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Abstract: Defining psychological resilience is a challenge for researchers and mental health professionals. More recent
understandings of resilience define it as the capacity of a dynamic system to successfully adapt to disruptive factors that threaten
the sustainability or development of that system. The present study aimed to examine the relationships between psychological
trauma, depression and certain factors of resilience in a clinical sample of children (N = 103). To test the hypotheses, the following
measuring instruments were used. the Trauma Symptom Checklist (TSCC), Beck Youth Inventories - Second Edition, Child and
Youth Resilience Measure (CYRM-28), as well as assessment of psychotraumatization. The results were not quite consistent with
previous studies of resilience, so that the hypothesis that abused, non-traumatised children would have significantly higher scores
on the resilience measure than abused children was not confirmed. The results do suggest that abuse is more likely to occur
among children whose caregivers do not provide care for their physical and psychological needs. It has also been confirmed that
caregivers’neglect of psychological needs is related to more significant negative psychological outcomes than caregivers’neglect
of physical needs. Additionally, the study found a greater negative correlation between resilience and depression in traumatised
children than in non-traumatised children.
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INTRODUCTION ing adverse events in childhood have a significant
effect on later development and on ways of cop-
ing with stress and problems (Horning and Rouse,
2002; Masten, 2014). Ungar offers an instrument
that measures resilience, the CYRM (described
later in the section “Instruments”), which we have
used in the present research, so we decided to use

The psychological construct of resilience has
been quite extensively covered and discussed in
the literature over the last few decades (Reuther
and Osofsky, 2013). There have also been differ-
ent points of view about resilience and therefore

different definitions. Masten (2014, p.10) defines his definition of resilience (although some defi-

resilience as “the capacity of a dynamic system nitions overlap and do not exclude each other).
to adapt successfully to disturbances that threaten His definition of resilience (Ungar, 2008, p. 225)
the viability, function or development of that sys- i .

tem”. According to the same author, resilience in
the context of developmental psychology implies
a child (1) who relatively successfully resolves
key developmental tasks that are important for
the child of a certain age in a particular culture,
and (2) who is experiencing or has experienced
a particularly adverse situation/s (Masten et al.,
1999). Research results show that the development
of resilience begins from the earliest childhood,
and that the acquired ways of reacting and fac-

includes characteristics of the context and protec-
tive factors, namely health sustaining resources:
“In the context of exposure to significant adversi-
ty, whether psychological, environmental, or both,
resilience is both the capacity of individuals to
navigate their way to health-sustaining resources,
including opportunities to experience feelings of
well-being and a condition of the individual’s fam-
ily, community and culture to provide these health
resources and experiences in culturally meaningful
ways”. After experiencing difficult life situations
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(such as for example abuse), traumatic reactions
can occur that are visible on an emotional, physical,
mental and behavioural level. However, if a per-
son has developed resilience to such experiences,
more severe reactions will be less likely, and the
person will adjust positively to the new situation
over time and continue further successful develop-
ment. Hjemdal, Friborg, Stiles, Martinussen and
Rosenvinge (2006) define resilience as the protec-
tive factors, processes, and mechanisms that con-
tribute to a good outcome, even though if someone
has lived through stressors that represent signifi-
cant risk for developing psychopathology. Access
to resources and opportunities affect resilience.
Tempski et al. (2015) view resilience as a result
of the interaction of an individual’s social sup-
port, experiences, values and cultural, social, and
ethical influences. Negative effects of adverse life
circumstances are modified by protective factors
which help to strengthen resilience (Schoon, 2006).
Ungar, Ghazinour, and Richter (2013) define resil-
ience as the ability of an individual to successfully
use his or her psychological, social, cultural and
physical resources in difficult life situations in
order to cope with problems and adverse situations.
Resilience is also the capacity of an individual to
acquire and realize these resources and successfully
use them in a meaningful way.

Protective factors are considered key in achiev-
ing resilience and overcoming stressful life situa-
tions (Windle, 2011). These factors interact with
risk and contribute to stronger resilience and are
recognized through three levels - individual (psy-
chological or neurobiological factors), immediate
social environment (family connection, parental
support) and community (support systems, insti-
tutional and economic factors) (Windle, 2011).
Personal sources of resilience, understood as
dynamic concepts, are influenced by active family
transaction processes: participating in the immedi-
ate and wider social network of family members,
in resource mobilisation and in the overcoming
of obstacles in complex environmental condi-
tions (Ungar, 2010). Walsh (2016) also states
that human successful and unsuccessful function-
ing is the result of the interaction of individuals,
families, communities, and wider systems. Their
interaction affects vulnerability and resilience in

dealing with stressful life experiences and other
difficult-to-change situations.

ABUSE AND NEGLECT AS A SOURCE
OF PSYCHOLOGICAL TRAUMA IN
EARLY CHILDHOOD

Any painful event or experience that causes
some permanent consequences is considered to be
a trauma (Petz, 2005). Traumatic events acutely
disrupt the usual sense of control over a person’s
life, the feeling of being connected with others and
the meaning that a person attaches to the world
around him or her (Van der Kolk et al., 2005).
Due to its intensity and quality, a traumatic event,
unlike a stressful event, will cause suffering and
pain to most people regardless of their physical
and emotional state before the event and regard-
less of their coping strategies (Arambasic, 2000).
This means that trauma is an emotional state that
occurs as a consequence of traumatic events and
reactions to traumatic events are considered to be
understandable or normal reactions to abnormal
circumstances. They can immediately follow the
traumatic experience, but can also appear later, for
example several weeks and/or months later, or even
much longer afterwards (Arambasic¢, 2000).

Traumatic events include various forms of
violence against children, which can be divid-
ed into physical, emotional and sexual abuse, as
well as neglect (Buljan Flander and Cosié, 2003).
According to WHO data (2014), every fourth per-
son in the world was physically abused in his or
her childhood. Finkelhor et al. (2013) state that
one in five children experiences some form of
neglect before the age of seventeen. In 2006, the
Polyclinic for the Child and Youth Protection of the
City of Zagreb and the non-governmental organi-
sation Brave Phone conducted a national study on
the prevalence of abuse and neglect of children in
Croatian secondary schools. The results show that
15.9% of children were exposed to physical abuse,
16.5% to emotional, and 13.7% to sexual abuse
(Buljan Flander, 2007).

Many studies reveal that abuse and neglect are
one of the most frequent causes of psychological
trauma in early childhood, and that adverse factors
in childhood are responsible for nearly 30% of all
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mental disorders in adulthood (Arata et al., 2005;
Kessler et al., 2010). Individuals who experienced
more traumatic experiences during childhood have
a greater probability of developing a complex form
of post-traumatic stress disorder (Van der Kolk et
al., 2005).

In the case of abused children, these disruptions
are obvious, involving some form of abuse, which
may be physical, emotional, or sexual abuse, wit-
nessing violence between people who are close,
domestic violence or neglect. The consequenc-
es may manifest themselves as disrupted health,
especially mental problems, such as depression,
anxiety and addiction; problems with social, emo-
tional, and behavioural functioning (e.g. increased
aggression); and problems with academic achieve-
ment (O Afifi and MacMillan, 2011, Domhard,
Munzer, Fegert and Goldbeck, 2015). Cicchetti and
Valentino (2006) state that maltreated children are
more likely to develop a profile of relatively endur-
ing vulnerability factors, placing them at great risk
for future maladaptation and psychopathology.

DEPRESSION AS A CONSEQUENCE OF
PSYCHOLOGICAL TRAUMA

Psychological trauma is an individual’s com-
plex reaction to being exposed to events that occur
unexpectedly and suddenly, and that cause intense
fear and a feeling of terror and helplessness (Reyes
et al., 2019). Traumatic experiences can signifi-
cantly change an individual’s stable perception of
his or her own value, trust in others and feeling
of justice and predictability in the world. All this
can lead to many negative outcomes, both for the
individual and for his or her functioning in the
environment.

It has been proven that traumatic events in
childhood cause functional damage in the brain
and this damage can remain even decades after the
traumatic event (Yu et al., 2019). The depressive
symptoms of persons that have a history of trau-
matic experiences in childhood are connected with
the abnormal functioning of the brain, particularly
of the sensory and attention systems. Individuals
who have lived through some form of psycho-
logical trauma have a four times greater chance
of experiencing depressive symptoms and other

mental health problems than persons who have not
experienced traumatic events in childhood (Green
etal., 2010; Nakai et al., 2014). Negele, Kaufhold,
Kallenbach and Leuzinger-Bohleber (2015) state
in their study that over 75% of patients diagnosed
with depression have a medical history of trauma in
early childhood. In addition, approximately 37% of
patients with clinical depression mention multiple
traumatic experiences in childhood.

RESILIENCE AND TRAUMATISATION

When speaking about maltreated children,
Walsh, Dawson and Mattingly (2010) state that
these children are resilient if they show that they
are competent in different functional areas, such
as behaviour, expressing and regulating emotions,
social relationships (for example, with their peers)
and academic achievement. However, they empha-
sise that successful functioning in one area does
not mean success in another area, and that, unfor-
tunately, every fifth child who has been maltreated
functions poorly in all these areas. In the study
conducted by Cicchetti and Rogosch (1997), mal-
treated children demonstrated greater dysfunction
than non-maltreated ones on several indicators of
resilient functioning; some of these indicators were
competence with peers, behavioural problems,
school functioning and relationships with adult
caregivers. Also, they stated that many of these
deficits persisted across 2 or 3 consecutive years of
assessment and that maltreated children exhibited
a lower level of resilient functioning than did the
non-maltreated children across each of the 3 years.

On the other hand, some abused children suf-
fer no consequences in any area. We can find dif-
ferent data depending on the study: 10% to 53%
of children who suffered sexual abuse continue to
function normally (Dombhard et al., 2015). We were
therefore interested in investigating the protective
factors that increase resilience, especially in abused
children.

A survey studying resilience of sexually abused
girls (interviewed during childhood, and again as
adults) showed that the following had an effect
on increasing resilience: a stable family environ-
ment, a less violent experience of sexual abuse,
the non-repetition of sexual abuse in adulthood,
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completion of secondary school, and lack of trou-
ble with the law in youth (Hyman and Williams,
2001). Domhard et al. (2015) in their analysis of
the study of resilience also mention protective fac-
tors within the family, which were effective in spite
of the experience of sexual abuse. They mention
support in the family as the most important factor,
but they also indicate the importance of support
by the broader social community, as well as the
following factors: education, affection, social and
emotional competence, active confrontation with
problems, internal locus of control, optimism, and
attributing blame to external causes (Domhard et
al., 2015).

In his multilevel perspective on resilience under
conditions of extreme stress, Ciccetti (2010, p 153)
says that “the advances in genomics, epigenetics,
brain imaging and hormonal and immunological
assay techniques will make important contribu-
tion to propelling increased knowledge about the
developmental processes leading to resilience”.
Earlier studies have continuously provided data on
the significant relation between emotional abuse
or neglect and psychopathology (McCrory, De
Brito and Viding, 2012), which primarily consists
of depression in adults, which in the mentioned
cases appears earlier, lasts longer and manifests
itself in multiple episodes during their lifetime
(Klein, Shankman, Lewinsohn, and Seeley, 2009).

Resilience represents an important factor in
understanding the relationship between trauma and
depression (Luthar, Cicchetti and Becker, 2000).
Less resilient individuals will have a higher prob-
ability of developing depressive or anxious symp-
tomatology after living through trauma than those
who are more resilient (Hoge, Austin and Pollack,
2007).

The aim of the present study was to explore
relations between resilience, trauma and depression
in a clinical sample consisted of patients in a public
health institution (specialised for traumatised chil-
dren). We were interested to find out whether high-
er resilience in children and adolescents is associat-
ed with less adverse emotional consequences (not
traumatised and not depressive) in the presence of
inappropriate environmental factors (abuse). Also,
we examined the relation between abuse and the
caregivers’ fulfilment of needs, which earlier stud-

ies showed to be one of the factors that contribute
to higher resilience in children, and the relation
between (lack of) fulfilment of needs and psycho-
logical disorders. Lastly, we tested the moderating
effect of traumatisation on the relation between
resilience and depression.

METHOD

Participants

In 2019, a total of 103 children who were
patients of the Polyclinic for the Child and Youth
Protection of the City of Zagreb took part in the
study. These 103 children were selected because
they were tested with the same tests during clin-
ical assessment, so that they could be compared.
Therefore, it was a clinical sample consisting of 49
boys and 54 girls. The average age was 12.38 years,
with a standard deviation of 2.458. Out of 103 sur-
veyed children, 72 had not been traumatised, while
31 had been. Also, in the whole sample, 34 children
had been abused and neglected. Among them 12
had been emotionally abused (2 by mother, 6 by
father, 4 by mother and father), 4 sexually (1 by
father, 2 by family friend or neighbour, 1 by step-
father), and 8 physically (3 by mother, 5 by father).
Ten had witnessed family violence, in which the
perpetrator had been the father in 5 cases, the step-
father/stepmother in 2 cases, or both mother and
father in 3 cases. A total of 16 had been neglected, 5
by the mother, 7 by the father, and 4 by both mother
and father. Four had been bullied by peers. Some
of the participants had experienced multiple kinds
of abuse, so the total numbers above may exceed
the total of 34 abused and neglected children. The
others had come to the Polyclinic for various rea-
sons: parental divorce (N=30), other traumatic
event (N=9), grieving (N=5), learning disabilities
(N=14), or behavioural difficulties (N=11). More
on how participants were divided into traumatised
and non-traumatised groups can be found below
under /nstruments - Psychotraumatisation.

Instruments

Instruments were selected according to the con-
venience of the clinical sample: they were initially
administered by the psychologists for the purpose
of their clinical assessment, but psychologists were
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asked to include the CYRM. Although TSCC and
BYI-II seem similar, the TSCC is more focused on
trauma symptoms and BYI-II gives us more valu-
able data about depression. Because of the specifics
of the sample (traumatised, abused children), we
wished to use all these data to ensure more precise
and useful results.

The Trauma Symptom Checklist for Children
— TSCC (Briere, 2011) is a self-report measure of
post-traumatic stress and related symptomatolo-
gy. The TSCC scale is used for assessing children
who have experienced certain traumatic events
(physical and sexual abuse, peer violence, major
loss, witnessing violence among others and natu-
ral disasters). The scale consists of 54 items that
include two validity scales and six clinical scales
(anxiety, depression, anger, posttraumatic stress,
dissociation and sexual concerns). The Croatian
standardisation of the Trauma Symptom Checklist
for Children was conducted on a normative sample
of elementary and secondary-school students (N
= 295), on children tested at the Polyclinic for the
Child and Youth Protection of the City of Zagreb
in whom the indicator of exposure to abuse or to a
traumatic event was not found (N = 148), and on
a clinical sample (N = 794) of children tested at
the Polyclinic for the Child and Youth Protection
of the City of Zagreb, who had been exposed to
some form of traumatic experience (Briere, 2011).
This standardisation showed that the range of
Cronbach’s alpha for clinical TSCC subscales in
the normative sample was from .66 to .80, and in
the clinical sample from .66 to .84 (Briere, 2011).

The Beck Youth Inventory — Second Edition
(BYI-II) (Beck, Beck, Jolly and Steer, 2011)
includes five different inventories — depression,
anxiety, anger, disruptive behaviour and self-con-
cept. Each inventory contains 20 statements, and
the children’s task is to assess how often a par-
ticular statement is true for them on a scale of 0
(never), 1 (sometimes), 2 (often) or 3 (always). The
Croatian standardisation of the BYI-II (Beck et al.,
2011) inventory was conducted on 835 elementary
and secondary-school students (412 males and 423
females) from the age of 7 to the age of 18 from
all parts of the Republic of Croatia. This standard-
ization showed that the range of Cronbach’s alpha

for BYI-II subscales was from .83 to .93 (Beck et
al., 2011).

The Child and Youth Resilience Measure
(CYRM-28) (Ungar and Liebenberg, 2011) con-
tains 28 items measuring psychological resilience.
All items are rated on a 5-point scale from 1 (does
not describe me at all) to 5 (describes me well),
with higher scores indicating increased resilience
processes. The resilience assessment scale for chil-
dren and adolescents provides high reliability when
measuring resilience dimensions, and includes
three subscales: personal, relational, and contextual
factors. This measure is presently the only intercul-
tural instrument to study resilience. The three-fac-
tor structure of the scale has been confirmed by the
instrument’s author, as well as by other researchers
(Lee etal., 2010; Martin et al., 2015, Liebenberg et
al., 2016), and explains 44% of the total variance.
The scale contains eight subscales: personal skills,
peer support, and social skills, which fall under the
personal factor; physical caregiving and emotional
caregiving, which fall under the relational factor;
and spiritual experiences, education and culture,
which fall under the contextual factor. The CYRM-
28 has been translated into Croatian and used in
other studies, and therefore validation has been
effected. It has shown good psychometric prop-
erties so far in Croatian samples, with Cronbach’s
alpha of .88 for the global scale, .75 for the indi-
vidual scale, .79 for the caregiver scale, and .76 for
the contextual scale (Miljevi¢-Ridicki, Simoes and
Kimber, 2020). The instrument is available and can
be freely applied based on the author’s manual.

Psychotraumatisation. Decisions about wheth-
er participants had experienced psychotraumatisa-
tion were made on the basis of an assessment by a
multidisciplinary team (psychiatrist, paediatrician,
psychologist, social worker, and social pedagogue),
as part of a team process at the Polyclinic for the
Child and Youth Protection of the City of Zagreb,
which is specialised for working with traumatised
children. The participants were put into “yes” or
“no” categories according to the psychotraumatisa-
tion criterion, made on the basis of the professional
knowledge of every team member, who was an
expert specially educated in the field of traumati-
sation and child abuse, and on the basis of the diag-
noses that the multidisciplinary team made in their
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joint test analysis. This was the approach applied
for traumatisation, but not for assessment of core
test results, for example, because we considered
assessment by a team of special experts to be more
reliable and trustworthy, especially given that abuse
and neglect are sensitive topics (a child’s narrative
is often the only evidence of abuse), and given the
size of our sample and the fact that children may
give socially appropriate answers (especially in
smaller samples) due to the pressures connected
to the assessment (e.g. pressure about the abuser
going to jail, parental manipulation during divorce,
the child’s desire to avoid other experts). With a
view to using simpler language, we differentiate
in this text between participants who were abused,
which means those who experienced abuse/neglect,
on the basis of the most objective information
available; and participants who were traumatised,
i.e. who experienced emotional reactions as a con-
sequence of traumatic events. Therefore, some par-
ticipants were both abused and traumatised (N=18):
in other words, they experienced maltreatment and
exhibited emotional signs of trauma. Other partic-
ipants were abused but not traumatised (N=16):
they experienced maltreatment, but did not exhibit
emotional traumatic reactions.

Procedure

This survey was conducted at the Polyclinic
for the Child and Youth Protection of the City of
Zagreb. The participants were children (patients)
included in the analysis of the Polyclinic’s multi-
disciplinary team. The testing was conducted as
part of regular psychological procedures, except
that psychologists were asked to add the CYRM
to their usual testing materials. All the data for this
study were extracted from the medical charts and
reports of the multidisciplinary team, and from
the Polyclinic’s database containing patient infor-
mation. For the purpose of this study, all the data
were anonymised, number-coded, and stored in the
medical files within the institution, in conformity
with the rules of the health institution, and with
all the ethical and professional principles related
to confidentiality. Since the study was conducted
after the patients were in the Polyclinic and it was
based on using previously collected clinical data,
approval to use the data was obtained from the

Polyclinic’s ethics board and the director of the
institution. All instruments were administered at
the same time for each participant.

RESULTS

Table 1 contains the descriptive-statistical
parameters of some of the scales used in this study.

Descriptive - statistical parameters were calcu-
lated for the whole sample of participants. It can be
seen that among TSCC subscales, the highest result
was on PTSP and the lowest was on anger without
a high tendency toward under- or hyper-response.
BYI-II subscales showed that our participants had
good self-concept (M=39.43, max=58), with the
highest results on the anxiety subscale and the low-
est on disruptive behaviour. On CYRM subscales,
the highest result was on physical caregiving, and
the lowest was on spiritual experiences.

The relation between resilience and trauma-
tisation

A range of t-tests were conducted to test the
differences in resilience between traumatised and
non-traumatised abused children. All the t-tests
were conducted only on the subsample of persons
who had been abused (N=34). Traumatisation was
used as an independent variable, while the depen-
dent variables were the subscales of the resilience
questionnaire, that is, the total result of the ques-
tionnaire for this subsample. It was assumed that
the participants in the group of abused, non-trau-
matised (N=16) respondents would show higher
score for resilience than those who were abused
and traumatised (N=18). However, the t-tests
showed that this assumption was not valid, either
for the total result [#(34) = 1.6, p = .12] or for most
of the resilience subscales: personal factor, #(34)
= 1.78; p = .09; relational factor, #(34) =1, p =
.33; contextual factor, #34) = 1.29, p = .21; peer
support, #(34) = 1.2, p = .24; social skills, #(34) =
0.84, p = .41; physical caregiving, #(34) = -0.54,
p =.59; psychological caregiving, #(34) = 1.41, p
= .17; spiritual experiences, #(34) = 0.61, p = .55;
education, #34) = 1.46, p = .15; and culture, #34)
=0.85, p = .4. A statistically significant difference
appeared for only the subscale of personal skills
[#(34) = 2.08; p = .046], but even in this case, the
difference was very close to being statistically
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Table 1. Descriptive statistical indicators

Scale Min. Max. M SD Asymmetry | Flattening
TSCC - anxiety 0 20 5.68 4.745 0.75 -0.1
TSCC - depression 0 21 5 4.73 1.23 1.23
TSCC - anger 0 17 34 3.79 1.45 1.81
TSCC - PTSP 0 24 7.93 5.879 0.68 -0.23
TSCC - dissociation 0 26 6.32 5.148 1.08 1.22
TSCC - sexual concerns 0 9 3.82 3.812 0.35 -1.77
TSCC - underresponse 0 10 4.44 3.195 0.18 -1.14
TSCC - hyperresponse 0 6 0.26 0.77 4.95 31.63
BYI-II — self-concept 11 58 39.43 9.77 -0.24 -0.41
BYI-II - anxiety 2 52 18.63 11.189 0.75 -0.16
BYI-II - depression 0 49 12.17 9.962 1.31 1.88
BYI-II - anger 0 42 13.46 9.614 0.8 0.09
BYI-II - disruptive behaviour 0 23 4.87 4.758 1.35 1.96
CYRM (all) 2.79 6.50 43 0.526 -0.08 2.62
CYRM (personal factor) 2.73 9.27 4.38 0.71 2.89 21.46
CYRM (relational factor) 1.5 5 4.46 0.66 -2.32 6.75
CYRM (contextual factor) 23 5 4.1 0.552 -0.71 0.49
CYRM (personal skills) 2.2 5 4.3 1.166 6.31 55.73
CYRM (peer support) 1 5 4.24 0.965 -1.45 1.7
CYRM (social skills) 2.5 5 4.53 0.554 -1.35 1.6
CYRM (physical caregiving) 2 5 4.67 0.568 -2.45 6.8
CYRM (emotional caregiving) 1.2 5 4.38 0.775 -2.03 4.48
CYRM (spiritual experiences) 2 5 3.81 0.857 -0.43 -0.63
CYRM (education) 1 5 4.33 0.907 -1.6 2.07
CYRM (culture) 24 5 42 0.571 -0.79 0.44

Legend: M — arithmetic mean, SD — standard deviation, TSCC — Trauma Symptom Checklist for Children,

CYRM — Child and Youth Resilience Measure

insignificant. Abused persons who were not trau-
matised scored an average on the personal skills
subscale of 4.3, while abused persons who were
traumatised achieve 3.87 on the same subscale. The
effect size was medium (d = .69).

The relation between abuse and the
caregivers’ fulfilment of needs

Two t-tests were conducted to check the differ-
ences in caregivers’ fulfilment of children’s needs
between abused and not abused children. These
t-tests were applied on the entire sample (N=103);
data for two participants were incomplete so they
were not included (N=101). Abuse was used as an
independent variable, while the resilience subscales
measuring the caregivers’ fulfilment of physical
needs and the caregivers’ fulfilment of psycholog-
ical needs were used as dependent variables. The
results showed that there was a statistically sig-

nificant difference between those abused (N=34)
and those who are not abused (N=67) with respect
to fulfilment of physical needs [#101) =2.15, p =
.03] and fulfilment of psychological needs [#(101)
=2.42, p = .02]. Non-abused persons scored an
average of 4.76 on the subscale of the caregivers’
fulfilment of physical needs, while abused persons
scored 4.51. The effect size was small (d = 0.41).
Non-abused persons scored an average of 4.51 on
the subscale of the caregivers’ fulfilment of psy-
chological needs, and abused persons scored 4.13.
The effect size was small (d = 0.46).

The relation between the caregiver’s
fulfilment of needs and psychological
disorders

In order to check the relation between the care-
givers’ fulfilment of physical and psychological
needs on the one hand, and psychological disorders
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on the other, the correlations of these two subscales
with Beck’s inventories and TSCC were calculated.
These correlations are shown in Table 2.

Table 2. Correlations of the caregivers’ fulfilment of
physical and psychological needs with the results of
Beck's inventories and TSCC

Physical | Psychological
needs needs
Beck |Anxiety -.08 - 27H*
Depression =12 - 44
Anger -.24% -36%%*
Disruptive -.34% - 38%*
behaviour
TSCC | Anxiety -.06 -22%
Depression -.08 -36%*
Anger -.24% - 34%%
Posttraumatic -.14 - 31H*
symptoms
Dissociation -.17 - 34%%*
Sexual concerns -.01 -.007

Legend: * - p <.05, ** - p < .01.

Table 2 shows that almost all subscales of
Beck’s inventories and the TSCC were significant-
ly correlated with psychological needs; only Sexual
concerns was not. Physical needs were significant-
ly correlated with Anger and Disruptive behaviour.

Testing the moderating effect of
traumatisation on the relation between
resilience and the results of depression

In order to discover whether the relation
between the total results on the CYRM and the
total result on the TSCC depression scale (as a most
severe symptom due to suicidal risk) depends on
traumatisation, a regression analysis was conducted

to check the interactive effect. Traumatisation and
the centralised value of the CYRM results were
introduced as a first step, while their mathematical
product was introduced as a second step. When
using the total result on the TSCC depression scale
as a criterion, the moderating effect was signifi-
cant: F(1,98)=4.65; p=.03, AR?=.03. The results
of this regression analysis are summarised in Table
3. Figure 1 shows that in traumatised children there
was a greater negative connection between resil-
ience and depression than in children who were not
traumatised. In other words, children who achieved
a lower score on the resilience scale, achieved a
higher score on the depression scale.

Traumatisation

- 1o

== Yag

Depressicn

Resilience

Figure 1. Graph of the moderating effect of traumati-
sation on the link between CYRM and TSCC — depre-
ssion

DISCUSSION

Numerous biopsychosocial and cultural factors
affect the reactions of individuals after traumatic
experience (Norman et al., 2012). Several studies
show that there are situations where children, after

Table 3. Results of the test of the moderating effect of traumatisation on the relation between CYRM and TSCC —

depression
Step | Predictor B [} SDB t pt F df pF R2
1. Traumatisation 3.99 .39 0.853 4.68 | <.001**| 27.35 2,99 [<.001** .36
CYRM -3.41 -.38 0.738 -4.62 | <.001**
Traumatisation 3.67 .36 0.85 431 | <.001**
2. CYRM -2.33 -.26 0.88 -2.65 | .009*%* | 20.45 3,98 [<.001** .39
CYRM x traumatisation -3.35 =22 1.553 -2.15 .03*

Legend: B — non-standardised regression coefficient, § — standardised regression coefficient, SDB — standard error B, t — value
of the t-test for testing the significance of individual predictors, pt — p-value t, F — value of the F-test for testing the significance
of the entire model, df — degrees of freedom, pF — p-values F, R2 — coefficient of determination, * - p < .05, ** - p <.01.
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experiencing trauma, do not experience negative
outcomes in the form of health problems (Holmes
etal., 2015). Some authors claim that the reason for
this lies precisely in psychological resilience, that
is, the capacity to adapt to adverse environmental
factors (Basim and Cetin, 2011). However, children
who experience a traumatic event in the form of
abuse or neglect are at a significantly increased risk
of manifesting atypicalities in neurobiological pro-
cesses, physiological responsiveness, developing
emotional problems and problems in attachment
relationships, behavioural problems, problems in
information processing, school functioning as well
as adaptation problems, problems with peers and
in romantic relationships (Cicchetti, 2010; Norman
etal., 2012).

The results of the implemented study show
that the physical and psychological needs of non-
abused children are satisfied by caregivers to a
greater extent than the needs of abused children.
These situations can represent a risk of some form
of neglect, precisely because parents or caregivers
do not succeed in fulfilling the child’s basic phys-
ical, developmental or emotional needs (Cohen,
Menon, Shorey, Le and Temple, 2017). This can
also be a risk factor for future recovery because it
is known that the best predictor for healing after
traumatic events is parental support, i.e. parental
ability to recognise and satisfy child’s needs (van
de Kamp, 2005). Neglect represents a risk factor
for the development of numerous internalised prob-
lems (Norman et al., 2012), depression and anxiety
(Hildyard and Wolfe, 2002), both in adolescence
and in adulthood.

As said before, parental support is a significant
mediator in determining the extent to which chil-
dren recover after victimisation (van der Kamp,
2005). Family support and appropriate parental
emotional functioning mitigate the potential devel-
opment of posttraumatic symptomatology (Briere
et al., 2017). The relationship with caregivers or
parents has proven to be a key protective factor
against the development of psychological disor-
ders after experiencing trauma. The meta-analysis
results of Trickey et al. (2012) show that a sup-
portive relationship of the caregiver towards the
child results in the less frequent development of
psychopathology after experiencing trauma, which

is consistent with the results of our research. On
the other hand, situations where the parents are
the source of trauma, or the perpetrators of abuse,
have a significantly negative effect on the recovery
of children after experiencing the trauma (van der
Kolk, 2005). In other words, when the relationship
between the child and the caregiver is the source
of the trauma, many critical developmental compe-
tences may be threatened, and the results of stud-
ies have revealed the development of patterns of
insecure attachment in over 90% of cases of child
abuse and neglect by parents or caregivers (van der
Kolk, 2005; Sousa et al., 2011).

Schulz and Sherwood (2008) claim that the
harmful effects of failing to fulfil the psychological
needs of children have proven to be more intense
than not meeting their physical needs. Studies are
also consistent in finding greater effects of psy-
chological neglect than of physical neglect on the
development of internalised problems in children
(Van Vugt et al., 2014; Cohen et al., 2017). The
results of this study confirm that a lack of care
by the caregiver towards children’s psychological
needs is related to more significant negative psy-
chological outcomes than a lack of care toward
their physical needs. The moderate connection
between the caregiver’s non-fulfilment of a child’s
physical needs and the lack of fulfilment of his or
her psychological needs, obtained by earlier stud-
ies, suggests that physical and emotional neglect
often happen simultaneously, and that they belong
to different categories of (non-)fulfilment of the
basic needs of children (Dubowitz, Pitts and Black,
2004; Cozza et al., 2015). The results of the study
conducted by Clemens et al. (2018) show a sig-
nificant connection of nearly all types of abuse
and neglect during childhood with various forms
of health issues in adulthood. It has been shown
that psychological neglect, in contrast to physi-
cal neglect, is connected with all forms of health
issues.

Considering the high prevalence of psycholog-
ical and emotional neglect, which, in some analy-
ses, was nearly two to three times higher than the
prevalence of abuse (Schilling et al., 2016; Witt et
al., 2017), the results of the present study indicate
potential risk factors for the development of a num-
ber of mental health issues, which could occur due
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to the failure by caregivers to meet psychological
needs during childhood.

The hypothesis that abused non-traumatised
children would score significantly higher on the
resilience questionnaire than those who are abused
and traumatised was not confirmed in this study.
The obtained results are not fully consistent with
previous findings in the field of psychological resil-
ience (Hyman and Williams, 2001; Beutel et al.,
2017). However, these findings potentially support
the thesis that the prediction of resilience is com-
plex precisely due to the lack of generally defined
constructs that constitute resilient behaviour
(Agaibi and Wilson, 2005). As stated above, in
the last several decades, some empirical studies
have defined resilience as the absence of psychopa-
thology, others as inappropriate confrontation pat-
terns, and still others as prolonged stress-reaction
patterns (Reuther and Osofsky, 2013). In addition,
when interpreting the present results, we should
keep in mind that resilience may also be genetically
conditioned (Feder, Nestler and Charney, 2009),
which could additionally explain the present results
that there was no difference in resilience between
abused children who were traumatised or not. The
hypothesis of the genetic conditioning of resilience,
or of its relative stability through life, is confirmed
by a study on a sample of low-resilience individuals
who experienced abuse and neglect in childhood,
of whom only 22% showed resilience as adults on
the basis of a comprehensive evaluation of healthy
functioning (McGloin and Widom, 2001).

Research and clinical practice agree that expo-
sure to traumatic events has a significantly nega-
tive effect on brain development in early childhood
(Carrion, Weems and Bradley, 2010). Preschool
children with a history of complex trauma are at
greater risk of not developing adequate mental
capacities necessary for modulating emotions in
stressful situations (Cook et al. 2017), the sym-
pathetic adrenomedullary system (SAM), and the
hypothalamic-pituitary-adrenal axis (HPA) (Syed,
Cranshaw and Nemeroff, 2020). De Bellis and
Thomas (2003) emphasise that abnormally high
corticosteroid secretion induced by corticotrophin
is predicted better by child abuse and neglect than
by other syndromes, depression or suicide attempts.

Considering the above, as well as many other
findings that support the complexity of the brain
neurobiology of abused and neglected children, it
can be hypothesised that abuse and neglect are a
specific and complex form of trauma whose rela-
tionship with resilience can hardly be explained
by the present empirical achievements of studies
conducted so far.

Authors such as Bonanno, Galea, Bucciarelli
and Vlahov (2006) state that increased resilience
after experiencing psychological trauma can be
related to the involvement of individuals in pro-
grammes of mental health institutions, or with
social support and psychological growth, which
can result in findings that indicate that persons
who were traumatised after being abused achieve
high scores in resilience measures. In the context of
factors connected with trauma, the literature often
mentions the concept of posttraumatic growth (a
mechanism of facing a traumatic event by focusing
on the positive effects of stressful events), which
implies changes related to more relationships with
others, awareness of new opportunities, personal
strength, spiritual change, and greater appreciation
of life (Tedeschi and Calhoun, 2004).

Therefore, trauma in childhood is connect-
ed with an increased risk of developing multiple
forms of psychological problems, one of the most
frequent being depression (McLaughlin et al.,
2012; Spilman, Smith, Schirmer and Tonui, 2015;
McLaughlin and Lambert, 2017). The results of
this study support the findings of studies that
establish a greater negative relation of resilience
and depression in traumatised individuals than in
non-traumatised ones (Campbell-Sills, Cohan and
Stein, 2006; Simeon et al., 2007; Diehl and Hay,
2013; Norton, 2017).

It is also necessary to stress that the partici-
pants of earlier studies (Holmes et al., 2015; Poole,
Dobson and Pusch, 2017) were mainly adults with
early childhood trauma, and that the participants of
the study at hand were children who had recently
experienced a traumatic event. For the sake of fur-
ther comparison, it is necessary to invest additional
effort in analysing the relationship between resil-
ience and depression on a sample of traumatised
children and adolescents, as well as between resil-
ience and trauma in general (Alvord and Grados,
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2005; Loh, Schutte and Thorsteinsson, 2014).
Increased knowledge of protective factors and a
further study of the relationship between resilience
and depression in children and adults who experi-
enced trauma may help plan and apply therapeutic
interventions and improve the general welfare of
children (O Afifi and MacMillan, 2011, Howell and
Miller-Graff, 2014). When implementing clinical
interventions, the developmental characteristics of
the victim, and the possibility of seeking social
support from significant others need to be consid-
ered (Dombhard et al., 2015). Family-level factors
of stable family environment and supportive rela-
tionships appeared to be consistently linked with
resilience (O Afifi and MacMillan, 2011). This
study tells us that in treatment it is important to
work with parents of abused children, to teach
them how to better satisfy children’s psychological
needs, and that this may be even more important
than just satisfying physical needs.

INSTEAD OF A CONCLUSION:
POTENTIAL ADVANTAGES AND
DISADVANTAGES, AND GUIDELINES
FOR FUTURE RESEARCH

In the context of the studied area, there is still
a lack of research on a clinical sample of children
and youth. It is therefore necessary to invest addi-
tional effort in research to clarify the relationship
between psychological trauma, resilience and
adverse consequences for mental health (Loh et al.,
2014). In addition, the results potentially show the
complexity of the traumatic experiences of abuse in
childhood and the hypothesis that child abuse and
neglect are neurobiologically more significant and
stronger experience than certain resilience mecha-
nisms. It would be useful to analyse these aspects
in future studies. This study was implemented on a
valuable clinical sample of children (abused ones).
The results support the thesis that the caregivers’
fulfilment of psychological needs (often underes-
timated) is more significant for the mental health
of children and young people than the meeting of
physical needs. The obtained results provide further
insight into the significant relationship between the
lack of fulfilment by caregivers of psychological
and physical needs on the one hand, and abuse on
the other. An important limitation of this study

is the inability to assess causal factors due to its
cross-sectional design. The potential limitations of
the study relate to the relatively small number of
participants and the lack of a non-clinical control
group which would enable further comparisons,
and potentially provide valuable insights related
to resilience.
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ISPITIVANJE ODNOSA MEHANIZAMA OTPORNOSTI,
TRAUME I DEPRESIVNOSTI KOD DJECE

SaZetak: Definiranje psiholoske otpornosti predstavlja izazov za istraZivace i strucnjake za mentalno zdravlje. Novija shvacanja
otpornosti definiraju istu kao kapacitet dinamicnog sustava da se uspjesno prilagodi na ometajuce cimbenike koji prijete odrzivosti
ili razvoju tog sustava. Ovo istrazivanje imalo je za cilj ispitati odnos psihicke traume, depresivnosti i cimbenika otpornosti na
klinickom uzorku djece (N=103). Kako bi se provjerile pocetne pretpostavke, od mjernih instrumenata koristeni su Ljestvica
simptoma traume kod djece (TSCC), Beckovi inventari za mlade — drugo izdanje za djecu i adolescente (BYI-11), Skala procjene
otpornosti za djecu i adolescente (CYRM-28) te procjena psihotraumatizacije. Dobiveni rezultati su pokazali kako je pojava
zlostavljanja vjerojatnija kod djece ¢iji skrbnici ne brinu o njihovim fizickim i psiholoSkim potrebama. Potvrdeno je kako je
nebriga skrbnika o psiholoskim potrebama djeteta povezana sa znacajnijim negativnim psiholoskim ishodima od nebrige skrbnika
o fizickim potrebama. Dodatno, istrazivanjem je dobivena vecéa negativna povezanost otpornosti i depresivnosti kod djece koja su
traumatizirana, nego kod netraumatizirane djece. Nadalje, rezultati nisu sasvim u skladu s prijasnjim istrazivanjima otpornosti,
naime hipoteza da ce zlostavljana djeca koja nemaju traumatske reakcije imati znacajno vise rezultate na upitniku otpornosti od
zlostavljanih s izrazenim traumatskim reakcijama nije potvrdena te potice na daljnji nastavak istrazivanja.

Kljucne rijeci: depresija, otpornost, psihicka trauma, zlostaviljanje
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