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Abstract

Background: The coronavirus disease 2019 (COVID-19) pandemic has affected people globally 

by causing psychological, social, and economic chaos. The Assam Police, India started telephone 

helplines to address the psychological issues.
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Aims: To evaluate the sociodemographic profile of the distress callers, their psychosocial 

concerns, the interventions provided by the service provider, and whether the service users were 

satisfied with the intervention(s) or not.

Method: It was a cross-sectional study done during the period of lockdown (7–24 April 2020). 

All the callers who called the helpline were screened for anxiety, depression, suicidal thoughts 

(when required), and the psychosocial issues which they were facing were explored. They were 

provided the psychological intervention(s) at the appropriate time, and they were asked to rate 

their experience at the end.

Results: A total of 239 callers used the tele-counselling services. The majority of callers were 

male (79.1%). Most of the callers were between 19–35 years of age group (66.5%), married 

(52.5%), and graduates (31%). Two-thirds of the callers called to seek guidance for their own 

issues and one-third for their relatives or friends. Callers had anxiety (46%), depressive disorder 

(8.3%), and depressive symptoms not qualifying for depressive disorder (14%), and suicidal 

thoughts (5.44%). The commonest intervention provided to the callers was supportive (77.8%), 

followed by psychoeducation (30.5%), cognitive behaviour therapy (24.7%), relaxation (23.6%) 

and behaviour therapy (13.4%). Most of the callers utilised more than one type of therapy. Overall, 

most of the callers were satisfied and appreciated the tele-counselling services.

Conclusion: The findings could help in formulating psychological interventions to improve the 

mental health of vulnerable groups in the post-COVID-19 period to reduce psychiatric morbidity 

and mortality.
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INTRODUCTION

Assam reported its first case of the coronavirus disease 2019 (COVID-19) on 31 March 

2020.[1] As of 13 July 2020, the number of confirmed cases is 16806 and 5873 active cases.

[2] This pandemic has affected people psychologically globally. The direct effect includes 

fear and anxiety about getting infected, grief, and depression after getting infected or by 

losing someone due to the disease. Indirectly by the social and economic chaos caused by it.

[3] In such circumstances, screening and treating the affected remotely will not only protect 

the mental healthcare workers but will also be economical by avoiding actual transportation 

costs and the use of personal protective equipment.[4] Considering the need for screening 

and intervention of the people who were on quarantine or were in hospitals after getting 

infected specifically, and for the public in general, the Assam Police, India with help from 

the Department of Psychiatry, Gauhati Medical College Hospital (GMCH), Guwahati, 

Assam, started an initiative called “Proyax,” which means “an effort”.[5] The Assam Police 

provided helpline numbers through various platforms-Assam Police website, local print 

media, and social networking sites for the public. We assessed the psychosocial concerns 

and patterns of utilisation of tele-counselling by distress callers. The objective of this 

exploratory study was to evaluate the sociodemographic variables of the distress callers, 
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their psychosocial concerns, the interventions provided by the service provider, and whether 

the service users were satisfied with the intervention(s) or not.

METHOD

We adopted a cross-sectional observational study, exploratory in design. The interview 

method was used to assess the callers’ psychosocial concerns and patterns of use of the 

helplines facility provided to them. The sample was 239 callers who called the helpline 

numbers over 18 days (7 to 24 April 2020) during the period of lockdown. Data collection 

took place during the psychological counselling sessions provided to the callers of the 

psychological helplines. The data was collected in a format developed by the researchers. 

Sociodemographic information included gender, age, education, residential location, marital, 

and employment status. Past history of any physical or psychiatric illness, use of medication, 

and current treatment were also recorded. Anxiety and depression were established by a 

screening questionnaire which included questions “Do you feel sad most of the time?”, 

“Have you lost pleasure in previously pleasurable activities?”, “ Do you wake up early in the 

morning, which was not the same before?” etc. The screening questionnaire included all the 

criteria as given in the tenth revision of the International Statistical Classification of 

Diseases and Related Health Problems (ICD-10)[6] for anxiety and depression. The distress 

callers were also assessed for any current suicidal thoughts. In the process of counselling, 

the major concerns for the calls were probed and addressed with various psychological 

interventions.

The data was collected by six counsellors who were qualified mental health professionals. 

They were provided six numbers by the Police Department of the Government of Assam to 

address the issues of the mental health of the crisis callers. Three numbers were active from 

morning 9 am till 3 pm (six hours), and the other three numbers were active from 3 to 9 pm 

(six hours). The helplines were active for 12 hours per day. As multiple therapists were 

involved, there was the possibility of differences in approaches. Efforts were undertaken to 

reduce this bias by uniformly following the Best Practice Guidelines for Telepsychology 

during Disasters (COVID-19 Pandemic) [7] that has been approved by the Committee on 

Mental Health formed by the Government of Assam. An expedited ethics approval was 

obtained from the chairman of the ethics committee of GMCH. All the callers provided 

explicit informed consent to record the responses for the research.

Statistical analysis

The sociodemographic data is presented as number (%). To establish the relation between 

sociodemographic variables and clinical variables, chi square test or Fisher exact test was 

used. The post hoc test was used with Bonferroni correction for p-value. Statistical analysis 

was performed using Statistical Package for the Social Sciences (SPSS) Statistics 25 (IBM 

SPSS Statistics, New York, United States).
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RESULTS

Sociodemographic and clinical variables

Table 1 shows the sociodemographic and clinical variables. The callers came to know about 

the helpline numbers through newspapers, television, and radio (49.3%), social network 

(28.5%), relatives and friends (7.1%), and from Assam Police (14.6%). The majority of the 

callers were men (79.1%) aged between 19–35 years (66.5%), married (52.3%), and 

educated up to graduation (31%) belonging mostly from Central Assam (38.49%).

74.05% had called for their own issues, and 25.52% had called for help and guidance for 

their relatives or friends. There was a history of physical illnesses like hypertension, 

diabetes, respiratory illness, skin problems, thyroid, or other illnesses in 13.9% of the 

population, whereas 23.8% had a past history of psychiatric illness.

Reasons for call and clinical variables

Table 2 represents the data on the reasons/concerns of the crisis calls. Among the callers, 

46% had anxiety issues and had morbid preoccupation about the lockdown and its effects on 

their lives. Around ten per cent had features of anxiety spectrum disorder, while 14% 

expressed feeling low, sad, and were fatigued. Depressive disorder was found in 8.3%, while 

suicidal ideation and death wish was found in 5.44% of the callers. Anxiety related to family 

conflicts and domestic problems were found in 2.5% of the callers, while around 34% of the 

calls were seeking for information regarding medicines, e-pass as they were stranded in 

places outside the state and districts.

No difference was seen in terms of reasons of call between callers with or without a pre-

existing history of psychiatric illness except anxious/preoccupation about lockdown 

(finance), which was more in the group without pre-existing psychiatric illness group 

(p=0.012). Rest all reasons for the call were equally distributed between the two groups. It 

indicates that the whole population, irrespective of pre-existing psychiatric illness was 

affected equally psychologically during the lockdown period. Interestingly, regarding 

suicidal tendencies/thoughts, there was no difference between patients with pre-existing 

psychiatric illness versus those who did not have it. The reasons for the call were similar 

among callers with and without pre-existing physical illness (p>0.05 in case of all reasons of 

call).

Reasons for call and sociodemographic variables

Reasons for the call were similar across all age groups except that depression/loss/

bereavement was statistically higher in the below 18 years age group. Anxious 

preoccupation about lockdown (finance) was more in men compared to women (50.3% vs. 

30%, p=0.011), depression/loss/bereavement was more in women compared to their men 

counterpart (16% vs. 6.3%, p=0.042). Although the domestic issues were statistically higher 

in the marital status group compared to divorced and widower, however, the finding is 

limited by a limited number of samples in that respective group (n=one each).
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Depression/loss/bereavement was significantly higher in the education category “graduate”, 

“others (for information, e-pass, medicine)” was significantly higher in the education “up to 

10th standard” category (p<.05). Anxiety disorder was significantly higher in professionals 

and students; however, it was significantly lower in the self-employed or business. The ‘low 

feeling’ was more in the professionals and students.

Interventions

Table 3 lists the interventions. Most of the participants received multiple psychological 

interventions, with 43.5% of the callers receiving a combination of two categories of 

intervention, a combination of three categories was received by 19.2%, and four or more 

category interventions were received by 3.8%. The commonest intervention being supportive 

(77.8%), followed by psychoeducation (30.5%), cognitive behaviour therapy (24.7%), 

relaxation (23.6%) and behaviour therapy (13.4%).

Outcome

Overall most of the callers were satisfied (49.8%) and appreciated (42.3%) the tele-

counselling programme by Assam Police in collaboration with GMCH (Table 4).

Psychosocial interventions and outcome for emergency callers

There were 13 callers who had expressed death wish and contemplated suicide. The treating 

team (psychiatrists, police personnel, and hospitals) immediately had to be engaged for 

hospitalisation or immediate pharmacological management through the help of the 

caregivers. The callers were given supportive counselling. The family members were made 

aware of the current mindset of the callers, and 24/7 vigilance was advised to the eight 

callers who had refused hospitalisation. They were given follow-up calls every alternate day 

for three sessions to review their mental health status. The significant issues were mostly 

conflicts in relationships between couples for earlier unresolved psychosocial issues, which 

got resurfaced during the lockdown period, financial issues, and job loss. They were advised 

for face-to-face therapy after the lockdown to which all of them accepted and committed, 

indicating favourable outcome of the interventions.

DISCUSSION

We tried assessing the profile of people using the tele-counselling service and the pattern of 

service utilisation. We found the majority of callers were male (79.1%). Most of the callers 

were between 19–35 years of age group (66.5%), married (52.5%), and graduates (31%). 

Two-thirds of the callers called to seek guidance for their own issues and one-third for their 

relatives or friends. The majority of callers had symptoms of anxiety (46%), depressive 

disorder (8.3%), and depressive symptoms not qualifying for depressive disorder (14%), and 

some callers had suicidal thoughts (5.44%). We did not find past psychiatric illness had any 

major effect on current psychological status. The commonest intervention provided to the 

callers was supportive therapy (77.8%), followed by psychoeducation (30.5%), cognitive 

behaviour therapy (24.7%), relaxation (23.6%) and behaviour therapy (13.4%). Most of the 

callers utilised more than one type of therapy. Overall, most of the callers were satisfied and 

appreciated the tele-counselling services.
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The world is in crisis. Once in any generation, one could witness a pandemic of this nature 

that has such a huge impact on the health and economy of all countries globally, and this is 

seen in the concerns of callers in the helplines. Report from China had shown active 

participation in online mental health support, indicating the interest and acceptance of this 

medium.[8,9] The same was seen in our state, who did not lag behind in seeking help in tele-

mental health services, which is the beginning of a new way of access to healthcare.

One of the interesting findings of our study is that callers with past history of psychiatric 

illness were not showing any higher psychological symptoms as compared to those who did 

not have past history; the reason may be lack of knowledge[10] about the implication of 

getting infected or about the resultant social and economic consequences.

Tele-counselling is a novel practice in the state of Assam, India. The service users had 

reported comfort and expressed satisfaction in this process of intervention for their issues. 

Earlier studies reported that this kind of service is not only feasible but also appropriate for 

the overall support of patients, caregivers, as well as other frontline workers during any 

pandemic.[11] Tele-psychological counselling is an effective and affordable option. Another 

factor could be that the stigma is less as they would not have to come and meet the therapist 

in person for mental health issues; hence, the comfort.

It is also effective in different mental health problems.[12,13] We found among our callers 

while in the follow-up calls, their immediate issues and problems of which they were 

anxious and depressed had diminished with brief solution-focused and supportive work. 

Tele-psychotherapy provides individuals to be in a familiar environment (e.g. at home) and 

interact with the therapist who is also in his/her familiar environment, which results in a 

better alliance and therapeutic result.[14]

People in quarantine experiencing boredom, anxiety, depression, fear, and suicidal ideation 

as well as psychotic features for which time-bound behaviour therapy and emotion-focused 

psychotherapeutic interventions were opined for adaptation to the chronic stress during a 

pandemic.[15] The only concern as service providers is that the old system of accessing 

healthcare services physically may be so ingrained in our system that the benefit may not 

reach a majority of the population who needs care due to their ignorance of teleservices as a 

satisfactory option, hesitation to take help from someone with whom they had no previous 

interaction, poor knowledge and understanding of the technological advancement like video 

conferencing. This has also been reported in a 2019 survey.[16] The limitation of this survey 

is small sample size and convenient sampling. So, findings may not generalise but still holds 

importance because this is one of the first reports on tele-counselling in India.

Conclusion

Keeping in view the contagious potential of the virus and uncertainty about the treatment 

and prognosis, mental healthcare workers who are scarce can be kept safe with tele-

counselling to deal with anxiety and depression of the affected individuals with various 

psychological intervention. The need for pharmacotherapy can be assessed during the tele-

counselling sessions. This modality of intervention can be proved to be an effective way of 
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providing mental healthcare in lower and middle-income countries (LAMIC) where 

resources are limited, even after the COVID-19 pandemic.
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