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Abstract
Background Observational evidence suggests that befriending interventions provided by the lay mental health workers, when trained and
supervised by experts, are effective in enhancing social support, wellbeing and reducing depression. We carried out a telephone intervention for
youth, recruited from DDUGKY (Deen Dayal Upadhyaya Grameen Kaushalya Yojana), a central government funded skill development project in
India.

Methods We performed an exploratory trial in Kerala, India, between 29th July, 2020 and 26th August, 2020 with pass out students of DDUGKY.
From a total of 1036 students, 498 ful�lled the criteria and were recruited for the program. We randomized the participants via a computer
generated randomization list. Out of 498 eligible participants, 251 were randomized to the intervention group and 247 to the general enquiry call
group. Total of 439 (89%) participants, (251 (100%) = intervention arm and 188 (76%) = control arm), completed follow-up assessment after one
month. The primary outcomes of the study included depression, measured by Patient Health Questionnaire (PHQ-9) and wellbeing, using WHO
Wellbeing Index; while secondary outcomes included social support from friends and family.

Results Analysis was done for 439 pass out students who completed one-month intervention. Befriending intervention was effective in
increasing the wellbeing (p=0.000) and social support (p=0.008) in the intervention group. Regression analysis revealed that befriending
intervention is associated with notable changes in support from signi�cant others (OR: 2.91, P=0.005), support from family (OR: 2.47, P=0.013)
and support from friends (OR: 2.52, P=0.007).

Conclusion Befriending intervention was found successful in improving overall wellbeing and social support among student participants of the
programme. Large-scale transformational efforts to secure country’s mental health service pipeline is possible by integrating this
intervention into existing DDU-GKY institutional and program eco-systems. Task shifting and sharing strategies can be effectively employed to
improve the mental health outcomes of the people especially during a community crisis. 

Trial Registration Clinical Trial Registry India; ICMR-NIMS (Registration Number: CTRI/2020/07/026834), prospectively registered (Registration
date: 27th July 2020) , http://ctri.nic.in/Clinicaltrials/showallp.php?mid1=45953&EncHid=&userName=CTRI/2020/07/026834

Background
The COVID-19 pandemic exerts a long term impact on mental health globally, given the medical, economic and social implications the crisis has
generated. Pandemic related lockdown has become one of the most stressful happenings due to unpredictability and uncertainty of the
situation [1]. Health emergencies demand for physical health interventions but fail to look at other aspects in social, emotional and economic
domains, which is a prerequisite for wellbeing. Ignoring these domains may result in irreparable damages. Evidence shows that socio economic
vulnerability is an important predictor of common mental disorders [2–5] mainly due to inadequate social support in the form of emotional,
informational and practical resources [6] and limited access to social and health services [7]. It has also been proven that strengthening social
support by investing on available social networks, delivered through signi�cant people in one’s life, might be a feasible method to promote the
social, emotional and economic outcomes among people [8].

We searched a few signi�cant data bases (Embase, Medline, Psycinfo, PubMed and Google Scholar), using pertinent key words including; lay
health workers driven telephonic befriending interventions for wellbeing and coping in speci�c disasters / epidemics/ pandemics/ and economic
recessions. Searches were updated on a regular basis to ensure latest developments in the context of Covid-19 were not missed out. We were
unable to identify any lay health workers driven telephone befriending studies focusing on vulnerable populations that have sought to enhance
wellbeing especially in the time of health crisis.

There is a paucity of research that evaluates the mental health outcomes during this pandemic. As far as we know, this is the �rst study to
introduce a low cost intervention model customized to address the speci�c needs of a vulnerable group. Intervention models which utilized the
existing human resources, using task shifting and task sharing strategies, were found to be effective especially in times of crisis [9]. This
strategy is particularly bene�cial when local resources are generally overburdened and outside support is urgently required [7]. It is for the �rst
time that the combination of four domains of intervention; proactive engagement, crisis intervention, brief problem solving oriented supportive
therapy and assertive engagement with community resources were used in a befriending model. We postulated that Resiliency Engagement and
Care in Health (REaCH) intervention would be more effective than general enquiry telephone calls for this speci�c population for improvements
in social support, symptoms of depression and wellbeing outcomes. In this exploratory trial paper, we outline the effectiveness of a pilot
exploratory trial conducted on 439 student participants of Rajagiri DDU-GKY centre, during the time of COVID − 19, pandemic community crisis.

Methods
Overview

http://ctri.nic.in/Clinicaltrials/showallp.php?mid1=45953&EncHid=&userName=CTRI/2020/07/026834
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REaCH; a “Befriending” intervention, was provided to the pass out students of Deen Dayal Upadhyaya Grameen Kaushalya Yojana (DDU-GKY)
centre of Rajagiri College of Social Sciences (RCSS), in Kerala, India. DDU-GKY is an initiative of the Ministry of rural development (MoRD),
Government of India (GOI), which was launched in 2014 (http://ddugky.gov.in). The objective of this initiative is to add diversity to the incomes
of the rural poor families and to cater to the career aspirations of rural youth. The focus of this project is rural youth aged 15 to 35 years from
poor families. DDU-GKY has its branches in 28 States of India. Currently, there are 1,575 projects being implemented by over 771 partnering
institutions. The aim of the intervention is to provide additional social support through the development of a non-judgmental, a�rming, emotion-
focused relationship over time that is provided free of cost by the DDU-GKY staff.

The REaCH intervention was designed to reduce depression and promote wellbeing through mobilization of social support from signi�cant
others, family and friends. It aims to deliver a three phase intervention to pass out students of DDU-GKY centre of RCSS and to evaluate its
effectiveness in modulating the depression and wellbeing. It also aims to estimate the importance of social support in mediating the positive
and negative outcomes of health crises. Detailed study protocol is submitted for publication separately (Reference Number: TRLS-D-20-01106).

Study Design

We conducted an exploratory trial of REaCH intervention, between 29th July, 2020 and 26th August, 2020. The trial randomized participants to a
structured befriending intervention or a general enquiry phone call based on computer generated random numbers. There will be two data
collection points; before treatment and one-month post baseline. REaCH intervention was motivated by the success of an empathetic
engagement of the DDU-GKY staff of RCSS with their alumni in the context of lockdown due to Covid-19 pandemic. The purpose was to
understand the varied concerns of students during COVID-19 lockdown. The feedback from the participants suggested that most of them were
in need of some kind of support to cope up with the situation. Quantitative and Qualitative data collected from the students further informed the
intervention components. We undertook further pilot work to align their needs and intervention components, to develop processes and to �nd the
operational challenges.

Study Participants

The participants of this two armed pilot intervention study were recruited from Rajagiri DDUGKY centre. Broad inclusion criteria were used in the
participant recruitment, i.e., the pass out students, who were already placed in some jobs or in search of jobs; currently working or not working
were included in the study. The recruitment of participants happened with the baseline assessment using google forms. The follow-up
assessment was done using the same instruments to evaluate the effectiveness of the telephonic befriending intervention program. Out of 1036
potential participants from the centre, 538 participants were excluded due to reasons such as not meeting the inclusion criteria or were not
interested to participate in the study. Out of 498 students enrolled, 251 were randomized to the intervention group for the structured befriending
intervention and general enquiry telephone call was provided for the rest. 439 (43%) respondents were included for the �nal analysis.
Recruitment and intervention was conducted over a span of one month, where the end date of the pilot study was one month after the �rst
session of the intervention (See Fig 1)

Intervention

Training of the staff

An important feature of this study was task-sharing and task-shifting through rigorous training and systematic supervision. Intervention team
consisted of staff who were part of DDUGKY Project for a minimum of one year. Prelude to the intervention, the REaCH intervention team staff
received one day (6 hours) training. The training consisted of the content and process of intervention. In addition to the training, an intervention
manual, video of the training material, audio clips of sample interviews and a module on frequently asked questions were provided to the REaCH
intervention team. The intervention manual has guidelines on developing relationships with clients, introduction and orientation to befriending,
management of participant distress, con�dentiality and safety issues for both staff and participants. Training and discussions between the
project team and the staff members were facilitated through online platforms.

Two-layer supervision was introduced to ensure �delity to the protocol: In the �rst level, the staff was supervised by two non-medical mental
health professionals (Psychiatric social worker and a Clinical psychologist) working in the agency. In the second level, the mental health
supervision was performed through a Psychiatrist, two Psychiatric social workers and two Clinical psychologists from RCSS. Regular
supervisory meetings were conducted once in a week to collect the feedback from the intervention providers.

Randomization

Participants were randomly assigned in 1:1 ratio, via computer generated random number list for the structured telephone befriending
intervention or general enquiry telephone calls. The odd numbers were allotted to the intervention arm and even numbers to the control arm. The
principal investigator, trial team, trial manager and the staff members were blinded to the allocation codes during the trial. The recruitment was
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done by a computer technician. Randomization list was password protected and had not been shared with anyone involved in the study. Use of
computer based data allocation helped in masking the outcomes from the intervention providers. The group allocation of the participants was
masked by introducing general enquiry telephone calls with the control group. To eliminate contamination, we separated the structured
intervention team and general enquiry team physically and concealed the group to which they belonged and the type of instruction they received.
Lock down related social distancing and work from home mode of functioning of the staff made this masking easy. A committee of
professionals and a team of researchers provided additional oversight to the trial.

Intervention arm: Structured Befriending Intervention

Semi-structured Intervention manual was used to allow su�cient �exibility to suit the needs of each participant. REaCH intervention consisted of
three phases. In Phase 1, participants were assessed for various psycho-somatic and social indicators of distress such as sleep, appetite,
interpersonal relationships, adjustments and work life to determine the level of disturbance. First level intervention consisted of proactive
engagement and crisis intervention which focused on psycho-education, self-absorbing activity engagements and symptom based intervention.
In phase 2, Brief problem-solving support oriented therapy was provided with speci�c focus on their current felt needs and problems. Prioritized
needs were targeted through mobilization of untapped resources. Phase 3 focused on: assertive linkage with available community resources
and introduce preventive strategies; linking them with employment opportunities and community resources; also to sensitize about mental
health needs and psychological capacity building to deal with future challenges. These three phases of intervention were spread across four
sessions of 30 min to 1-hour duration.

Control arm: General enquiry phone calls

Participants randomised to the control arm were not given any intervention. They received 4 general enquiry phone calls lasting 5 to 30 minutes.
General inquiry dealt with precautions that need to be taken to protect themselves from the pandemic, and the ways of coping with the lockdown
related issues. Main focus of the phone call was on psycho-education based inquiries on COVID-19. No speci�c training was given for the staff
making the telephonic calls in the control arm.

Study Tools

Assessments and Procedures

For assessments, an online questionnaire of quantitative tools was prepared using Google forms, with a consent form appended to it.
Participants accessed the survey links through online communication platforms like Email or WhatsApp. After accepting the informed consent
sheet, the participants were auto directed to the demographic information questionnaire and other standardised tools in a sequential manner.
Questionnaire included Patient Health Questionnaire (PHQ-9) [10], Multidimensional scale of perceived social support (MSPSS) [11], WHO-
wellbeing index 5 [12] and sociodemographics. These questionnaires were translated into the local languages and reverse-translated for
accuracy. Detailed instructions and su�cient explanations were provided in the initial page of the online survey.

Outcome measures

The demographic variables were age, gender, marital status, occupation, education level and colour of ration card. Presence of Depression was
measured using the PHQ-9, with scores of 1-4, 5-9, 10-14, 15-19, 20-27 indicating minimal, mild, moderate, severe and extreme depressive
symptoms. Wellbeing was measured using WHO-5. The total row score ranging from 0 to 25 is multiplied by 4 to provide the �nal score. 0
represents the worst possible wellbeing and 100 represents best possible wellbeing. The MSPSS measured perceived social support from three
sources: family, friends, and a signi�cant other. This measure contains 12 questions which were rated in a 7-point scale as “Very Strongly
disagree”, “Strongly disagree”, “Mildly disagree”, “Neutral”, “Mildly agree”, “Strongly agree”, “Very strongly agree”. The MSPSS yielded high
internal consistency (α= 0.88), stability (yielded α= 0.85 after 3 months from �rst administration) and moderate construct validity as the SS
scores were negatively correlated to anxiety (r= −0.18; p < 0.01) and depression scores [13]. All the measures used were cross culturally validated
for sensitivity and reliability [14-17]. Post-intervention follow-up assessment was carried out through an online platform link for both control and
intervention arm. This used the same baseline survey assessment tools and was performed online.

Statistical Analysis

A target sample size of 490 participants (245 in each group) was estimated to provide 85% power and to generate a two-sided p value of 0·05
(alpha=5%). Our study included 251 participants in the intervention and 248 participants in the control after randomization. At follow up, 251
from intervention and 188 from control, completed post assessment. All participants were included in the analysis according to their allocated
group at randomisation. Statistical tests used a p value less than 0.05 for signi�cance. All statistical analysis procedures were done using
STATA 14 and R version 3.6.3. Baseline summary statistics (mean, standard deviation, percentage) were calculated based on groups. Chi-square
tests, T-tests were performed to test the signi�cance between the study variables. Odds ratio of the outcome variables for the post-assessment
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were calculated using logistic regression modelling and 95% con�dence intervals were presented. We analysed descriptive summaries of socio-
demographic aspects and the scores of Wellbeing -5, PHQ- 9 and MSPSS as the baseline and after a month. 

No additional human resource expense was incurred for the study, as we have utilized the services of the existing staff of the project. The
intervention development services and training of the staff was done voluntarily. The only additional cost was, the telephone and internet
charges which was negligible as most of the staff have been subscribed to the unlimited outgoing call plan. The intervention manual and
frequently asked questions were e-content, so printing and stationery costs were also minimal. Our account statement showed that only less
than INR 20 (it is around one fourth of a US dollar) was spent on each student for the intervention.

Results
The study included 439 participants. At baseline, the mean age of the participants was 25 years (S. D = 5.7). Majority of the participants were
females (64.2%), unmarried (63.55%) and hailed from economically poorer households (57.63%). 42.8% of the respondents were either
unemployed or housewives even though most of the participants had completed minimum education to be employed (91.2%) (Table 1).
Intervention and usual treatment groups were similar in terms of gender, occupation, education and marital status. At baseline, 8.2% people were
recorded with moderate and above depression and 55% of them were females and 80.6% of them were below the age of 30. Mean score of
wellbeing index by WHO in the current study was 15.6 ± 5.5, while the mean score of the perceived social support scale was 65 ± 13.4. Mean
scores of the subscales of social support were signi�cant others (21.8 ± 4.8), family (22.2 ± 4.8) and friends (20.9 ± 5.01) respectively.
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Table 1
Participant Characteristics of Intervention and Control groups at Baseline

Variables Total General enquiry Group (n = 188) REaCH Befriending Intervention Group (n = 251)

Age, in years 25.1(5.7) 25.5(6.2) 24.8(5.2)

Gender      

Female 282 (64.24%) 122(64.89%) 160(63.75%)

Male 157 (35.76%) 66(35.11%) 91(36.25%)

Education      

Completed 10th 38 (8.66%) 19(10.11%) 19(7.57%)

Completed 12th 174 (39.64%) 77(40.96%) 97(38.65%)

Completed graduation 206 (46.92%) 81(43.09%) 125(49.80%)

Completed post-graduation 21 (4.78%) 11(5.85%) 10(3.98%)

Occupation      

Paid job 147 (33.49%) 63(33.51%) 84(33.47%)

Self employed 5 (1.14%) 4(2.13%) 1(0.40%)

Housewife 54 (12.30%) 26(13.83%) 28(11.16%)

Unemployed 134 (30.52%) 48(25.53%) 86(34.26%)

Daily wage 99 (22.55%) 47(25.00%) 52(20.72%)

Marital status      

Unmarried 279 (63.55%) 120(63.83%) 159(63.35%)

Married 153 (34.85%) 67(35.64%) 86(34.26%)

Divorced/widowed/separated 7(1.59%) 1(0.53%) 6(2.39%)

Colour of ration carda      

Yellow 35 (7.97%) 15(7.98%) 20 (7.97%)

Pink 218 (49.66%) 95(50.53%) 123(49.00%)

Blue 147 (33.49%) 61(32.45%) 86(34.26%)

White 39 (8.88%) 17(9.04%) 22(8.76%)

aYellow and Pink indicates Below Poverty line; Blue and White Indicates above Poverty Line

Mean scores of wellbeing, depression and social support for the intervention group at baseline were 15.6, 4.83 and 65.17 which changed to 17.4,
4.64 and 67.7 respectively after the befriending intervention. Paired sample t test was employed to measure the signi�cant difference between
intervention and treatment groups after the intervention. Befriending intervention signi�cantly increased wellbeing (p = 0.000) and social support
(0.008) in the intervention group (Table 2). However, decreased depression scores for the intervention group were not statistically signi�cant.
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Table 2
Outcome Measures; Wellbeing, Depression and Social Support between Befriending Intervention group and general enquiry group

  REaCH – Befriending intervention General enquiry intervention REaCH model v/s General enquiry
model

  Mean (S.D) T(df) P Mean (S.D) T(df) P OR (95% CI) P

Wellbeing                

Baseline 15.64 (5.75) -4.28
(231)

0.000 15.33 (5.15) -2.35
(145)

0.010    

Post -
assessment

17.41 (4.90) 16.71 (5.38) 1.29 (0.85, 1.96) 0.224

Depression                

Baseline 4.83 (3.56) 0.60

(231)

0.727 4.88 (3.47) -0.73

(145)

0.231    

Post -
assessment

4.65 (3.57) 5.12 (4.21) 0.60 (0.30, 1.17) 0.132

Social Support                

Baseline 65.18
(14.10)

-2.4

(231)

0.008 64.92
(13.01)

3.47

(145)

0.999    

Post -
assessment

67.70
(13.50)

61.68
(13.84)

2.62 (1.71, 4.02) 0.000

The difference in mean was signi�cant for the social support scores and the social support improved (mean difference = 2.52) for the REaCH -
Befriending Intervention group compared to the General enquiry intervention group. Wellbeing (mean difference = 1.78) and depression (mean
diff= -19) recorded some changes between baseline and post intervention scores, however the differences were not statistically signi�cant.
Participants in the REaCH intervention group had 2.62 times higher social support at follow-up (OR: 2.62, P = 0.000).

Table 3 represents Odds ratio, 95% Con�dence Intervals and P Values from logistic regression models along with difference in mean values of
the sub scales of social support. Regression analysis revealed that befriending intervention was associated with notable changes in support
from signi�cant others (OR: 2.91, P = 0.005), support from family (OR: 2.47, P = 0.013) and support from friends (OR: 2.52, P = 0.007). Suicidality
and Depression was lower and wellbeing was higher for the intervention group, however the results were not statistically signi�cant.

Table 3
Social Support from Signi�cant others, Family and Friends-Odds Ratio, 95% CI of Odds ratio, and p values.

  REaCH – Befriending
intervention

General enquiry
intervention

REaCH model v/s General enquiry
model

  Mean (S.D) Mean (S.D) Odds Ratio (95% CI) P

Social support – signi�cant
others

       

Baseline 21.76 (5.14) 21.94 (4.54)    

Post – assessment 21.49 (5.31) 19.98 (6.94) 2.91 (1.38, 6.15) 0.005

Social Support-Family        

Baseline 22.22 (5.18) 22.24 (4.44)    

Post - assessment 21.62 (5.45) 20.01 (6.85) 2.47 (1.21, 5.06) 0.013

Social support- Friends        

Baseline 21.20 (5.05) 20.75 (5.21)    

Post - assessment 20.76 (5.41) 18.98 (6.98) 2.52 (1.28, 4.96) 0.007

Discussion
This paper explored the feasibility, acceptability and effectiveness of a structured befriending intervention by the staff members over a general
enquiry call intervention for reduced depression, enhanced wellbeing and social support. The structured Befriending intervention modestly
improved wellbeing and signi�cantly improved the social support and mildly reduced the depression scores among the participants. There was
also a focus on exploring both the staff' and participants’ perceptions on effectiveness and acceptability of this intervention program.
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Our �ndings are in line with the previous studies which showed reduced depression, enhanced wellbeing and social support using befriending
interventions. Befriending intervention by non-specialist workers have been proven to be effective in tackling mental health concerns [18–20].
Also, similar to our pilot study �ndings, a meta-analysis by Mead et.al. (2010) [21] on the impact of befriending on depressive symptoms,
emotional distress and social support, found a modest effect in varied patient groups including individuals with prostate cancer or dementia.
Another meta-analysis by Siette et.al. (2017) [22] revealed that befriending was signi�cantly associated with better patient-reported outcomes
measures such as quality of life, increased social support and decreased loneliness.

For the �rst time, the befriending intervention was modelled with four speci�c components; such as, Proactive engagement, crisis intervention,
Brief Problem-solving Support Oriented Therapy and assertive linkages. To the best of our knowledge, limited studies employed structured
telephone befriending intervention to manage psychological and social determinants of vulnerable groups, particularly for the youth from low-
income families. After our pilot study, we realized the need for making task-sharing and task-shifting strategies more acceptable and effective.
We proposed to strengthen task-sharing by providing certain supports: a) increased number of mental health professionals to supervise and
mentor the intervention providers; b) two layer structured supportive supervision; and c) adequate training and standardization of the
intervention. Adequate training and effective supervisory mechanism of the befrienders is the key to ensure successful delivery of interventions
[25] (Mendenhall et.al. 2014). Considering the restrictions posed by the pandemic and the transformational leap in technology, the staff were
systematically trained for 6 hours of virtual classroom tutoring. Ensuring the �delity to the protocol came out as a major barrier; so strategies
like sharing the online training videos, printed protocol manual, printed frequently asked questions and setting up a centre to provide continuous
online supervisory support were brought about to help DDUGKY functionaries to implement the intervention effectively. This has also minimized
the variability between providers. To meet the pre-speci�ed quality assurance and �delity standards, they were supervised by intervention
coordinators and mental health team.

Strengths and Limitations of the Study

Task-shifting and task-sharing between lay personnel are already proven to improve access to health care services and speci�cally improve
mental health [23]. In addition, the use of lay health workers in the care of subjects with common mental disorders was not only found cost-
effective but also cost-saving. [24]. Thus by the concept of delivery of intervention by DDU-GKY staffs, we enhance the use of existing staff for
now and future; reduce cost; improve sustainability and increase acceptability. Interventions through these staff are particularly bene�cial as
these staff have the advantage of being better informed regarding the issues of the students.

Volunteerism and task shifting strategies made this intervention most cost effective. The only cost incurred for the intervention was the
telephone and internet charges, which was negligible. The intervention manual and frequently asked questions were e-content, so printing and
stationery costs were also minimal. Impact of REaCH intervention has to be looked at from the changes in the control group scores, where the
control group had signi�cant increase in negative outcomes and reduction in positive outcomes such as social support and wellbeing. Our study
had its limitations as well. Generalizability of the study is limited as the sample is rural youth recruited from a DDUGKY centre in Kerala. Short
follow up period was also considered as a limitation of the current trial.

Conclusion
In the global mental health context, the �ndings strengthen the case for adoption of the structured befriending intervention through nationwide
network of DDUGKY centres as a mental health promotion strategy. Replicating the intervention content and process across India would bene�t
more than 1.2 million semi-skilled professionals passed out from different Program Implementation Agencies, under this scheme. Though the
intervention was individual focused, in the collectivist context of India, intervention impact extends to their families and even to their extended
families. At individual level, REaCH extends emotional support, educates on strategies to alleviate crisis and offer practical support and
opportunities (e.g., resuming jobs) during the time of pandemic. At population level, we also address the psychological and social determinants
that are likely to improve mental health and reduce inequities in families and thereby society. At policy level, we aim to signi�cantly affect new
programmatic policy and clinical guidelines that will lead to improvements in the psychological and social needs of economically backward and
vulnerable groups. Ultimately, we aim to make social and health services accessible and affordable to all, consequently, reduce the mental
health gap, improve social support systems and overall wellbeing of the students.
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Figure 1

Recruitment of the Participants for the Exploratory Trial.


