008) has provided 

�V�R�P�H���T�X�H�V�W�L�R�Q�V���&�3�V���F�R�X�O�G���X�V�H���W�R���I�L�Q�G���R�X�W���P�R�U�H���D�E�R�X�W���D���F�O�L�H�Q�W�·�V�·���F�X�O�W�X�U�H�� 

 

- Where were you born? 

- Whom do you consider family? 

- What was the first language you learned? 

- Which other language(s) do you speak? 

- What language or languages are spoken in your home? 

- What is your religion? How observant are you in practicing that religion? 

- What activities do you enjoy when you are not working? 

- How do you identify yourself culturally?  

- �:�K�D�W���D�V�S�H�F�W�V���R�I���E�H�L�Q�J���B�B�B�B�B�B�B�B���D�U�H���P�R�V�W���L�P�S�R�U�W�D�Q�W���W�R���\�R�X�"�����8�V�H���W�K�H���F�O�L�H�Q�W�·�V���W�H�U�P���I�R�U���W�K�H�L�U��

culture 

- How would you describe your home and neighbourhood?  

- Whom do you usually turn to for help when facing a problem?  

- What are your goals for this interview? 

 

�x Other General Values that need to be upheld in Chat Therapy 

There are some general values that need to be upheld in the implementation of CT. These 

values apply to both parties, namely the CP and the client.  

- Being on time 

As with therapy in general, both the CPs and the clients are expected to be on time for 

the start and end of the session. Being punctual has a correlation with a positive outcome 

for the therapy (Yang & Jin, 2020). However, CPs also need to understand that the 

perceptions of punctuality vary in different cultures. Not being punctual may not have any 

underlying therapeutic significance (Drum & Littletona, 2014). Some research has shown 

that Indonesians tend not to be punctual (Martha & Arvianto, 2018; Nugroh o, 2011; Santi, 

2020; Widiyanto et al., 2021). Therefore, leniency and tolerance should still be applied. 

Keep in mind as well that the implementation of CT is prone to technical problems, 

therefore CPs are advised to take the time to do routine checks on technical factors before 

starting each session.  

 

- Commitment  

CT requires a strong commitment from the client to attend therapy from start to finish. 

The client is expected to commit to the therapeutic procedures that may be provided 

during therapy such as assignments, while the CP must be committed to providing 

appropriate interventions for the client. It has been found that consistent attendance and 

adherence towards homework result in better outcomes for therapy (Callan, et al., 2018; 
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Zimmerman, 2019). Keep in mind that the lack of face-to-face interactions along with the 

minimal opportunities for the CP to control the course of the therapy (see p. 9 & 14) might 

result in a higher likelihood a client will drop out of therapy. In this case, the CP should be 

sensitive to any signs that show the client is losing their motivation towards the process 

and quickly do what is necessary to re-establish motivation. However, there should not be 

any kind of coercion in psychotherapy as it can damage the therapeutic relationship 

(Sheehan & Burns, 2011) 

 

- Being in the � H́ere and Now�µ 

This concept refers to both the clients and the therapist putting emphasis on their 

experience in that very moment (Carnevale, 2015). The CP and client are expected to focus 

on the current session. It has been found that being in the here and now increases 

engagement in the present moment, and thus, increases focus on the therapy (Gordon, 

2020; Lopez, 2016; Stephenson, 2017). This could also improve the outcomes of therapy 

(Holdsworth, et al., 2014; Yoskowitz, 2018). CT is very vulnerable to distractions from the 

environment. CPs are advised to tell clients that CT is ideally done at a certain time that is 

free from other activities (refer to p. 18 for further discussion). Being in the here and now 

can be achieved using grounding techniques, in which the CP asks the client to focus on 

the present moment (Burgoyne & Cohn, 2020; Robinson, 2021; Ronen-Setter & Cohen, 

2020). For example, the CP may ask the client to name some objects in the room or 

describe the room the client is in to help a client focus on the present moment (Zerubavel 

& Messman-Moore, 2013). 

 

- Patience 

The process of collecting information in a CT assessment session may sometimes require 

more time and effort as some clients might be resistant in the beginning (Beutler et al., 

2002; Westra, et al., 2009). It is important for CPs to be patient about it and treat it with 

sensitivity (Fréchette, 2021). Patience also refers to the possibility of CPs encountering 

expressions of emotion from their clients, which may be unpleasant. Discussion related to 

�W�K�L�V���F�D�Q���E�H���I�R�X�Q�G���L�Q���V�H�F�W�L�R�Q���´�0�D�Q�D�J�L�Q�J���&�O�L�H�Q�W�
�V�·���5�H�V�S�R�Q�V�H�V�µ�����S��������). CPs are expected to 

be patient and tolerant as it can help them to understand more about their clients and 

how to find resolutions to their difficulties (Markowitz & Milrod, 2011).  

 

- Politeness 

Politeness in CT is reflected in the communications between clients and CPs. It is about 

the choice of words, the choice of forms of address between CPs and clients, as well as 

how both CPs and clients respond to each other. It has been found that politeness benefits 

the CP as it leads to better relationships and predicts whether a client will stay in the 



31 
 

therapy (De Angelis, 2019). One way to establish this good relationship is by performing 

a helpful-cooperative style of communication, which characterised by being polite, 

diplomatic and resilient (Niess & Diefenbach, 2016). 

 

- Authenticity  

CPs are expected to demonstrate authenticity by showing sincerity and empathy and 

practicing appropriate self -disclosure. Clients are also expected to demonstrate 

authenticity by providing accurate information. Burks and Robbins (2012) have defined 

authent�L�F�L�W�\���D�V���W�K�H���P�D�W�F�K�L�Q�J���R�I���R�Q�H�·�V���L�Q�Q�H�U���W�K�R�X�J�K�W�V�����E�H�O�L�H�I�V�����D�Q�G���I�H�H�O�L�Q�J�V���Z�L�W�K���R�Q�H�·�V���R�X�W�H�U��

presentation and behaviours. It involves honesty, realness, openness, transparency, and 

�W�U�X�W�K�I�X�O�Q�H�V�V�����9�\�P�H�W�D�O�� �������������� �K�D�V�� �V�X�J�J�H�V�W�H�G�� �W�K�D�W�� �W�K�H�U�D�S�L�V�W�V�·�� �D�X�W�K�H�Q�W�L�F�L�W�\�� �O�H�D�G�V���W�R���F�O�L�H�Q�W�V�·��

�V�S�R�Q�W�D�Q�H�L�W�\���D�Q�G���D�Q���L�Q�F�U�H�D�V�H���L�Q���W�K�H���F�O�L�H�Q�W�V�·���R�Z�Q���D�X�W�K�H�Q�W�L�F�L�W�\�� 

 

- Acceptance 

�&�3�V�� �D�U�H�� �H�[�S�H�F�W�H�G�� �W�R�� �E�H�� �D�E�O�H�� �W�R�� �D�F�F�H�S�W�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �V�L�W�X�D�W�L�R�Q�� �D�V�� �L�W�� �L�V���� �L�Q�� �W�K�H�� �V�H�Q�V�H�� �R�I��

�D�F�N�Q�R�Z�O�H�G�J�L�Q�J���W�K�H���F�O�L�H�Q�W�·�V���V�W�R�U�\���H�Y�H�Q���W�K�R�X�J�K���L�W���P�D�\���Q�R�W���F�R�Q�I�R�U�P���Z�L�W�K���J�H�Q�H�U�D�O���Q�R�U�P�V���R�U��

�Y�D�O�X�H�V�����&�3�V���G�R���Q�R�W���K�D�Y�H���W�R���M�X�V�W�L�I�\���D�Q�G���D�J�U�H�H���Z�L�W�K���W�K�H���F�O�L�H�Q�W�·�V���V�W�R�U�\���E�X�W���U�D�W�K�H�U���D�F�Fept and 

understand it without judgment. The concept of acceptance might be aligned with the 

concept of unconditional positive regard  (UPR). Bozarth and Wilkins (2001), UPR meant 

�´�D�F�F�H�S�W�D�Q�F�H�� �R�I�� �H�Y�H�U�\�� �P�R�P�H�Q�W�D�U�\�� �H�[�S�H�U�L�H�Q�F�H�� �R�I�� �W�K�H�� �R�W�K�H�U���� �7�K�H�� �J�R�R�G���� �W�K�H�� �E�D�G���� �D�Q�G 

�L�Q�G�L�I�I�H�U�H�Q�W���P�R�P�H�Q�W�D�U�\���H�[�S�H�U�L�H�Q�F�H�V���D�U�H���D�F�F�H�S�W�H�G���Z�L�W�K���H�T�X�D�O�L�W�\���µ���,�Q���D���O�L�W�H�U�D�W�X�U�H���U�H�Y�L�H�Z���E�\��

McHenry (2018), UPR was found to have positive impacts such as: 1) increased 

unconditional positive self -regard (UPSR) in which the individual perceives themselves in 

such a way that no experience of the self is seen as more or less worthy of positive regard 

than any other (Rogers, 1959); 2) decreased conditions of worth, which is the idea that one 

is only worthy of love and belonging once one has fulfilled certain dem ands (Maurer & 

�'�D�X�N�D�Q�W�D�L�W�P�������������������������L�Q�F�U�H�D�V�H�G���D�X�W�R�Q�R�P�\���D�Q�G���F�R�Q�J�U�X�H�Q�F�H�����������L�Q�F�U�H�D�V�H�G���D�E�L�O�L�W�\���I�R�U���V�H�O�I-

awareness and focus; and 5) increased ability for self-regulation. 

 

- Consensus 

CPs are advised to prioritise consensus in every decision made regarding the clients, in 

the sense that there is an agreement given by both the CP and the client regarding how 

the intervention should proceed. Tryon et al. (2018) mentioned that in general, therapist 

and clients should agree on three things: 1) agreement on and commitment to goals and 

the methods by which they will be achieved, 2) patient�²psychotherapist agreement on the 

�S�D�W�L�H�Q�W�·�V�� �S�U�R�E�O�H�P���� �D�Q�G�� ������ �W�K�H���H�[�W�H�Q�W��to which goals are discussed and clearly specified. 

Mackrill (2010) mentioned that goal consensus leads to a more efficient use of 

psychotherapy resources.  
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Determination of Treatment in Relation to Culture  

There is a stage in every psychotherapy where the CP needs to design a treatment to help the 

clients with their difficulties. The basic aspects of treatment include creating action plans and 

setting goals accompanied with intervention techniques to achieve  those. It is best for CPs to 

consider the cultural aspects when determining the kinds of treatment to offer to clients. The 

following discussion could help CPs to understand the best ways to design treatment that is 

�V�H�Q�V�L�W�L�Y�H���W�R���F�O�L�H�Q�W�V�·���F�X�O�W�X�U�D�O���Y�D�O�X�H�V�� 

�x By the time CPs need to design the treatment, they are expected to already have a good 

�X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �R�I�� �F�O�L�H�Q�W�·�V�� �F�X�O�W�X�U�D�O�� �Y�D�O�X�H�V�� �D�Q�G�� �E�H�O�L�H�I�V���� �$�F�W�L�R�Q�� �S�O�D�Q�V�� �D�Q�G�� �J�R�D�O�V�� �V�K�R�X�O�G�� �E�H��

�D�G�M�X�V�W�H�G���W�R���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H�����L�Q���W�K�H���V�H�Q�V�H���W�K�D�W���W�K�H�\���D�U�H���U�H�D�O�L�V�W�L�F���W�R���D�F�K�L�H�Y�H �L�Q���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�D�O��

environment.  

�x �7�K�H���W�U�H�D�W�P�H�Q�W���S�O�D�Q���F�U�H�D�W�H�G���E�\���D���&�3���P�L�J�K�W���E�H���L�Q�I�O�X�H�Q�F�H�G���E�\���W�K�H���&�3�·�V���R�Z�Q���F�X�O�W�X�U�H�����7�K�H�U�H�I�R�U�H����

it is best for the CP and the client to be transparent and open-minded about the reasoning 

behind the plan. It is important for the client to have a say on the plan and the CP should 

welcome and consider an�\�� �S�R�V�V�L�E�O�H�� �D�P�H�Q�G�P�H�Q�W�V�� �W�R�� �V�X�L�W�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �V�L�W�X�D�W�L�R�Q���� �$�Q�Rther 

scenario would involve CPs and clients brainstorming and planning treatments together.  

�x CPs are advised to design treatments that are pragmatic, culture-free and psychological in 

nature as much as possible. As previously discussed, culture could be a sensitive area for both 

clients and cps. If CPs provide treatment that is based on culture (e.g., religious beliefs), this 

could potentially damage the therapeutic relationship as clients might feel uncomfortable. In 

a study by Liem (2020), it was found that Indonesian CPs avoid including spirituality and 

religiosity (SR) in the therapy for three reasons: 

- The CP is likely to hold their own religious and spiritual beliefs. Including SR in the 

therapy makes it prone to bias as CPs could project their own values on the therapy. 

- Bringing SR into psychotherapy means that the techniques used are not scientifically 

based.  

- A CP might not have enough knowledge about the concepts of religiosity and spirituality.  

�x Should CPs choose to include culturally based treatment, the CP could use logically and 

scientifically proven SR techniques that are beneficial to the clients, for example techniques 

such as zikir that are essentially relaxation techniques. CPs could also choose to promote 

universal values that applicable in all cultures. For example, it would be acceptable for the CP 

to promote compassion to their clients as this would be accepted in every religio us belief. 

Another example is for the CP to discuss the concepts of family and social norms as these 

concepts are accepted in all Indonesian cultures.  

�x If ever clients want a more comprehensive treatment that is related to their culture, CP are 

advised to refer them to appropriate cultural organisations with more knowledge about the 

techniques or collaborate with them for the benefit of the clients.  
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Table 2 �³  Psychological Variables within Cultures based on Gerber and Murphy 

(2021) 

CPs must understand that even though they are advised to be sensitive to and appreciative of 

�F�O�L�H�Q�W�V�·�� �F�X�O�W�X�U�D�O�� �Y�D�O�X�H�V���� �L�W�� �G�R�H�V�� �Q�R�W�� �P�H�D�Q�� �W�K�D�W�� �W�K�H�� �&�3�� �F�D�Q�� �G�H�V�L�J�Q�� �W�K�H�U�D�S�L�H�V�� �W�K�D�W�� �F�R�X�O�G�� �L�Q�Y�R�O�Y�H��

�F�O�L�H�Q�W�V�·���F�X�O�W�X�U�D�O���Y�D�O�X�H�V�����7�K�H���W�U�H�D�W�P�H�Q�W�V���Q�H�H�G���W�R���E�H���V�H�Q�V�L�W�L�Y�H���W�R�Z�D�U�Gs the cultural values but not 

�G�L�U�H�F�W�O�\���L�Q�W�H�U�Y�H�Q�H���L�Q���W�K�H���F�X�O�W�X�U�D�O���Y�D�O�X�H�V�����&�3�V���V�K�R�X�O�G���E�H���D�E�O�H���W�R���L�Q�W�H�U�S�U�H�W���F�O�L�H�Q�W�V�·���F�D�V�H�V���E�D�V�H�G���R�Q��

�S�V�\�F�K�R�O�R�J�L�F�D�O�� �I�U�D�P�H�Z�R�U�N�V�� �H�Y�H�Q�� �Z�K�H�Q�� �W�K�H�� �F�D�V�H�V�� �D�U�H�� �P�L�O�G�O�\�� �U�H�O�D�W�H�G�� �W�R�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �F�X�O�W�X�U�H�V���� �)�R�U��

example, it would not be appropri ate for a CP to give homework requiring a client to behave in 

certain kind of way following the teaching of a religious holy book. It would not be appropriate 

�I�R�U���D���&�3���W�R���D�V�N���D���F�O�L�H�Q�W���W�R���E�H���U�H�E�H�O�O�L�R�X�V���D�Q�G���D�V�V�H�U�W�L�Y�H���Z�K�H�Q���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���W�H�D�F�K�H�V���W�K�H�P���W�R be 

passive and submissive. However, it would be more acceptable if the CP asked the client to visit 

their religious leader and ask for suggestions on how to calm themselves. It would be more 

appropriate to discuss with the clients how they could convey th eir thoughts and feelings in ways 

that are still polite and respectful so they do not create confrontations with their culture. For 

further explanation, Gerber and Murphy (2021) provides some psychological variables that are 

embedded within cultures. CPs could refer to this following table as a psychological framework 

for interpre �W�L�Q�J���F�O�L�H�Q�W�V�·���G�L�I�I�L�F�X�O�W�L�H�V���� 

 

Variables  Brief Description  
Human Nature People either support each other (good) or controlling each other (bad), or a 

mixture of both.  
Time People put value more on tradition (past), quick and fast payoffs (now), or 

long-term effects (future), when making decisions. People might also prefer 
to focus on a single task or multiple tasks simultaneously.  

Action  People are driven either by external standards to the point of being 
overworked or by an intrinsic motivation of personal satisfaction.  

Context and Formality People can express their opinions explicitly (low context) or implicitly (high 
context). People can place emphasis on protocol or be relaxed about it 
(formal/informal).  

Space People can be more or less comfortable sharing personal space 
(private/public space). 

Power Distance A community with high power distances may experience inequality that 
might not be experienced by a community with low power distance.  

Individualism and 
Collectivism 

People from independent cultures emphasise individual expression while 
�S�H�R�S�O�H���I�U�R�P���F�R�O�O�H�F�W�L�Y�L�V�W���F�X�O�W�X�U�H���H�P�S�K�D�V�L�V�H���J�U�R�X�S���L�Q�W�H�U�H�V�W�V���R�Y�H�U���R�Q�H�·�V���R�Z�Q�� 

Competitiveness and 
Cooperativeness 

People from competitive cultures emphasise ambition, decisiveness, 
performance, speed, and size, while people from cooperative cultures value 
consensus and intuition. 
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Language and CT  

One cultural factor that could greatly interfere in CT processes is language. Given that Indonesia 

is a country with numerous traditional languages and dialects, the Indonesian official language 

(i.e., Bahasa Indonesia) should be prioritised as the language of delivery in CT. The research for 

this manual revealed that it is unlikely any CT user will be unable to speak any Bahasa Indonesian, 

but clients may not understand psychological jargon (e.g., the words assertiveness or relaxation). 

However, research has found better outcomes when clients are able to speak in their own 

language during therapy. This is because they are able to find the right words to express their 

thoughts and emotions. Asking a non-native Bahasa Indonesia speaker to speak the language 

m�L�J�K�W�� �F�U�H�D�W�H�� �D�� �E�D�U�U�L�H�U�� �D�I�I�H�F�W�L�Q�J�� �W�K�H�� �W�U�H�D�W�P�H�Q�W�� �R�I�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �F�R�Q�G�L�W�L�R�Q���� �7�K�X�V���� �W�K�H�� �O�D�Q�J�X�D�J�H�� �R�I��

therapy may be changed to a traditional language if the CPs and the clients both understand and 

agree to use the traditional language as the language of therapy. CPs can ask clients what 

language they prefer. Furthermore, CPs are encouraged to avoid using complex jargon and always 

make sure that the clients understand the words that are being used in the CT, using clarification 

techniques.  

 

Despite the rarity, CPs may meet clients who are not fluent in Bahasa Indonesia or cannot speak 

it at all. Specifically, to texting behaviour, different cultures may have different word abbreviations. 

In this scenario, CPs could continue to use Bahasa Indonesia to give further instructions because 

the clients might read and understand Indonesian but not really speak it. This, however, must be 

confirmed with the client. CPs could use a formal Indonesian language to query whether the client 

can indeed read and understand the Indonesian language.  

 

There are several options for working with clients who do not really speak the Indonesian 

language. The first and best thing to do is to try to refer them to other CPs who might speak their 

language as continuing with the therapy might be difficult for bot h parties. The second option is 

to ask for assistance from a professional translator who has sworn to maintain confidentiality for 

both the client and the CP. All parties involved must sign an additional informed consent 

dedicated to securing confidentiali ty for the CT. Tribe and Thompson (2011) have provided some 

considerations for the use of translators: 1) the therapist and interpreter should meet separately 

before and after the session with the client to explain how things will run during the session an d 

�K�R�Z�� �W�K�L�Q�J�V�� �F�R�X�O�G�� �E�H�� �L�P�S�U�R�Y�H�G�� �I�R�U�� �I�X�W�X�U�H�� �Z�R�U�N���� ������ �L�I�� �S�R�V�V�L�E�O�H���� �W�K�H�� �L�Q�W�H�U�S�U�H�W�H�U�·�V�� �G�H�P�R�J�U�D�S�K�L�F��

�F�K�D�U�D�F�W�H�U�L�V�W�L�F���V�K�R�X�O�G���P�D�W�F�K���W�K�H���F�O�L�H�Q�W�·�V�����������Z�R�U�N�L�Q�J���Z�L�W�K���D�Q���L�Q�W�H�U�S�U�H�W�H�U���Z�L�O�O���W�D�N�H���O�R�Q�J�H�U�����W�K�L�V���V�K�R�X�O�G��

be understood and addressed with the client; 4) it is best to use the same interpreter throughout 

the psychotherapy; and 5) complex language should be avoided.  
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Creating Collaboration  

The establishment of collaboration between the CP and the client is very important for the 

effectiveness of CT. As this manual uses a cognitive behavioural therapy (CBT) model, 

collaboration concerns client receptivity to the intervention that is introduce d by the CP (Dattilio 

& Hanna, 2012). Signals of collaboration include: 1) commitment to undergoing sessions in 

accordance with the agreement, 2) willingness to help the CP analyse the problem by answering 

and providing comprehensive information, and 3) wi llingness to undertake interventions provided 

by the CP such as worksheets, or other tasks that are useful for the clients. Clients would show an 

internal motivation to receive, respond to, and implement those interventions without any 

coercion from the CP. In addition, it is very important for the CP not to impose any intervention 

forcefully on the client and act as a facilitator, not a decision-maker.  

 

Here are some suggestions for the CPs to help create a collaborative relationship: 

�x �8�Q�G�H�U�V�W�D�Q�G�L�Q�J���F�O�L�H�Q�W�V�·���H�[�S�H�F�W�D�W�L�R�Q�V 

�&�3�V�� �V�K�R�X�O�G�� �X�Q�G�H�U�V�W�D�Q�G�� �F�O�L�H�Q�W�V�·�� �H�[�S�H�F�W�D�W�L�R�Q�V�� �I�R�U�� �W�K�H�� �W�K�H�U�D�S�\���� �6�R�P�H�� �F�O�L�H�Q�W�V�� �Z�D�Q�W�� �W�R�� �K�D�Y�H�� �D��

discussion and find a different perspective or a solution, or probably just want to be heard. 

These expectations need to be known as early as possible prior to the start of therapy. 

Collaboration can be established when the clients and the CP share the same understanding 

in regard to the goals of the therapy.  

�x Using informed consent  

The CP could clearly state the need for collaboration in the informed consent form signed at 

the beginning of therapy.  The form could indicate the need for the client to be willing to carry 

out tasks assigned by the CP during the sessions. The CP could state, without any coercion, 

that collaboration will be beneficial for the outcomes of the psychotherapy.  

�x Encouragement and praise 

The CP can encourage the client before a task is given and praise the client for completing 

the task or behaving collaboratively. During the sessions, encouragement does not need to 

�E�H���F�R�P�S�U�H�K�H�Q�V�L�Y�H�����0�L�Q�L�P�D�O���H�Q�F�R�X�U�D�J�H�P�H�Q�W�V���V�X�F�K���D�V���´�,���X�Q�G�H�U�V�W�D�Q�G���µ���´�,���V�H�H���µ���R�U���´�J�R���R�Q���µ���F�D�Q��

also lead to collaborative behaviour.  

 

Encouragement could be given by CPs in the form of explanations as to why collaboration 

and intervention is needed, along with the benefits of doing so, to persuade the client. When 

assigning a task to the client, the CP should also explain why the assignment is appropriate 

�L�Q���W�K�H���F�O�L�H�Q�W�V�·���V�L�W�X�D�W�L�R�Q�����,�Q���W�H�U�P�V���R�I���S�U�D�L�V�H�����W�K�L�V���P�D�Q�X�D�O���D�G�R�S�W�V���W�K�H���I�U�D�P�H�Z�R�U�N���I�U�R�P���6�Z�H�H�Q�H�\��

(2009) which advises care to be taken with evaluative compliments, such as, "Wow, you're 

great. All the work is done," as such praise can become a form of extrinsic motivation. Ideally, 

CPs want clients to use intrinsic motivation rather than seeking approval or reinforcement 

from external parties. Process-�I�R�F�X�V�H�G�� �F�R�P�S�O�L�P�H�Q�W�V���� �V�X�F�K�� �D�V���� �´�,�� �V�H�H�� �\�R�X�� �K�D�Y�H�� �W�D�N�H�Q�� �\�R�X�U��
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�D�V�V�L�J�Q�P�H�Q�W���V�H�U�L�R�X�V�O�\���µ���R�U���Q�R�W�L�F�L�Q�J���S�R�V�L�W�L�Y�H���I�H�H�O�L�Q�J�V���D�Q�G���E�H�K�D�Y�L�R�X�U�V���H�[�K�L�E�L�W�H�G���E�\���W�K�H���F�O�L�H�Q�W�V����

�V�X�F�K���D�V�����´�<�R�X���V�H�H�P���K�D�S�S�\���Z�L�W�K���W�K�H���W�D�V�N���µ���D�U�H���H�[�S�H�F�W�H�G���W�R���E�H���D�E�O�H���W�R���I�R�V�W�H�U���L�Q�W�H�U�Q�D�O���P�R�W�L�Y�D�W�L�R�Q�� 

 

�x Addressing the issue and potential referral 

 Essentially, a lack of collaboration could be considered as a manifestation of resistant 

behaviour (Aviram et al., 2016). CPs are advised to be sensitive and aware of when 

collaboration has not really been established as it could potentially make therapy ineffective. 

As discussed, CPs should be patient and confront it with sensitivity (Fréchette, 2021). If the 

techniques are still not working, the CP is advised to terminate therapy and refer the client 

to another CP, or allow the client to find another CP who may be more suitable for the client.  
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Chapter 5 �³  Specific Guidelines for Conducting CT  

 
Having explained the general concepts of psychotherapy in CT practice, this chapter explains 

more specific and practical concepts related to CT. Some of the concepts discussed in this chapter 

are 1) verbal and nonverbal responses, 2) first contact with clients who need special attention, 3) 

session duration and period between sessions, 4) no diagnoses, 5) managing clients�·���U�H�V�S�R�Q�V�H�V����

6) missing and absent client, 7) solutions and therapy, 8) homework, 9) warranties and refunds, 

10) technical failures.  

 

Verbal and Nonverbal Communication  

Psychotherapy is essentially talk therapy. In a face-to-face setting, the CP and the client can talk 

easily. In CT setting, the main way of communicating is through the direct exchange of chat 

messages. Even though live chat is almost like direct conversation where both the CP and the 

client convey their thoughts and feelings through words), CT requires both clients and CPs to type 

these words into chat messages and send them to each other. It is also worth noting that face-

to-face therapy provides the CP with an abundance of nonverbal information. Intonation, 

articulation, body language, and expressions provide additional data that is meaningful for the 

CP. In CT, this nonverbal communication takes a different form.  

 

Chat Style and Length  

How the CP arranges their chat messages, or chat style, can affect the course of CT. This is because 

each chat style can make different impressions on the clients.  

 

�x Long and comprehensive style 

CPs can provide long and comprehensive messages with a single message "balloon" 

containing all the information that needs to be conveyed. There are clients who prefer long, 

detailed messages because of the amount of information they get. This style tends to be 

formal and minimises the chances of sudden changes in topic during the conversation, but 

this style has the potential to make the client  wait a long time while the CP types the message. 
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�x Split Messages 

Alternatively, CPs may break long messages into several separate message balloons. This 

method has the potential to create disconnection because clients may want to respond 

immediately to the part of the message that has been delivered or leave clients curious about 

the rest of the message that is yet to be delivered. Another risk with this style is sudden 

changes of topic because a client may reply to a message that has only been partially 

delivered with new information that leads to a new discussion. There is a need for 

understanding and good timing in this chat style to avoid sudden topic changes. Both clients 

and CPs should be sensitive and aware when the message sent is not yet finished and more 

is to come. Alternatively, if a sudden topic change occurs, the CP is advised to acknowledge 

�W�K�H�� �F�O�L�H�Q�W�·�V�� �P�H�V�V�D�J�H�� �D�Q�G�� �L�Q�I�R�U�P�� �W�K�H�P�� �W�K�D�W�� �W�K�H�\�� �Z�L�O�O�� �U�H�W�X�U�Q�� �W�R�� �W�K�L�V�� �P�H�V�V�D�J�H�� �R�Q�F�H�� �W�K�H�\�� �D�U�H��

finished with the previous message. 
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�x Short Style 

CPs can also create concise messages. This style of message may be favoured by clients who 

don't really like reading lengthy or complicated messages. However, some clients might feel 

uncomfortable with short messages because they may appear less friendly. Clients might also 

feel that short answers seem like unbalanced responses if they have sent long messages to 

the CP.  
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The choice of chat style really depends on the particular personalities of the CPs and the clients. 

�7�K�H���&�3�·�V���P�D�L�Q���S�U�L�R�U�L�W�\���L�Q���W�K�H�U�D�S�\���L�V���W�R���K�H�O�S���W�K�H���F�O�L�H�Q�W�V���I�H�H�O���F�R�P�I�R�U�W�D�E�O�H���D�Q�G���P�D�N�H���W�K�H���L�Q�W�H�U�Y�H�Q�W�L�R�Q��

effective. CPs are advised to be sensitive to what styles are most effective with their particular 

client. 

 

As a middle ground, CPs are advised to adopt all three styles as above and use them at the 

appropriate time. Below are two scenarios along with the most suitable chat style to be used.  

�x Long messages can be used if the CP and the client come to the stage where the CP must 

�V�X�P�P�D�U�L�V�H���V�R�P�H�W�K�L�Q�J���V�X�F�K���D�V���W�K�H�L�U���D�Q�D�O�\�V�L�V���R�I���W�K�H���F�O�L�H�Q�W�·�V���V�L�W�X�D�W�L�R�Q�� 

�x Shorter or split messages can be used if the therapeutic relationship is still at the rapport 

development stage. Short messages can also be used as a way to demonstrate that the CP is 

�D�W�W�H�Q�G�L�Q�J�� �W�R�� �W�K�H�� �F�O�L�H�Q�W�V���� �X�V�L�Q�J�� �S�K�U�D�V�H�V�� �V�X�F�K�� �D�V�� �´�,�� �X�Q�G�H�U�V�W�D�Q�G���µ�� �/�D�V�W�O�\����short comforting 

messages can also be used to affirm or reassure the client, �I�R�U���H�[�D�P�S�O�H�����´�,���N�Q�R�Z���L�W���L�V���G�L�I�I�L�F�X�O�W����

�E�X�W���\�R�X���F�D�Q���G�R���L�W���µ 
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Finishing Typing  

As a way to avoid sudden topic changes when using split messages, the CPs may ask client to 

wait for particular closing �Z�R�U�G�V���R�U���S�K�U�D�V�H�V���V�X�F�K���D�V�����´�7�K�D�W�·�V���D�O�O���µ���R�U���´�,���D�P���I�L�Q�L�V�K�H�G���µ���W�R���V�K�R�Z���W�K�D�W��

their messages are completed, and vice versa.  

 

 
 

Showing Empathy and Giving Praise  

In CT setting, this can be done in several ways. 

�x Empathy can be shown using emojis. This concept is discussed further in the next section. 

Briefly, CPs can show appreciation by using thumbs up emojis, empathy using hug emojis, 

and asking permission or giving thanks using thank you emojis. 
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�x Empathy can also be shown using words, which is known as emotional validation. Emotional 

validation provides assurance for the client that their emotions are real, important and 

acceptable. CPs could simply write words to show that they understand how the client feels. 

 

 
 

�x A�Q���H�O�O�L�S�V�H�����R�U���W�K�U�H�H���G�R�W�V�����¬�����L�V���D���J�U�D�P�P�D�W�L�F�D�O���W�R�R�O to show a pause, or silence (Siddique, 2017). 

Ellipses can be added to sentences to symbolise an opportunity for the client to pause and 

feel their emotion. It can be seen from the example below that the sentences with the three 

dots appear slightly more empathetic than the ones without.  

 

 
 

�x �(�P�S�D�W�K�\�� �F�D�Q�� �D�O�V�R�� �E�H�� �F�R�P�P�X�Q�L�F�D�W�H�G�� �E�\�� �L�Q�G�L�F�D�W�L�Q�J�� �D�Q�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �R�I�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �Q�H�H�G�V��

during the therapeutic process. For example, a client may seem to be agitated or showing 

signs that they need a fast response from the CP to calm them down. CPs could indicate 

sensitivity and awareness of this by sending quick split messages rather than a lengthy one.  

�x Empathy can also be shown by applying counselling skills. These skills include: 1) attending 

2) paraphrasing 3) clarifying and 4) reflecting. These concepts will be specifically discussed in 

�W�K�H���V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�$�V�V�H�V�V�P�H�Q�W�µ�����S��������). 

 

Emojis 

One way to provide nonverbal responses in CT is to use emojis or small images, symbols, or icons 

used in text fields in text messages, email, and social media to express the emotional attitude of 

the writer, convey information succinctly, and communicate a message playfully without using 

words (Merriam-Webster, n.d.b).  

 

�x It is recommended that the CP does not initiate the use of emojis but waits for the client to 

use them first. Not every client will be comfortable using emojis. However, responding with 

emojis when the clients use them shows appreciation, which is good for the therapy. Using 

the same style of communication is a way of demonstrating synchronicity, which can 

strengthen a therapeutic relationship. However, if the CP feels the need to initiate the use of 
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emojis, it is recommended to use very general emojis, such as a smiley faces, to demonstrate 

a friendly attitude towards the client.  

�x If the use of emojis has already been established in the CT sessions, CPs are advised to still 

use emojis that are general and not too specific. This is because there are potential 

differences in the interpretations of emojis. A CP might think that an emoji is positive when 

it actually has a negative interpretation which may have a negative therapeutic effect and 

embarrass the CP. CPs should only use more specific emojis if they believe that the client 

shares the same understanding. One way to know is to wait until those emojis are actually 

used by the client and then the CP could use the context to uncover the meaning the client 

gives to the emoji.  

�x Should CPs experience difficulty in interpreting the meaning of an emoji, they could simply 

clarify it by asking the client a direct question. This, however, should not be done often as it 

�P�D�\���F�D�X�V�H���F�O�L�H�Q�W�V���W�R���I�H�H�O���X�Q�F�R�P�I�R�U�W�D�E�O�H�����,�W���L�V���Q�R�W���W�K�H���F�O�L�H�Q�W�·�V���S�O�Dce to teach the CP about the 

meaning of an emoji. Clients would expect the CP to be familiar with the meanings of emoji 

they use.  

�x CPs are also advised to consider the age and gender of the client. Older clients may not 

understand specific emojis or not use emojis at all. For CPs who have a different gender from 

the clients, the use of emojis can potentially lead to misunderstandings. 

�x The nonverbal function of emojis is not only to symbolise emotions but also to prepare the 

clients for sensitive messages or questions. The CPs could offer a thank you emoji when 

asking for permission.  

�x CPs are not advised to use too many emojis as it could actually damage the therapeutic 

relationship. Research has shown how excessive use of emojis could cause clients to judge 

the CP negatively and question their professionalism (Chapin, 2016; Yoo, 2007). 

The table below shows the possible meanings of emojis that CPs might see during CT sessions. 

Again, the CP needs to observe whether the client uses the emoji in the same way. 

  

Emojis Possible Meanings  Generality  

 

Slightly Smile General 

 

Smile General 

 

Laugh Specific 

 

Hug Specific 

 

Thinking Specific 
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Table 3 �³  List of Emojis 

 

Afraid Specific 

 

Sad General 

 

Slight Crying �² Loud Crying Specific 

 

Angry Specific 

 

You are correct! Specific 

 

Hello!! Specific 

 

OK Specific 

 

Good job! General 

 

Clapping Hands Specific 

 

�,�W�·�V���D���G�H�D�O�� Specific 

 

�7�K�H���R�U�L�J�L�Q�D�O���P�H�D�Q�L�Q�J���L�V���´�+�L�J�K��

�)�L�Y�H�µ�����+�R�Z�H�Y�H�U�����L�W���L�V���R�I�W�H�Q���X�V�H�G��

to mean �´�7�K�D�Q�N���<�R�X�µ�����´�(�[�F�X�V�H��

�0�H�µ�����D�Q�G���´�/�H�W�·�V���3�U�D�\�µ 

General 

 

You can do it! General 

 

 

Voice Notes 

Voice notes are a feature that is available in some chat applications where users can record voice 

messages and send them to other parties. Voice notes can be used to convey empathy. They can 

also be used when the client is having difficulty understanding the message. Some concepts that 

might arise during therapy might be easier to explain using voice notes rather than chat messages. 

Voice notes can also be useful when clients are in distress and in need a fast response from the 

CP. The CP could record a calming message for the client. If done right, a calming voice that is 

soothing and gentle can help clients to control their emotions. The intonation and style of speech 

in voice notes from the client, could be used by the CPs to get additional information a bout the 

client. For the CP, the voice-note feature is most suitable for clients who are not comfortable using 

chat messages to convey their thoughts. Some of the reasons clients may not be comfortable 
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�X�V�L�Q�J���W�H�[�W���D�U�H���G�L�V�F�X�V�V�H�G���L�Q���W�K�H���V�H�F�W�L�R�Q���´�'�L�V�D�G�Y�D�Q�W�D�J�H�V���R�I���&�7 �Z�L�W�K���3�R�V�V�L�E�O�H���6�R�O�X�W�L�R�Q�V�µ�����S������) 

 

CPs who perform CT are still encouraged to prioritise the use of chat in their communication. CPs 

might be  collaborating with telepsychology companies who may not allow CPs to send voice 

notes as the clients has chosen CT and not voice/video telepsychotherapy. Clients may provide 

voice notes but the CPs are encouraged to reply to them with chat messages. 

 

 
Clipboard  

During CT, CPs are naturally advised to build professional relationships with the clients where the 

�F�K�D�W���P�H�V�V�D�J�H�V���D�U�H���F�R�Q�W�H�[�W�X�D�O�L�V�H�G���W�R���W�K�H���F�O�L�H�Q�W�V�·���L�V�V�X�H�V�����,�Q���S�U�D�F�W�L�F�H�����&�3�V���P�D�\���R�I�W�H�Q���D�V�V�L�V�W���F�O�L�H�Q�W�V��

who share the same or similar issues. This then leads to the CP discussing the same concept with 

different clients. CPs can save time and effort by creating standard psychoeducational messages 

that they can simply copy and paste to send to the clients, rather than typing the same message 

over and over again for different clients. The clipboard is a feature in smartphones that can store 

messages for later use. CPs could create a message and name it before saving it to the system. 

They can then have multiple ready-made messages at hand and simply choose messages to send 

to clients as needed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chose one 

message 
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As can be seen in the illustration above, when the CP wants to provide an explanation about 

depression, they do not need to type it in manually but already have a message stored in the 

clipboard to be selected and sent to the client.  

 

Voice Typing  

Voice typing is another feature that might be useful and suitable for some CPs. Different to voice 

note, voice typing does not send the recording of �W�K�H�� �&�3�·�V �Y�R�L�F�H�� �E�X�W�� �U�D�W�K�H�U�� �F�R�Q�Y�H�U�W�V�� �W�K�H�� �&�3�V�·��

spoken words into a chat message. At the time this manual was developed, it was still a new 

technology with several drawbacks. Furthermore, a higher level of technological literacy is needed 

to use this feature. Below are some of the advantages and drawbacks: 

Advantages 

�x Voice typing is potentially faster than manually typing the message. 

�x CPs are able to double check the message written before sending it to the client. 

�x At the time this manual was developed, voice typing was able to differentiate content not 

meant to be written in letters. For example, if the CP wanted to indicate a specific time, the 

voice-typing feature could capture this and write it in a numeric time format. 

�x words in more than one language can be identified. This is necessary because English words 

are often used by Indonesians. 

Drawbacks 

�x To use the function, the user must connect to a stable internet. If such a requirement is not 

met (i.e. unstable internet), it could make typing longer than manual typing.  

�x The most well-known voice typing keyboard is Gboard. The installation process might not be 

as easy as installing most application. Changes in settings might be required and not all CPs 

are familiar with this type of installation.  

�x Certain words or the required format, e.g., time, may not be recognised. This requires the CP 

to take the time to double check messages.  

�x �$�W�� �W�K�H�� �W�L�P�H�� �W�K�L�V�� �P�D�Q�X�D�O�� �Z�D�V�� �G�H�Y�H�O�R�S�H�G�� �W�K�H�� �V�H�Q�G�H�U�� �P�X�V�W�� �V�D�\�� �´�G�R�W�µ�� �W�R�� �V�L�J�Q�D�O�� �W�K�H�� �H�Q�G�� �R�I�� �D��

�V�H�Q�W�H�Q�F�H���� �K�R�Z�H�Y�H�U���� �V�R�P�H�W�L�P�H�V�� �W�K�H�� �V�\�V�W�H�P�� �Z�U�L�W�H�V���W�K�H�� �Z�R�U�G�� �´�G�R�W�µ�� �L�Q�V�W�H�D�G�� �R�I�� �L�Q�V�H�U�W�L�Q�J�� �D�� �I�X�O�O��

stop to end a sentence. This again requires time to double check messages. 

 

First Contact: Clients Who Need Special Attention  

When practicing CT, CPs cannot control who makes first contact to seek help. Some clients need 

to be treated differently in some circumstances. The following discussion tries to categorise some 

types of potential clients and how to best manage their needs.  
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Anonymous Clients  

In practice, CT is often preferred by Indonesians because of the possibility of remaining 

anonymous during therapy. The data shows that clients may be reluctant to provide identifying 

information, either 1) for personal reasons such as the fear of embarrassment, or to protect their 

family's reputation, or feeling anxious that their identity will become known to others; or 2) they 

are trying to find out if they are compatible with the CP before moving into more serious 

interventions. Being anonymous has advantages in that clients feel free to express themselves in 

ways they might not if their identity was known. However, as mentioned in the previous chapter, 

CT is different from other online mental health interventions and clients need to clearly identify 

themselves. 

 

The most appropriate approach by CPs who encounter this type of client is to engage with them 

initially and let the first session run without the client needing to provide an identity. It is possible 

that after the first session, the client will feel comfo rtable with the CP and be willing to share their 

identity before continuing with formal CT sessions. CPs can apply the counselling techniques 

discussed in the section in Chapter 9, Counselling Ability (p. 96) in the first session in an effort to 

make the clients feel comfortable. 

 

It is still possible that clients may still be reluctant to share identity details with the CP even though 

they want to continue the therapy. In this scenario, the CP could respond by assertively explaining 

that identity details are required in CT and the CT cannot continue if the clients are reluctant to 

provide identity details and emergency contacts to the CP. If the client still insists and not willing 

to reveal their identity, but wants to continue the therapeutic relationship, CP might only give 

basic therapy such as psychoeducation and will not provide deeper intervention such as 

assessment and plan an intervention. 

 

Underage Clients (Minors)  

Minors may have smartphones and be able to access the virtual world just like adults. It is 

probable that these minors will see CT promotions and may decide to contact a CP and request 

CT services. In this scenario, CPs are advised to not engage in CT with minors as clients as minors 

in Indonesia receive different mental health interventions. As in face-to-face therapy, minors need 

permission and assistance from their parents in any mental health interventions. This is very 

difficult and ri sky to be done in CT settings as the CPs cannot be certain that their parents have 

actually given consent and are accompanying them in the CT process even though the client says 

they are. 

 

The CP can use the communication that has already been made by the minor as an opportunity 

to let them tell their story as a form of vent but it is not recommended for the CP to provide any 
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kind of intervention. The CP could also use the communication to provide some psychoeducation 

to the minor and inform them that they must tell their parents about their difficulties and  how 

face-to-face therapy would be more helpful for them. If, however, the CP decides to provide 

interventions for minors as clients, it has to be with the knowledge of the parents and the 

intervention should be rather mild with no potential to cause harm.   

 

Clients with Economic Difficulties  

If the client is unable to proceed with CT because they cannot afford it. the CP can use the 

communication that has already been made by the client as an opportunity for the clients to tell 

their story and vent. The CP could offer different options for payment as discussed in the section 

�´�8�S�I�U�R�Q�W���3�D�\�P�H�Q�W���,�Q�I�R�U�P�D�W�L�R�Q�µ�����S��������).  

 

Clients with Self -Harm Tendencies  

This topic is discussed in detail in Chapter 8 (p. 71). 

 

Session Duration and Time Between Sessions  

The length of each CT session might be different from the traditional 50 minutes in a face -to-face 

setting because of the lack of nonverbal cues that can lead to difficulties and the time needed t o 

write the chat messages (p. 10). A duration of 60-90 minutes for each CT session is suggested. 

There is evidence that 100-minute sessions for online text therapy require more emotional 

capacity, and without this the treatment might be ineffective.  

 

A week is the standard period between sessions, however, the literature suggests that frequencies 

between twice a week and once every two weeks are possible. The decision usually depends on 

�W�Z�R���D�V�S�H�F�W�V�����W�K�H���F�O�L�H�Q�W�·�V���I�L�Q�D�Q�F�L�D�O���V�L�W�X�D�W�L�R�Q���D�Q�G���W�K�H���V�H�Y�H�U�L�W�\���R�I��the difficulties. Other possibilities 

are to begin with a one week interval and extend the period once the client has shown some 

improvement. 

 

No Diagnoses  

CPs should not make any diagnoses during CT interventions. Diagnosis in CT is risky as it might 

be inaccurate due to lack of information. Furthermore, a diagnosis could also lead to social 

alienation, invalidation and stigmatisation. The lack of physical presence and hands-on 

intervention mean best treatments cannot be provided. If a client insists on a diagnosis, the CP 

should inform them that they need a face -to-face session with either a CP or psychiatrist. The 

closest thing for CP to do in CT is to provide tendencies but not official diagnosis. Another 

scenario is to work on the previously given official diagnosis.  

 



49 
 

�0�D�Q�D�J�L�Q�J���&�O�L�H�Q�W�V�·���5�H�V�S�R�Q�V�H�V 

Clients who are experiencing psychological issues are often unpredictable and give inappropriate 

responses. This section discusses some of the situations and types of client responses that CPs 

might encounter in CT along with appropriate ways to respond to  these.  

 

Informal Language  

Given this manual is focused on engaging with millennials and Gen Z, CP may receive responses 

or chat messages from clients written in informal language, for example, , "Hi there, has the 

�V�H�V�V�L�R�Q�� �V�W�D�U�W�H�G�� �\�H�W�"���� �R�U�� ���:�K�D�W�·�V�� �X�S�"�µ�� �&�O�L�H�Q�W�V�� �I�U�R�P�� �W�K�H�V�H�� �J�H�Q�H�U�D�W�L�R�Q�V may also use informal 

�D�E�E�U�H�Y�L�D�W�L�R�Q�V���V�X�F�K���D�V���´�/�2�/���µ���I�R�U���´�O�D�X�J�K���R�X�W���O�R�X�G���µ���´�%�5�%���µ���I�R�U���´�E�H���U�L�J�K�W���E�D�F�N���µ���R�U���´�V�O�R�Z�U�H�V���µ���I�R�U���´�V�O�R�Z��

�U�H�V�S�R�Q�V�H���µ�����D�O�R�Q�J���Z�L�W�K���R�W�K�H�U���D�E�E�U�H�Y�L�D�W�L�R�Q�V���� 

 

In responding to messages like this, we advise the CP to be flexible and accept these messages 

as long as they are still polite. In replying to these messages, the CPs are advised to maintain 

boundaries and authority by replying in a more formal or at leas t semi-formal style. CPs do not 

�Q�H�H�G���W�R���X�V�H���W�K�H���V�D�P�H���D�E�E�U�H�Y�L�D�W�L�R�Q�V�����)�R�U���H�[�D�P�S�O�H�����W�K�H���&�3�V���P�D�\���U�H�V�S�R�Q�G���W�R�����:�K�D�W�·�V���X�S�"�����Z�L�W�K���W�K�H��

sentence "Hello, I'm fine, how about you?". A response to an abbreviation such as "BRB" could 

�E�H�������$�O�U�L�J�K�W�����,�·�O�O���E�H���Z�D�L�W�L�Q�J���´�� 

 

Silent Clients  

In the course of the session, some clients might become silent and unresponsive. The best way to 

deal with this situation is to remain calm and not react too quickly. Two observational guidelines 

can be used to decide if the silence is something to be worried about: 1) If the client does not 

reply to the CPs within 10 to 30 minutes; or 2) the response time from the client is unusual, for 

example, if the client usually replies within less than a minute and it has been two minutes without 

any reply. Should either of these occur, it can be treated as a sign that the CPs must intervene. 

 

Some reasons why clients become silent: 

�x The client is thinking or feeling something and needs time to calm themselves before sending 

the next message. 

�x �7�K�H���F�O�L�H�Q�W���I�H�H�O�V���´�V�W�X�F�N�µ���D�Q�G���L�V���W�K�L�Q�N�L�Q�J���D�E�R�X�W���K�R�Z���W�R���U�H�S�O�\���W�R���W�K�H���&�3�·�V���P�H�V�V�D�J�H���� 

�x The client is not focused on the CT process and is doing something else at the same time.  

 

Things CPs can do: 

�x �5�H�I�O�H�F�W���R�Q���W�K�H���V�L�O�H�Q�F�H���E�\���V�D�\�L�Q�J�����´�<�R�X���D�U�H���V�R���T�X�L�H�W�����Z�K�D�W���D�U�H���\�R�X���W�K�L�Q�N�L�Q�J�"�µ���R�U���´�,�W�·�V���Q�R�W���H�D�V�\���L�V��

�L�W�"�µ 

�x �'�L�U�H�F�W�O�\���D�G�G�U�H�V�V���W�K�H���F�O�L�H�Q�W���E�\���V�D�\�L�Q�J�����´�+�H�O�O�R�����D�U�H���\�R�X���V�W�L�O�O���W�K�H�U�H�"�µ���R�U���´�$�U�H���\�R�X���V�W�L�O�O���R�Q�O�L�Q�H�"�µ 
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�x Gently remind the client about the response timeframe and the need for the client to be 

cooperative in the therapy, if the CP is certain that the reason for the silence is lack of focus.  

�x If the client is slow to respond or silent, the CPs could ask the client what they want to talk 

about. 

�x Be observant and notice whether the silence is repeated and has pattern. For example, if the 

client always pauses in discussions about certain topic, that is a sign for the CP to explore the 

issue. 

Clients can also simply go missing in the middle of therapy, by not replying for at least for 30 

minutes, or not presenting for their session. These two scenarios are specifically discussed in the 

section in Chapter 5�����´�0�L�V�V�L�Q�J���D�Q�G���$�E�V�H�Q�W���&�O�L�H�Q�W�V�µ�����S������������ 

 

Problematic Interpersonal Style  

There might occasions when clients become hostile towards the CP. The research for this manual 

found that clients could become aggressive, make threats, harass and even stalk CPs in their 

personal lives. More specifically, the aggression included swearing at the CP. One example of 

threat from the research for this manual was of a client threatening to report the CP to the police. 

CPs may experience different levels of harassment. Examples obtain from the research included 

clients purposely flirting with the  CP and sending them inappropriate images, take screenshots of 

the conversation to be later shared on their social media along with negative remarks. Physical 

stalking might be difficult in the CT setting, but clients may cyber -stalk CPs through social media 

and obtain personal information. Stalking might lead to unwanted and inappropriate 

communications with the CP. In the worst case, the literature has suggested that cyber stalking 

�F�R�X�O�G���E�H�F�R�P�H���S�K�\�V�L�F�D�O�����Z�L�W�K���F�O�L�H�Q�W�V���Y�L�R�O�D�W�L�Q�J���W�K�H���&�3�·�V���S�U�L�Y�D�W�H���V�S�D�F�H���D�Q�G���G�D�P�D�J�L�Q�J���S�U�R�S�H�U�W�\�� 

 

There are some ways for the CP to avoid these kinds of problematic interpersonal styles. Firstly, 

CPs must use prevention measures, by giving out minimal personal information. Avoid using or 

giving out a personal address or contact details (email, phone numbers, social media handles) in 

the online world in general. If possible, do a little research on potential clients to investigate 

whether or not they might have problematic interpersonal styles. It is also best to address the 

subject of these problematic interpersonal styles early, at the beginning of the CT. All of these 

issues could be listed in the informed consent that the client need to read, agree to, and sign.  

 

If all these measures have been taken and these problematic behaviours still emerge, then CPs 

�Q�H�H�G�� �W�R���P�D�Q�D�J�H�� �W�K�H�P�� �L�Q�� �D�� �Z�D�\�� �W�K�D�W�� �G�R�H�V�� �Q�R�W�� �E�U�H�D�F�K�� �&�3�V�·�� �H�W�K�L�F�D�O�� �F�R�G�H�����&�3�� �D�U�H�� �D�G�Y�L�V�H�G�� �Q�R�W���W�R��

simply cut off all communication when these types of issues arise. On the contrary, Gutheil and 

Brodsky (2008) have suggested that the first thing the CP can do is use this behaviour as an 

opportunity to get to know the client better by finding out the reasons why the client is sending 
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�W�K�H���P�H�V�V�D�J�H�V�����%�\���G�R�L�Q�J���W�K�L�V�����W�K�H���&�3�V���F�D�Q���I�L�Q�G���R�X�W���P�R�U�H���D�E�R�X�W���W�K�H���F�O�L�H�Q�W�·�V���E�H�K�D�Y�L�R�X�U���S�D�W�W�H�U�Q�V���W�K�D�W��

may contribute to a more comprehensive case formulation. Sending explicit pictures and videos 

may be a sign of genuine issues they want to solve. The CP could also use the behaviour as an 

�H�[�D�P�S�O�H���R�I���W�K�H���S�U�R�E�O�H�P�D�W�L�F���S�D�W�W�H�U�Q�V���R�I���E�H�K�D�Y�L�R�X�U���W�K�D�W���P�D�\���E�H���W�K�H���V�R�X�U�F�H���R�I���F�O�L�H�Q�W�·�V���G�L�I�I�L�F�X�O�W�L�H�V���L�Q��

the first place.  

 

CP are advised to act if the messages are too explicit and obviously sent intentionally to cause 

discomfort for the C P. Gutheil and Brodsky (2008) also suggests that CPs follow a number of steps 

to try make the clients stop sending problematic messages. These steps needed to be undertaken 

as allowing such messages from the clients could cause discomfort for the CP. 

�x Stage 1���� �7�K�H�� �&�3�� �F�D�Q�� �U�H�V�S�R�Q�G�� �X�Q�H�P�R�W�L�R�Q�D�O�O�\�� �W�R�� �W�K�H�� �F�O�L�H�Q�W�·�V���P�H�V�V�D�J�H�V�� �Z�L�W�K�R�X�W�� �S�D�\�L�Q�J���W�K�H�P��

�W�R�R���P�X�F�K���D�W�W�H�Q�W�L�R�Q���D�Q�G���G�L�Y�H�U�W���W�K�H���F�O�L�H�Q�W�·�V���D�W�W�H�Q�W�L�R�Q���W�R���R�W�K�H�U���T�X�H�V�W�L�R�Q�V�� 

�x Stage 2. The CP can send a friendly but firm message asking the client not to continue their 

behaviour because it makes the situation uncomfortable. 

�x Stage 3�����7�K�H���&�3���F�D�Q���D�F�W�L�Y�H�O�\���U�H�S�U�L�P�D�Q�G���W�K�H���F�O�L�H�Q�W���X�V�L�Q�J���S�R�O�L�W�H���O�D�Q�J�X�D�J�H���V�D�\�L�Q�J���W�K�D�W���W�K�H���F�O�L�H�Q�W�·�V��

behaviour is inappropriate and remind the client about the terms and conditions the client 

has agreed to at the beginning of the sessions. 

�x Stage 4. If the messages continue despite all efforts, the CP can stop the therapy and refer 

the client to another CP. CPs who work with a company can inform the administrator and let 

the administrator carry out the referral procedures. An example of termination statement is 

as follow: 

Unfortunately, Mr. A, the message you just sent me is inappropriate and violates the 

ethics of CT. Following the initial agreement that you signed at the beginning of 

treatment, I amending this therapy. I will refer you to another psychologist who may 

be able to help you. I would highly recommend that this behaviour is not repeated 

with the next CP. Please wait while I look for a CP who can help you. 

 

If the CP decides to refer the client to another CP, the CP must write a letter to the next CP 

and describe the reason for termination without giving too much detail. Gutheil and Brodsky 

(2008) have given an example of a referral letter, as follows: 

 

�,�·�P�� �U�H�I�H�U�U�L�Q�J�� �W�K�L�V�� �S�D�W�L�H�Q�W�� �W�R�� �\�R�X�� �E�H�F�D�X�V�H�� �R�I�� �W�K�H�� �S�D�W�L�H�Q�W�·�V�� �E�H�K�D�Y�L�R�X�U���� �,�� �G�R�Q�·�W�� �K�D�Y�H��

permission to tell you what that behaviour was, but the patient knows this is the 

reason for termination. 

 

For the worst cases of physical stalking, the CP could carry personal safety devices such 

as a Taser or pepper spray or report it to the police.  
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Missing and Absent Clients  

It is possible that a client who is undergoing therapy will disappear in the middle of the process. 

This could happen in the middle of a session, when a client suddenly stops responding, or could 

happen between sessions, when clients do not attend the next scheduled session. There are many 

possibilities for why clients leave therapy. Some examples are:  

�x Emergencies  

�x Technical failures (see p. 62)  

�x Problems with the therapeutic relationship (Smyth et al., 2018), for example, 1) where the 

�F�K�D�O�O�H�Q�J�H���R�I���F�U�H�D�W�L�Q�J���W�K�H���W�K�H�U�D�S�H�X�W�L�F���U�H�O�D�W�L�R�Q�V�K�L�S���G�H�F�U�H�D�V�H�V���W�K�H���F�O�L�H�Q�W�·�V���P�R�W�L�Y�D�W�L�R�Q���W�R���D�W�W�H�Q�G��

therapy; 2) the emotional effects of talking, when the client fears that talking to the therapist 

could lead to more distress; 3) a lack of hope, when the clients feel little hope the therapy 

can help them. 

Some strategies from Swift and Greenberg (2015) and Binnie and Boden (2016) for managing 

these scenarios are listed below  

- Provide information about what the CP and the client can expect from each other during 

psychotherapy. This could include administrative matters such as payment, or 

therapeutic matter such as self-disclosure and collaboration.  

- �0�D�N�H�� �V�X�U�H�� �W�R�� �D�F�F�R�P�P�R�G�D�W�H�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �S�U�H�I�H�U�H�Q�F�H�V�� �D�Q�G�� �F�K�D�U�D�F�W�H�U�L�V�W�L�F�V�� �G�X�U�L�Q�J�� �W�K�H��

process of treatment.  

- Outline expected goals and an action plan so that the client knows what to expect by the 

end of the therapy. The CP could also inform the client that there is nothing wrong with 

discussing any desire to end the therapy early. Sometimes clients are hesitant to discuss 

�W�K�L�V�� �E�H�F�D�X�V�H�� �W�K�H�\�� �D�U�H�� �D�I�U�D�L�G�� �R�I�� �G�L�V�D�S�S�U�R�Y�D�O�� �I�U�R�P�� �W�K�H�� �&�3�� �R�U�� �W�K�D�W�� �L�W�� �Z�L�O�O�� �K�X�U�W�� �W�K�H�� �&�3�·�V��

feelings. 

- Inform the client that there will be ups and downs in therapy. There might be some 

setbacks along the way and it is best for the clients to talk about them and discuss 

possible changes rather than dropping out. 

- Strengthen hope by demonstrating credibility as a CP and being certain about the 

�L�Q�W�H�U�Y�H�Q�W�L�R�Q�� �F�K�R�V�H�Q���� �D�Q�G�� �L�Q�F�U�H�D�V�H�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �V�H�O�I-efficacy by describing how their 

strength can help them get through their difficulties.  

- �%�H���V�H�Q�V�L�W�L�Y�H���D�Q�G���U�H�V�S�R�Q�V�L�Y�H���W�R���W�K�H���F�O�L�H�Q�W�·�V���O�H�Y�H�O�V���R�I���P�R�W�L�Y�D�W�L�R�Q���W�R�Z�D�U�G�V���W�K�H���W�K�H�U�D�S�\�����)�R�U��

example, if the client is feeling unmotivated, the CP could adjust the session so that it is 

not too intense for the client. If the client is unmotivated to do the ho mework, the CP 

could adjust the homework to suit the client and increase their motivation towards the 

homework. 

- Make sure a therapeutic alliance is established. 
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- Monitor the progress of the therapy and discuss it. Make changes if needed and show 

appreciation for the positive progress that has been made.  

- Use other, more practical strategies, such as, 1) convenient scheduling, 2) reminders, 3) 

attendance of the CP at the scheduled time, 4) social influence theory�³ where clients 

asked to write down their next appointment to create more involvement in the booking 

activity, and 5) providing an end date for the therapy.  

 

�x If a client suddenly goes missing in the middle of a session, the CP could continue to try to 

contact the client through the chat app. If there is still no response from the client, the CP 

could try contacting them through other ways such as SMS, email, or even a phone call. 

Failing these, the CP should leave a message and ask the client to contact them. It is important 

for CPs to have alternative contacts for clients. 

 

�x If clients miss a session, the CP can ask the client directly why they did not attend and check 

everything is alright. This can be done on the same day as the scheduled session, as they 

might have simply forgotten about the session. The CP could also wait as long as two weeks 

�D�V���W�K�H���F�O�L�H�Q�W�·�V���S�H�U�V�R�Q�D�O���V�L�W�X�D�W�L�R�Q���P�L�J�K�W���E�H���L�Q�W�H�U�I�H�U�L�Q�J���Z�L�W�K���W�K�H�L�U���P�R�W�L�Y�D�W�L�R�Q���W�R���D�W�W�H�Q�G���W�K�Hrapy. 

An example of how to re-initiate the contact could be:  

 

�,�W�·�V���E�H�H�Q���R�Y�H�U���D���P�R�Q�W�K���D�I�W�H�U���R�X�U���O�D�V�W���F�R�Q�W�D�F�W�����+�R�Z���K�D�Y�H���\�R�X���E�H�H�Q���S�U�R�J�U�H�V�V�L�Q�J���V�L�Q�F�H��
our last meeting? Have any new experiences been affecting you? 

 

�x CPs are encouraged to send a reminder before every session. This can be achieved by 

manually contacting the client or by setting an electronic calendar not ification using a 

calendar app. CP need to be careful to ensure the content of the reminder does not make it 

�R�E�Y�L�R�X�V���W�K�D�W���W�K�H���F�O�L�H�Q�W���L�V���K�D�Y�L�Q�J���S�V�\�F�K�R�W�K�H�U�D�S�\�����/�D�E�H�O�O�L�Q�J���L�W���D�V���´�0�H�H�W�L�Q�J���Z�L�W�K���>�&�3�·�V���,�Q�L�W�L�D�O�V�@�µ��

�L�V���V�D�I�H�U���W�K�D�Q���´�6�H�V�V�L�R�Q���Z�L�W�K���>�&�3�·�V���Q�D�P�H�@���µ�� 

 

�x It is also acceptable to indicate the consequences for clients who suddenly disappear during 

the session or do not attend their scheduled session. Some examples of possible 

consequences are: 

- If the client suddenly goes missing during the session, the client will lose the session with 

no refund. 

- CPs might allow clients to give, say, 2hours prior notice of absence for emergencies or 

conflicts in schedules. Failure to do so will result in the loss of the agreed session.  

 

�x For clients on payment plans, the CP could apply greater flexibility and schedule the next 

session with clients at the end of each session rather than determining the schedule of 
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�V�H�V�V�L�R�Q�V�� �D�W�� �W�K�H�� �E�H�J�L�Q�Q�L�Q�J�� ���V�H�H�� �´�6�F�K�H�G�X�O�L�Q�J�� �D�Q�G�� �3�D�\�P�H�Q�W�µ���� �S���� ����). This may help minimise 

absences. Another consideration for clients on payment plans is the need for the CP to 

respect the contract in terms of the validity period stated  in the plan, for example, for four 

sessions within two months If clients miss sessions then decide to come back to therapy 

within the validity period, CPs are advised to find some way to have makeup sessions. 

However, it should be understood that clients will lose their paymen ts if they return to 

sessions after the validity period. 

 

That being said, another perspective in dealing with no-show clients is just let them be. DeFife, 

Smith, and Conklin (2013) suggest that CP does not need to make a call but lets the clients choose 

whether or not to attend. It is better to focus on creating excellent th erapeutic experiences that 

lead to low no -shows by the clients. Should the no-shows happen frequently, CPs could end the 

therapy but keep the door open in the future. In any event, CPs are advised to remain open and 

welcoming if clients decide to come back and continue therapy after being away for some time. 

If this happens, CPs do not need to mention the absence or ask the clients for reasons as this 

might make the clients feel uncomfortable. The CP should focus on the current issue and look 

forward to the future therapeutic relationship.  
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Solutions and Therapy  

Depending on the CP and the type of intervention, the CP may or may not offer possible solutions 

�W�R�� �F�O�L�H�Q�W�V�·�� �S�U�R�E�O�H�P�V�� �L�Q�� �W�K�H�L�U�� �W�K�H�U�D�S�\���� �6�R�P�H�� �&�3�V�� �P�L�J�K�W�� �S�U�H�I�H�U�� �W�R�� �J�X�L�G�H�� �F�O�L�H�Q�W�V�� �W�R�� �W�K�L�Q�N�� �D�E�R�X�W��

possible solutions and find own solution that is best for them. So me considerations include: Some 

clients are comfortable when the CP leaves it up to the client to produce solutions, on the grounds 

that the client understands their own situation best and solutions proposed by the CP may not 

apply in the situation they ar e experiencing. This method however could potentially result in 

multiple sessions as the clients might need time to obtain insights and develop solutions.  

�x Some clients prefer solutions to be the result of a discussion. The client provides possible 

solutions and shares them with the CP for feedback. Alternatively, the CP provides possible 

�V�R�O�X�W�L�R�Q�V���E�X�W���D�V�N�V���I�R�U���W�K�H���F�O�L�H�Q�W�·�V���I�H�H�G�E�D�F�N���R�Q���Z�K�H�W�K�H�U���W�K�H���V�R�O�X�W�L�R�Q�V���Sroposed are practical 

�L�Q���W�K�H���F�O�L�H�Q�W�·�V���V�L�W�X�D�W�L�R�Q���� 

�x Some clients feel more comfortable when possible solutions are suggested by the CP. Such 

clients might be uncomfortable with brainstorming solutions due to inadequate capacity or 

energy to think. 
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The provision of solutions is not uncommon in psychotherapy. However, psychotherapy theories 

tend not to favour solutions being given to clients. Even solution -focused therapy, in which 

�I�L�Q�G�L�Q�J�� �V�R�O�X�W�L�R�Q�V�� �W�R�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �L�V�V�X�H�V�� �L�V�� �W�K�H�� �P�D�L�Q�� �I�R�F�X�V���� �V�W�L�O�O�� �U�H�T�Xires the clients to have 

brainstorming discussions with the CP to find the solution. Fiske (2017) has emphasised the need 

to continue to ask open questions, even with clients who are desperate.  

 

A middle ground in this discussion has been suggested by Anderson and Handelsman (2010). 

They have discussed two types of advice in psychotherapy: substantive and process. Substantive 

�D�G�Y�L�F�H���L�V���G�H�I�L�Q�H�G���D�V���´�V�X�J�J�H�V�W�L�R�Q�V���I�R�U���V�S�H�F�L�I�L�F���V�R�O�X�W�L�R�Q�V���W�R���W�K�H���S�U�R�E�O�H�P�V�����R�U���I�R�U���K�R�Z���W�R���O�L�Y�H���µ���Z�K�L�O�H��

�S�U�R�F�H�V�V���D�G�Y�L�F�H���L�V���G�H�I�L�Q�H�G���D�V���´�V�X�J�J�H�V�W�L�R�Q�V���I�R�U���K�R�Z���W�R���J�R���D�E�R�X�W���V�R�O�Y�L�Q�J���S�U�R�E�O�H�P�V�����R�U���K�R�Z���W�R���P�D�N�H��

�W�K�H���P�R�V�W�� �R�I���W�K�H�U�D�S�\���µ�� �6�X�E�V�W�D�Q�W�L�Y�H�� �D�G�Y�L�F�H�� �L�V�� �G�H�V�F�U�L�E�H�G�� �D�V�� �F�R�X�Q�W�H�U�S�U�R�G�X�F�W�L�Y�H�� �V�L�Q�F�H�� �L�W�� �P�D�\�� �U�H�I�O�H�F�W��

�W�K�H���W�K�H�U�D�S�L�V�W�·�V���Y�D�O�X�H�V���D�Q�G���L�W���G�R�H�V���Qot help the client become independent or enable them to make 

future decisions. As a concrete example, coaching clients in critical thinking skills is better than 

providing quick opinions on a matter.  

 

It is common for millennial and Gen Z CT clients to seek instant solutions. CPs should learn about 

these expectations as early as possible. It is recommended that CPs ask about preferences at the 

informed consent stage. Even so, data suggests that usually clients do not mind if CPs try to 

engage them in brainstorming activities aimed at helping the client to produce their own possible 

solutions. However, the client might think this kind of intervention will take a long time and is not 

something they wish to  engage in at the beginning of CT.  

 

When providing solutions, CPs are also advised to put consider cultural norms (see 

�´�'�H�W�H�U�P�L�Q�D�W�L�R�Q���R�I���*�R�D�O���6�H�W�W�L�Q�J���D�Q�G���$�F�W�L�R�Q �3�O�D�Q���5�H�O�D�W�H�G���W�R���&�X�O�W�X�U�H�µ�����S��������) 

 

Homework  

One of the common interventions given in psychotherapy is homework. In any psychological 

therapeutic relationship homework refers to any tasks given by the therapist to the client to be 

done between the sessions (Strong & Massfeller, 2010). It is often practical and aims to improve 

�F�O�L�H�Q�W�·�V���P�H�Q�W�D�O���K�H�D�O�W�K�����6�R�P�H���F�O�L�H�Q�W�V���Z�H�O�F�R�P�H���W�K�H���S�U�R�Y�L�V�L�R�Q���R�I���W�K�H���K�R�P�H�Z�R�U�N�����D�V���W�K�H�\���E�H�O�L�H�Y�H���W�K�D�W��

homework can bring positive changes to ease their difficulties. However, some clients do not have 

the necessary motivation to complete homework given by the CP. The reasons for such resistance 

could include: a high level of difficulty, a lack of understanding of the rationale, a lack of perceived 

benefit, failure by the CP to review the last assignment given, incongruences between the 

homework given and the last session attended, and a lack of any effect after completing previous 

homework. This section provides some guidelines for CPs to consider when designing and giving 

�K�R�P�H�Z�R�U�N���W�R���F�O�L�H�Q�W�V�����W�R���L�Q�F�U�H�D�V�H���F�O�L�H�Q�W�V�·���F�R�P�S�O�L�D�Q�F�H���L�Q���F�R�P�S�O�H�W�L�Qg the homework.  

 



57 
 

�x Tailored and engaging homework 

Homework should be a mixture of exciting, challenging, fun and practical activities that are 

uniquely designed for each client. Homework should be aimed at helping client gain new 

perspectives and test hypotheses outside the therapeutic sessions. The considerations for the 

design include culture, developmental stage, strengths, and personality.  

�x Knowledge of the homework   

CPs should inform the client about the rationale and aim of the homework given. Clients 

show higher compliance towards homework when they understand the reasoning behind it. 

CPs should also explain the importance and how to successfully complete the homework. 

�x Client involvement  

Homework is not a one directional intervention that CP gives to the clients and clients should 

be involved in the process of designing their homework. Such involvement could alter the 

type of homework that the CP originally planned. Clients should not only  be involved in 

assessing the appropriateness of homework but also in the determination of the goals. CPs 

could ask for client feedback when they assign homework to uncover potential obstacles and 

explore potential solutions. Such an intervention may be referred as collaborative homework, 

which leads to clients feeling more motivated compared to clients given directive homework.  

�x Alignment with the last session. Literature suggest that clients are more likely to complete 

the homework if the assignment was congruent with their latest session. CP could ask the 

client what they took from the last session and use that as a basis for the next homework 

assignment. 

�x Deadlines and feedback  

All homework should have a deadline and receive feedback. Flexible deadlines and CP 

leniency towards the completion of homework is associated with negative treatment 

outcomes, as it slows the progress. Providing feedback on homework is useful for finding out 

what the client needs which can help with tailoring the intervention.  

�x No coercion  

There should be no coercion in therapy and clients are responsible for their own mental 

health. The job of a CP is to facilitate change and not to determine  their �F�O�L�H�Q�W�·�V��beliefs. 

Coercion might not contribute positively to homework compliance and could negatively 

affect the therapeutic relationship.  

 

Warranties and Refunds in CT  

In CT, warranties apply to administrative matters. Warranties usually revolve around the schedule 

and number of sessions. In practice, it is more than likely that clients will inquire about another 

type of warranty which is a guarantee of certain mental health outcomes (warranties of results). 

The client expects their issue will be completely resolved by the end of the CT sessions, and they 

can return to therapy at no extra charge if the issue persists. CPs are advised to explain the nature 



58 
 

of the warranty as clearly as possible to clients to avoid confusion. An example of a consent form 

can be found in the section in Chapter 9�����´�$�G�P�L�Q�L�V�W�U�D�W�L�R�Q���D�Q�G���,�Q�I�R�U�P�H�G���&�R�Q�V�H�Q�W�µ�����S������6). 

 

In response to questions from clients about warranties of results, CPs are advised not to make 

any promises that could be construed as a warranty of results by clients. CT attempts to assist the 

client but does not guarantee a particular outcome. Making su ch a promise will have negative 

impacts on the therapy. Furthermore, warranties of results are difficult to implement because 1) 

therapy involves a collaboration between the CP and the client. If the client does not commit to 

the therapy, it will certainly  have an impact on the effectiveness of the therapy; and 2) The success 

of therapy is certainly influenced by the larger environment which cannot be fully controlled by 

the CP.  

 

�7�K�H���&�3���P�X�V�W���X�Q�G�H�U�V�W�D�Q�G���W�K�D�W���I�U�R�P���W�K�H���F�O�L�H�Q�W�·�V���S�R�L�Q�W���R�I���Y�L�H�Z�����Z�D�U�U�D�Q�W�L�H�V���R�I���U�H�V�X�O�W�V���D�U�H���F�R�P�P�R�Q���I�R�U��

purchased goods or services. Clients may not understand and may not have experienced CT 

before and may assume that CT is the same as other services. That said, there are several ways 

CPs can navigate the different understandings about warranties: 

1. As a first step, never make any promise to the clients; instead, the CP can instil hope in the 

clients that they would be able to direct their behaviour better. The wording below is 

acceptable:  

 

I am confident that working together we can deal effectively with your depression. 

 

2. The CP can inform the client that therapy may not produce the desired results but that it is an 

attempt to make things better. This attempt can be guide d by creating SMART goals (p. 102) 

and establishing collaboration between the CP and the client to achieve those goals. By 

establishing this at the beginning, it is hoped that the clients are informed about the absence 

of a warranty of results in CT.  

3. To avoid warranty of result claims by the client, the CP may terminate the sessions only when 

they are sure the client has indeed improved. A truly independent and improving client will 

not ask for or make claims regarding a warranty of result.  

4. CPs are advised to provide termination notes for clients (p. 61). A termination note could 

include: 1) the problems for which client requested help, 2) analysis, 3) treatment given, 4) 

progress, 5) reason for termination, 6) a statement about whether the therapist and client 

mutually agreed on the termination, and 7) status of termination. Furthermore, the therapist 

�F�R�X�O�G���D�O�V�R���G�H�V�F�U�L�E�H���Z�K�D�W���$�3�$���U�H�I�H�U�V���W�R���D�V���´�D�Q�W�L�F�L�S�D�W�H�G���Q�H�H�G���I�R�U���F�R�Q�W�L�Q�X�H�G���F�D�U�H���D�Q�G���U�H�V�R�X�U�F�H��

�U�H�I�H�U�U�D�O�V���µ���7�K�H���&�3���P�L�J�K�W���L�Q�F�O�X�G�H���W�K�H���W�K�L�Q�J�V���W�K�H���F�O�Lent needs to do to care their mental health 

in the future. This might include some scenarios of possible adverse events and how to best 
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manage them. The CP could also include some motivational words for the client to refer to 

during any adverse event (See p. 61 for an example).  

5. CPs can explain the concept of relapse to clients and how the CP could support them with 

maintenance sessions.  

 

The Concept of Relapse and Maintenance Sessions  

CPs should also be considering the concept of relapse. This concept is defined as the recurrence 

of a disorder or disease after a period of improvement or apparent cure (APA, n.d.). Relapse can 

occur due to a variety of factors. In a study by Adebiyi et al. (2018), sociodemographic factors 

such as gender, religion, marital status, and clinical factors such as the type of mental illness, 

duration of illness, and drug compliance were found to be associated with relapse. The concept 

and associated factors should be discussed with clients so they know the possibility exists of a 

recurrence of their difficulty  

 

To accommodate these potential issues, CPs can offer maintenance sessions. There are many 

definitions and understandings about maintenance sessions but the basic idea is to help the client 

maintain the skills they have developed and the positive change that developed during  therapy. 

Maintenance sessions only happen after therapy is terminated. The maintenance sessions could 

last for one to two years and be held weekly or monthly, or start as weekly and move to monthly.  

 

The only thing that CPs need to consider is that maintenance sessions could create dependency 

in the clients. Lochman et al. (2015) have mentioned that maintenance sessions immediately after 

therapy create dependency on external monitoring instead of relyi ng on the improvement having 

an internal locus of control. Thus, it is recommended that CPs do not conduct any maintenance 

session immediately, but rather allow the client the opportunity to practice self -help. All in all, 

maintenance sessions have been found to help lower the possibility of relapse and maintain the 

skills the clients have gained during their active psychotherapy sessions (Fleig et al., 2013; Gearing 

et al., 2013) 

 

Free Post-Termination Contact  

The data suggests that clients want to be able to make contact with the CP once the sessions 

have ended, without charge. To accommodate this, CPs could arrange some limited opportunities 

for the clients to make contact after the final session to ask questions about or discuss any aspect 

of the therapy that was already provided without having to register for more sessions. If they do 

this, CPs are advised to give a time limit (e.g., two months), limit the number of questions (e.g., 

two questions) after the f inal session Exceeding the limit on the number of questions means that 

the clients must register for another set of sessions. 
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CPs also need to assess the content of any questions and whether they relate to the therapy given. 

Should the question not be relevant or indicate that the client needs further therapy, the CP may 

ask the client to reregister and return to therapy. If the questions indicate relapse, the CP could 

offer maintenance sessions. 

 

Refunds 

There are some scenarios when clients could expect a refund from the CT. Firstly, refunds could 

be given due to administrative matters, for example, if clients decide to cancel a session with the 

CP with enough notice. Secondly, clients could get refunds if the sessions are covered by their 

insurance. Thirdly, clients could get refunds when the therapeutic contract cannot be fulfilled, for 

example, if the client has paid for five session but the CP managed to attend only four sessions.   

 

There is a possibility a client may ask for a refund due to dissatisfaction with the service itself. This 

matter is complex. One view is that CPs should not provide refunds due to dissatisfaction because 

CPs are bound by ethical codes to provide the best help they can. This manual also encourages 

CP to explain the CT process and what the client can expect from the CP. The client will have 

already agreed with the explanation and signed the informed consent. Another reason for not 

providing refunds due to dis satisfaction is the same as given in the discussion about warranties 

�R�I�� �U�H�V�X�O�W�V���� �W�K�H�U�H�� �Z�L�O�O�� �E�H�� �H�[�W�H�U�Q�D�O�� �I�D�F�W�R�U�V�� �L�Q�� �F�O�L�H�Q�W�V�·�� �O�L�Y�H�V�� �W�K�D�W���W�K�H�� �&�3�� �F�D�Q�Q�R�W�� �F�R�Q�W�U�R�O�� �Z�K�L�F�K���P�L�J�K�W��

contribute to feelings of dissatisfaction. For these reasons, CPs should not offer refunds but ask 

clients for feedback on the service instead.  

 

There are however, examples from the literature that discuss policies on refunds based on the 

quality of the therapeutic relationship. Finlay (2019) mentioned an example of a therapist who 

refunded a client because they could not relate to a client who had  undergone a sex change but 

was reluctant to discuss their sexuality in any depth which meant that the therapist could not 

understand their story in any depth. The therapist then openly discussed with the client how a 

therapeutic relationship had failed to  initiate how they felt that they were not the best therapist 

for the client and then offered the client a refund for the session they had just had. This case 

serves as an example for CPs to consider when deciding whether they are willing to provide 

refunds to clients.  
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Termination Note  
 

Summary of the Problem  
The client came to the CP due to having difficulties in establishing new relationships which prevent the 
client from creating positive relationship in terms of career or personal relationships. The client feels 
frustrated about this. 
 
Summary of Analysis  
The client suffers from low self -esteem due to unpleasant experiences (being teased) when he was 12 
years old. This unpleasant experience then created unpleasant feelings (low self-esteem). The client has 
never communicated or processed these feelings until now and when the client wants to initiate  a 
relationship, �W�K�H�\���G�R�Q�·�W��feel confident to start communication.  
 
Treatment Progress 
The client had weekly meetings from 2 February to 2 April 2022. In the early phase of the treatment the 
therapy focused on identifying the source of the low self -esteem. A case was formulated (see above) and 
the treatment continued to the next phase. We then revisited the unpleasant experience which produced 
a lot of strong emotions for the client. We started to analyse the situation and look at ways of changing 
the client�·�V�� �S�H�U�V�S�H�F�W�L�Y�H�� �R�Q�� �W�K�H�� �X�Q�S�O�H�D�V�D�Q�W�� �H�[�S�H�U�L�H�Q�F�H���� �:�H�� �S�H�U�I�R�U�P�H�G�� �V�R�P�H�� �W�K�R�X�J�K�W�� �F�K�H�F�N�L�Q�J�� �X�V�L�Q�J��
Socratic questioning with any assumption that the client had about the unpleasant experience, which 
resulted in alternative thoughts. The clients were receptive and motivated throughout the process. In the 
final phase of the therapy, we focused on communication styles and scenarios for starting new 
relationships. We did some roleplaying with various scenarios to ensure that the clients know what to do 
should any obstacle occur in the future. Some homework was given with the client being asked to join a 
community group for people with the same interests as the client, which would give the client the 
opportunity to meet new p eople and socialise. The homework was considered to be successful as the 
client indeed started to make new friends and become more involved in the community.  
 
Reason for  Termination  
More sessions had been done to ensure that clients are thriving in the new community and we made sure 
we discussed all difficulties clients is facing (in term of social behaviour) in the new community. The therapy 
was terminated as clients feel more confident and ready to be on his own. At the end of the therapy, 
clients are in much better state compared to the first we met. Clients seems to be more confident in social 
relationship and also in himself.  

 
Lessons to be Remembered  

�x It is never too late to acquire new skills 
�x Change starts with one small step 

 
Behavio urs to be Maintained  

�x Try to join more  social circles and groups to experience different types of people. 
�x All members of the community want to build relationship s. Stay humble and open to everyone. 

 
When Your Kindness is not Reciprocated  

�x �'�R�Q�·�W���E�H���G�L�V�K�H�D�U�W�H�Q�H�G�����W�K�H�\���S�U�R�E�D�E�O�\���D�U�H���K�D�Y�L�Q�J���D���E�D�G���G�D�\�� 
�x If you feel uncomfortable, step back and find a quiet place to calm yourself 
�x Practice relaxation breathing techniques 
�x Remember that communit ies have more than one member 
�x Try again when you have calmed down  

 
The client and CP agreed on the termination on 2 April 2022. 

 

Signature of the CP      Signature of the Client 
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Technical Failures  

It has been mentioned several times that CT is prone to technical failures. These issues range from 

basic issues such as loss of signal, running out of data, flat batteries, and errors in apps or devices, 

to more serious issues such as a lost or stolen phone. These issues could potentially make clients 

lose contact with their CP for periods ranging from several minutes to weeks. It Is best for CPs to 

avoid these technical issue by maintaining and preparing their devices, for example, by regularly 

updating t heir chat application, making sure the battery is full prior to the sessions, making sure 

that that they have enough data and making sure the signal is strong prior to the start of the 

session. It is also best to remind the client to do the same things prior to CT sessions. 

�x As discussed in the previous section, it is important for the CP to discuss these potential 

issues at the beginning of the therapy. CPs need to include relevant clauses in the informed 

consent to address such issues and provide some guidelines on what to do when these issues 

occur. This to inform clients about what to expect and what to do in such an event. 

�x It is important for the CP to know how to identify when technical failures are occurring. Most 

applications include delivery reports which show whether messages are being sent and 

delivered or not. For example, WhatsApp uses a tick to indicate this. One tick means that the 

�P�H�V�V�D�J�H���K�D�V���E�H�H�Q���V�H�Q�W���I�U�R�P���W�K�H���V�H�Q�G�H�U�·�V���S�K�R�Q�H�����W�Z�R���W�L�F�N�V���P�H�D�Q�V���W�K�D�W���W�K�H���P�H�V�V�D�J�H���K�D�V���E�H�H�Q��

received on the receiver phone, and two blue ticks mean that the recipient has read the 

message. If the CP sees only one tick during an ongoing session, it is likely there is a technical 

error. Different apps use different kinds of delivery and read reports, but it is important for 

the CP and clients to have this function. �$�Q�R�W�K�H�U���I�H�D�W�X�U�H�����´�/�D�V�W���V�H�H�Q�µ���F�R�X�O�G���K�H�O�S���&�3�V�����W�R���S�U�H�G�L�F�W��

whether the other party has technical issues or is not open to communication. A person last 

seen a day before would probably not be available to communicate in the moment or soon.  

 

 

 

 

   

 

 

 

 

 

 

�x CP should respond according to the situation if technical issues happen during a session. CP 

could be lenient in terms of the scheduling and extend the session but the duration of the 

technical issue. For example, if the client was absent for 10 minutes during a one-hour, it is 

acceptable to extend the session by 10 minutes.  
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Chapter 6 �³  Characteristic s of Indonesi an Millennials and Generation Z  

 
This chapter discusses the main subjects of this manual: Indonesian millennials and members of 

Gen Z. This chapter briefly describes general demographic characteristics and looks at how these 

characteristics affect the process of CT. It is important for CPs not take these characteristic 

descriptions at face value and still engage with their millennial and Gen Z clients individually. The 

contents of this chapter are generalisations to serve only as guidance and explanations for certain 

expectations and behaviours that CP may observe in clients.  

 

Millennials  

According to the Kementerian Pemberdayaan Perempuan dan Perlindungan Anak Republik 

Indonesia dan Badan Pusat Statistik Indonesia [The Ministry of Woman Empowerment and Child 

Protection of Republic of Indonesia and Statistic Bureau of Indonesia] (2018) millennials are 

Indonesians who were born between 1981 and 1996. Millennial characteristics are listed below. 

�x The main characteristic of the millennial generation is their increased exposure to digital 

communication through digital technology which means they are accustomed to using digital 

technology in all aspects of their daily lives. 

�x Millennials have close relationships with social media. Furthermore, millennials use social 

media as tools and sources of information. 

�x Millennials are also considered to be more creative and informed, and more enthusiastic and 

productive in their daily lives than the previous generation. Millennials are able to create new 

opportunities that can increase their productivity through digital technology. 

�x Millennials have open, free, and forthright communication styles and mindsets. They are also 

more alert and responsive to changes in the environment around them. This is due to the 

fact that they have more opportunities to pursue higher levels of education.  

�x �0�L�O�O�H�Q�Q�L�D�O�V�·�� �O�L�Y�H�V�� �D�U�H�� �I�D�V�W���S�D�F�H�G���� �7�K�L�V�� �F�K�D�U�D�F�W�H�U�L�V�W�L�F�� �P�D�\�� �E�H�� �L�Q�I�O�X�H�Q�F�H�G�� �E�\���W�K�H�� �K�L�J�K�� �O�H�Y�H�O�V�� �R�I��

exposure to information technology that allows them to access everything quickly. 

 

Generation Z  

According to Rakhmah (2020), Gen Z includes people born from 1997 to 2012. Furthermore, 

Rakhmah (2020) based their description of the characteristics of Gen Z on the work of Francis and 

Hoefel (2018) as well as Stillman and Stillman (2017). The description is summarised as follow 

�x Gen Z is much closer to the digital world than millennials. Gen Z have grown up in a time 

when all aspects of the real world can also be found in the digital world which means this 

generation does not distinguish between the real world and the digital worl d. A simple 

example of how Gen Z lives is making transactions such grocery shopping through an app 

on their phones.  
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�x In terms of communication, Gen Z resemble the millennials who also use social media as a 

medium for communication. However, unlike the millennials who grew up with the 

modernisation of communication technology, Gen Z was born with modern communication 

technology. This means Gen Z does not recognise the concept of social alienation, that is, a 

state of detachment from society (Lobato, et al., 2022). GenZ is used to everyone being able 

to connect through social media. In addition, Gen Z has a global mindset in which connecting 

with others globally is something that is important and may even be prioritised. They do not 

want to be miss out on the latest information in the world.  

�x Gen Z tends to do everything independently, because they are very accustomed to finding 

resources such as online videos on how to solve daily problems. This also makes Gen Z more 

confident because they feel they can do everything themselves. 

�x In line with the millennials, Generation Z also has an open-minded mentality that accepts 

different views of life. This characteristic affects the ways they define their own identities. As 

identity is developed based on knowledge and experiences, their identities tend to be 

different and distinctive from each other.  

�x Gen Z also has a pragmatic mindset when it comes to decision-making and planning. They 

tend to observe what is going on around them and use that information as a guide when 

making decisions rather than taking by theoretical or idealistic positions.  

 

Therapeutic Dynamics of Treating Indonesian Millennials and Gen Z with Depression.  

�x These generations tend to be technologically literate and accustomed to using technology in 

their daily life. Therefore, CPs need to design therapies that are in line with such technological 

preferences. For example, CPs may prefer to use electronic worksheets as a part of the 

intervention.  

�x They also have a high awareness of mental health and often know about new symptoms or 

disorders that have not yet been included in the official mental health guidelines in Indonesia.  

�x They can also search for any mental health related information quickly. This often leads to 

self-diagnosis marked by inaccuracies. This could require the CPs to provide extra 

�S�V�\�F�K�R�H�G�X�F�D�W�L�R�Q���D�E�R�X�W���W�K�H���F�R�Q�G�L�W�L�R�Q�V���W�R���L�P�S�U�R�Y�H���F�O�L�H�Q�W�V�·���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���� 

�x Given their stages of development and their ages at the time this manual was written,  

millennials may present with common issues, for example, marital concerns, while Gen Z who 

are still adolescent may present with rather unclear issues.  

�x Millennials and Gen Z tend to value immediate satisfaction They may expect immediate 

solutions or remedies for their difficulties and not be willing to embark on the long haul of 

therapy. 

�x Gen Z tends to focus on outputs over process. They tend to be vocal in asking questions 

about the therapy they are receiving. For example, when given an activity or homework, they 

want to know what the function of the homework is, what impact it might have, and whether 
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�L�W���Z�L�O�O���L�P�P�H�G�L�D�W�H�O�\���´�F�X�U�H�µ���W�K�H���G�L�V�R�U�G�H�U���W�K�H�\���D�U�H���H�[�S�H�U�L�H�Q�F�L�Q�J�����0�L�O�O�H�Q�Q�L�D�O�V�����Z�K�R���D�U�H���R�O�G�H�U�����W�H�Q�G��

to trust CPs more when they are given activities or homework. 

�x Both tend to expect CPs to be friendly and use the informal style of communication they use 

with their friends rather than figures of authority.  

�x Since they are working with younger generations, CPs need to be aware of the latest trends 

impacting these generations. For example, at the time this manual was created, K-Pop was 

particularly popular. CPs can enrich themselves by knowing what K-pop music is and why this 

type of music has become popular among young people.  

 

In summary, CPs who practice CT in Indonesia will most likely have Indonesian millennials and 

Gen Z as clients. Similarly to other generations, these two generations have their own 

characteristics which affect the process of the therapy. CPs who practice CT are advised to be 

aware of these characteristics to enable them to work effectively with clients from these two 

generations. Exposure to technological advances and global communications are the key 

influences on their characteristics. CPs are advised to become technologically literate and include 

this modern technology in the therapy. CPs are also advised to learn the communication styles of 

these two generations. As written above, CPs need to be familiar with and know how to effectively 

manage clients who may be assertive and demanding.  

 

�&�O�L�H�Q�W�V�·���(�[�S�H�F�W�D�W�L�R�Q�V���R�I���&�7 

It has been briefly mentioned that millennials and Gen Z have certain kinds of expectations from 

their CP. The following section will further explore these expectations so that CPs are able to 

design interventions that are responsive to these expectations. As in the previous discussion, 

these are generalisations and CPs should still engage with every client individually.  

�x Solutions  

Being from generations that expect instant results, clients may want to receive immediate 

solutions from CPs to manage their problems. Some clients might already know the cause of 

their issues and prefer to have a discussion that provides a remedy for their distress. From 

the psychotherapy perspective, this expectation might not be favoured since clients are 

expected to create their own solutions. To manage this expectation, further discussion about 

the provision of solutions can be f ound in the section in �&�K�D�S�W�H�U���������´�6�R�O�X�W�L�R�Q�V���D�Q�G���7�K�H�U�D�S�\�µ��

(p. 55). 

�x Venting Opportunity   

Clients want someone (i.e., the CPs) to listen (figuratively) to their concerns without 

judgement. While venting can indeed relieve stress, CP should still be careful about allowing 

this in therapy as it can also be detrimental for clients. A further discussion about venting 

could be found in the section in Chapter �������´�(�P�R�W�L�R�Q�D�O���,�Q�W�H�U�Y�H�Q�W�L�R�Q�µ�����S����������) 
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�x Information and perspective 

Opposite to the clients mentioned in the first point, some clients do not know what they are 

experiencing or why they are having such issues. Therefore, clients want someone who can 

help them to understand their issues and the causes. Clients might also want to double -check 

their perspectives on their problems with a CP. From the psychological perspective, these 

kinds of expectations might better be met with a consultation rather than psychotherapy. 

Consultation is a relationship in which an expert provides professional advice, suggestions, 

or opinions to others who are seeking them (Falender & Shafranske, 2020). Thus, when clients 

explicitly mention that they only want information and perspective from the CP, the CP must 

act as an expert and label the relationship as consultation and not psychotherapy. As 

previously mentioned, consultation is short term and limited to one topic only. This manual 

does not contain information on how to best execute online consultations.  

�x Quick Interventions  

In relation to the first point, clients from these generations might prefer quick short 

interventions and expect only to be given solutions and nothing else. The research for this 

manual, and the psychotherapy literature suggest that this expectation is difficult to meet. 

Should clients show this expectation either explicitly or implicitly, CPs can educate them 

about the nature of psychotherapy and how  no form of psychotherapy is quick as appropriate 

assessment and interventions takes care and time. However, CPs can offer short interventions 

such as consultations, as discussed above.  

 

It is important for CPs to find out these expectations early on in the therapy. One way to find 

them out is to provide a form for clients to complete in the initial contact. An example of t his form 

can be found on page 85���� �$�O�W�H�U�Q�D�W�L�Y�H�O�\���� �&�3�V�� �F�R�X�O�G�� �H�[�S�O�R�U�H�� �F�O�L�H�Q�W�V�·�� �H�[�S�H�F�W�D�W�L�R�Q�V�� �L�Q�� �H�D�U�O�\��

communications with clients by using therapeutic communication skills and asking appropriate 

questions to try to identify expectations. One last option for the CP to identify these expectati ons 

�L�V�� �E�\�� �R�E�V�H�U�Y�L�Q�J�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �P�H�V�V�D�J�H�V���� �)�R�U�� �H�[�D�P�S�O�H���� �L�I�� �W�K�H�� �F�O�L�H�Q�W�V�� �V�H�Q�G�� �O�R�Q�J�� �P�H�V�V�D�J�H�V�� �L�Q�� �W�K�H��

sessions, that can be an indication that the clients are wanting to be heard. Direct questions from 

clients might indicate they are expecting solutions.  
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Chapter 7 �³  Minor Depressive Disorder  

 

This manual focuses on minor depression disorder (mDD). The basis for determining minor 

depression comes from the Indonesian Version of the Structured Clinical Interview for DSM-4�³ 1 

(SCID-IV�³ 1) produced by the Psychiatry Department at the University of Indonesia. Below are 

the criteria for mDD according to the Indonesian Version of SCID-IV�³ 1. 

 

A. Mood disturbance, defined as follows: 

1. At least two (but less than five) of the following symptoms have been present during the 

same 2-week period and represent a change from previous functioning; at least one of 

the symptoms is either (a) or (b): 

a. Depressed mood most of the day, nearly every day, as indicated by either subjective 

report (e.g., feels sad or empty) or observation made by others (e.g., appears tearful). 

Note: In children and adolescents, can be irritable mood. 

b. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, 

nearly every day (as indicated by either subjective account or observation made by 

others) 

c. Significant weight loss when not dieting or weight gain (e.g., a change of more than 

5% of body weight in a month) or decrease or increase in appetite nearly every day. 

Note: In children, consider failure to make expected weight gains. 

d. Insomnia or hypersomnia nearly every day 

e. Psychomotor agitation or retardation nearly every day (observable by others, not 

merely subjective feelings of restlessness or being slowed down) 

f. Fatigue or loss of energy nearly every day 

g. Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly every day (not merely self-reproach or guilt about being sick)  

h. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either 

by subjective account or as observed by others) 

i. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 

without a specific plan, or a suicide attempt or a specific plan for committing suicide  

2. The symptoms cause clinically significant distress or impairment in social, occupational, or 

other important areas of functioning.  

3. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug 

of abuse, a medication) or a general medical condition (e.g., hypothyroidism). 

4. The symptoms are not better accounted for by bereavement (i.e., a normal reaction to the 

death of a loved one). 

B. There has never been a major depressive episode and criteria are not met for dysthymic 

disorder. 
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C. There has never been a manic episode, a mixed episode, or a hypomanic episode and criteria 

are not met for cyclothymic disorder. Note: This exclusion does not apply if all of the manic -, 

mixed-, or hypomanic-like episodes are substance or treatment induced.  

D. The mood disturbance does not occur exclusively during schizophrenia, schizophreniform 

disorder, schizoaffective disorder, delusional disorder, or psychotic disorder not otherwise 

specified. 

 

Physical and Behavioural Symptoms of Depression  

CPs need to realise that the criteria for mild depression listed above come from a Western 

psychopathology approach. Minor Depressive Disorder was formulated under the 

psychopathological conceptualisation of western hemisphere nations. Therefore, the diagnostic 

features might reflect European and Northern American understandings of psychopathology.  

 

Several studies, such as those by Chang et al. (2017) and Saint Arnault and Kim (2008), have 

suggested that depression is often associated with physical manifestations in Asian populations. 

This manual attempts to provide some information about possible ph ysical manifestations of 

depressive disorders. 

 

The exploration of physical manifestations of depression is important in the Indonesian setting as 

Indonesians tend to be reluctant to express emotional complaints due to the negative stigma 

associated with these. Indonesians are usually more comfortable being assertive about their 

physical complaints because they are more accepted culturally.  

 

The research for this manual found a number of possible physical manifestations of depression in 

Indonesian people, as listed below. This information, however, is preliminary and needs to be 

explored and validated by further research. 

 

�x Headaches 

�x Dizziness 

�x Feeling weak  

�x Ulcers  

�x Chest tightness  

�x Irregular breathing patterns 

/shortness of breath 

�x Nausea 

�x Painless bruises 

�x Sore muscles 

�x Vertigo 

�x Abdominal cramps 

�x Constipation 

�x Diarrhoea 

�x Eczema 

�x Visible Eye-Bags 

�x Faintness 

�x Hair loss 

�x Muscle cramps 

�x Nosebleeds 

�x Pale-looking Face 

�x Heart palpitations  

�x Joint pain 

�x Stiff neck and shoulders 

�x Tactile numbness 

�x Vomiting  
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In addition to the list above, this study also unveiled some common behaviours by Indonesians 

who suffer from depression. Some of the behaviours are listed already in the official guidelines 

for depression and include 1) excessive or reduced eating that leads to an increase or loss of body 

weight; 2) lack of or excessive sleep; and 3) lack of energy. However, some other behaviours are 

rather unique and not listed in the official guidelines. CPs should use this information only as 

guidance and not a clear basis for a diagnosis of depression, as further research still need to be 

done to confirm these behaviours. Those behaviour include: 1) social withdrawal, such as isolating 

oneself in a room and spending the whole time lying down and playing with devices; 2)  an 

unhealthy diet in which the clients often eat fast food, drink little water and a lot of caffeine 

instead; 3) being more or less talkative, and 4) disorganised speech.  

 

Should the CPs encounter clients with the abnormal physical or behavioural symptoms listed 

above, they are advised to do the following: 

1. The CP still needs to conduct a proper assessment using the official Indonesian guidelines. At 

this stage, physical symptoms can only be used as supplementary information. The research 

for this manual suggests that overall symptoms of depression are aligned with �,�Q�G�R�Q�H�V�L�D�·�V��

official guidelines. CPs might also notice that official guidelines also include some symptoms 

that are closely related to physical manifestation as well, such as disturbances to sleeping or 

eating.  

2. The physical and behavioural symptoms listed above may be signs that clients have other 

mental disorders or medical conditions. Thus, a CP could treat physical and behavioural 

symptoms as possible signs of depression but still perform an assessment for other mental 

disorders or refer them for a medical check-up to make sure that clients are not suffering from 

a medical condition. All in all, CPs must try to exclude other mental and medical disorders and 

conditions and make sure that it is a pure depression. In cases where the client is found to 

have two comorbid psychological disorders, the therapy must be adjusted accordingly.  

 

How Indonesian Clinical Psychologists  Deals with Depression  

During the development of this manual, the researcher also asked Indonesian CPs about typical 

interventions they often make when working with Indonesian clients who suffer from depression. 

The results of the discussion are listed below:  

�x CPs often look for urgent symptoms first and focus on those symptoms until they subside. 

After the CPs feel the urgent symptoms have subsided, the next step is to intervene in the 

�F�O�L�H�Q�W�V�·���H�P�R�W�L�R�Q�D�O���V�W�D�W�H���E�H�I�R�U�H���S�U�R�F�H�H�G�L�Q�J���W�R���F�R�J�Q�L�W�L�Y�H���L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���� 

�x Indonesian clients often have difficulties in recognising and understanding their own 

emotions. Thus, CPs often provide interventions that aim to raise their knowledge and 

awareness of emotions.  
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�x Indonesian clients often experience dysfunctional thoughts such as negative thoughts or 

practice short-term thinking that contribute greatly to their depressive episodes. Therefore, 

CPs often target these cognitive aspects when treating depression. 

�x Indonesian clients who are depressed often isolate themselves and show hypersomnia, 

therefore Indonesian CPs often engage in behavioural activation exercises. 

�x Indonesian clients who are depressed often have unhealthy lifestyles such as eating fast food 

and not drinking enough water. Therefore, CPs often provide interventions to change these 

behaviours. 

�x Social support is very important in treating depression in clients in Indonesia. Therefore, CPs 

often ask about the people who can support the treatment of depressed clients. These people 

can often help the CP by supporting the client with the completion o f assigned tasks. 

�x Symptoms of depression that also often appear amongst Indonesian clients are feeling 

insecure, feeling useless, and loss of interest. Therefore, CPs often provide interventions that 

target these symptoms. 

�x Indonesian clients often lose focus in therapy. Therefore, CPs often perform mindfulness 

exercises such as grounding at the beginning of sessions to make sure that the clients are 

able to focus on the therapy.  

 

Common and Effective Therapies Used in Indonesia for Treating Depression  

CPs in Indonesia often use several therapeutic techniques to treat clients with depression.  

 

1. CBT 

In general, CBT is a class of therapy which research has proven to be the most effective for 

treating depression. Specific CBT-based interventions that are often used are a) Socratic 

questioning, b) behavioural activation and modification, and c) relaxation. 

 

2. Person-centered therapy 

This type of therapy is often chosen by Indonesian CPs because they feel that Indonesian 

clients are in need of having their experiences validated. 

 

3. Solution-focused therapy 

Solution-focused therapy is a future-oriented therapy that does not emphasise the history of 

the issue. Solution-focused therapy is often used with Indonesian clients who are seeking a 

brief therapeutic engagement which provides quick solutions to their pr oblems. 
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Chapter 8 �³  Self-Harm  

 

Self-harm is a serious risk in every psychotherapeutic intervention. CPs cannot control the kinds 

of clients who come to them, and they cannot be sure whether clients might develop thoughts 

regarding self-harm during the course of the CT sessions. Being said, literature suggest that 

people who self-harm prefer CT over face-to-face due the easily accessible support, information 

and privacy. In this section, we discuss how to respond appropriately if the CP is faced with such 

a scenario. 

 

Manifestations of Self -Harm  

To begin the discussion, CPs need to understand that the concept of self-harm might have 

different manifestations. As discussed in Chapter 4, a client could become manipulative and make 

threats of self-harm. A personality trait called Machiavellianism can explain this behaviour. Such 

a trait is characterised by a tendency to distrust others, a willingness to engage in amoral 

manipulation, a desire to accumulate status for oneself, and a desire to maintain interpersonal 

control (Dahling et al., 2009). In a therapeutic setting with a manipulative client, self-harm threats 

might not be associated with intent to self -harm but rather, with a desire to communicate distress 

to others. Going further, Carr and McNulty (2016) have mentioned that there are clients who 

perform self-harm but are not actually wanting to end their life. The term for this kind of behaviour 

is non-suicidal self-injury (NSSI). However, at the other end of the spectrum, a client could be 

actively suicidal and fully intend to end their life (Carr &  McNulty, 2016) 

 

Themes in Self -Harm  

Edmondson et al. (2016) reviewed 152 studies of self-harm and listed 10 possible themes for NSSI. 

Eight of the themes formed an initial framework derived from studies by Suyemoto (1998) and 

Klonsky (2007) and the other two themes were created to include extra information that did not 

fit into the initial framework. A brief summary of the findings is provided below. CP are 

encouraged to read the original articles for fuller descriptions of the findings.  

 

�x Managing distress/affect regulation  

To find relief from strong emotion  

�x Exerting interpersonal influence  

To get attention from someone else 

�x Punishment  

To punish oneself or others because of what other have done 

�x Dissociation  

To induce or terminate a dissociative state in oneself  
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�x Sensation Seeking 

To generate excitement 

�x Averting Suicide 

To divert oneself from actual suicide 

�x Maintaining or Exploring Boundaries 

�7�R���D�V�V�H�U�W���R�Q�H�·�V���E�R�X�Q�G�D�U�L�H�V�����D�X�W�R�Q�R�P�\���� 

�x Expressing and coping with sexuality 

To cope with sexual conflict or to feel sexual sensations 

�x  Positive experiences  

�)�R�U���F�R�P�I�R�U�W���R�U���W�R���H�[�S�H�U�L�H�Q�F�H���D���Q�H�Z���V�H�Q�V�D�W�L�R�Q���R�U���W�R���S�U�R�W�H�F�W���R�W�K�H�U�V���I�U�R�P���R�Q�H�·�V���D�Q�J�H�U 

�x Defining the self 

�7�R���V�K�R�Z���V�X�S�H�U�L�R�U�L�W�\���W�R���R�W�K�H�U�V���E�\���E�H�L�Q�J���D�E�O�H���W�R���W�R�O�H�U�D�W�H���W�K�H���S�D�L�Q�����W�R���D�V�V�H�U�W���R�Q�H�·�V���L�G�H�Q�W�L�W�\����

to show that one understands pain, to feel in power or in control of a situation  

 

Edmondson et al. (2016) review study produced a model that includes internal and external factors 

to explain suicide. The following are a brief summary of the findings. 

�x Internal factors 

Biology 

A person with a family history of suicidal and mental disorder is more likely to commit 

suicide. Additional Biological factors also include physical needs that are unmet such as 

sleep disturbances (Bernert, 2007) and food insecurity (Kamdar et al., 2021) 

Mental health 

In most cases, of suicide is carried out by a person with a mental disorder, with the most 

common being depression and bipolar disorder.  

Personality 

Being kind, healthy, open, responsible and extroverted decreases the chances of 

becoming suicidal 

Cognitive traits 

People with cognitive rigidity have a higher risk of becoming suicidal.  

Attitude  

Having an affirmative attitude towards suicidality increases the likelihood of suicidal 

ideation 

�x External factors  

Negative life experiences  

People with stressful lives have a higher risk of becoming suicidal. 

Family factors  

People who have experienced family instability and problematic child-rearing styles or 

suffered child abuse or neglect have higher risks of becoming suicidal. 
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�x Social and environmental factors 

Research shows that the online social media are possible agents that popularise suicide. 

�x Culture.  

Cultural �H�Q�Y�L�U�R�Q�P�H�Q�W�V���F�D�Q���L�Q�I�O�X�H�Q�F�H���L�Q�G�L�Y�L�G�X�D�O�V�·���D�W�W�L�W�X�G�H�V���W�R�Z�D�U�G�V���V�X�L�F�L�G�D�O���E�H�K�D�Y�L�R�X�U 

 

Accessing Self-Harm  

Self-harm, even NSSI, is a critical behaviour that CPs must assess as it could still lead to attempted 

suicide and loss of life. CP may encounter clients who have self-harm ideation and have harmed 

themselves in the past, either as new clients or ongoing clients who did not show any signs of 

self-harm behaviours but develop them later. Clients might suddenly harm themselves or 

experience self-harm ideation between weekly sessions. Clients who are manipulative might also 

send messages containing suicidal threats to the CP.  

 

In a CT setting, CPs might receive chat messages, telling them about a self-harm episode or 

ideation. However, CP must also be sensitive to the earliest signs of self-harm. Clients may only 

imply they are engaged in self-harm behaviour. For example, chat m�H�V�V�D�J�H�V���O�L�N�H���´�,���F�D�Q�Q�R�W���V�W�D�Q�G��

�W�K�L�V���D�Q�\�P�R�U�H���µ���R�U���´�1�R�E�R�G�\���Z�D�Q�W�V���P�H���K�H�U�H���µ���Z�L�O�O need further investigation. CPs need to take these 

statements seriously. Do not dismiss any self-harm threats or ideation even if the CP has a 

suspicion that it might only be a manipulative behaviour or that the client is not serious about it. 

The literature suggests that while manipulative people might make self-harm threats as attention 

seeking, the chances of them having suicidal intentions are also high (Dear et al., 2000). Given the 

risk, such a threat should not be dismissed. The first response to such findings is to assess the 

situation. CPs are encouraged to not hesitant to ask questions about suicidal thoughts 

 

Carr and McNulty (2016) have provided an immediate comprehensive assessment that can be 

�G�R�Q�H���W�R���J�H�W���D�Q���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���D�E�R�X�W���F�O�L�H�Q�W�·�V���V�H�O�I-harm behaviour. The author has created two sets 

of interview questions: one is suitable for clients who have already harmed (in a failed attempted 

suicide or a manifestation of NSSI), and the other one is suitable for clients without previous 

experience of harming themselves but with the idea to do so. The two sets of interview questions 

are provided below. 

 

�x Clients with a history of self-harm 

- How did you reach the decision to harm yourself and what alternatives did you consider? 

- To what extent did you act on impulse, without thinking, when you harmed yourself?  

- Did you have a plan to harm yourself and what preparations had you made? 

- How exactly did you harm yourself?  

- When did this happen? 
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- Did you believe the method of self -harm was lethal and that nothing could be done to 

save you if you were discovered? 

- Did you let others know about your plan to harm yourself or were you secretive? 

- Did you write a letter to anyone explaining why you are harming yourself? 

- What happened afterwards and how did you survive? 

- Do you regret having survived? 

 

�x Clients with self-harm ideation with no history of self -harm 

- How would harming yourself solve the problems you now face, and can you see any 

alternatives right now? 

- If you harm yourself in future, are you likely to do this impulsively without thinking?  

- Which is stronger right now on a scale of 1 to 10, your will to live or your will to die?  

- Do you have a plan to harm yourself? 

- What preparations have you made to harm yourself? 

- How exactly will you harm yourself? 

- When do you think this will happen? 

- Do you believe the method of self -harm is lethal and that there will be nothing anyone 

can do to save you if you are discovered? 

- Will you let others know about your plan to harm yourself or will you keep it a secret?  

- Will you write a letter to anyone explaining why you are harming yourself?  

- If you survive, will you regret this? 

 

Through this interview, the CP could get a better understanding about what actually happened 

with the clients and determine the best way to respond to the scenario. A thorough protocol 

intended for use in response to such a scenario can be found in the next section.  

 

Other considerations in assessing self-harm are the dynamic and static risk factors. Static risk 

factors are defined as those that do not change or change only in one direction. One example of 

this would be age and self-harm history. Static risk factors are rigid in the sense that once a client 

meets the conditions of one category of static risk factors, the client can be put in the risk 

category. Dynamic risk factors are factors that can change throughout the life course. Examples 

could include unemploymen t and peer group influences (McLeod, 2012). Unlike static risk factors, 

dynamic risk factors are modifiable; clients can dynamically move from high risk to low risk, 

depending on the circumstances. It is the job of the CP to assess these dynamic factors. 
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Self-Harm in CT �³ A Protocol  

As discussed, a CP could face two possible scenarios for self-harm during the process of CT. This 

section discusses the scenarios and how the CP could respond. 

 

Protocol Stage 1 �² Calm the Client and Assess Their Safety.  

The first thing the CP should do when encountering self-harm messages whether explicit or 

implicit, is to stay calm. The CP should not panic or dismiss it, or even refer the client directly to 

other services (such as emergency services) but rather attend to it and validate and affirm the 

�F�O�L�H�Q�W�·�V�� �F�R�X�U�D�J�H�� �W�R�� �W�D�O�N�� �D�E�R�X�W�� �W�K�H�L�U�� �G�L�I�I�L�F�X�O�W�L�H�V���� �8�V�H�� �W�K�H�� �F�R�X�Q�V�H�O�O�L�Q�J�� �Wechniques described in 

Chapter 9 (p. 96) to calm the client or grounding techniques to prevent emotional outbursts that 

could potentially be harmful fo r the client.  

 

Depending on the situation and the communication dynamics with the client, the CP is advised 

�W�R�� �D�V�V�H�V�V�� �F�O�L�H�Q�W�·�V���V�D�I�H�W�\�� �L�Q�� �W�H�U�P�V�� �R�I�� �W�K�H�L�U���V�R�F�L�D�O�� �V�X�S�S�R�U�W�V���� �(�Q�T�X�L�U�H�� �Z�K�H�W�K�H�U�� �W�K�H�� �F�O�L�H�Q�W�� �K�D�V�� �I�D�P�L�O�\��

�Z�K�R���F�D�Q���S�U�R�Y�L�G�H���V�X�S�S�R�U�W���R�U���D�U�H���D�Z�D�U�H���R�I���W�K�H���F�O�L�H�Q�W�·�V���V�L�W�X�D�W�L�R�Q���� 

 

Protocol Stage 2 �³ Emergency Contact  

At this stage, the CP is advised to obtain information about emergency contacts who can be 

contacted if needs be. For ongoing clients, the CP should already have acquired these at the 

registration stage. However, if the client is in the initial or first co ntact stage, the CP will need to 

get the information as soon as possible. The CP is advised to wait until the client is in a calmer 

state before asking for emergency contacts. Emergency contacts can be used if the CP believes 

that the client is at risk.  

 

Protocol Stage 3A �³ Referral  

The participants in the research for this manual came to a consensus that CT is not suitable for 

clients who are in crisis. This means that CPs who assess that a crisis is occurring need to inform 

the emergency contact and also refer the client to the nearest health facility. Not all clients who 

report self-harm activities and ideation need this emergency response. Doing so might damage 

the therapeutic relationship and possibly breach the code of ethics for psychotherapy. However, 

failing to report an emerg ency could result in charges of negligence. Therefore, the CP must 

assess the situation and whether it is an emergency. The most common understanding of an 

emergency is that there is an imminent risk of self-harm by a client.  

 

Bond, Brewer & Mitchels (2009) have suggested that CPs need to assess whether clients 

understand the potential consequences of their intended actions and are at high risk of knowingly 

harming themselves through their actions or whether they lack the mental  capacity and are at 
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high risk of self-harm unknowingly. Indicators of a lack of mental capacity are: 1) difficulty with 

recall or memory loss, 2) disorientation, 3) deterioration in personal presentation or mood and 

social withdrawal, 4) limited ability to interact with other s, 5) lack of mental flexibility; 6) problems 

with simple calculations American Bar Association & American Psychological Association (2021). 

A client can be said to be at imminent risk if the CP believes that client will self-harm in the 48 

hours following  the communication (Hirschfeld & Russell, 1997). In this scenario, it is justified for 

the CP to breach confidentiality. 

 

Protocol Stage 3A does not mean that all clients with histories of self-harm need to be referred 

directly to the nearest health facility by the CP. CPs are reminded to follow the Stage 1 protocol, 

which is calming the client and listening to them referring them only when the client  is calm. 

Direct referral is only suitable for clients in a crisis.  

 

Protocol Stage 3B �² Assessing the State of Clients with Only Self -Harm Ideation.  

Once the client is calm, the CP could perform an assessment, as discussed in the previous section. 

CPs are encouraged to use careful wording to make sure clients feel they can open up and actually 

feel relieved that they were able to talk to somebody about  their self-harm activities or ideations. 

�)�U�R�P���W�K�H���U�H�V�S�R�Q�V�H�V���L�Q���W�K�H���L�Q�W�H�U�Y�L�H�Z�����W�K�H���&�3���F�D�Q���G�H�W�H�U�P�L�Q�H���W�K�H���V�H�U�L�R�X�V�Q�H�V�V���R�I���W�K�H���F�O�L�H�Q�W�·�V���L�Q�W�H�Q�W�L�R�Q��

to engage in self-harm. Four possibilities at this stage include: 1) the client was feeling so 

emotional they said things that they did not mean and has now regained control and is not going 

to follow through on their previous intention, 2) the client was being manipulative and did not 

really intend to hurt themselves at all, 3) the client is more likely to carry out NSSI rather than a 

suicide attempt, 4) the client is serious about hurting themselves and needs further appropriate 

help. 

 

�)�X�U�W�K�H�U���F�R�P�P�X�Q�L�F�D�W�L�R�Q�V���D�Q�G���D�V�V�H�V�V�P�H�Q�W�V���D�U�H���Q�H�H�G�H�G���W�R���G�H�F�L�G�H���Z�K�H�W�K�H�U���W�K�H���F�O�L�H�Q�W�·�V���L�Q�W�H�Q�W���I�D�O�O�V��

into the second, third, or fourth category. To make these assessments, CPs can refer to Carr and 

�0�F�1�X�O�O�\�·�V�����������������L�Q�G�L�F�D�W�R�U�V���R�I���W�K�H���V�L�J�Q�L�I�L�F�D�Q�F�H���R�I���F�O�L�H�Q�W�V�·���V�H�O�I-harm ideations. Additional indicators 

were discussed with the CPs who participated in the research for this manual. The combined list 

is provided in table below 
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Aspect High Risk (Suicide)  Low Risk / NSSI Notes  
Please note that to be categorised as high risk, clients do not need to fulfil all criteria. Even one indicator of significant suicidal 
ideation should be enough for the CPs to refer the clients. 
General 
Characteristics 
 

�x Tends to have made detailed 
plans including when, where, and 
using what method  

�x Tends to have designed the plans 
in such a way that no one could 
find them  

�x A final letter has been written 

�x No plan 
�x Tends to plan in such a way that 

somebody will find them: 
especially the person they are 
looking for attention from.  

Clients with significant intentions may 
act spontaneously without any 
planning. This possibility arises when 
the client is emotional and sees an 
object that could help them to achieve 
their intention.  

Implementation 
Methods 

�x Lethal, for example, using a 
weapon, hanging, jumping from a 
height  

Nonlethal, for example, cutting or 
using cigarettes 

 

Triggers �x Significant stressful situations 
that involve feelings of loss. For 
example, losing a job, family, or 
partner 

�x Deep feelings of shame 

�x Romantic problems 
�x Disputes with partners 

CPs need to assess the complexity of 
the problems experienced. For 
example, a client who is experiencing 
complex and prolonged romantic 
problems may engage in serious self-
harm. 
However, loss does not always lead to 
serious self-harm. This depends on the 
�F�O�L�H�Q�W�V�·���S�H�U�F�H�S�W�L�R�Q�� 

Motivation  �x To end a state of unbearable 
stress 

�x Trying to change personal 
circumstances that are not as 
expected 

�x Related to a perfectionist 
personality 

 

History �x Has a history of self-harm, 
bullying, abuse, difficult 
childhood, and loss 

�x None  
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Table 4 �² Self Harm - High Risk vs Low Risk  

Aspect High Risk (Suicide)  Low Risk / NSSI Notes  
Family Factors �x Has a history of self-harm, 

bullying, abuse, difficult 
childhood and loss 

�x None  

Demographics �x Greatest risk in males 
�x Low socioeconomic status  

�x Greatest risk in females 
�x Middle -upper socioeconomic 

status 

 

Collaborative 
Attitude  
(Additional 
finding from 
research for 
manual) 

�x Still willing to communicate and 
have a two-way conversation 
about the situation  

�x Tends to ignore or be resistant to 
any intervention given by the CP 

 

Communication 
Style 
(Additional 
finding from 
research for 
manual) 

�x  �x Tends to be dramatise the 
situation and make threats 

�x Wants an immediate response 
outside of scheduled times.  
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Protocol Stage 4 �³ Determination  

In Stage 4, the CP determines whether they should continue the CT session or choose referral 

instead. Following Protocol 3B which lists four possible situations, the Stage 4 protocol provides 

three possibilities.  

 

1. The client has become calm. 

If the client initially intended to hurt themselves but has now calmed down, the CP can offer 

a follow-�X�S���&�7���V�H�V�V�L�R�Q���W�R���U�H�J�X�O�D�W�H���W�K�H���F�O�L�H�Q�W�V�·���E�H�K�D�Y�L�R�X�U�� 

 

2. Manipulative/NSSI 

If the CP believes the self-harm intent fall into the category of manipulative behaviour or 

potential NSSI, the CP could also offer further CT sessions to continue the therapy.  

 

3. Serious intent 

If the CP believes that the client is at serious risk of injuring themselves, the CP is advised not 

to continue with CT and, instead, refer this client to either the emergency or psychiatric 

services or for a face-to-face session with the CP as in Stage 3B of the protocol. The clients 

must be calm before the referral takes place.  
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Diagram 2 �² The Protocol Clients with Self-Harm 
 

  

Protocol Stage  1 
Calm the client 

Assess client safety 

Protocol Stage  2 
Emergency response 

Has already hurt themselves Has not hurt themselves 
Tendency to hurt 

themselves 

Protocol Stage  3A 
Referral 

Protocol Stage  3B 
�$�V�V�H�V�V���F�O�L�H�Q�W�·�V���P�H�Q�W�D�O��

state 

Protocol Stage  4 
Calmed Down 

Protocol Stage  4 
Manipulative/ 
Potential NSSI 

Protocol Stage  4 
Client with serious self- 

harm/Suicidal 
tendencies 

CT Continues 

The CP detects self-harm intent/suicidal behaviour  

Emergency 
event 

Non-emergency 
event 

Call emergency contact 
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Chapter 9 �³  CT Stages for Indonesian Millennial s and Gen Z with Minor Depressi on  

 

This chapter discusses the stages for conducting CT with Indonesian millennials and Gen Z with 

Minor Depressive Disorder. It is crucial to have read and understood the previous chapters as this 

chapter refers to these chapters.  

 

To avoid misunderstandings, these terms are used in Chapter 8. 

1. CT refers to chat telepsychotherapy. 

2. CP refers to an Indonesian clinical psychologist. 

3. Client refers to an Indonesian Gen Z or millennial who experiences mild depression. Any 

differences between these two generations are discussed. 

 

First Contact  

It is crucial for CPs to understand that clients who have made contact and asked for CT have 

realised that they need help. This needs to be emphasised as, in general, it is not easy for 

depressed people to seek help. They often choose to remain silent and might not have the 

motivation to do anything and would rather stay at home and do nothing. Furthermore, CPs must 

be careful in their actions because the clients are in fragile mental states. Considering that this 

initial communication is via chat, these clients can leave the chat at any time, without warning.  

 

At first contact, the first important thing for the CP to do is to respond to the client as quickly as 

possible. It can be very reassuring for the client if the CP responds immediately, even though this 

cannot always be the case. CPs who offer their services on a certain fixed schedule can answer 

incoming first contact messages immediately. CPs who do not have a certain fixed schedule and 

�F�D�Q�Q�R�W�� �D�Q�V�Z�H�U�� �F�O�L�H�Q�W�V�·�� �P�H�V�V�D�J�H�V�� �L�P�P�H�G�L�D�W�H�O�\�� �V�K�R�X�O�G�� �V�H�Q�G�� �D�X�W�R�P�D�W�L�F�� �U�H�S�O�L�H�V���� �7�K�L�V�� �L�V�� �Z�K�H�U�H�� �L�W�� �L�V��

important for CPs to use chat applications that can send automatic replies so the clients know 

that they have contacted the right number. The automatic reply message should contain 

information about the CT services offered as well as a calming message and a polite apology for 

not replying immediately.  

 

Given the multicultural setting of Indonesia, CPs may be contacted by clients who speak languages 

�R�W�K�H�U���W�K�D�Q���,�Q�G�R�Q�H�V�L�D�Q�����,�I���W�K�L�V���K�D�S�S�H�Q�V�����S�O�H�D�V�H���U�H�I�H�U���W�R���W�K�H���V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�/�D�Q�J�X�D�J�H���D�Q�G��

�&�7�µ���I�R�U���Z�D�\�V���W�R���D�S�S�U�R�S�U�L�D�W�H�O�\���D�G�G�U�H�V�V���W�K�L�V���L�V�V�X�H���� 
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CPs must remember that millennial and Gen Z clients often engage in rather casual 

communication. As discussed earlier, such clients expect friendly and quick responses. Therefore, 

avoid messages that are too rigid and formal and respond to their messages as soon as possible. 

Also ensure that they are addressed using an appropriate title.  

 

CPs then need to find out what the client  wants. This can be done using two methods. The first 

method is through the ongoing chat, while the second method is using electronic forms that can 

be shared with the clients. In the first method, CP could continue the ongoing conversation, 

provide small talks and ask the clients directly about their expectations of the therapy. Implicitly, 

CPs could be sensitive towards the client chat content and behaviour and make assumption in 

regards to their expectation. For example, if the client sends long messages in the session, that 

could indicate that the client  wants to be heard. Direct questions from the cl ient might suggest 

that they expect a solution. The advantage of the first method is that the exchange of chat 

messages can be used to develop rapport through small talk to break the ice. However, this will 

take longer. The advantage of the second method is speed. The CP can do other activities while 

the clients are completing the electronic form. As the rapport will n ot be established by filling in 

the form, the CP who chooses the second option may wish to establish some initial rapport before 

the electronic form is sent. 
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Regardless of the option chosen, CPs are expected to have a template containing questions that 

must be asked of the client. The CP who chooses the first option, will either need to remember 

the questions or have two applications open simultaneously (i.e., chat and notes) to copy and 

paste the questions from the template into the chat. These questions need to be asked of the 

clients either in the chat or in the electronic form:  

 

1. Name, age, and gender 

2. Ethnicity and whether clients follow their ethnic traditions  

3. The problems experienced 

4. Physical or mental symptoms experienced 

5. Purpose for doing CT 

6. Whether or not they h ave had psychological therapy before. If they have, when and what 

was it about? What was the outcome of the therapy? 

7. Whether or not they have pursued psychological therapeutic intervention using chat 

before? If they have, when and what was it about? How was their prior experience with 

chat therapy? What was the outcome of the intervention? 
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From the responses, CPs will obtain information about the following: 

 

a. Cultural Elements 

From the responses to Questions 1 and 2, the CP can obtain information about the cultural 

background of the client. Although this manual focuses on millennials and Gen Z, ethnicity 

must still be taken into account. Addressing clients using ethnically appropriate forms of 

address can help the CPs to build rapport. 

 

b. Initial hypothesis, suitability, and ability of the CP to help the client.  

�)�U�R�P���W�K�H���U�H�V�S�R�Q�V�H�V���W�R���4�X�H�V�W�L�R�Q�V�������W�R���������W�K�H���&�3�V���F�D�Q���G�H�U�L�Y�H���L�Q�L�W�L�D�O���K�\�S�R�W�K�H�V�H�V���D�E�R�X�W���W�K�H���F�O�L�H�Q�W�·�V��

issues. This information about CT contained in this manual could be applied with other mental 

health conditions, however Chapters 5, 6, and 8 are specifically focused on Indonesian 

millennial and Gen Z clients with mild depression and are only applicable with these clients. 

�)�X�U�W�K�H�U�P�R�U�H�����L�I���W�K�H���F�O�L�H�Q�W�·�V���L�V�V�X�H�V���D�U�H���G�H�H�P�H�G���W�R���E�H���V�H�Y�H�U�H�����W�K�H���&�3���L�V���D�G�Y�L�V�H�G���W�R���U�H�I�H�U���W�K�H���F�O�L�H�Q�W��

for face-to-face psychotherapy. 

 

�5�H�V�S�R�Q�V�H�V�� �W�R�� �4�X�H�V�W�L�R�Q�V�� ���� �W�R�� ���Z�L�O�O�� �D�O�V�R�� �L�Q�I�R�U�P�� �W�K�H�� �&�3�� �Z�K�H�W�K�H�U�� �R�U�� �Q�R�W�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �L�V�V�X�H�� �L�V��

strongly related to their culture. As previously discussed (see Chapter 4���� �´�&�X�O�W�X�U�H�� �D�Q�G�� �&�K�D�W��

�7�H�O�H�S�V�\�F�K�R�W�K�H�U�D�S�\���µ���S���������������L�V�V�X�H�V���W�K�D�W���D�U�H���V�W�U�R�Q�J�O�\���U�H�O�D�W�H�G���W�R���F�X�O�W�X�U�H���P�L�J�K�W���E�H���E�H�V�W���K�D�Q�G�O�H�G��

by more suitable professionals. Should a referral to another professional be the best way to 

help the client, the CP is advised to assist the clients by providing clear guidance on who to 

contact and how. 

 

The response to Question 5 can help CPs to determine whether or not CT is suitable for the 

client. It is possible that the client might only need psychoeducation that is quick and practical 

and is not interested in undertaking CT which tends to be longer. There is also the possibility 

that client just needs to be listened to and is not seeking therapy. In either case, the methods 

in this manual will not be appropriate and the CP offer a consultation or  counselling via chat 

(see p. 7). These two forms of intervention are not discussed in this manual. 
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c. History of Face-to-face and CT Therapy 

�5�H�S�R�Q�V�H�V���W�R���4�X�H�V�W�L�R�Q�V�������D�Q�G�������F�D�Q���S�U�R�Y�L�G�H���W�K�H���&�3���Z�L�W�K���D�Q���R�Y�H�U�Y�L�H�Z���R�I���W�K�H���F�O�L�H�Q�W�·�V���W�K�H�U�D�S�H�X�W�L�F��

history, whether face-to-face or chat based. The therapeutic history will give the CP 

information about the �F�O�L�H�Q�W�·�V�� �F�X�U�U�H�Q�W�� �D�Q�G�� �S�U�H�Y�L�R�X�V�� �P�H�Q�W�D�O�� �K�H�D�O�W�K���� �D�Q�\�� �S�U�H�Y�L�R�X�V�� �G�L�D�J�Q�R�V�H�V����

and how those disorders have been treated. Responses to questions about previous chat-

�E�D�V�H�G���S�V�\�F�K�R�O�R�J�L�F�D�O���L�Q�W�H�U�Y�H�Q�W�L�R�Q�V���Z�L�O�O���J�L�Y�H���W�K�H���&�3���L�Q�I�R�U�P�D�W�L�R�Q���U�H�J�D�U�G�L�Q�J���W�K�H���F�O�L�H�Q�W�·�V���S�U�H�Y�L�R�X�V��

experiences. If they had a negative experience, the CP can try not to cause a repeat of the 

same bad experience.  
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Another important thing that should not be missed in the first contact is the risk assessment. This 

is very important as CPs might be contacted by clients with self-harm tendencies. To conduct a 

risk assessment, the CP is advised not to include such sensitive questions within the electronic 

form but rather to di scuss this with the client directly . CPs are advised to have an open 

communication and design careful questions to find out if the client shows signs of self -harm. 

While doing so, CPs could also provide psychoeducation to the clients about self-harm and how 

to best respond to such a situation if it arises. It is essential for the CP to not label self-harm 

behaviour as negative but rather provide an understanding of the prevalence of self-harm 

behaviour and how people often do it to cope with stressful situa tions. 

 

Chapter 8 (pp. 71) is dedicated to a discussion of self-harm. As a quick guideline, risk assessment 

in the CT setting includes: 1) whether clients have a current tendency to or a history of self-harm, 

and 2) if the client has these, where they are on the continuum of self -harm. Different scenarios 

of self-harm require different responses. Chapter 8���� �V�S�H�F�L�I�L�F�D�O�O�\�� �V�H�F�W�L�R�Q�� �´�6�Hlf-Harm in CT�³ A 

�3�U�R�W�R�F�R�O�µ�����S��������), offers a guide for CPs on this topic. 

 

Administration and Informed Consent  

CPs who deem the clients suitable for CT can then proceed to the administration and informed 

consent stages. The main purpose of these two stages is to create agreement between the CP and 

the client on how the CT will be conducted. As the client comes from a generation that tends to 

be assertive, they are expected to want to know the full details of the CT.  

 

When it comes to practical matters, clients want to know how many sessions the treatment will 

require, how the CT sessions will work in the future, and what they can and cannot expect. It is 

also recommended to explain in detail the advantages and disadvantages of CT. Another 

important aspect is data confidentiality. Information regarding confidentiality can be f ound in the 

�V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�&�R�Q�I�L�G�H�Q�W�L�D�O�L�W�\�µ�����S��������). 

 

When it comes to the therapy, clients want to know what type of therapy they can expect in CT. 

CPs can describe the stages of therapy. As an additional option, CPs can also provide information 

about the theoretical perspective of the therapy.  

 

Finally, clients want to know what activities will occur within each session. Although it is unlikely 

that the CP will fully understand the client's issue at this stage, they should be able to give a 

general overview of each session. CPs can talk about the tasks that may be assigned and their 

purposes. 
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It is to be noted that in this manual, all these aspects are predetermined. The therapy that is used 

in this manual is cognitive behaviour therapy (CBT). The main stages of the therapy could be found 

�L�Q���7�D�E�O�H�������´�6�X�P�P�D�U�\���R�I���&�7���6�W�D�J�H�V���I�R�U���0�L�O�O�H�Q�Q�L�D�O���D�Q�G���*�H�Q��Z Clien�W�V���Z�L�W�K���0�L�O�G���'�H�S�U�H�V�V�L�R�Q�µ�����S����������).  

 

As a closure for these stages, the CPs can provide two documents for clients. The first document 

�L�V���W�K�H���´�,�Q�L�W�L�D�O���7�K�H�U�D�S�\���3�O�D�Q�µ���Z�K�L�F�K���F�R�Q�W�D�L�Q�V���L�Q�I�R�U�P�D�W�L�R�Q���D�E�R�X�W���W�K�H���Q�X�P�E�H�U���R�I���V�H�V�V�L�R�Q�V�����W�K�H���J�R�D�O�V��

for each session, and the tasks to be given. It is recommended that in this first document, the CP 

emphasises that the proposal is subject to change at any time if necessary. The second document 

�L�V�� �W�K�H�� �´�,�Q�I�R�U�P�H�G�� �&�R�Q�V�H�Q�W�µ�� �G�R�F�X�P�H�Q�W�� �Z�K�L�F�K�� �F�R�Q�W�D�L�Q�V�� �L�Q�I�R�U�P�D�W�L�R�Q�� �D�E�R�X�W�� �&�7�� �D�Q�G�� �L�W�V�� �W�H�F�K�Q�L�F�D�O��

implementation.  

 

Scheduling and Payment  

CPs are advised to consider two options in regard to scheduling and payment. Option 1 is for a 

predetermined schedule. For this kind of arrangement, the CP can discuss the best times for the 

sessions and how far apart each session should be. Some CPs think sessions should be weekly and 

others fortnightly. Option 2is to decide a time for the next session at each session. This option is 

more suitable for client s who want to have more flexibility for any reason, for example, because 

they need different amounts of time to implement any therapeutic assignments from the CP or 

for the assignments to have an effect. Another consideration might be that some clients simply 

cannot afford to attend weekly sessions. 

 

Similarly to the scheduling, CPs are advised to offer two main options for payment. Option 1 is for 

clients to pay per session, and Option 2 is to compile a payment plan with the client paying in 

advance for a number of sessions. Scenarios for clients with economic difficulties or who simply 

cannot afford the therapy are discussed in the section in Chapter 3�����´�)�H�H�V�µ�����S��������). 

 

�:�K�H�Q���W�K�H�V�H���P�D�W�W�H�U�V���D�U�H���D�J�U�H�H�G�����W�K�H���&�3���F�D�Q���W�K�H�Q���S�U�H�S�D�U�H���D�Q�G���J�L�Y�H���W�K�H���F�O�L�H�Q�W���W�K�H���´�,�Q�L�W�L�D�O���7�U�H�D�W�P�H�Q�W��

�3�O�D�Q�µ���D�Q�G���´�,�Q�I�R�U�P�H�G���&�R�Q�V�H�Q�W�µ���G�R�F�X�P�H�Q�W�V�����7�K�H���L�Q�L�W�L�D�O���W�U�H�D�W�P�H�Q�W���S�O�D�Q���L�V���X�V�H�I�X�O���W�R���K�H�O�S���W�K�H���F�O�L�H�Q�W��

understand how the treatment would proceed. The CP needs to mention that the initial treatment 

plan is only based on the initial form and is subject to alteration as the therapy progresses. In 

practice, considering that CT will be done online, all this information should be provided to clients 

in an electronic form. Where possible, the CP should choose a platform that provides the client 

with the option to sign electronically. The following are examples of initial treatment plans and 

informed consents:  
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Initial Treatment Plan  
This is the initial treatment plan for Daisy. It is understood that this plan could still be amended depending on the situati on.  

Stages # 
Session 

Rationale  Aim  Intervention  

Assessment 1 �² 2 To gather complete 
�L�Q�I�R�U�P�D�W�L�R�Q���D�E�R�X�W���F�O�L�H�Q�W�·�V��
problem 

To know more about the 
�U�R�R�W���R�I���F�O�L�H�Q�W�·�V���S�U�R�E�O�H�P��
and also to become 
�I�D�P�L�O�L�D�U���Z�L�W�K���F�O�L�H�Q�W�·�V��
current environment  
 

Behavioural activation for urgent 
problems 

Emotional 
Intervention 

3 - 5 Emotion as the main 
�F�R�P�S�R�Q�H�Q�W���R�I���F�O�L�H�Q�W�·�V���S�U�R�E�O�H�P 

To teach emotional 
regulation skills 

Psychoeducation about emotions 
 
Possibly meditation and 
assertiveness to help with 
emotional regulation  

Cognitive 
Intervention 

2 �² 4 Explore and address thoughts 
�D�V���F�R�Q�W�U�L�E�X�W�R�U�V���W�R���W�K�H���F�O�L�H�Q�W�·�V��
difficult emotions  

To understand and 
�S�R�V�V�L�E�O�\���P�R�G�L�I�\���F�O�L�H�Q�W�·�V��
thoughts that lead to 
difficult emotion  
 

Assignments about automatic 
thoughts  
Dysfunctional thoughts will be 
assessed and modified  

Strengthening 2 �² 3 New skills that need to be 
strengthened 

To strengthen the skills 
that have been taught 
during the sessions 

Similar assignments as before or 
discussion of the process and the 
outcomes of previous 
assignments  
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Information Sheet and Consent Form  

for Chat Telepsychotherapy  

 

Thank you for considering chat telepsychotherapy as an avenue to address your current 

difficulties. The fact that you are considering therapy means that you have a great desire to 

improve your mental health and that is very important. This document contain s information about 

chat telespychotherapy to help you understand what will happen in this therapy, and a consent 

form. It is very important for you to understand exactly what chat telepsychotherapy is like and 

what you can expect from this therapy. Please read the information below carefully. Please ask if 

anything is not clear. 

_____________________________________________________________________________________ 

 

Definition of Chat Telepsychotherapy (CT)  

Chat telepsychotherapy is a therapeutic online synchronous text-based communication (chatting) 

relationship that is curative in nature with the aim of providing help for clients who suffer from 

mental health problems or are in need of guidance to improve their lives.  

 

Scope of CT 

�x CT can only be conducted for disorders that fall into the mild category and the severity of the 

disorder will be assessed professionally by the psychologist. 

�x CT is not the same as and cannot replace face-to-face therapy. 

�x CT will never result in a diagnosis. Information about any disorder will only include tendencies. 

If the client needs a diagnosis, then the client must undertake face-to-face therapy. However, 

CT could work with official diagnoses previously given to the clients.  

�x �&�7�� �L�V�� �X�Q�G�H�U�W�D�N�H�Q�� �E�\�� �W�K�H�� �F�O�L�H�Q�W�� �D�Q�G�� �S�V�\�F�K�R�O�R�J�L�V�W�� �W�R�� �L�P�S�U�R�Y�H�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �P�H�Q�W�D�O�� �K�H�D�O�W�K�� �L�Q��

relation to the issues that the client is currently experiencing. CT does not guarantee that any 

improvement but the interventions provided in CT are professional and evidence-based 

interventions based on existing best practice.  

 

How is CT Conducted?  

CT is conducted by both the psychologist and the client sending chat messages through a 

mutually agreed upon application. In CT, the psychologist will mostly only reply and send 

messages via chat but clients can also use features such as voice-notes to send messages. 

Communication through these chat messages will be therapeutic with the aim to improve the 

�F�O�L�H�Q�W�·�V���P�H�Q�W�D�O���K�H�D�O�W�K�����'�X�U�L�Q�J���W�K�H�U�D�S�\�����W�K�H���S�V�\�F�K�R�O�R�J�L�V�W���P�D�\���V�H�Q�G���G�R�F�X�P�H�Q�W�V���V�X�F�K���D�V���Z�R�U�N�V�K�H�H�W�V����

reading materials, or links to videos or certain webpages that the psychologist thinks will help the 

client. 
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Recommended Setting for CT  

For CT It is recommended that clients find a well-lighted place where they feel comfortable and 

able to focus without distractions. It is not recommended that clients undertake other activities 

during therapy sessions as it might affect the effectiveness of the therapy. It is also recommended 

that clients maintain a sitting position to ensure the focus throughout the sessions.  

 

Identity and Emergency Contact  

In CT, the clients cannot choose to be anonymous. CT is a serious form of intervention the identity 

of the clients is very important. Clients are asked to show proof of identity to the psychologist by 

sending three documents: 1) photo of identity card; 2) personal photograph; 3) photograph 

holding identity card. Finally, clients will be asked to provide the contact number of an emergency 

contact person. If the clients are not comfortable providing this information, then the CT cannot 

proceed. This information is subject to confidentiality, as discussed in the next section. The identity 

information will be used for administration, documentation, and as supporting information for 

the therapy. 

 

Confidentiality  

Confidentiality in CT is divided into two parts, namely 1) confidentiality of identity, and 2) 

confidentiality of psychotherapeutic content. The chat application used for CT must have a high 

level of security, where messages sent between the CP and the client can only be read by the CP 

and the client. Furthermore, the CP and client are required to keep the messages during therapy 

from being read by other parties in any form unless the content requires confidentiality to be 

broken.  

�x The therapeutic process can also involve other applications such as email. The email program 

used also needs to be secure. 

�x All identity -sensitive documents that the client provides to the psychologist during the CT 

process will be downloaded and stored in an encrypted electronic folder.  

�x Despite all the efforts above, there is no way to guarantee complete confidentiality of data. 

This is because the therapy will be carried out through online applications that have their own 

servers that are not controlled by either the psychologist or the client. There are still 

possibilities of data leakage. 

�x �7�K�H���S�V�\�F�K�R�O�R�J�L�V�W���P�D�\���G�L�V�F�O�R�V�H���W�K�H���F�O�L�H�Q�W�·�V���L�G�H�Q�W�L�W�\���L�I�����������W�K�H���F�O�L�H�Q�W���K�D�V���W�K�H���S�R�W�H�Q�W�L�D�O���W�R���F�D�U�U�\��

out activities that endanger themselves and others; 2) the psychologist has sufficient evidence 

to assume that the client has broken, or is going to break, the law; or 3) the client's identity 

or psychotherapeutic data is lawfully requested by the authorities. 
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Cultural and Language Aspects in CT  

Given the diversity of cultures that exist in Indonesia, it is likely that the psychologist and client 

have different cultural affiliations. Here are some considerations regarding this: 

�x CT is not an ideal place to consult on ethnicity, religion, and race (SARA) issues. Clients who 

want to gain more knowledge about SARA are encouraged to consult a SARA expert. 

�x �,�I���F�X�O�W�X�U�D�O���D�V�S�H�F�W�V���V�R�P�H�K�R�Z���F�R�Q�W�U�L�E�X�W�H���W�R���D���F�O�L�H�Q�W�·�V���L�V�V�X�H�����W�K�H���S�V�\�F�K�R�O�R�J�L�V�W���Z�L�O�O���E�H���Y�H�U�\���F�D�U�H�I�X�O��

not to intervene in the cultural aspects but rather look into the psychological framework of 

the culture to facilitate a neutral discussion. This may be different if the psychologist and the 

client are from the same cultural backgrounds and the psychologist has enough knowledge 

about this cultural aspect.  

�x Regardless, humans are culturally constituted. The psychologist will acknowledge, respect and 

facilitate any cultural aspects that the clients might introduce during the course of the 

therapy. 

�x Unless approved by both parties, the language of CT is Bahasa Indonesia. If the psychologist 

and the client are willing and comfortable to use a regional language, this can be mutually 

agreed. 

�x If the psychologist and client cannot communicate due to language barriers, either the 

psychologist or the client might seek a third party who can translate the messages in the 

psychotherapy so they can be understood by both parties. Should this happen, another 

informed consent to maintain the confidentially between the CP, the client, and the third -

party translator, will need to be signed.  

 

Commitment and Collaboration within CT  

The success or effectiveness of CT dependant on many factors. However,  it is very important for 

the psychologist and client to commit to and collaborate in CT to increase the success rate of CT. 

Some important points are as follows: 

�x Both the psychologist and the client will commit to the agreed to schedule of sessions.  

�x The psychologist will commit to providing the best therapeutic interventions for the client.  

�x The client will commit to collaborating with the psychologist and carry out the activities and 

assignments that the CPs might assign for the benefit of the client. The activities in question 

are usually given in the form of written assignments or activitie s. 

 

Risky Behaviour  

If, in the CT process, the psychologist believes that the client will engage in risky behaviour, then 

the psychologist is required to stabilise the situation by carrying out one or both of the following 

interventions: 1) contacting the emergency contact person provided by the client, and 2) directing 

the client to the nearest health facility.  
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Unpleasant behaviour  

If, in the CT process, the psychologist encounters unpleasant behaviour from the client, the 

psychologist will carry out an intervention that aims to reduce or eliminate the unpleasant 

behaviour that has arisen. If this gradual intervention effort doesn't work, the psychologist can 

make an early termination or even report the behaviour to the authorities, if deemed appropriate. 

Examples of unpleasant behaviour are as follows: 

�x Making offensive statements 

�x Making threats 

�x Physical or cyber stalking 

�x �,�Q�V�X�O�W�L�Q�J���E�O�D�V�S�K�H�P�L�Q�J���S�V�\�F�K�R�O�R�J�L�V�W�·�V���H�W�K�Q�L�F�L�W�\�����U�H�O�L�J�L�R�Q���D�Q�G���U�D�F�H�����6�$�5�$���� 

�x Sending inappropriate pictures or videos that are not related to the therapy  

�x Flirting with the psychologist  

 

Technical Delays, Absences, and Schedule Changes  

1. If either the client or the psychologist is unable to attend a session, they must inform the 

other person at least 2 hours before the session. 

2. In this process, a replacement session will also be considered. 

3. If the client arrives late for a session, the session will still finish at the scheduled time without 

any extension. 

4. If the psychologist is not present at the scheduled session without prior notice, the 

psychologist will make contact as soon as possible to arrange new time. 

5. If the client does not attend the scheduled session without prior notice, then the client will 

lose the session. This may impact the effectiveness of therapy so that needs to be considered, 

along with the possibility of extending sessions outside the agreed contract.  

6. If the psychologist cannot fulfil the contractual side of the agreement including the number 

and schedule of sessions and an alternative schedule cannot be agreed, then the client is 

eligible for a refund. 

7. If the client suddenly loses contact in the middle of a therapy session due to technical issues 

such as loss of signal, or a flat battery, the psychologist will try to contact the client using 

alternative means such as email, SMS, voice call or, if justified, call the emergency contact 

person.  

8. If the psychologist suddenly loses contact in the middle of a therapy session, due to a 

technical issue as described above. The client does not need to be concerned and the 

psychologist will follow up with a proposal to reschedule as soon as the technical issue has 

been resolved.  

9. Communication that is made outside scheduled hours may not be replied by the 

Psychologist. Clients who need urgent care could go to the nearest emergency establishment. 

Client could also contact the Mental Health Line by dialling 119 extension 8.  
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Client Rights  

1. The client has the right to receive an intervention that is in accordance with the best practice 

procedure and is aimed to benefit the client.  

2. The client has the right to end the session at any time. 

3. The psychologist will uphold positivity and nonjudgement and aim for consensus in therapy  

4. The psychologist must maintain client confidentiality.  

5. The psychologist will not raise ethnic or religious issues in therapy in a way that is 

inappropriate or unrelated to therapy.  

 

Scheduling  

Below is the scheduling arrangement agreed upon by the psychologist and client. 

 

Payment  

Below is the payment arrangement agreed upon by the psychologist and client. 

 

 

 

 

 

 

 

 

 

CT payment will be made in advance, according to what has been agreed. If there are additional 

sessions outside the first appointment, the clients must make payment first before continuing with 

therapy. 

The sessions will be held (Choose One) :   Weekly   Fortnightly   

Days and Time (Choose One) :   Fixed   Flexible  

Detail of the Schedule (For Fixed Schedule) : 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

The sessions will be paid (Choose One) :   Per Session  Plan Payment  

Detail of the payment  : 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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Chat Telepsychotherapy Technical Details & Consent Sheet 

 

CT Schedule : 

Duration of each session : 

Number of Sessions : 

Cost Per Session : 

Full name : 

Age : 

Address : 

Phone number used for CT : 

Emergency contact number : 

 

By signing this form, you agree that you have read this document carefully and are satisfied with 

the explanations given by the psychologist. By signing this form, you also consent to the 

agreement stated in this document, without coercion.  

 

 

______, ________________, _________ 

 

Date 

 

 

____________________________________________________ 

Client signature 
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Table 5 -  The 5 Ps 

Assessment 

After the administration stage has been completed, the CT sessions can begin. In the initial 

sessions, the CP is advised to complete an assessment with the main purpose of obtaining 

�F�R�P�S�U�H�K�H�Q�V�L�Y�H�� �L�Q�I�R�U�P�D�W�L�R�Q�� �D�E�R�X�W�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �L�V�V�X�H�V���� �7�R�� �X�Q�G�H�U�V�W�D�Q�G�� �F�O�L�H�Q�W�V�·�� �G�L�I�I�L�F�X�O�W�L�H�V�� �L�Q�� �D��

comprehensive manner, it is recommended that CPs adopt the 5P model outlined by Macneil et 

al. (2012). This model aims to explore a psychological case through five major aspects.  

 

Factors Description 
1. Presenting The problem currently experienced by the client 
2. Predisposing Any biological, environmental or personality factors that make the client at risk 

or vulnerable to experiencing the problem  
3. Precipitating Factors or events triggering the existing problem 
4. Perpetuating Factors that perpetuate or worsen the existing problem 
5. Protective �)�D�F�W�R�U�V���W�K�D�W���F�D�Q���S�U�R�W�H�F�W���R�U���L�P�S�U�R�Y�H���W�K�H���F�O�L�H�Q�W�·�V���P�H�Q�W�D�O���K�H�D�O�W�K�� 

 

 

In conducting the assessment sessions, the CP needs to remember that clients who are 

experiencing mild depression may be in an unstable condition. Therefore, it is important for the 

CP to be very careful in choosing the words to use in the chat messages. CPs also need to 

remember that clients come from generations that typically prefer more relaxed and informal 

communication. As a first step of the assessment, the CPs are advised to give the clients space to 

retell the story in a more descriptive and complete way (compared to the initial form) with an 

expectation that the story will contain all aspects of the 5P framework. The CP might start with the 

following sentence: 

 

Okay, as the first step in our session, I would like to ask you to describe the issue you are 
experiencing at the moment. Of course, you talked about it briefly in the form you filled 
out in the beginning, but in this session, you can explain more fully what you are 
experiencing. Often clients find that the more detailed unpacking of their difficulty 
results in them feeling a bit better. 

 

�7�K�H�U�H���L�V���D���S�R�V�V�L�E�L�O�L�W�\���W�K�D�W���D���F�O�L�H�Q�W���G�R�H�V�Q�·�W���N�Q�R�Z���Z�K�H�U�H���W�R���V�W�D�U�W���Z�L�W�K���W�K�H���V�W�R�U�\�����,�I���W�K�L�V���K�D�S�S�H�Q�V�����W�K�H��

CP can guide the client using the information from the initial form filled out by the client. The 

basic idea in this stage is again to address all the aspects of the 5P framework as well as it being 

the first opportunity for the CP to build rapport with the client and provide emotional support.  

 

Clients who suffer from minor  depression may not feel motivated or comfortable speaking 

through chat. This is because depression is largely characterised by the loss of interest and energy, 

so retelling a story may seem formidable. Additionally, if the client is not comfortable tellin g 

stories in chat, they might only give a short account that does not reflect what the real problem 
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is. Therefore, the information may be superficial. To address this, CPs are advised to allow clients 

�W�R���X�V�H���W�K�H���Y�R�L�F�H���Q�R�W�H���I�H�D�W�X�U�H�����V�H�H���´�9�R�L�F�H���1�R�W�H�V���µ���S������4) to convey their messages. Furthermore, 

the voice note feature can also provide additional information such as their emotional state 

�W�K�U�R�X�J�K���W�K�H���W�R�Q�H���R�I���W�K�H���F�O�L�H�Q�W�·�V���Y�R�L�F�H���� 

 

The assessment section in CT is vital because it is the first opportunity for the CP and client to 

interact deeply. Depending on the intensity and the richness of the information, assessment 

sessions in therapy sessions can last from one to three sessions. Although, considering that clients 

come from generations who typically like things to move quickly, it is recommended that the CP 

finishes the assessment in one session or a maximum of two sessions. Having the skills to build a 

therapeutic relationship is very important as this contributes substantially towards the success of 

therapy. Some aspects that the CP can consider in an effective therapeutic relationship in CT 

include. 

 

1. Cultural Sensitivity 

The interaction between culture and CT has been discussed in Chapter 4 (p. 24). As a quick 

�J�X�L�G�H�O�L�Q�H�����&�3�V���D�U�H���D�G�Y�L�V�H�G���W�R���K�D�Y�H���D���E�D�V�L�F���N�Q�R�Z�O�H�G�J�H���R�I���W�K�H���F�O�L�H�Q�W�·�V���F�X�O�W�X�U�H���V�X�F�K���D�V���F�X�O�W�X�U�D�O�O�\��

specific titles or religious greetings which help clients to feel more appreciated and 

comfortable during the session. Depending on the client, th e effect might be improved by the 

�&�3���G�H�O�L�Y�H�U�L�Q�J���W�K�H���Z�K�R�O�H���V�H�V�V�L�R�Q���X�V�L�Q�J���W�K�H���F�O�L�H�Q�W�·�V���W�U�D�G�L�W�L�R�Q�D�O���O�D�Q�J�X�D�J�H�����$�O�O���R�I���W�K�L�V���Z�L�O�O���O�H�D�G���W�R���D��

greater chance of therapeutic relationship developing. It is also important for the CP to be 

sensitive to, respectfully curious, and neutral (see p. 27) regarding any cultural details that a 

client might share during assessment as such details may facilitate a better understanding of 

�W�K�H���F�O�L�H�Q�W�·�V���L�V�Vue.  

 

2. Interview Techniques 

In order to get the best responses from their clients, CPs are advised to ask open-ended 

questions that can encourage clients to give long and comprehensive answers. Clients are 

likely to feel uncomfortable if CPs ask a series of formal questionnaire-style questions. Finally, 

as clients might send messages split across several chat bubbles (see p. 37), CPs must ensure 

the client has finished their message before proceeding to the next question or topic.  

 

3. Counselling Skills 

Counselling skills that focus on communicating empathy can be used in the assessment 

process because they can create a sense of comfort that leads to the establishment of a 

therapeutic relationship between the CP and the client.  
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a. Attending  

Given that the CT assessment session is not face-to-face, clients might not know for sure 

whether the CP is attending to them. Thus, it is recommended that the CP provide short 

affirming messages to clients during their storytelling to reassure them that t he CP is 

indeed attending and focusing on their messages.  

 

 
b. Paraphrasing  

A skill where the CP repeats back in their own words the message sent by the client This 

activity can facilitate the client feeling fully understood by the CP. 
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c. Clarifying 

�$�� �V�N�L�O�O�� �Z�K�H�U�H���W�K�H���&�3�� �F�O�D�U�L�I�L�H�V�� �Z�L�W�K���W�K�H�� �F�O�L�H�Q�W�� �Z�K�H�W�K�H�U�� �W�K�H���&�3�·�V�� �D�V�V�X�P�S�W�L�R�Q�� �D�E�R�X�W�� �F�O�L�H�Q�W�V�·��

problem or situation is true.  

 

 
 

d. Reflecting 

A skill where the CP shows that they understand how the client feels by providing a 

genuine and sensitive statement.  

 

 

 

 

 

 

 

 

 

As well as using the counselling skills mentioned above, CPs can also use emojis to represent 

the feelings that they experience when listening to stories of the clients. Emojis are discussed 

in detail in Chapter 5 (p. 42).  

 

4. Acceptance and Neutrality 

Acceptance and neutrality are two very useful guiding principles in this assessment stage. 

when the clients will tell detailed stories about their situations which may not be in accordance 

with the common norms and values . It is very important for CPs to be impartial and to accept 

the stories told by the clients without any judgment. Further discussion about this could be 

�I�R�X�Q�G���L�Q���V�H�F�W�L�R�Q���´�%�H�L�Q�J���1�H�X�W�U�D�O���D�Q�G���7�R�O�H�U�D�Q�W���W�R�Z�D�U�G�V���&�O�L�H�Q�W�V�·���&�X�O�W�X�U�H�V�µ�����S��������). 
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5. Technical Aspect of Chat Communication 

One of the drawbacks of chat is the possibility of misinterpretation by both parties. Therefore, 

if the client send an ambiguous message, it is very important for the CP to clarify right away. 

Thus, it is important for CPs to always send clear messages to clients.  

 

Should the CP need to ask sensitive questions, the CP could first ask for permission by using 

emojis before proceeding to ask the questions. The CP can also choose words to show their 

good intentions. A quick response is also necessary to help the client feel comfortable. If the 

CP has to type a long message, they should ask the client to be patient and wait for the 

upcoming message.  

 

It is also important for CPs to be aware of the unique manifestations of depression in Indonesians 

(see Chapter 7, p. 68), and assess any physical manifestations and urgent complaints that need to 

be addressed quickly.  

 

At the assessment stage, CPs can also use several questionnaires to assist with their understanding 

�R�I���W�K�H���F�O�L�H�Q�W�·�V���P�H�Q�W�D�O���K�H�D�O�W�K���V�W�D�W�X�V�����7�K�H�U�H���D�U�H���V�H�Y�H�U�D�O���P�H�D�V�X�U�L�Q�J���W�R�R�O�V���I�R�U���G�H�S�U�H�V�V�L�R�Q���W�K�D�W���F�D�Q���E�H��

used by CT practitioners in Indonesia: 

 

Author/ 
Researchers Names 

Article / Thesis Title  
Year 

Published  
Original 

Measurement 
Tools 

Sri Adaiani Analisis 20 Butir Pertanyaan Self Reporting 
Questionnaire pada Masyarakat Indonesia 

2009 SRQ-20 

�x Henndy Ginting 
�x Gérard Näring 
�x William M.van der 

Veld 
�x Wilis Srisayekti 
�x Eni S.Beckera 

Validating the Beck Depression Inventory-II in 
�,�Q�G�R�Q�H�V�L�D�·�V�� �J�H�Q�H�U�D�O�� �S�R�S�X�O�D�W�L�R�Q�� �D�Q�G�� �F�R�U�R�Q�D�U�\��
heart disease patients 

2013 BDI-II 

�x Retha Arjadi 
�x MH. Nauta 
�x DB. Utoyo 
�x CLH. Bockting 

The Inventory of Depressive Symptomatology 
Self Report (IDS-SR): Psychometric properties of 
the Indonesian version 

2017 IDS-SR 

Cut Nyak Dian Validitas Dan Reliabilitas The Patient Health 
Questionnaire (PHQ-9) Versi Bahasa Indonesia 

2020 PHQ-9 

 

Table 6 �² Depression Measurement Tools 
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The depression measurement tools listed above are the results of studies where the researchers 

created Indonesian versions of already existing depression measurement tool. All measurement 

tools were tested for validity and reliability with Indonesian sampl es. CPs are advised to contact 

the research team for each measurement tool to obtain permission to use it. CPs could ask 

permission to convert the measurement tools into electronic forms (such as online questionnaire) 

or to send the existing electronic for mat (pdf) to clients.  

 

Once the CP is confident about the results of the assessments and all 5P aspects have been 

explored, the CP can compile a summary report and share this with the client. The delivery of the 

conclusions is one of the crucial stages that will affect whether the therapy continues because the 

�F�O�L�H�Q�W���Z�L�O�O���D�O�V�R���D�V�V�H�V�V���W�K�H���&�3�·�V���F�R�Q�F�O�X�V�L�R�Q�V�����0�L�O�O�H�Q�Q�L�D�O���D�Q�G���*�H�Q���=���F�O�L�H�Q�W�V���D�U�H���W�\�S�L�F�D�O�O�\���X�V�H�G���W�R���I�L�Q�G�L�Q�J��

information online and it is possible that they already have an opinion about their condition. A 

superficial conclusion by the CP will be disappointing for the client as they might feel that they 

have paid a professional to give the same level of analysis they themselves are capable of using 

online resources. Below is an example of a summary of case formulation using the 5Ps model. 
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Treatment Plan  

Once the CP and client are comfortable with and in agreement about the case formulation, the 

next step is for the CP to compile a treatment plan for the client. Some clients may not yet be fully 

ready for an immediate intervention. They may still have inconsistencies in their stories, or not be 

able to identify their strengths to enable them to continue to the intervention stage. The CP needs 

a firm case formulation to be able to continue to the i ntervention stage. Should this not be the 

case, consider returning to the assessment stage and reformulating the case. 

 

At this point, the client will already have an initial treatment plan . The new treatment plan will be 

more specific to the client's situation. This manual uses a predetermined intervention for 

depression which focuses on the relevant emotional, cognitive and behavioural aspects. Therefore, 

the design of the treatment plan will be focused on creating goals for the therapy. Below are some 

guidelines in compiling goals in CT. 
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1. General Consideration 

From Gutierrez (2018), there are some aspects for consideration in designing a treatment plan. 

Firsly CPs should be aware of client preferences on what they want to do and achieve in their 

�W�K�H�U�D�S�\���� �6�H�F�R�Q�G�O�\���� �&�3�V�� �V�K�R�X�O�G�� �E�H�� �D�Z�D�U�H�� �R�I�� �W�K�H�� �F�O�L�H�Q�W�V�·�� �F�R�S�L�Q�J�� �V�\�V�W�H�P�� �D�Q�G�� �L�Q�F�R�U�S�R�U�D�W�H�� �W�K�H��

�V�\�V�W�H�P���Z�L�W�K�L�Q���W�K�H���W�U�H�D�W�P�H�Q�W���S�O�D�Q�����)�R�U���H�[�D�P�S�O�H�����L�I���D���F�O�L�H�Q�W�·�V���F�R�S�L�Q�J���V�\�V�W�H�P���L�V���P�Hditation, CPs 

could consider bringing meditation into the treatment plan. Lastly, CPs should consider 

potential family dynamic that may be affecting clien�W�V�·���W�K�H�U�D�S�H�X�W�L�F���S�U�R�F�H�V�V�����H�L�W�K�H�U���D�V���S�R�W�H�Q�W�L�D�O��

obstacle or potential supporting factors  

 

2. SMART Goals 

This framework developed by Barnes and Ward (2000) can help CPs to create goals that are 

appropriate for the client.  It is possible to make SMART Goals that are short term and long 

term in nature.  

 

Aspects Explanation  

Specific Clear and specific goals are easier to achieve as they give better guidelines 
on where and how to start.  

Measurable Measurable goals allow progress to be reviewed. They also provide clarity as 
to when a goal has been achieved. 

Attainable Goals are ideally challenging but still realistic. 

Relevant Goals are ideally relevant to the long-term goals. 

Timebound Goals should have an appropriate time limit. 

Table 7�³ SMART Goals 

3. The Sequence of Intervention 

The default sequence of the main interventions of this manual is: 1) emotional intervention, 

2) cognitive interventi on, and 3) strengthening (p. 117). Even though there is a rationale 

behind this sequence, each client is unique and this sequence might not be suitable for all 

clients. CPs are advised to use their expertise to tailor-�I�L�W���W�K�H�L�U���W�U�H�D�W�P�H�Q�W���S�O�D�Q�V���W�R���W�K�H���F�O�L�H�Q�W�·�V��

needs.  

 

4. Culture 

A comprehensive discussion about how culture affects treatment plan can be found in the 

�V�H�F�W�L�R�Q���´�'�H�W�H�U�P�L�Q�D�W�L�R�Q���R�I���7�U�H�D�W�P�H�Qt in Relation to �&�X�O�W�X�U�H�µ�����S��������) 

 

5. Discussion and Consensus 

CPs are advised to discuss the goals for each session with the clients. This goal setting process 

can follow the solution development proce ss discussed in Chapter 5 (p. 55). It is recommended 

that the client and the CP reach a consensus on these goals. 
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Urgent Symptoms  

As previously mentioned, the generations of clients referred to in this manual typically prefer quick 

responses and resolutions. A client might expect that their problems and depression will be easily 

resolved in just one session. As previously indicated, this manual focuses on psychotherapy that 

�H�[�W�H�Q�G�V���E�H�\�R�Q�G���R�Q�H���V�H�V�V�L�R�Q�����6�K�R�X�O�G���D���&�3���E�H�O�L�H�Y�H���W�K�D�W���D���F�O�L�H�Q�W�·�V���S�U�R�E�O�H�P���F�D�Q���E�H���U�H�V�R�O�Y�H�G���L�Q���M�X�V�W��

one session, then this manual may not be suitable. The CP can refer to the section in Chapter 1, 

�´�&�7���D�Q�G���2�W�K�H�U���0�H�Q�W�D�O���+�H�D�O�W�K���,�Q�W�H�U�Y�H�Q�W�L�R�Q�V�����µ���I�R�U���J�X�L�G�D�Q�F�H�� 

 

�,�I���W�K�H���F�O�L�H�Q�W���H�[�S�H�F�W�V���D���´�T�X�L�F�N���I�L�[���µ���W�K�H���&�3���Q�H�H�G�V���W�R���H�[�S�O�D�L�Q���W�K�H���Q�D�W�X�U�H���D�Q�G���V�W�U�X�F�W�X�U�H���R�I���W�K�H���D�S�S�U�R�D�F�K��

being offered. The client needs to understand this in order to be motivated to proceed with their 

sessions. However, motivation can be maintained by acknowledging and addressing the 

�H�[�S�H�F�W�D�W�L�R�Q���D�Q�G���W�K�D�W���´�W�K�H���F�O�L�H�Q�W���Z�D�Q�W�V���V�R�P�H�W�K�L�Q�J���W�R���W�D�N�H���K�R�P�H�µ�³ even after the first session. This 

is where treating urgent symptoms plays an important role.  

 

The urgent symptom intervention may need to be maintained during the assessment process. The 

main goal of the urgent symptom intervention is to provide quick "first aid" aimed at reducing 

the urgent symptoms experienced by the clients. It is based on the pre-case formulation stage 

where these reported difficulties are placed in a coherent context. In this way, clients do not need 

�W�R���Z�D�L�W���X�Q�W�L�O���W�K�H���D�V�V�H�V�V�P�H�Q�W���L�V���R�Y�H�U���W�R���K�D�Y�H���´�V�R�P�H�W�K�L�Q�J���W�R���W�D�N�H���K�R�P�H�������)�X�U�W�K�H�U�P�R�U�H�����W�K�H���X�U�J�H�Q�W��

symptom interventions at this stag e are still general in nature.  

 

In cases where the CP assumes clients are experiencing mild depression, the CP needs to first 

understand the behaviours associated with Indonesians experiencing depression (see Chapter 7, 

p. 69). To review, behaviours associated with depression in Indonesians include 1) social 

withdrawal, such as locking oneself in a room; 2) drinking less fluids; and 3) poor diet. This 

information can be used to provide urgent symptom intervention. The CP must also remember to 

assess for physical symptoms associated with depression and may also use those as evidence for 

urgent symptom intervention (which could include referring the client to a medical doctor or 

specialist). 

 

To treat urgent symptoms, CPs can provide psychoeducation and/or behavioural activation. These 

interventions are discussed in the next stage but in simple terms, the CP may provide information 

to the clients about the consequences of their behaviours. With behavioural activation, the client 

is asked to perform certain therapeutic activities that could result in an improvement in mood. 

The CP may suggest activities such as 1) going out more often and being exposed to the sun, 2) 

routine morning exercise, 3) drinking mo re water, and 4) improving diet. These interventions are 

simple and general in nature, however they have been shown to have a positive impact and 

provide the quick first aid often expected from therapy.  
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Table 8�³ List of Emotions 

Emotional Intervention  

Depression is a mental health disorder centred on emotion, characterised by persistent feelings 

of sadness and difficulties regaining a positive emotional state. The disorder also interferes with 

�S�H�R�S�O�H�V�·���G�D�L�O�\���I�X�Q�F�W�L�R�Q�L�Q�J���D�V���L�Q�G�L�Y�L�G�X�D�O�V���D�Q�G���V�R�F�L�D�O�O�\�����2�Q�H��approach to understanding this is that 

�G�H�S�U�H�V�V�L�R�Q���L�V���F�D�X�V�H�G���E�\���W�K�H���L�Q�G�L�Y�L�G�X�D�O�·�V���L�Q�D�E�L�O�L�W�\���W�R���U�H�F�R�J�Q�L�V�H���D�Q�G���R�U���U�H�J�X�O�D�W�H���W�K�H�L�U���I�H�H�O�L�Q�J�V�����,�Q���W�K�H��

emotional intervention stage, the client is taught how to regulate their emotions. Below are the 

stages of emotional intervention:  

 

1. Emotion Labelling 

The aim of this method is for clients to become aware of how they feel. Young clients, who are 

the main focus of this manual, are often not able to understand the types of e motions they 

are feeling, hence their ability to manage these emotions is reduced. Furthermore, if they don't 

understand what emotion they are feeling they won't understand how best to handle those 

emotions. The method can be used as the beginning of the emotional intervention stage.  

 

In CT the best way to teach emotional regulation to clients is through psychoeducation and 

discussion. The CPs can provide tables of emotions to the client either via email or using the 

link feature in the chat application. At this stage as well, the CPs can discuss the origin of 

emotions, how these emotions affect the clients physically, as well as the influence of emotions 

on thoughts and behaviour.  

 

This manual uses the descriptions of emotions developed by Makmun (2014) in his book 

Psikologi Pendidikan (Educational Psychology). Here is a summary table: 

 

Main Emotion  Specific Description  

Shyness crushed, disgraced, humiliated, upset, ashamed, guilty, regretful 

Irritation  dislike, hatred, sick, disgusted, humiliated 

Surprise stunned, amazed, aghast 

Love love, infatuation, respect, devotion, closeness, kindness, trust, friendship, 
acceptance 

Enjoyment joyful, satisfied, fulfilled, awed, amused, proud, happy 

Fear panic, phobia, horror, alertness, restlessness, anxiety, nervousness, fear 

Sadness depressed, rejected, lonely, melancholy, gloomy, sad 

Anger hostile, offended, bitter, angry, disturbed, resentful, irritated, furious, hateful, 
rage, violent 
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2. Emotional Acceptance 

The main goal of this stage is to teach the client to acknowledge their emotions and accept 

them. Clients who can accept their emotions will be better able to consider their next actions. 

This can be addressed through two methods: 

 

a. Metaphor method  

Metaphor is a psychoeducation method for explaining complex concepts to clients. 

Explaining difficult concepts using big, complex words may create confusion in the client. 

Clients might not be able to follow and grasp the unde rlying ideas. Metaphors involve the 

use of words in ways that go beyond their original sematic meaning, to describe other 

concepts or objects In psychotherapy, the CP converts complex knowledge to something 

that is easy-to-understand and relevant in the client's situation.  

 

Example of the metaphor method 

Imagine emotions are debt collectors who come to your house. If you don't open the door, 

the debt collector won't leave and will aggressively knock on your door. But if you accept the 

debt collector and open the door for them, there will be no aggressiveness in the 

communication.  

 

b. Meditation Method  

In meditat ion, clients find a quiet place, assume a comfortable sitting position, and focus 

on themselves. During meditation, clients are asked to examine themselves and identify 

their feelings. In CT, this method cannot be used easily as the CP and the client are not in 

the same location, however, the CP can provide videos or audio for the client to watch or 

listen to. CPs can also suggest certain applications that clients can download to their 

phones.  

 

3. Emotional Expression 

The main goal of this stage is for clients to be able to voice their feelings. Despite having 

accepted their feelings, sometimes clients still find it hard to express their feelings. Expression 

and communication of emotion allows a person to feel acknowled ged by others and to 

explore and clarify issues with others. Furthermore, emotional expression might be useful for 

both the CP and the client. For the client, voicing their emotions may provide a sense of relief. 

�)�R�U�� �W�K�H�� �&�3���� �W�K�H�� �F�O�L�H�Q�W�·�V�� �V�H�O�I-expression provides further information to be utilised in the 

treatment. In a non-�W�K�H�U�D�S�H�X�W�L�F�� �V�H�W�W�L�Q�J���� �W�K�L�V�� �P�H�W�K�R�G�� �P�D�\�� �E�H�� �L�Q�F�R�P�S�D�W�L�E�O�H�� �Z�L�W�K�� �W�K�H�� �F�O�L�H�Q�W�·�V��

culture, especially in collectivistic cultures where the expression of certain feelings might be 

responded to negati vely by others. In such cases, this method can only be pursued in therapy. 
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�,�Q���&�7�����W�K�L�V���P�H�W�K�R�G���F�D�Q���E�H���W�D�X�J�K�W���W�R���F�O�L�H�Q�W�V���X�V�L�Q�J���W�K�H���´�,���V�W�D�W�H�P�H�Q�W�µ���P�H�W�K�R�G�����Z�K�H�U�H���W�K�H���F�O�L�H�Q�W�V��

are asked to communicate what they are feeling along with the reasons on why the feelings 

�K�D�Y�H���D�U�L�V�H�Q�����7�K�H���W�H�P�S�O�D�W�H���I�R�U���D�Q���´�,���V�W�D�W�H�P�H�Q�W�µ���L�V�����´�,���I�H�H�O���B�B�B�B�B���E�H�F�D�X�V�H �B�B�B�B�B�B�B���µ���&�3�V���F�D�Q���V�H�Q�G��

�W�K�H���´�,���V�W�D�W�H�P�H�Q�W�µ���W�H�P�S�O�D�W�H���W�K�H�Q���D�V�N���W�K�H���F�O�L�H�Q�W�V���W�R���F�R�P�S�O�H�W�H���W�K�H���W�H�P�S�O�D�W�H�����$�Q���H�[�D�P�S�O�H���R�I���D�Q���´�,��

�V�W�D�W�H�P�H�Q�W�µ���L�V�����´�,���I�H�H�O���G�L�V�D�S�S�R�L�Q�W�H�G���E�H�F�D�X�V�H���K�H���G�L�G�Q�
�W���U�H�S�O�\���W�R���P�\���P�H�V�V�D�J�H�V���µ 

 

Emotional expression can be labelled as venting, and further information about venting can 

be found in the next section.  

 

4. Emotional Regulation 

The main goal of this stage is to teach the client how to regulate the feelings that they have 

already recognised, accepted and articulated. In this stage, the CP and the client discuss the 

best ways to deal with the negative emotions that the client feels. Two methods can be utilised 

by the CP in this stage. 

 

a. Emotional Thermometer 

The emotional thermometer is a simple method of describing the level of emotion that 

clients are experiencing at the time. The emotional thermometer is a 10-point scale of 

emotion where 1 is the weakest and 10 is the strongest emotion the client could feel . The 

CP can then associate 1 with being calm and 10 with feeling out of control or even wanting 

to hurt oneself.  

 

b. Verbal Ventilation (Venting) 

Venting is defined as an activity in which clients express their feelings and emotions. This 

intervention can be useful if done occasionally during sessions. Too much time dedicated 

to venting negative emotions (negative venting) can negatively affect the therapeutic 

sessions as it can lead to aggressive behaviour. Venting alone might not be useful and 

need to be countered by another intervention such as problem -solving or changing 

negative venting into positive venting. In positive venting, clients try to relate their 

frustration to the contextual aspects of a person or situation that cause the stress. The 

�I�R�O�O�R�Z�L�Q�J�� �V�H�Q�W�H�Q�F�H�� �Z�R�X�O�G�� �E�H�� �F�R�Q�V�L�G�H�U�H�G�� �D�V�� �S�R�V�L�W�L�Y�H�� �Y�H�Q�W�L�Q�J���� �´�,�� �D�P�� �I�U�X�V�W�U�D�W�H�G�� �E�\�� �K�L�V��

�E�H�K�D�Y�L�R�X�U���� �E�X�W�� �,�� �N�Q�R�Z�� �K�H�� �L�V�� �R�Q�� �D�� �G�H�D�G�O�L�Q�H�� �D�W�� �W�K�H�� �P�R�P�H�Q�W���µ�� �%�\�� �G�R�L�Q�J�� �W�Kis, emotion is 

released but at the same time the client also increases their feelings of compassion in the 

situation. 

 

c. Relaxation 

Breathing techniques that reduce feelings of stress and provide a sense of comfort to 

clients are a method of relaxation which also has a distraction effect by diverting the 
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�F�O�L�H�Q�W�·�V���I�R�F�X�V���W�R���W�K�H���H�I�I�R�U�W���R�I���U�H�O�D�[�L�Q�J���W�K�H�L�U���E�U�H�D�W�K�L�Q�J�����6�L�P�L�O�D�U���W�R���P�H�G�L�W�D�W�L�R�Q�����W�K�L�V���U�H�O�D�[�D�W�L�R�Q��

method can be taught with the help of videos.  

 

d. Behavioural Activation (BA) 

This method was addressed in the section on urgent symptom relief section. The difference 

between behavioural activation in the urgent symptom and em otional intervention stages  

is that the tasks become more contextual and based on the case formulation. Behavioural 

activation involves assigning the client activities that potentially evoke positive emotions. 

These positive emotions are expected to reduce or replace the negative emotions typically 

experienced by the client. 

 

Clients who are given BA assignments are asked to commit to completing them regardless 

of the emotions that they may be experience before performing the task. If the client fails 

to perform the activities, the therapy session then will focus on the reasons for this.  

 

In CT, BA assignments are given through chat discussions. Based on the results of the 

assessment, the CP can ask the client to perform activities that the CP expects will have a 

positive impact. The assignments may be experimental in nature and the client may have 

never undertaken such an activity before. The CP needs to communicate the purpose, 

reasons, and expected impacts of the activities to the client. The client must be willing to 

perform the assignment without any coercion from the CP.  

 

Cognitive Intervention  

The main theory underlying this stage is cognitive behaviour therapy (CBT). The theory posits that 

cognitive aspects play an important role in the emergence of depression. In simple terms, the 

thoughts that emerge when a person perceives an event are understood to impact their emotional 

state. Negative thoughts will most likely create negative emotions. The purpose of the cognitive 

�L�Q�W�H�U�Y�H�Q�W�L�R�Q���V�W�D�J�H���L�V���W�R���U�H�V�W�U�X�F�W�X�U�H���W�K�H���F�R�J�Q�L�W�L�Y�H���D�V�S�H�F�W�V���R�I���W�K�H���F�O�L�H�Q�W�·�V���S�U�H�V�H�Q�W�L�Q�J���S�U�R�E�O�H�P�����7�K�H��

CP will seek to identify dysfunctional thoughts that play a role in evoking and maintaining negative 

emotions. 

 

Cognitive interventions should only be carried out once the client already knows how to manage 

their emotions. It will be difficult to proceed if the client's emotions are still unstable. This stage 

will also focus on helping clients to find insights into their situations. Thus, a lot of energy is 

needed by the clients to think, and this cannot be done while clients are not able to manage their 

emotions. There are several steps that can be carried out by the CPs to perform this type of 

intervention.  
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1. Psychoeducational Theory of Cognitive Behaviour 

The main goal of this stage is to educate the clients about CBT. CPs can introduce the 

importance of mindsets and how they affect emotions and behaviour. Psychoeducation can 

also focus on introducing the concepts of automatic thoughts and cognitive distort ions. To 

help, the CP can compile a document and provide this to the client to read. 

 

2. Automatic Thoughts Identification  

In CBT, the concept of automatic thoughts describes the thoughts that spontaneously arise 

without reflection when an ind ividual is exposed to an event. For depressed people, these 

automatic thoughts ar e often negative and distorting.  

 

In CT practice, CPs can try to identify automatic thoughts that arise by exploring examples of 

situations experienced by the clients. The CPs can ask what thoughts come to mind when the 

clients first experience the event/situation. 

 

3. Identify Cognitive Distortions  

From the thoughts that have been identified, the next thing is to identify cognitive distortions. 

At this stage, the CP can refer to the list of cognitive distortions in the next page.  
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Thinking Errors 
Permission to use the table given by Guilford 
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4. Cognitive Distortion Modification  

If the client and the CP have agreed on the type of cognitive distortion that they are prone to 

then the next step is to address and change the distorted thought. There are several ways that 

CPs can address this. 

 

a. Socratic Questioning Method 

Socratic questioning involves the CP asking the client specific questions to help them 

identify their automatic and distorted thoughts and proceed to create a new perspective.. 

In CT Socratic questions can be asked via chat or using a worksheet. The following is an 

example of a worksheet. 

 
 

Testing your thoughts 

Permission to use the worksheet  given by Beck Institute 
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1 2 

b. Behavioural Experiments 

In this method, the CP asks the client to complete an activity that aims to examine the negative 

thoughts they experience. In contrast to the Socratic questioning technique where clients are 

asked to think critically about their own thoughts, behavioural experiments use activities that 

�D�U�H���H�[�S�H�F�W�H�G���W�R���F�K�D�Q�J�H���W�K�H���F�O�L�H�Q�W�·�V���P�L�Q�G�V�H�W�� 

 

The following is an example of a conversation about a behavioural experiment. 
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The Regular Sessions 

Regular sessions begin after the assessment stage, when the CP has started to use the 

psychotherapy techniques from the emotional or cognitive intervention stages. This section 

discusses how regular session are conducted. Regular sessions follow a template: 

 

1. What has the client gained from the previous session? 

2. What happened in the time between the last session and this session? 

3. Evaluate completed assignments (if any). 

a. Give an appraisal if the assignment was done. 

b. Ask why any assignment was not done along with the difficulties in completing it. This is 

then a potential topic for the current session.  

4. Assess emotions and/or cognition. 

5A. If emotions and cognition have not improved or new negative emotions or cognition have 

arisen, then these become the goal/topic of the current session (i.e., repeat previous 

emotional or cognitive interventions).  

5B. If emotions and cognition have improved, then the CP can give an appraisal and ask client to 

reflect on their behaviour that led to such an improvement; encourage them to maintain such 

behaviour. CPs could continue by ask the clients about their goals or any topic they would 

like to discuss in the current session (i.e., progress to the next emotional or cognitive 

intervention). 

6. Summarise and evaluate the session. What has the client gained from the session? What is 

the state of their cognition and emotions at the end of the session?  

7. Discuss the next session and to give assignments (if any). 

8. Provide positive closure with motivation and greetings.  

 

Alongside the psychotherapy techniques discussed in emotional and cognition interventions, 

there are also several general psychotherapy techniques that can be useful in the therapy sessions, 

regardless of the stage. These are 

 

�x Grounding 

�8�V�H�I�X�O���W�R���L�Q�F�U�H�D�V�H���F�O�L�H�Q�W�V�·���I�R�F�X�V���L�Q���H�Y�H�U�\���V�H�V�V�L�R�Q�����6�H�H���V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�%eing in the Here 

�D�Q�G���1�R�Z�µ�����S��������) for further discussion. 

�x Psychoeducation 

This technique has been mentioned in the sections on emotional and cognitive interventions 

to help the CP explain the knowledge behind emotions and cognition. However, 

psychoeducation can also be used to provide information such as knowledge about the 

mental illness itself.  
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�x Homework 

Giving homework to clients is common in psychotherapy, regardless of the stage. A CP can 

�J�L�Y�H�� �K�R�P�H�Z�R�U�N�� �W�K�D�W�� �D�L�P�V�� �W�R�� �V�W�U�H�Q�J�W�K�H�Q�� �F�O�L�H�Q�W�V�·�� �X�Q�G�H�U�V�W�D�Q�G�L�Q�J�� �D�E�R�X�W�� �W�K�H�P�V�H�O�Y�H�V�� �D�Q�G�� �W�K�H��

issues they are experiencing. Homework can also be related to the emotional and cognitive 

interventions at the time. Regardless, there are several considerations when giving homework 

to the clients. Further discussion can �E�H���I�R�X�Q�G���L�Q���V�H�F�W�L�R�Q���L�Q���&�K�D�S�W�H�U���������´�+�R�P�H�Z�R�U�N�µ�����S��������) 

�x Journaling 

As one example of the homework that can be given to clients, journaling involves clients 

writing about their experiences of daily life between sessions. This can then be used as a live 

document that clients learn from or bring to the therapy sessions as material.  

�x Worksheets 

Another example of homework is where clients are given a blank template on a particular 

topic to complete. Worksheets can be used to strengthen learning about emotions and 

cognition. The templates of the worksheets can simply follow the worksheets that are used 

during the sessions. These could include emotional labelling, Socratic questioning, etc. 

 

Strengthening  

This is the final stage of therapy, with the main objective of reinforcing what has been discussed 

in the previous stages. The therapeutic structure used in strengthening sessions is similar to the 

structure in regular sessions (see p. 113). Several guidelines can help the CP to determine when 

the strengthening stage should be undertaken: 

 

�x When the client believes that they have understood the content and essence of the therapy 

given, such as how to regulate their emotions and challenge automatic thoughts  

�x When the client is able to come up with new, undistorted, alternative thoughts without CP 

guidance 

�x When the behaviour shown is in accordance with the goals agreed to 

 

The CP and the client can return to discussing skills and strengths that have been discussed in the 

past but need strengthening. The techniques that have been discussed in the emotional and 

cognitive interventions can be reused to strengthen change in clients. It also important to provide 

some evidence that the skills being taught are actually working and bringing positive change.  

 

If the CP consider that clients are yet to achieve this stage, Beck (2020) suggested some techniques 

that could strengthen the belief and the skills that are being taught to the clients: 1) eliciting 

positive data and drawing helpful conclusions about their experiences, 2) eliciting the advantages 

of believing adaptive beliefs, 3) pointing out the meaning of positive data, 4) referencing other 

people, 5) using a chart to collect evidence, 6) inducing images of current and historical 
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exp�H�U�L�H�Q�F�H�V�����D�Q�G���������D�F�W�L�Q�J���´�D�V���L�I�µ�� �L�Q���Z�K�L�F�K���W�K�H���F�O�L�H�Q�W�V���E�H�K�D�Y�H���´�D�V���L�I�µ���W�K�H���F�O�L�H�Q�W�V���D�O�U�H�D�G�\���K�D�Y�H���D���Q�H�Z��

belief�³ �W�K�H���S�R�V�L�W�L�Y�H���H�[�S�H�U�L�H�Q�F�H���G�H�U�L�Y�H�G���I�U�R�P���´�D�F�W�L�Q�J���D�V���L�I�µ���Z�L�O�O���U�H�F�R�Q�V�W�U�X�F�W���W�K�H���E�H�O�L�H�I���O�D�W�H�U���R�Q�� 

 

Termination Session  

This is the session where the CP finally ends the therapy with the client. There are two guidelines 

that CPs can consider before finally terminating the sessions. First, CPs are advised to remeasure 

�F�O�L�H�Q�W�V�·���G�H�S�U�H�V�V�L�R�Q���O�H�Y�H�O�V�����6�H�F�R�Q�G�����&�3�V���D�U�H���D�G�Y�L�V�H�G���W�R���F�Rnduct observations and interviews to feel 

confident that the clients understand and believe in their ability to deal with the issues wi thout 

the need for assistance. Clients are considered to be at this stage if they are able to generate new 

functional tho ughts on their own when they encounter adverse life situations that would have 

previously resulted in the emergence of dysfunctional thoughts. In the other words, the new 

positive behaviour has become a standard default response. There are several final interventions 

that CPs are also advised to undertake: 

1. �(�[�S�O�R�U�H�� �E�R�W�K�� �W�K�H�� �F�O�L�H�Q�W�·�V�� �D�Q�G�� �&�3�·�V�� �I�H�H�O�L�Q�J�V�� �L�Q�� �U�H�J�D�U�G�� �W�R�� �H�Q�G�L�Q�J�� �W�K�H�� �S�V�\�F�K�R�W�K�H�U�D�S�\���� �6�R�P�H��

clients might feel loss or grievance about the therapy ending and this should be processed 

and not ignored.  

2. �'�L�V�F�X�V�V�� �F�O�L�H�Q�W�V�·�� �I�X�W�X�U�H�� �I�X�Q�F�W�L�R�Q�L�Q�J�� �D�Q�G�� �F�R�S�L�Q�J�� �V�N�L�O�O�V���� �&�3�V�� �F�D�Q�� �G�L�V�F�X�V�V�� �S�R�V�V�L�E�O�H�� �K�L�J�K-risk 

situation that clients might experience and how to best handle them. At this point, the CP 

�F�R�X�O�G���S�U�R�Y�L�G�H���D���´�W�H�U�P�L�Q�D�W�L�R�Q���Q�R�W�H�µ���I�R�U���W�K�H���F�O�L�H�Q�W�����S��������) 

3. Help clients use their new skills outside therapy. CPs could also talk about how to incorporate 

the newly acquired skills into future situation that might not relate to the current issue, and 

how the same skills can be used in other scenarios.  

4. Frame personal development as invariably unfinished. CPs must inform clients that 

development does not finish along with the therapy. CPs can guide, direct or refer clients to 

other professionals for unresolved problems.  

5. Anticipate post -therapy growth and generalisation. In relation to the previous points, CP 

could also talk about areas that still need to be developed and how to live a healthier life in 

general. 

6. Explicitly prepare for termination. The CP could discuss the responsibilities of both the client 

and the CP. The CP could also talk about potential post-therapy communication between the 

CP and the client.  

7. Reflect on client gains and consolidate. CPs can discuss the positive changes that have 

happened during the therapy. However, CPs should also discuss the possibility of relapse in 

the future.  

8. �(�[�S�U�H�V�V���S�U�L�G�H���L�Q���W�K�H���F�O�L�H�Q�W�·�V���S�U�R�J�U�H�V�V���D�Q�G���W�K�H���U�H�O�D�W�L�R�Q�V�K�L�S���W�K�H�\���K�D�Y�H���G�H�Y�H�O�R�S�H�G�����7�K�L�V���F�D�Q���E�H��

�G�R�Q�H���E�\���H�[�S�O�L�F�L�W�O�\���W�D�O�N�L�Q�J���D�E�R�X�W���W�K�H���V�H�Q�V�H���R�I���S�U�L�G�H���W�K�H���&�3���K�D�V���L�Q���U�H�J�D�U�G���W�R���W�K�H���F�O�L�H�Q�W�·�V���S�R�V�L�W�L�Y�H��

changes.  
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Relationships After Sessions Have Ended  

Special consideration should be made in regard to the relationship between the CP and the client 

after the termination session. Some clients might expect to have an informal relationship with CP 

and be able to contact the CP more as a friend rather a professional. This kind of expectation is 

common with clients of the generations that expect their CP to be friendly. However, there are 

clients who value formality and respect the end of the therapy as the end of the formal relationship 

and that further contac t with the CP should be considered as formal contact made through the 

proper channels.  

 

CPs need to remember that continuing a relationship other than a therapeutic relationship after 

the termination session could be considered as having a dual relationship, which is prohibited by 

the both HIMPSI and IPK Code of Conduct. A dual relationship is described as a situation when a 

CP who is currently in a professional relationship with a client and, at the same time, also has 

another type of relationship with the client or with someone close to the client. The relationship 

between the client and the CP does not necessarily end after the termination session which leaves 

room for the CP and client to start a new type of relationship. Termination sessions actually create 

the beginning of a new therapeutic relationship where both client and CP ensure the  positive 

changes that have happened in the clients are maintained through follow up. It is possible that 

the client may experience relapse and want to return to psychotherapy.  

 

Studies have found that entirely positive relationships cannot be created between clients and 

former therapists. Instead, the relationship is likely to be disorienting and confusing in terms of 

whether the client has successfully become independent or whether the therapeutic relationship 

should be restored. One thing that hinders the creation of an entire ly positive relationship is the 

power imbalance. In the therapeutic setting, clients may know very little about their therapist who 

knows a great deal about them, since clients are sharing their thoughts and feelings with the 

therapist. There is a possibility that both parties might maintain or even exploit the former power 

imbalances. For example, a therapist who becomes friends or romantically involved with their 

former client might be dominant in decision -making involving the two of them. Or, a former cl ient 

who is employed by or involved in business with their former therapist could feel a false sense of 

security which could become a liability for the therapist. A failed business relationship might create 

disappointment, frustration, and anger in the for mer client. Such a relationship might also hinder 

further independence and growth or even undermine the good work that the previous therapeutic 

relationship had already created. 
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Summary of CT Stages for Millennial and Gen Z Clients with Mi ld  Depression  

 

Stages Short Description  Goals # of Session Intervention  Other Info  

First contact The first time the client contacts 
the CP 

�x Introduction  
�x Rapport 

N/A Electronic form �x Communicate 
empathy 

�x Apply techniques for 
building a therapeutic 
relationship 

�x Be sensitive to 
cultural factors 

Administration & 
Informed consent 

Client provides information 
about their issue 
The client completes 
administrative matters 

�x Equal understanding about CT 
�x Obtain consent from the client  
�x Obtain payment and identity 

documentation  

N/A �x Psychoeducation 
�x Information Sheet 
�x Consent Sheet. 

Assessment Comprehensive understanding 
�R�I���W�K�H���F�O�L�H�Q�W�·�V���L�V�V�X�H�V�� 

�x �'�H�Y�H�O�R�S���W�K�H���F�O�L�H�Q�W�·�V���F�D�V�H��
formulation  

1-2. 3 not 
recommended 

�x Depression 
Measurement Tools 

�x Case Formulation using 
5P framework 

Treatment plan The CP shares the treatment 
plan with the client  

�x Reach a consensus with the 
client on the treatment plan.  

1. 2 not 
recommended 

SMART Goals 

Urgent symptoms Intervention regarding urgent 
symptoms 

�x Early intervention 
�x Psychological first aid for 

grounding  

Given during 
assessment 

Behavioural activation 

Emotional 
intervention  

Improving the client's emotional 
response 

�x Introduce labelling of 
emotions 

�x Regulate emotions 
�x Address negative emotions 

3 - 5 1. Emotion labelling 
2. Emotional acceptance 
3. Emotional assertiveness 
4. Emotional regulation 

Cognitive Intervention  Improve the client's thinking  �x �5�H�V�W�U�X�F�W�X�U�L�Q�J���F�O�L�H�Q�W�·�V���W�K�R�X�J�K�W�V 
 

2 �² 4 1. Psychoeducational 
theory of cognitive 
behaviour 

2. Automatic thought 
identification  

3. Identify cognitive 
distortions 

4. Cognitive modification  
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Table 9�³ Summary of CT Stages for Millennial and Gen Z Clients with Minor Depression 

Stages Short Description  Goals # of Session Intervention  Other Info  

Regular Sessions Pertain to sessions that occur 
after the assessment stage, 
where the CP starts to perform 
any psychotherapy techniques 
from emotional or cognitive 
intervention stages 

�x To continue the emotional and 
cognitive interventions  

n/a Continue the emotional and 
cognitive interventions  

Strengthening The client is more stable but still 
need guidance from the CP 

�x Train the clients in mastering 
skills and knowledge from 
previous sessions 

1 �² 4 �'�H�S�H�Q�G�H�Q�W���R�Q���W�K�H���F�O�L�H�Q�W�·�V��
situation 

Termination Session The CPs is certain that the client 
has improved and has mastered 
the knowledge and abilities that 
have been given during the 
sessions 

�x Ending Session N/A �x Re-measurement of 
Depression level 

Relationship After 
Session 

Client is no longer in therapy but 
is still allowed to maintain some 
communication 

�x Maintenance N/A Communication when 
needed  
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Appendix O - Participant Information Sheet �² Data Gathering Stage �² Psychologists 

Group in English and Bahasa Indonesia  



 

 

 

 

English  
 
 
 

PARTICIPANT INFORMATION SHEET 
CLINICAL PSYCHOLOGIST GROUP 

 
 

Title of the Research  
The Co-design of a Chat Telepsychotherapy Manual for Indonesians with Minor Depression. 

 

Subtitle of the Research  
The development of a Chat Telepsychotherapy manual for Millennial and Generation Z 

Indonesians who experience Minor Depression. 

 

Research Team 
Main Researcher : Wisnu Tri Widodo Endro, S.Psi., M.A. 

Primary Supervisor : Dr Matthew Shepherd 

Co-Supervisor : Dr Clifford van Ommen; Dr Heather Kempton 

 

Contact  
Cellphone Number 

+628562215888 / +64272089080 

 

Email 
wisnu.tw.endro@gmail.com 

 

My name is Wisnu Tri Widodo Endro and I am a Doctorate student from Massey University, 

New Zealand. Currently I am undertaking research with the aim of creating a Chat 

Telepsychotherapy (CT) Manual. Chat Telepsychotherapy is also known as Chat Therapy / Chat 

Counseling. 

 

I am inviting you to be a part of this study. If you are not able to contribute, you do not need 

to provide any reason, just simply close this webpage. If you are willing to contribute but 

change your mind halfway, you are able to withdraw at any time.  This participant sheet aims 

to help you in making your decision. Below you will find the rationale of this study, what is 

involved in participation, and the advantages and risks that you might experience during this 

study.  

 

Should you decided to be a part of this research, you will then be asked to sign the consent 

form in the last part of the document.  
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Rationale  
CT has started to gain attention due to its practical and modern approach. As the younger 

generation specifically Millennial and Generation Z is more used to communicating through 

text, it allows the client to have a familiar texting experience by being able to exchange 

messages in real time with a psychologist. To date, there are no studies that could provide 

guidance for the practitioner of CT in Indonesia to help people with depression. This is 

significant considering that depression is one of the most common mental health issues in 

Indonesia. Thus, this study will focus on creating a manual for CT specifically to assist 

Indonesian people with depression. 

 
Aim of the Study  
To collaboratively design a Chat Telepsychotherapy manual for Indonesian People (particularly 

the Millennial and Z Generation) with minor depression. Theoretically, this study will contribute 

to the knowledge and literature of Psychology in Indonesia especially in Clinical Psychology. 

Practically, this study provides a foundation and guidance for conducting CT for Indonesian 

Clinical Psychologists.  

 
Methods  
This study will use a collaborative design (co-design) method where the researcher and 

participants will together design a manual for CT. The data gathering process will be done 

using Focused Group Discussion (FGD) that will minimally consist of six sessions.  

 

Who will become the participant in this study?  
The first group is comprised of Clinical Psychologists (Psychologist Group). The second group 

is comprised of Indonesian Millennial and Generation Z participants who are experiencing 

minor depression (Clients Group). Below are the criteria for the Psychologist Group 

participants: 

 

Psychologists Group  
�x Identify themselves as people who belong to the Indonesian culture 

�x Identify themselves as people who grown up under Indonesian customs and lifestyle 

�x Able to speak Bahasa Indonesia 

�x Are a registered Clinical Psychologist 

�x Technology literate (i.e., Familiar with internet technology, online data management 

and chatting application) 

�x Have experience in Chat Telepsychoterapy for at least 6 months. 

 

How will I participate in this study?  
The research activity consists a minimum of six sessions of focus group discussions in which 

the goal is to design a CT manual. During these activities you and other participants will be 

asked to discuss topics, and provide testimonies and opinions. The topic of the discussion will 

around your experience practising CT. This study will also include a clients group who will also 

participate in the same type of discussions. Together we will work together to design a working 

CT Manual. You also have the chance to comment on the ideas proposed by the clients group. 

The table below will give you an idea about how the study will run.  

 

. 
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Activity  Description  
Stage 1 You will be asked to discuss your prior practice experiences with CT.  

 

You will also have the chance to comment on the experience that has been gathered from 

the clients group. 

Stage 2 

 

You will be asked to give an idea on how CT should be conducted. Questions will revolve 

around culture, your relationship with the therapist, and the therapeutic material. 

 

You will also have the chance to comment on ideas that has been proposed by the clients 

group.  

Stage 3 

 

You will be asked to choose relevant ideas from the previous stage and develop a broad 

concept of CT based on these ideas.  

 

You will also have the chance to comment on the core concept that has been proposed 

by the clients group. 

Stage 4 

 

You will be asked to continue developing the CT manual by proposing a practical and 

technical aspects derived from the core concept developed in the previous stage.  

  

You will also have the chance to comment on the practical concepts that has been 

proposed by the clients group. 

Stage 5 You will work together with the researcher to create the prototype of the CT manual. 

Feedback You will be asked to give feedback on the manual prototype.  

 
 
How is the schedule arrangement for data gathering?  
The total duration of the data gathering is expected to be between six to nine months with a 

minimum of 6 Focus Group Discussion (FGD) sessions. However, you will only actively engage 

in the data gathering for between two to four months of the total duration. During the first 

five to ten weeks you will be having weekly FGD Sessions. Each session would last between 

1½ to 2 hours. After these sessions, there will be a period where the proposal of the manual 

is completed. This proposal preparation might take two to four months. Once the proposal is 

ready, you will again invited to have another FGD that focuses on giving feedback regarding 

the manual proposal. The feedback session will also take between 1½ to 2 hours. All in all, the 

total duration of the data gathering is expected to be 12 �² 18 hours of FGD sessions that will 

be completed between six to nine months. All FGD sessions will involve the Zoom platform. 

The schedule of each session will be discussed beforehand to ensure everyone is able to 

attend. The table below will give you an idea about how the study will run. 

 

What are the advantages and risks from this study?  
This study offers advantages which you could feel directly or indirectly. The design proses 

could give you a fruitful discussion with new knowledge and insights generated for your 

practice especially in a CT. This study has also a potential to be an important contribution 

towards the discipline of Psychology in Indonesia. 

 

This study would expect to be minimal to no risk involved. There might be uncomfortable 

feeling during the discussion resulting from having different opinions to other fellow 

psychologists. Other than that, you will not be given questions that have negative impact to 

your personal life.  
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Compensation  
You will be compensated for your time, effort and internet credit. This compensation will be 

given to you via a Bank Transfer. Below is the illustration of the compensation given. 

 

No Activities  
Time & Effort 
Compensation  

Internet Usage 
Compensation  

Total  

1 FGD Online Sessions IDR 75,000 / Hour IDR 30,000 / Hour IDR 105,000 / Hour 

 

Voluntary Procedure and Rights  
Your participation of this study is totally voluntary. You have the right to withdraw from the 

study at any time without consequences. Should you decide to withdraw from the study, you 

will be given a withdrawal form to be completed. However, given the nature of the FGD, all the 

data that you give during your participation will still be included in the research and cannot 

be removed. You are also free to re-enter the study if you want to. You also have the right to 

see all the transcripts from your sessions.  

 

Confidentiality and Data Security  
All information that could identity you will be kept confidential or anonymised. Every 

document that will be produced under this study such as thesis, proceedings, journals and 

seminars will maintain your identity as confidential. Video recordings and transcripts will be 

safely stored in the researcher drive that is password protected. Only the primary researcher 

and the supervisory teams are allowed to see the original identifiable data of the research. 

Transcripts and any information that could lead to your identity will be destroyed two years 

after final Doctoral Thesis submission. 

 
Contact  
Should you have any question regarding this study, you are invited to contact the main 

researcher, the primary supervisor and/or one of the co-supervisors using their email 

addresses that can be found in the beginning of the document. 

 

Ethic 
This project has been reviewed and approved by the Massey University Human Ethics 

Committee: Northern, Application NOR 20/53.  If you have any concerns about the conduct of 

this research, please contact Dr Fiona Te Momo, Chair, Massey University Human Ethics 

Committee: Northern, telephone 09 414 0800, x 43347, email 

humanethicsnorth@massey.ac.nz 
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Bahasa Indonesia  
 
 
 
 

LEMBAR INFORMASI PARTISIPAN 
KELOMPOK PSIKOLOG KLINIS 

 

Judul Penelitian:  
Rancang Kolaborasi dari Panduan Telepsikoterapi Teks untuk Orang Indonesia dengan 

Gangguan Minor. 

 

Sub Judul Penelitian  
Pengembangan Panduan Telepsikoterapi Teks untuk Generasi Milenial dan Generasi Z 

Indonesia dengan Gangguan Depresi Minor 

 

Tim Peneliti  
Peneliti Utama : Wisnu Tri Widodo Endro, S.Psi., M.A. 

Pembimbing Utama : Dr. Matthew Shepherd 

Pembimbing Pendamping : Dr. Clifford van Ommen; Dr. Heather Kempton 

 

Kontak  
Nomor Telepon Genggam 

+628562215888 / +64272089080 

 

Surat Elektronik  
wisnu.tw.endro@gmail.com 

 

Nama saya adalah Wisnu Tri Widodo Endro, saya adalah mahasiswa yang sedang menempuh 

pendidikan doktoral di Universitas Massey yang berlokasi di Selandia Baru. Saya sedang 

melakukan penelitian yang bertujuan untuk membuat sebuah panduan untuk melakukan 

Telepsikoterapi Teks atau yang mungkin lebih familiar dengan nama Psikoterapi Chat / 
Konseling Chat.  
 

Dengan ini saya mengundang Anda untuk menjadi bagian dari penelitian ini. Apabila Anda 

tidak berkenan untuk berkontribusi, maka Anda tidak perlu memberikan alasan apapun dan 

cukup menutup halaman ini. Apabila Anda ingin berkontribusi namun berubah pikiran di 

kemudian hari, Anda dapat mundur dari penelitian ini kapan-pun. Lembar informasi partisipan 

ini akan akan membantu Anda dalam membuat keputusan. Anda akan menemukan alasan 

mengapa penelitian ini dilakukan, bagaimana Anda berpartisipasi dalam penelitian ini, serta 

keuntungan serta faktor resiko yang mungkin Anda alami selama berpartisipasi di dalam 

penelitian ini.  

 

Apabila Anda memutuskan untuk bergabung di dalam penelitian ini, maka Anda akan diminta 

untuk menandatangin lembar persetetujuan di bagian akhir dari dokumen ini.  

  

 

Pendahuluan  

mailto:wisnu.tw.endro@gmail.com
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Telepsikoterapi berbasis percakapan teks telah menyita perhatian khayalak Indoensia karena 

kemudahan dan juga sifatnya yang moderen. Ketika generasi yang lebih muda, lebih 

spesifiknya generasi Millennial dan Generasi Z lebih terbiasa berkomunikasi melalui chatting, 

Telepsikoterapi Teks membuat klien merasakan pengalaman yang familiar dengan dapat 

bertukar pesan secara langsung dengan Psikolog. Hingga saat ini, belum ada penelitian yang 

benar-benar dapat membimbing praktisi Telepsikoterapi Teks di Indonesia untuk mengatasi 

orang dengan gangguan depresi. Hal ini menjadi celah yang disayangkan mengingat bahwa 

Telepsikoterapi Teks adalah jenis terapi yang tampaknya sedang dicari oleh masyarakat 

Indonesia. Oleh karena itu, penelitian ini akan fokus pada pembuatan panduan untuk 

melakukan Telepsikoterapi Teks untuk Generasi Milenial dan Generasi Z Indonesia dengan 

gangguan depresi tingkat ringan hingga menengah 

 

Tujuan dan Manfaat Penelitian  
Penelitian ini bertujuan untuk merancang secara kolaboratif, panduan untuk melakukan 

Telepsikoterapi Teks yang dikhusukan untuk Generasi Milenial dan Generasi Z Indonesia 

dengan gangguan depresi minor. Secara teori, penelitian dapat menambah pengetahuan dan 

literatur Psikologi di Indonesia khususnya di bidang Psikologi Klinis. Secara praktis, penelitian 

ini dapat menjadi dasar atau panduan dalam melakukan Telepsikoterapi Teks bagi para 

Psikolog Klinis yang mempraktekkannya.  

 

Metodologi  
Studi ini akan menggunakan metode rancang kolaborasi dimana peneliti dan para partisipan 

secara bersama-sama merancang panduan untuk Telepsikoterapi Teks. Proses pengambilan 

data akan dilakukan menggunakan Diskusi Kelompok Terarah yang akan terdiri dari minimal 

enam sesi. 

 

Siapa yang akan menjadi partisipan dalam penelitian ini?  
Kelompok pertama adalah kelompok Psikolog Klinis, sedangkan kelompok kedua adalah 

Generasi Milenial dan Generasi Z Indonesia dengan Gangguan Depresi Minor Berikut adalah 

kriteria kelompok Psikolog Klinis: 

 

 

Kelompok Psikologi  
�” Mengidentifikasi dirinya sebagai seseorang yang memiliki budaya Indonesia. 

�” Mengidentifikasi dirinya sebagai seseorang yang tumbuh di dalam pengaruh 

budaya dan gaya hidup Indonesia. 

�” Mampu berbahasa Indonesia 

�” Merupakan Psikolog Klinis terdaftar 

�” Memiliki literasi teknologi (yaitu memahami teknologi internet, pengelolaan data 

secara daring serta juga memahami aplikasi chatting) 

�” Memiliki pengalaman Telepskoterapi Teks Psikoterapi Chat / Konseling Chat. 
selama sekurang-kurangnya 6 bulan. 

 

Bagaimanakah Partisipasi Saya dalam peneltitian ini?  
Aktivitas penelitian diskusi kelompok terarah yang terdiri dari minimal enam sesi yang dimana 

tujuannya adalah untuk merancang panduan Telepsikoterapi Teks. Selama aktivitas-aktivitas 

ini anda dan partisipan lainnya akan diajak untuk mendiskusikan, memberi testimoni dan opini 

akan topik-topik yang akan diangkat. Topik-topik yang diangkat akan seputar pengalaman 
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anda mempraktekkan telepsikoterapi teks. Penelitian ini juga akan terdiri dari kelompok klien 

yang juga akan berpartisipasi di dalam tipe diskusi yang sama. Bersama-sama, kita kan bekerja 

bersama untuk merancang panduan Telepsikoterapi Teks. Anda juga akan diberikan 

kesempatan untuk memberikan komentar akan ide-ide yang diajukan oleh kelompok klien. 

Tabel dibawah ini akan memberikan anda gambaran akan bagaimana penelitian ini dijalankan.  

 

Aktivitas  Deskripsi  
Tahap 1 Anda akan diminta untuk mendiskusikan mengenai pengalaman anda seputar 

Telepsikoterapi Teks sebelumnya 

 

Anda juga akan diberikan kesempatan untuk memberikan komentar terhadap 

pengalaman-pengalaman yang berhasil dikumpulkan dari kelompok klien.  

Tahap 2 Anda diminta untuk memberikan ide atau pendapat tentang bagaimana sebaiknya 

Telepsikoterapi Teks dilakukan. Pertanyaan akan terfokus pada budaya, relasi anda 

dengan terapis dan materi terapeutik. 

 

Anda juga diberi kesempatan untuk berpendapat terhadap ide dan pendapat yang 

iberikan oleh Kelompok Klien. 

Tahap 3 Anda diminta untuk memilih ide-ide yang paling relevan dari semua ide yang telah 

tercetus dan membawa ide-ide tersebut menjadi sebuah konsep Telepsikoterapi Teks 

 

Anda juga diberi kesempatan untuk berpendapat terhadap konsep yang sudah 

dicetuskan oleh Kelompok Klien. 

Tahap 4 Anda akan diminta untuk melanjutkan pengembangan panduan Telepsikoterapi Teks 

dengan mengajukan aspek praktikal dan tenis yang diambil dari konsep-konsep yang 

telah didapatkan dari tahap-tahap sebelumnya. praktis 

 

Anda juga diberi kesempatan untuk berpendapat terhadap proposal yang sudah 

dicetuskan oleh Kelompok Klien. 

Tahap 5 Pada tahap ini anda akan diminta bekerja sama untuk membuat purwarupa dari panduan 

Telepsikoterapi Teks.  

Evaluasi Anda akan diminta untuk memberikan evaluasi atas purwarupa panduan. 

 

Bagaimana pengaturan jadwal dari pengambilan data ini?  
Total durasi dari pengambilan data diharapkan antara enam hingga Sembilan bulan dengan 

minimum lima sesi diskusi kelompok terarah. Meskipun begitu anda akan hanya aktif 

berpartisipasi di dalam proses pengambilan data antara dua hingga empat bulan dari durasi 

total. Di dalam lima hingga sepuluh minggu pertama, anda akan memiliki sesi diskusi 

mingguan. Setiap sesi akan memakan waktu 1.5 hingga 2 jam. Setelah sesi-sesi ini, akan ada 

periode diamana purwarupa dari panduan akan diselesaikan dan anda akan diminta untuk 

berdiskusi dengan peneliti untuk membantu penyelesaian ini. Proses penyelesaian purwarupa 

ini mungkin akan memakan waktu dua hingga empat bulan. Setelah purwarupa selesai, anda 

akan kembali diminta untuk memiliki sesi diskusi yang fokus dalam memberikan evaluasi 

kepada purwarupa manual tersebut. Sesi diskusi evaluasi akan juga memakan waktu antara 

1.5 hingga 2 jam. Secara total, total durasi dari pengambilan data adalah 12 �² 18 jam diskusi 

kelompok yang akan diselesaikan dalam waktu enam hingga sembilan bulan. Semua sesi 

diskusi akan menggunakan platform Zoom. Jadwal dari setiap sesi akan didiskusikan 

sebelumnya untuk memastuikan semua dapat hadir.  
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Apa sajakah potensi keuntungan dan resiko dari studi ini?  
Terdapat beberapa manfaat dari penelitian ini yang dapat Anda rasakan secara langsung 

maupun dalam jangka panjang. Proses rancang berpotensi memberikan anda terdapat banyak 

pengetahuan baru yang relevan dengan kegiatan praktek Psikologi Anda, terutama di bidang 

hubungan teurapeutik jarak jauh. Hasil dari studi ini-pun memiliki potensi kontribusi yang 

besar terhadap literatur Psikologi maupun Psikologi terapan di Indonesia.  

 

Penelitian ini diharapakan memiliki resiko yang sangat kecil atau tidak ada resiko sama sekali.  

Terdapat kemungkinan perasaan tidak nyaman di dalam diskusi yang disebabkan oleh 

perbedaan pendapat dari sesama Psikolog. Selain itu, Anda tidak akan diberikan pertanyaan 

yang memberikan efek negatif kepada kehidupan pribadi Anda.  

 

Kompensasi  
Anda akan mendapatkan kompensasi atas waktu, usaha dan kuota internet yang anda berikan 

Kompensasi akan diberikan kepada anda melalui transfer Bank. Tabel dibawah 

mengilustrasikan skema pemberian kompensasi 

 

No Aktivitas  
Kompensasi 

Waktu & Usaha  
Kompensasi 

Kuota Internet  
Total  

1 
Sesi Daring Diskusi 

Kelompok Terarah  
Rp. 75.000,00 / Jam Rp. 30.000,00 / Jam Rp. 105.000,00 / Jam 

 

Hak dan Prosedur Kesukarelaan  
Partisipasi anda di dalam studi ini adalah sepenuhnya sukarela. Anda memiliki hal untuk 

mengundurkan diri dari penelitian kapan-pun dan tanpa konsekuensi. Apabila anda 

memutuskan untuk mengundurkan diri dari penelitian ini anda akan diberikan lembar 

pengunduran diri yang harus diisi. Meskipun begitu, karena sifat dasar dari diskusi kelompok, 

semua data yang telah anda berikan selama partisipasi anda akan tetap ada didalam penelitian 

dan tidak dapat dihapuskan. Anda juga dapat secara bebas untuk kembali bergabung di dalam 

penelitian apabila anda menginginkannya. Anda juga berhak untuk melihat transkrip dari sesi-

sesi anda.  

 

Kerahasiaan dan Keamanan Data  
Segala informasi yang dapat menghubungkan dengan identitas anda akan disimpan secara 

rahasia atau tanpa nama, Semua dokumen yang akan diproduksi dibawah penelitian ini seperti 

tesis, prosiding, jurnal dan seminar tidak akan menampilan data identitas anda. Rekaman video 

dan transkrip akan disimpan secara aman oleh penliti di drive peneliti dan akan diberikan kode. 

Hanya peneliti utama dan tim pembimbing yang akan diperbolehkan untuk melihat data yang 

dapat dihubungkan dengan identitas anda. Transkrip dan informasi yang dapat dihubungkan 

kepada identitas anda akan dihancurkan dua tahun setelah peneyerahan tesis doktoral. 

 

Kontak  
Apabila Anda memiliki pertanyaan, kekhawatiran, dan keluhan tentang studi ini Anda dapat 

mengontak peneliti utama serta para pembimbing yang mensupervisi peneliti utama  
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Etika 
Proyek ini telah dievaluasi dan disetujui oleh Komite Etika Manusia dari Universitas Massey: 

Aplikasi Utara NOR 20/53. Apabila anda memiliki kekhawatiran tentang perlakukan penelitian 

ini. Silahkan kontak Dr. Fiona Te Momo, Pimpinan, Komite Etika Manusia Universitas Massey: 

Utara, Telepon +64094140800 extension 43347, email humanethicsnorth@massey.ac.nz 

  

mailto:humanethicsnorth@massey.ac.nz


 

 

520 

 

Appendix P - Participant Information Sheet �² Data Gathering Stage �² Clients Group in 

English and Bahasa Indonesia  

 

 



 

 

 

 

English 

PARTICIPANT INFORMATION SHEET 
CLIENT GROUP 

 

Title of the Research  
The Co-design of a Chat Telepsychotherapy Manual for Indonesians with Minor Depression. 

 

Subtitle of the Research  
The development of a Chat Telepsychotherapy manual for Millennial and Generation Z 

Indonesians who experience Minor Depression. 

 

Research Team 
Main Researcher : Wisnu Tri Widodo Endro, S.Psi., M.A. 

Main Supervisor : Dr. Matthew Shepherd 

Co-Supervisor : Dr. Clifford van Ommen; Dr. Heather Kempton 

 

Contact  
Cellphone Number 

+628562215888 / +64272089080 

 

Email 
wisnu.tw.endro@gmail.com 

 

My name is Wisnu Tri Widodo Endro and I am a Doctorate student from Massey University, 

New Zealand. I am currently doing research with the aim to create a Chat Telepsychotherapy 

manual or also known as Chat Therapy / Chat Counseling. 

 

I am inviting you to be a part of this study. If you should decide not to participate, then you 

do not need to provide any reason, just simply close this webpage. If you decide to participate 

but change your mind halfway, then you can withdraw from the study at any time.  The 

participant sheet will help in making your decision. You will find the rationale of this study, 

how  you would participate, and advantages and risks that you might experience during this 

study.  

 

Should you decide to be a part of this research, you will then be asked to sign the consent 

form in the last part of the document.  

 

 

 
 

mailto:wisnu.tw.endro@gmail.com
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Aim of the Study  
The aim of this study is to design a Chat Telepsychotherapy (CT) manual. CT is becoming more 

popular in Indonesian society especially amongst the Millennial and Generation Z generations. 

This is due to the fact that they are more used to communicate using text. However, up until 

now, there has been no official guideline as to how to conduct CT for people who suffer from 

depression. Therefore, this study will focus on designing a CT manual for Indonesian Millennial 

and Generation Z persons who are experiencing minor depression. 

 

Voluntary Procedure and Rights  
Your participation of this study is totally voluntary. You have the right to withdraw from the 

study at any time without consequence.  Should you decide to withdraw from the study, you 

will be given a withdrawal form to be completed. However, given the nature of FGD all the 

data that you give during your participation will still be part of the research and cannot be 

removed. You are also free to re-enter the study later if you decide to do so. You also have the 

right to see all your data such as your transcript from this research.  

 

How will I participate in this study?  
The research activity consists a minimum of five sessions of focus group discussions in which 

the goal is to design a CT manual. During these activities you and other participants will be 

asked to discuss topics, and provide testimonies and opinions. The topic of the discussion will 

around your experience with CT. This study will also include Clinical Psychologists who will be 

invited to participate in the same type of discussions. Together we will work together to design 

a working CT Manual. You also have the chance to comment on the ideas proposed by the 

psychologist group. The table below will give you an idea about how the study will run.  

 

Activity  Description  
Stage 1 You will be asked to discuss your prior experiences with CT.  

Stage 2 

 

You will be asked to give an idea on how CT should be conducted. Questions will revolve 

around culture, your relationship with the therapist, and the therapeutic material. 

 

You will also have the chance to comment on ideas that has been proposed by the 

Psychologist group.  

Stage 3 

 

You will be asked to choose relevant ideas from the previous stage and develop a broad 

concept of CT based on these ideas.  

 

You will also have the chance to comment on the core concept that has been proposed 

by the Psychologist group. 

Stage 4 

 

You will be asked to continue developing the CT manual by proposing a practical and 

technical aspects derived from the core concept developed in the previous stage.  

  

You will also have the chance to comment on the practical concepts that has been 

proposed by the Psychologist group 

Feedback You will be asked to give feedback on the manual prototype.  

 

How is the schedule arrangement for data gathering?  
The total duration of the data gathering is expected to be between six to nine months with a 

minimum of five Focused Group Discussion (FGD) sessions. However, you will only actively 

engage in the data gathering for between two to four months of the total duration. During 

the first five to ten weeks you will be having weekly FGD Sessions. Each session would last 

form 1.5-2 hours. After that, you will need to wait until the proposal of the manual is finished. 

This proposal preparation might take two to four months. Once the proposal is finished you 
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be again invited to have another FGD Session that focused on giving feedback towards the 

proposal of the manual. The feedback session will also take between 1.5-2 hours. All in all, the 

total duration of the data gathering is expected to be 10 �² 18 hours of FGD sessions that will 

be completed between six to nine months. Each FGD sessions would be done using the Zoom 

platform. The schedule of each sessions will be discussed beforehand to ensure everyone could 

attend. 

 

What are the advantages and risks from this study?  
This study offers advantages that you might directly or indirectly experience during the study. 

Research has shown that involvement in a discussion group can create positive and 

comfortable feelings. Furthermore, you will become a part of a study that has a potential to 

make a substantial contribution to the Psychology discipline and therapeutic practice in 

Indonesia.  

 

When you are participating in this study and the discussions, there will be a chance that you 

might experience uncomfortable feelings during the process. Furthermore, this uncomfortable 

feeling might become intense.  If you are finding it difficult to deal with these feelings, please 

call 119 extension 9 as this number is the helpline for mental health provide by the Indonesian 

Government.  

 

Confidentiality and Data Security  
Information that could link to your identity will be kept confidential. This is also applicable in 

other data such as transcripts of the discussion. Every document produced and written reports 

such as thesis, proceedings, journals and seminars that is related to this study will maintain 

your confidentiality. Video recording and transcript will safely be stored in the researcher drive 

that is protected with password. Only the main researcher and the supervisory teams are 

allowed to see the original identifiable data of the research. Video recording, Transcripts and 

any information that could lead to your identity will be destroyed two years after final Doctoral 

Thesis submission.  

 
Compensation  
The researcher understands that taking a part of a research that is largely done by Video 

Conference will drain your internet credit. Therefore, the researcher will provide compensation 

in the form of cellphone voucher with the nominal of IDR 25,000 to IDR 30,000 that will be 

given during every session/hour. The nominal depends on your cellphone provider. This 

compensation will be given to you via Bank Transfer 

 
Contact  
Should you have any questions regarding this study, you may contact the researcher, primary 

supervisor, and/or the co-supervisors.   

 

Ethic 
This project has been reviewed and approved by the Massey University Human Ethics 

Committee: Northern, Application NOR 20/53.  If you have any concerns about the conduct of 

this research, please contact Dr Fiona Te Momo, Chair, Massey University Human Ethics 

Committee: Northern, telephone 09 414 0800, x 43347, email 

humanethicsnorth@massey.ac.nz 

 

 

mailto:humanethicsnorth@massey.ac.nz
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Bahasa Indonesia  

 

 

LEMBAR INFORMASI PARTISIPAN 

KELOMPOK KLIEN 

 

Judul Penelitian:  
Rancang Kolaborasi dari Panduan Telepsikoterapi Teks untuk Orang Indonesia dengan 

Gangguan Depresi Minor 

 

Sub Judul Penelitian  
Pengembangan Panduan Telepsikoterapi Teks untuk Generasi Milenial dan Generasi Z 

Indonesia dengan Gangguan Depresi Minor. 

 

Tim Peneliti  
Peneliti Utama : Wisnu Tri Widodo Endro, S.Psi., M.A. 

Pembimbing Utama : Dr. Matthew Shepherd 

Pembimbing Pendamping : Dr. Clifford van Ommen; Dr. Heather Kempton 

 

Kontak  
Nomor Telepon Genggam 

+628562215888 / +64272089080 

 

Surel 
wisnu.tw.endro@gmail.com 

 

 

Nama saya adalah Wisnu Tri Widodo Endro, saya adalah mahasiswa yang sedang menempuh 

pendidikan doktoral di Universitas Massey yang berlokasi di Selandia Baru. Saya sedang 

melakukan penelitian yang bertujuan untuk membuat sebuah panduan untuk melakukan 

Telepsikoterapi Teks atau yang mungkin lebih familiar dengan nama Psikoterapi Chat / 
Konseling Chat.  
 

Dengan ini saya mengundang Anda untuk menjadi bagian dari penelitian ini. Apabila Anda 

tidak berkenan untuk berkontribusi, maka Anda tidak perlu memberikan alasan apapun dan 

cukup menutup halaman ini. Apabila Anda ingin berkontribusi namun berubah pikiran di 

kemudian hari, Anda dapat mundur dari penelitian ini kapan-pun. Lembar informasi partisipan 

ini akan akan membantu Anda dalam membuat keputusan. Anda akan menemukan alasan 

mengapa penelitian ini dilakukan, bagaimana Anda berpartisipasi dalam penelitian ini, serta 

keuntungan serta faktor resiko yang mungkin Anda alami selama berpartisipasi di dalam 

penelitian ini.  

 

Apabila Anda memutuskan untuk bergabung di dalam penelitian ini, maka Anda akan diminta 

untuk menandatangin lembar persetetujuan di bagian akhir dari dokumen ini.  

 

mailto:wisnu.tw.endro@gmail.com
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Tujuan dan Manfaat Penelitian  
Penelitian ini bertujuan untuk merancang secara kolaboratif, panduan untuk melakukan 

Telepsikoterapi Teks yang dikhusukan untuk Generasi Milenial dan Generasi Z Indonesia 

dengan gangguan depresi minor. Secara teori, penelitian dapat menambah pengetahuan dan 

literatur Psikologi di Indonesia khususnya di bidang Psikologi Klinis. Secara praktis, penelitian 

ini dapat menjadi dasar atau panduan dalam melakukan Telepsikoterapi Teks bagi para 

Psikolog Klinis yang mempraktekkannya.  

 

Prosedur Kesukarelaan  
Jika Anda berminat untuk menjadi bagian dari studi ini. Maka pertama-tama Anda akan 

diminta mengisi kuesioner online dan apabila Anda sesuai dengan kriteria awal partisipan 

penelitian, Anda akan dikontak oleh peneliti untuk melakukan wawancara lanjutan. 

Selanjutnya, apabila hasil wawancara menunjukkan bahwa Anda masuk di dalam kriteria penuh 

penelitian ini, Anda akan diundang untuk menjadi bagian dalam penelitian ini.  

 

Keikut-sertaan Anda di dalam penelitian ini bersifat sukarela. Anda memiliki hak untuk mundur 

dari studi ini kapanpun. Akan tetapi, data yang saya dapat dari Anda selama penelitian 

berjalan, tidak akan dapat ditarik kembali. Anda juga diperbolehkan untuk masuk kembali ke 

dalam studi ini apabila anda ingin melakukannya. Anda juga memiliki hak untuk melihat data 

anda seperti transkrip dari penelitian ini.  

 

Bagaimanakah Partisipasi Saya dalam peneltitian ini?  
Aktivitas penelitian diskusi kelompok terarah yang terdiri dari minimal lima sesi yang dimana 

tujuannya adalah untuk merancang panduan Telepsikoterapi Teks. Selama aktivitas-aktivitas 

ini anda dan partisipan lainnya akan diajak untuk mendiskusikan, memberi testimoni dan opini 

akan topik-topik yang akan diangkat. Topik-topik yang diangkat akan seputar pengalaman 

anda dengan Telepsikoterapi Teks. Penelitian ini juga akan terdiri dari kelompok psikolog klinis 

yang juga akan berpartisipasi di dalam tipe diskusi yang sama. Bersama-sama, kita kan bekerja 

bersama untuk merancang panduan Telepsikoterapi Teks. Anda juga akan diberikan 

kesempatan untuk memberikan komentar akan ide-ide yang diajukan oleh kelompok Psikolog. 

Tabel dibawah ini akan memberikan anda gambaran akan bagaimana penelitian ini dijalankan 

 

Kegiatan  Deskripsi  
Tahap 1 

 

Anda akan diminta untuk berbagai pengalaman Anda mengenai layanan 

telepsikoterapi yang pernah Anda lakukan. 

Tahap 2 

 

Anda diminta untuk memberikan ide atau pendapat tentang bagaimana 

sebaiknya Telepsikoterapi Teks dilakukan. Pertanyaan akan terfokus pada 

budaya, relasi anda dengan terapis dan materi terapeutik. 

 

Anda juga diberi kesempatan untuk berpendapat terhadap ide dan pendapat 

yang iberikan oleh Psikolog 

Tahap 3 

 

Anda diminta untuk memilih ide-ide yang paling relevan dari semua ide yang 

telah tercetus dan membawa ide-ide tersebut menjadi sebuah konsep 

Telepsikoterapi Teks 

 

Anda juga diberi kesempatan untuk berpendapat terhadap konsep yang sudah 
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dicetuskan oleh Psikolog 

Tahap 4 

 

Anda akan diminta untuk mengubah konsep yang sudah disetujui menjadi 

sebuah proposal panduan Telepsikoterapi Teks yang lebih rinci dan praktis 

 

Anda juga diberi kesempatan untuk berpendapat terhadap proposal yang 

sudah dicetuskan oleh Psikolog 

Evaluasi Pada tahap ini anda akan diminta untuk memberikan evaluasi pada purwarupa 

dari panduan. 

 

Bagaimana pengaturan jadwal dari pengambilan data ini?  
Total durasi dari pengambilan data diharapkan antara enam hingga Sembilan bulan dengan 

minimum lima sesi diskusi kelompok terarah. Meskipun begitu anda akan hanya aktif 

berpartisipasi di dalam proses pengambilan data antara dua hingga empat bulan dari durasi 

total. Di dalam lima hingga sepuluh minggu pertama, anda akan memiliki sesi diskusi 

mingguan. Setiap sesi akan memakan waktu 1.5 hingga 2 jam. Setelah sesi-sesi ini, akan ada 

periode dimana purwarupa dari panduan akan diselesaikan dan anda akan diminta untuk 

menunggu hingga proses ini selesai. Proses penyelesaian purwarupa ini mungkin akan 

memakan waktu dua hingga empat bulan. Setelah purwarupa selesai, anda akan kembali 

diminta untuk memiliki sesi diskusi yang fokus dalam memberikan evaluasi kepada purwarupa 

manual tersebut. Sesi diskusi evaluasi akan juga memakan waktu antara 1.5 hingga 2 jam. 

Secara total, total durasi dari pengambilan data adalah 12 �² 18 jam diskusi kelompok yang 

akan diselesaikan dalam waktu enam hingga sembilan bulan. Semua sesi diskusi akan 

menggunakan platform Zoom. Jadwal dari setiap sesi akan didiskusikan sebelumnya untuk 

memastuikan semua dapat hadir.  

 
Apa sajakah potensi keuntungan dan resiko dari studi ini?  
Penelitian ini  menawarkan kemugkinan keuntungan bagi diri Anda yang mungkin dapat Anda 

rasakan secara langsung atau dalam jangka panjang. Hasil penelitian menunjukkan bahwa 

berbagi cerita di dalam sebuah kelompok diskusi dapat menimbukan perasaan nyaman. Lebih 

jauh hasil anda akan menjadi bagian dari studi yang berpotensi memiliki pengaruh besar di 

dalam Disiplin Ilmu Psikologi di Indonesia. 

 

Ketika Anda berpartisipasi dalam studi ini, terdapat kemungkinan bahwa Anda akan 

mengalami perasaan tidak nyaman. Lebih jauh, perasaan tidak nyaman ini dapat menajdi 

sangat menganggu. Apabila anda menemukan kesulitan untuk mengelola perasaan ini, segera 

hubungi nomor 119 extension 9 karena nomor ini adalah helpline kesehatan mentl yang 

disediakan oleh pemerintah Indonesia. 

 

Kerahasiaan dan Keamanan data  
Segala informasi yang dapat menghubungkan dengan identitas anda akan disimpan secara 

rahasia atau tanpa nama, Semua dokumen yang akan diproduksi dibawah penelitian ini seperti 

tesis, prosiding, jurnal dan seminar tidak akan menampilan data identitas anda. Rekaman video 

dan transkrip akan disimpan secara aman oleh penliti di drive peneliti dan akan diberikan kode. 

Hanya peneliti utama dan tim pembimbing yang akan diperbolehkan untuk melihat data yang 

dapat dihubungkan dengan identitas anda. Transkrip dan informasi yang dapat dihubungkan 

kepada identitas anda akan dihancurkan dua tahun setelah peneyerahan tesis doktoral 
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Kompensasi  
Peneliti paham bahwa melakukan video call akan membebani kuota internet Anda. Oleh 

karena itu peneliti akan menyediakan kompensasi berupa voucher pulsa sebesar Rp. 25.000 �² 
Rp. 30.000 per satu jam sesi diskusi. Kompensasi ini akan diberikan melakui Transfer Bank, 

 

Kontak  
Apabila Anda memiliki pertanyaan, kekhawatiran, dan keluhan tentang studi ini Anda dapat 

mengontak peneliti utama serta para pembimbing yang mensupervisi peneliti utama  

 

Etika 
Proyek ini telah dievaluasi dan disetujui oleh Komite Etika Manusia dari Universitas Massey: 

Aplikasi Utara NOR 20/53. Apabila anda memiliki kekhawatiran tentang perlakukan penelitian 

ini. Silahkan kontak Dr. Fiona Te Momo, Pimpinan, Komite Etika Manusia Universitas Massey: 

Utara, Telepon +64094140800 extension 43347, email humanethicsnorth@massey.ac.nz 
 

 

mailto:humanethicsnorth@massey.ac.nz
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Appendix Q �² Consent Form �² Data Gathering Stage �² Psychologists Group in English 

and Bahasa Indonesia  
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English 
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Bahasa Indonesia 
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Appendix R �² Consent Form �² Data Gathering Stage �² Clients Group in English and 

Bahasa Indonesia  
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English 
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Bahasa Indonesia 
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Appendix S �² Withdrawal from Research Form  in English and Bahasa Indonesia  
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English
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Bahasa Indonesia 
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Appendix T �² Authority for Release of Transcripts in English and Bahasa Indoensia  
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English 
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Bahasa Indonesia
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Appendix U - List of Questions in the CoDesign Process  

Please be advised that the original document is in Indonesian Language 

 

Psychologists Group  

Stage 1 - Understanding and Sharing Experiences. 

1. What comes to your mind when handling depressed client with online therapy? 

2. What comes to your mind when handling depressed client with Live-Chat therapy? 

3. Please make a list of the advantages and disadvantages of handling depressed clients 

with live-chat therapy 

4. How do you find the effectiveness on handling depressed clients with live-chat therapy? 

5. What do you think the uniqueness of Depressed People in Indonesia? 

6. How do you think culture are affecting the treatment of Indonesian depressed clients? 

7. What do you think is the best therapy for Indonesian Depressed people? 

8. What kind of feelings arises when you are handling depressed clients with CT? 

9. What would be the technical difficulties that you experience during CT? 

10. Tell us the most unique cases you have ever encountered during CT. 

11. What would be the challenges and advantages of handling clients with different stage of 

development (ie Teenage and early adulthood) 

 

Stage 2 �² Exploring Blue-sky Ideas 

 

1. Please make a list of the most important factor to make a successful therapy for 

depressed people? 

2. What is the best way to deliver these important factors in a Live-Chat Therapy? 

3. What are the functions in chat application that might useful for live-chat therapy? 

4. How do you think we build therapeutic alliance in Live-chat therapy? 

5. How do we show empathy in CT? 

6. How do we show appraisal in CT? 

7. How do you think we addressed the culture aspect in chat psychotherapy? 

8. How do we deal with language differences in CT? 

9. What are the things that might be consider offensive that could happen in CT? 

10. What can we do if we do not understand a culturally based concept that the client might 

brought up during the session? 

11. What do you think are the values that we need to uphold during our therapeutic 

relationship with the clients? 

12. How do you think culture affect goal setting in the CT session?  

13. In your experience is there a solid empirical psychotherapy paradigm that suit best with 

Indonesian depressed clients? 

14. What do you think would be the best template of therapy would suit best with 

Indonesian depressed clients? 

15. What kind of material should we share with the clients? 

16. How do we share materials CT? 

17. How do we address confidentiality in live telepsychotherapy? 

18. How do we assess the level of issues on a client? 
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Stage 3 �² Selecting and Developing Blue Sky Concept 

 

1. What is the treatment plan for Indonesian depressed people? 

2. How many sessions should a CT be? 

3. What kind of goals should we established in every sessions? 

4. How do you think each session should be structured? 

5. How to make sure each goal is achieved in every session? 

6. What functions need to be existing in the communication platform with the clients? 

 

Stage 4 �² Converging to Practical Proposals 

1. How many sessions are allocated for the chat telepsyhotherapy? 

2. What is the goal of every session? 

3. How to form an effective message to the client? 

4. What would be the sentence to show empathy towards clients? 

5. What would be the sentence to show appraisal towards clients? 

6. How would a client be handled in the first contact? 

7. What would be the sentence to firstly greet the clients? 

8. What are the measurement tools will be used to measure the issue that the client have? 

9. How long after therapy should we follow up the clients? 

10. What are the platforms that would be used to communicate with the clients? 

 

Clients Group  
Stage 1 - Understanding and Sharing Experiences.` 

1. What do you feel and think at the moment? 

2. Do you mind to share in the group what had you been through that led you to this 

situation? 

3. �:�K�D�W���V�R�P�H���V�R�U�W���R�I���I�H�H�O�L�Q�J���D�Q�G���W�K�R�X�J�K�W�V���W�K�D�W���F�R�P�H���D�F�U�R�V�V���\�R�X���Z�K�H�Q���W�K�L�V���´�V�D�G���S�H�U�L�R�G�µ���K�L�W��
you the most? 

4. What would be triggering factor that lead you to that particular stage? 

5. How do you find out about CT? 

6. What comes to your mind when you notice such a service? 

7. What attract you or maybe hesitate you for doing such a service? 

8. What would be the preliminary assumption that you had when you notice such a 

service? Were those assumptions happen to be true? 

9. What kind of feelings and thoughts arises when you are having CT? 

10. Please make a list of the advantages and disadvantages of having chat telepychotherapy 

11. Do you have preference in terms of the psychotherapist? 

12. What would be the technical difficulties that you experience during CT? 

13. Tell us the most unique cases you have ever encountered during CT. 

14. Do you think culture affecting you therapy? 

 

Stage 2 �² Exploring Blue-sky Ideas 

1. Please kindly share what do you think a CT should be like? 

2. Please let me know what do you seek from CT? 

3. How do you want to be helped when you opt for a CT? 

4. What kind of feature do you want to experience using CT? 
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5. What do you think is the best flow of CT? What do you want to get in the first contact? 

What do you want the middle and the last part of the therapy would be? 

6. What would be the type of messages would you prefer to receive from the 

psychotherapist? 

7. Should the psychotherapist give some sort of material to you, what do you think is the 

best way to receive it? 

8. What do you think of receiving homework in a therapy? 

9. What are the functions in chat application that might useful for live-chat therapy? 

10. What would be the best way to established a productive and warm atmosphere with the 

psychotherapist? 

11. How should we addressed this in a CT? 

12. How do we address confidentiality in a telepsychotherapy? 

13. How do you think culture affecting the CT session? 

14. Indonesia consist a lot of language, how do you think lamgiage affecting CT sessions? 

15. What are the things that might be consider offensive that could happen in CT? 

16. What do you think are the values that we need to uphold during CT session? 

 

Stage 3 �² Selecting and Developing Blue Sky Concept 

1. What do you think about the treatment plan proposed by the psychotherapist? How 

should we improve it? 

2. What do you think about the session goals proposed by the psychotherapist? How 

should we improve it? 

3. What do you think about the session structured proposed by the psychotherapist? How 

should we improve it? 

4. What functions need to be existing in the communication platform with the 

psychotherapist? 

 

Stage 4 �² Converging to Practical Proposals 

1. What do you think about the final proposal of the chat teletherapy by the 

psychotherapist? Do you like on the number of sessions, goals and structure of it? 

2. What do you think about the wording proposed by the psychotherapist? Do you feel 

that the massages serve it purposes? 

3. What do you think about the first contact procedure made the psychotherapist? How 

can we improve it? 

4. What are the platforms that would be used to communicate with the clients?
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Appendix V �² Example of the Transcription  

Please be advised that the original document is in Indonesian Language 

 

Researcher: 

From the researcher team, we would like to know whether you experience any physical 

related complain during depression episode. There are many literatures that suggest 

Depression cause physical symptoms, but the current diagnosis system does not really look 

into it. So we want to know whether you all shared the same experience.  

Participant Data Coded For 

P8 When I feel depressed, I feel lack of sleep, 

headache, stomach cramping, tactical 

numbness, dizziness, muscle stiffness and 

aching, passing out, heart palpitation. I 

thought I had cardiac arrest, but it turned out 

to be normal. Then I went to neurologist and 

found out that my neural system was also 

okay. The doctor referred me to a Psychiatrist 

and the psychiatrist refer me to a psychologist. 

�)�L�Q�D�O�O�\�����D�I�W�H�U���,���U�H�D�O�L�]�H�G���Z�K�D�W���K�D�S�S�H�Q�����,���G�R�Q�·�W��

feel disable anymore. Only stiff in the shoulder, 

neck, stomach cramping, shortness of breath 

and unenergetic.  

�” Lack of Sleep 

�” Headache 

�” Stomachache 

�” Tactical Numbness 

�” Dizziness 

�” Passing out 

�” Muscle Stiffness 

�” Muscle Aching 

�” Heart Palpitation 

�” Shortness of breath 

�” Unenergetic 
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Appendix W - Example of Theme Searching  

Please be advised that the original document is in Indonesian Language 

Researcher: What comes to your mind when I say Chat Telepsychotherapy? 
Participants  Coded For Themes 

C1 �” Make depression even worse 

�” Need to type despite the lack of 

energy 

�” Prefer to be spontaneous as 

writing chat hinder real intention 

to be fully conveyed 

�” Did not get the feel, something 

implicit that can be unsaid.  

Disadvantage (Theme) 
�” Make depression even worse 

�” Need to type despite the lack of 

energy 

�” Prefer to be spontaneous as 

writing chat hinder real intention 

to be fully conveyed 

�” Did not get the feel, something 

implicit that can be unsaid. 

 

Preference (Theme) 

�” Spontaneous communication 

 

 

C3 �” Helpful 

�” Typing need so much of energy 

�” No expresession  

�” Prefer voice 

�” Prefer video call. 

Advantage (Theme) 

�” Helpful 

 

Disadvantage (Theme) 

�” Typing need so much of energy 

�” No expresession  

 

Preference (Theme) 

�” Prefer voice 

�” Prefer video call. 

C4 �” Relieved 

�” Calming, somebody is there to 

help us 

�” No intonation 

�” Use voice note 

Advantage (Theme) 

�” Relieved 

�” Calming, somebody is there to 

help us 

 

Disadvantage (Theme) 

�” No intonation 

 

Suggestion (Theme) 

�” Use voice note 
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Appendix X �² Example of Summaries of Sessions  

Please be advised that the original document is in Indonesian Language 
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Appendix Y �² Before and After Routine (Stage 1 �² Stage 4) Data Gathering Mental 

Health Level Statistical Analysis  

 

The Inventory of Depression Symptomatology �² Self Report �² Indonesian Version 

Client Group Participants  Score Prior Data Gathering  Score After Data Gathering  
1 33 42 

2 27 Missing 
3 33 29 

4 24 16 

5 36 46 

6 48 39 

7 37 38 

8 48 33 

Mean 35.75 34.71 

Median 34.5 38 

SD 8.71 9.96 

 

Statistical Analysis using Wilcoxon Signed Rank Test 
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World Health Organisation �² Quality of Life �² Bref - Indonesian Version 

Client 
Group 

Participants  

Physical  
Prior  

Physical  
After  

Psychological  
Prior  

Psychological  
After  

Social 
Interactio

n 
Before  

Social 
Interactio

n 
After  

Environme
nt  

Before  

Environme
nt  

After  

1 81 38 63 44 75 69 56 50 

2 Missing 
3 63 75 56 44 50 56 56 50 

4 56 75 50 69 56 75 56 69 

5 63 44 56 44 69 94 50 63 

6 44 63 31 50 50 50 50 63 

7 63 44 44 25 25 44 50 50 

8 44 63 56 63 81 94 75 94 

Mean 59.14 57.43 50.86 48.43 58.00 68.86 56.14 62.71 

Median 63.00 63.00 56.00 44.00 56.00 69.00 56.00 63.00 

SD 12.85 15.37 10.56 14.41 18.97 20.17 8.84 15.83 
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Statistical Analysis of Physical Aspect using Wilcoxon Signed Rank Test 

 

Statistical Analysis of Psychological Aspect using Wilcoxon Signed Rank Test 
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Statistical Analysis of Social Interaction Aspect using Wilcoxon Signed Rank Test 

 

Statistical Analysis of Environment Aspect using Wilcoxon Signed Rank Test 
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Appendix Z �² Permission from Beck Institute to use Testing Your Thoughts Worksheet 

in the Manual
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Appendix ZA �² Permission from Guilford to use Thinking Error in the Manual  
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