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This study evaluated two forms of a resilience intervention amongst college students during the COVID-19 pandemic. Utilising a randomised controlled trial design, it examined the impact of a synchronous and asynchronous resilience interventions versus a control group that did a journaling intervention. Outcomes measured included coping behaviour, non-reactivity, wellbeing, stress, depression and anxiety. Participants consisted of Filipino college students randomly assigned to three groups: synchronous online resilience group (n = 135), asynchronous resilience group (n = 121) and control group (n = 127). Results revealed that students who went through the online synchronous resilience reported a significant reduction in depression at post-intervention compared to those who went through an asynchronous intervention. Post-intervention scores for nonreactivity were also higher in the synchronous group compared to both asynchronous and journaling groups. Effect sizes were small to moderate. This study suggests that online resilience interventions are viable means to address the mental health needs of students, especially in countries with limited mental health resources.
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The COVID-19 pandemic has brought about a plethora of mental health outcomes. Issues of physical safety coupled with the lack of social support due to physical distancing regulations gave rise to emotional distress, fear, helplessness, anxiety, grief and sorrow (Soklaridis et al. 2020). Beyond social distancing and isolation, fear of infection and death led to anger, confusion and post-traumatic distress (Mukhtar 2020).

Although many groups have been affected, the youth appear to be particularly at risk. Prolonged school closure, isolation from peers and economic difficulties appear to have led to disturbances in sleep and exercise routines and have led to excessive use of technology. A meta-analysis of 23 studies amongst the youth revealed that 29% reported depressive symptoms, 26% reported anxiety symptoms, 44% had sleep disorders and 48% reported post-traumatic stress symptoms (Ma et al. 2021). Similarly, a study on the impact of the COVID-19 pandemic amongst Filipino youth reported greater symptoms of depression, anxiety and stress and lower well-being compared to older respondents (Hechanova, Valentin, and Alampay 2022). The authors suggested that this can be attributed to a still-developing brain and the youth’s limited ability to communicate their feelings, lifestyle and inadequate coping strategies. Imran, Zeshan and Pervaiz (2020) suggest the need to improve the ability of the young to express their fears and concerns and need to encourage helpful routines and physical activities.

The past decade has seen a rise in tele-mental health interventions. There is evidence that tele-mental health services improve access and provide flexibility in interactions between clients and their service providers. Tele-mental health also reduces the cost of services and, as such, is advantageous for countries with limited access to mental health services. Unfortunately, much of the evidence on tele-mental health services have come from developed economies, and there is a dearth of research from non-Western and developing economies such as the Philippines. In addition, although there have been studies comparing different modalities of tele-mental health interventions, they have mostly utilised adult samples. This study seeks to fill these gaps by examining the impact of online resilience interventions for Filipino young adults.

Resilience and tele-mental health interventions

Luthar and Cicchetti (2000) define resilience has been defined as ‘the ability of individuals to display positive adaptation despite the experiences of significant adversity or trauma’. Rather than merely being a personal trait, they describe resilience as a social competence that can be learned. This perspective has given rise to various resilience interventions. A meta-analysis of resilience interventions suggests that they generally consist of cognitive behavioural therapy, mindfulness and a combination thereof (Joyce et al. 2018).

Although a vast majority of resilience interventions are delivered via face-to-face, innovative approaches such as bibliotherapy, online webinars or phone coaching are also being used (Joyce et al. 2018). A meta-analysis of 64 trials examining Internet-delivered Cognitive Behavioural Therapy modules or lessons reported positive benefits for those with major depression, panic disorder, social anxiety disorder or generalised anxiety disorder (Andrews et al. 2010).

The COVID-19 pandemic increased the provision of tele-mental health services by paraprofessionals. In China, nurses conducted 10-min WeChat consultations twice daily to COVID-19 patients with elevated anxiety and depression scores. Results revealed improvements in anxiety and depression of patients (Zhou et al. 2020). Another study found improvements in sleep and anxiety of COVID-19 patients who were provided progressive muscle relaxation intervention audio (Liu et al. 2020). A similar study provided audio-recordings on relaxation, mindfulness and bilateral stimulation through patients’ mobile phones every day for 2 weeks. Those who went through the intervention reported reduced anxiety symptoms compared to those who did not (Wei et al. 2020). Tele-mental health interventions were also delivered to health workers in self-isolation in Italy (Giordano et al. 2020). A music therapy intervention consisting of a playlist that focused on breathing, energy and serenity was delivered using mobile phones. Results reported reduced levels of tiredness, sadness, fear and worry amongst healthcare workers.

Beyond patients and health workers, the increased mental health concerns of adolescents also gave rise to the delivery of mental health support using educational platforms. For example, a brief Acceptance Commitment Therapy psychoeducation was delivered via videoconferencing (Zoom) to undergraduates in the United States. The four-session intervention was delivered as part of a psychology seminar course. Pre- and posttests showed that stress and anxiety decreased at follow-up. Students reported the intervention as helpful and accessible and reported moderate engagement with skills outside of class (Browning et al. 2022).

There have been a few studies comparing synchronous and asynchronous interventions with mixed findings. Aller et al. (2022) compared the effectiveness of mental health literacy delivered as an online asynchronous course and as in-person workshop compared to a control group. This quasi-experimental study included 1049 undergraduate students who self-selected enrolment in a Mental Health Awareness and Advocacy (MHAA) course (treatment; n = 474) or a general lifespan development course (comparison; n = 575). Students in the treatment group significantly increased their mental health literacy knowledge and self-efficacy compared to the control group. Treatment effects did not differ across modalities, suggesting that students’ mental health literacy improved regardless of whether it was developed synchronously or asynchronously. On the other hand, a study compared synchronous online community mental health groups with asynchronous forum-based online mental health groups. The study reported that synchronous groups were more cohesive than asynchronous groups (Li, Kraut, and Zhu 2021).

The majority of the studies on tele-mental health have emanated from developed economies, and there is a dearth of studies from low resource countries (Constantine 2002). As such, this study seeks to contribute to the literature by evaluating a synchronous and asynchronous delivery of an online resilience intervention created for Filipinos.

Katatagan resilience intervention

This study examines a resilience intervention named Katatagan,1 which was designed to develop resilience skills using principles and strategies from Positive Psychology, Cognitive Behaviour Therapy and Mindfulness. It consists of six modules with each module developing a resilience skill. Module 1 aims to encourage participants’ self-efficacy and address their sense of helplessness by asking them to reflect on their internal and external sources of strength. Module 2 seeks to help participants manage their somatic reactions using techniques such as progressive muscle relaxation, bioenergetic exercises and emotional freedom technique. Module 3 aims to help participants deal with their negative thoughts and emotions using cognitive reframing and thought substitution strategies. Module 4 focuses on routines and activities that can improve mood. Module 5 seeks to build problem-solving skills and encourage participants to seek social support in solving their problems. Module 6 focuses on encouraging meaning making and invites participants to set goals for the future. Mindfulness was developed throughout the program by introducing it as a centring exercise at the beginning of each module. Given the collective nature of Filipinos, the intervention was implemented in small groups (Hechanova et al. 2015).

The Katatagan program was first implemented amongst college student survivors of Supertyphoon Haiyan in 2014. The pilot-test found students who participated in the program reported less anxiety and depressive symptoms and improved coping behaviours (Hechanova et al. 2015). Another longitudinal study reported increased self-efficacy on resilience skills 6 months after the program (Hechanova, Waelde, and Ramos 2016). The program was also implemented amongst displaced survivors, and participants reported decreased anxiety and increased resilience scores compared to non-participants (Hechanova et al. 2018).

During the COVID-19 pandemic, Katatagan was adapted for online delivery in two modalities: synchronous resilience classes and asynchronous self-paced classes. This study sought to evaluate the outcomes of these two versions of the resilience program compared to a control group. Specifically, we asked:


	To what extent would the synchronous and asynchronous resilience intervention improve psychological well-being and adaptive coping skills compared to a control group?

	To what extent would the synchronous and asynchronous intervention decrease stress, anxiety and depression symptoms of participants compared to a control group?

	Would there be differences in the impact of synchronous and asynchronous resilience interventions?



Methods

This study utilised a randomised controlled trial design comparing three groups – a synchronous resilience group, an asynchronous resilience group and a control group that did journal writing.

Sample

Participants were recruited through convenience sampling via social media using the following inclusion criteria: students currently enrolled in any college or university in the Philippines; aged 18 to 25 years old; do not have any diagnosed or underlying mental health condition; have not attended any previous Katatagan Online program; and have adequate Internet connection. Figure 1 summarises the participant flow from enrolment to data analysis. A total of 482 participants were assessed for eligibility to participate in the study; however, 99 participants were excluded before randomisation as they declined to participate (n = 95) and decided to withdraw from the study (n = 4). Of the 383 participants, 135 were allocated to the synchronous resilience classes (i.e. Condition 1), 121 were assigned to the asynchronous self-paced classes (i.e. Condition 2) and 127 participants were allocated to the journal writing activity (i.e. Condition 3).

Figure 1.CONSORT 2010 flow diagram for KO RCT.
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Participants were between the ages of 18 and 25 years old (M = 20.85, standard deviation [SD] = 1.27), with the majority of them being female (78.6%). Other baseline characteristics of participants across three conditions can be found in Table 1.




Table 1.Baseline characteristics of participants in the three conditions.


	Demographic variable
	Synchronous (n = 135)
	Asynchronous (n = 121)
	Control/journaling (n = 127)
	Total (N = 383)





	Female, n (%)
	107 (79.3%)
	95 (78.5%)
	99 (78.0%)
	301 (78.6%)



	Age, M (SD)
	20.95 (1.34)
	20.73 (1.19)
	20.85 (1.25)
	20.85 (1.27)



	Region, n (%)



	 NCR
	21 (15.6%)
	17 (14.0%)
	24 (18.9%)
	62 (16.2%)



	 CAR
	8 (5.9%)
	2 (1.7%)
	6 (4.7%)
	16 (4.2%)



	 Region I
	14 (10.4%)
	12 (9.9%)
	14 (11.0%)
	40 (10.4%)



	 Region II
	0 (0.0%)
	0 (0.0%)
	3 (2.4%)
	3 (0.8%)



	 Region III
	28 (20.7%)
	18 (14.9%)
	12 (9.4%)
	58 (15.1%)



	 Region IVA
	12 (8.9%)
	10 (8.3%)
	11 (8.7%)
	33 (8.6%)



	 Region V
	3 (2.2%)
	5 (4.1%)
	3 (2.4%)
	11 (2.9%)



	 Region VI
	2 (1.5%)
	2 (1.7%)
	3 (2.4%)
	7 (1.8%)



	 Region VII
	1 (0.7%)
	6 (5.0%)
	0 (0.0%)
	7 (1.8%)



	 Region VIII
	2 (1.5%)
	0 (0.0%)
	2 (1.6%)
	4 (1.0%)



	 Region IX
	2 (1.5%)
	3 (2.5%)
	5 (3.9%)
	10 (2.6%)



	 Region X
	40 (29.6%)
	44 (36.4%)
	39 (30.7%)
	123 (32.1%)



	 Region XI
	1 (0.7%)
	0 (0.0%)
	2 (1.6%)
	3 (0.8%)



	 Region XII
	0 (0.0%)
	1 (0.8%)
	0 (0.0%)
	1 (0.3%)



	 Region XIII
	1 (0.7%)
	0 (0.0%)
	2 (1.6%)
	3 (0.8%)



	 BARMM
	0 (0.0%)
	1 (0.8%)
	1 (0.8%)
	2 (0.5%)



	Note. SD = standard deviation; NCR = National Capital Region; CAR = Cordillera Administrative Region; BARMM = Bangsamoro Autonomous Region in Muslim Mindanao.





Intervention

The synchronous resilience intervention was run in small groups (of no more than 12 participants). The sessions were conducted with two facilitators and ran for 1.5 to 2 h depending on the size of the group. The intervention ran for 6 weeks with one module per week. Facilitators consisted of trained paraprofessionals with behavioural science backgrounds and previous experience in facilitating group interventions. Facilitators were also trained on the use of Zoom and ethics in the delivery of tele-mental health services.

In the asynchronous version of the program, participants enrolled in an online course on Canvas. The online course consisted of the six modules. Each module featured videos, reflection questions and a facilitated discussion board. Participants were given 6 weeks to finish the online course.

The control group was given journaling exercise consisting of six weekly prompts sent via email. The self-help prompts instructed them to write about the highlights of their week and their reactions to these.

Measures

Psychological well-being was assessed through WHO-5 Well-being Index (World Health Organization 1998), a 5-item survey. A 6-point Likert scale was used (0 = at no time, 5 = all of the time). Sample items are ‘I have felt cheerful and in good spirits’ and ‘I have felt calm and relaxed’. Reliability of the scale was 0.92.

Stress, anxiety and depression were measured using the DASS-21 Scale (Antony et al. 1998). The 21-item scales utilised a 4-point Likert scale (0 = did not apply to me at all; 3 = applied to me very much, or most of the time) and includes items measuring depression (‘I felt I had nothing to look forward to’), anxiety (‘I experienced difficulty breathing’) and stress (‘I found it difficult to relax’). Reliabilities of the subscales were 0.88 (depression), 0.82 (anxiety) and 0.86 (stress).

Non-reactivity was measured using the Five Factor Mindfulness Questionnaire – Nonreactivity subscale (Baer et al. 2006). The 7-item survey uses a 5-point Likert scale rated from 1 (never or very rarely true) to 5 (very often or always true). The internal reliability of the scale was 0.86.

Adaptive coping was assessed using an 18-item abridged version of Carver’s (1997) Brief COPE Scale. It included two items each from the following domains: active coping (α = 0.67), use of emotional support (α = 0.77), use of instrumental support (α = 0.81), planning (α = 0.68), positive reframing (α = 0.72), religious coping (α = 0.84) and behavioural disengagement (α = 0.77). The measure utilised a 4-point Likert scale (1 = I haven’t been doing this at all, 4 = I’ve been doing this a lot). Sample items are ‘I have been getting emotional support from others’ and ‘I’ve been concentrating my efforts on doing something about the situation I’m in’.

Procedures and Ethics

Ethics approval was obtained from the Ateneo de Manila University institutional research ethics board. Publicity material to invite potential participants to join the research was published through the official social media account of Katatagan Online. Research participants were recruited from the pool of individuals who voluntarily enrolled in the Katatagan Online program from September 1 to October 12, 2022. The registration link to the study was provided in the recruitment poster, where potential participants read the online informed consent form and expressed their consent digitally by clicking a button on Google Forms. Those who did not wish to participate also clicked on a button, signifying that they do not wish to participate in the study.

Consenting participants were directed to answer the pretest online questionnaire. An assigned officer from the Katatagan Online program team who is external to the research team randomly assigned participants to one of three conditions: (1) synchronous resilience classes, (2) asynchronous self-paced classes and (3) journal writing activity. Randomisation was done using a simple randomisation technique that followed a 2-1-3 sequence to the list of participants who signed up for the study.

After enrolling in the program, participants were provided the informed consent form, and those who consented to be part of the study were led to the online pretest survey. All the three groups were given 6 weeks after which participants were invited to answer a posttest survey. Confidentiality and privacy were ensured through the removal of identifying information and the use of password protected computer files.

Data analysis

At posttest, 37% of the initial respondents had complete data, with a large proportion not responding after being randomised to one of the three conditions (Figure 1). Attrition analyses showed that participants who had complete data were slightly older, had lower baseline depressive symptoms and had higher baseline nonreactivity and active coping scores compared to those who did not complete the posttest. To reduce bias due to the high attrition rate, the analyses followed an intention-to-treat approach in which all participants who were randomised were analysed in their allocated group regardless of program attendance or completion. Missing data were handled using full information maximum likelihood in Mplus 8 (Muthén and Muthén 1998–2017).

Data analysis was conducted by a statistician blind to participants’ allocation to the three conditions. First, intraclass correlation coefficients (ICCs) and design effect estimates were computed to determine the need to conduct a nested analysis that would account for participant groupings (facilitators and school). Linear regression analyses were conducted to examine intervention effects on posttest scores controlling for baseline scores using maximum likelihood estimation with robust standard errors (MLR) to account for skewed variables. Two sets of analyses were conducted: one comparing post outcomes across conditions with the journaling condition as the reference group, and one comparing outcomes with the synchronous condition as the reference group. Analyses used TYPE=COMPLEX and CLUSTER to correct for non-independence of observations within schools. Effect sizes were estimated to compare posttest scores across groups. Finally, sensitivity analyses were conducted using complete cases to determine the robustness of the results to the missing data handling strategy.

Results

Because participants came from different schools and were assigned to different facilitators, design effect estimates were computed to determine if a nested analysis is necessary. Researchers note that design effect estimates greater than 2 indicate the need for multilevel models (Muthen and Satorra 1995; Peugh 2010). At the facilitator level, none of the design effects was greater than 2. At the school level, the design effect was 2.05 for behavioural disengagement. We, thus, accounted for school clustering for the analysis of this variable.

Table 2 presents a summary of pre and post scores on the primary outcomes across the synchronous, asynchronous and journaling conditions. Table 3 presents the results of linear regression analyses comparing posttest scores across the three conditions, controlling for pretest scores. Results showed a significant difference between the synchronous and asynchronous groups on depression symptoms (Table 3). There was also a significant difference between the synchronous and both asynchronous and journaling groups on non-reactivity. Specifically, posttest depression scores were significantly lower amongst synchronous participants compared to asynchronous participants, and non-reactivity scores were significantly higher amongst synchronous participants compared to both asynchronous and journaling participants (Table 2). In contrast, there were no significant differences between the asynchronous and journaling conditions on any of the outcomes. The effect sizes of the comparisons were small to moderate (Table 3). Sensitivity analyses using data with complete cases showed similar findings, suggesting that results are robust to the missing data handling strategy.




Table 2.Pre- and postscores on study outcomes by condition.


	Outcome
	Synchronous (n = 135)
	Asynchronous (n = 121)
	Control/journaling (n = 127)



	M
	SD
	M
	SD
	M
	SD





	Psychological well-being



	 Pre
	13.09
	5.44
	12.55
	5.97
	13.55
	5.75



	 Post
	16.79
	5.92
	14.50
	6.63
	15.23
	5.77



	Depression



	 Pre
	8.14
	4.99
	7.88
	4.84
	6.93
	4.74



	 Post
	5.05
	4.15
	6.53
	4.77
	6.07
	4.64



	Anxiety



	 Pre
	7.76
	4.64
	7.30
	4.44
	6.72
	4.52



	 Post
	6.34
	5.05
	6.91
	4.39
	6.96
	5.05



	Stress



	 Pre
	9.19
	4.45
	8.61
	4.91
	7.90
	4.58



	 Post
	6.64
	4.55
	7.66
	4.12
	7.98
	4.68



	Nonreactivity



	 Pre
	20.82
	5.75
	20.57
	6.05
	21.30
	5.79



	 Post
	24.73
	6.19
	22.50
	5.43
	22.72
	4.76



	Instrumental support seeking



	 Pre
	1.15
	0.91
	1.14
	0.89
	1.06
	0.94



	 Post
	1.53
	0.88
	1.36
	0.90
	1.41
	0.96



	Emotional support seeking



	 Pre
	1.81
	0.82
	1.75
	0.81
	1.79
	0.86



	 Post
	2.19
	0.77
	2.12
	0.74
	2.07
	0.80



	Active coping



	 Pre
	2.10
	0.73
	2.00
	0.75
	2.01
	0.72



	 Post
	2.35
	0.56
	2.42
	0.52
	2.32
	0.68



	Planning



	 Pre
	2.15
	0.70
	2.14
	0.70
	2.15
	0.70



	 Post
	2.37
	0.66
	2.39
	0.59
	2.24
	0.62



	Behavioural disengagement



	 Pre
	0.94
	0.87
	0.71
	0.75
	0.68
	0.78



	 Post
	0.63
	0.72
	0.66
	0.63
	0.76
	0.89



	Positive reframing



	 Pre
	1.94
	0.76
	2.06
	0.79
	1.95
	0.74



	 Post
	2.31
	0.63
	2.37
	0.57
	2.11
	0.75



	Religious coping



	 Pre
	1.52
	1.00
	1.72
	1.00
	1.62
	0.96



	 Post
	1.70
	0.93
	2.08
	0.93
	1.74
	0.93



	SD = standard deviation.








Table 3.Linear regression and effect size estimates comparing posttest scores across conditions.


	Outcome
	Synchronous vs. journaling
	Asynchronous vs. journaling
	Synchronous vs. asynchronous



	B
	SE
	β
	d [95%CI]
	B
	SE
	β
	d [95%CI]
	B
	SE
	β
	d [95%CI]





	Psychological well-being
	1.55
	0.68
	0.12
	0.24 [0.01, 0.49]
	−0.62
	1.34
	−0.05
	−0.10 [−0.35, 0.15]
	2.17
	1.24
	0.17
	0.34 [0.10, 0.59]



	Depression
	−1.28
	0.71
	−0.14
	−0.28 [−0.53, −0.04]
	0.68
	0.78
	0.07
	0.14 [−0.11, 0.39]
	−1.96**
	0.75
	−0.20
	−0.41 [−0.66, −0.16]



	Anxiety
	−0.79
	0.77
	−0.08
	−0.16 [−0.40, 0.08]
	0.13
	0.90
	0.01
	0.02 [−0.23, 0.27]
	−0.92
	0.89
	−0.09
	−0.18 [−0.43, 0.06]



	Stress
	−1.44
	0.81
	−0.15
	−0.30 [−0.55, −0.06]
	−0.04
	0.90
	−0.00
	−0.01 [−0.26, 0.24]
	−1.40
	0.85
	−0.14
	0.28 [−0.53, −0.04]



	Nonreactivity
	1.88*
	0.96
	0.16
	0.33 [0.08, 0.57]
	−0.71
	0.99
	−0.06
	−0.12 [−0.37, 0.13]
	2.59*
	1.07
	0.22
	0.45 [0.29, 0.70]



	Instrumental support use
	0.09
	0.11
	0.07
	0.14 [−0.10, 0.38]
	−0.11
	0.17
	−0.06
	−0.12 [−0.37, 0.13]
	−0.01
	0.11
	−0.01
	−0.02 [−0.27, 0.23]



	Emotional support use
	0.10
	0.14
	0.06
	0.12 [−0.12, 0.36]
	0.05
	0.16
	0.03
	0.06[−0.19, 0.31]
	0.05
	0.15
	0.03
	0.06 [−0.19, 0.31]



	Active coping
	−0.06
	0.11
	−0.04
	−0.08 [−0.32, 0.16]
	0.07
	0.11
	0.05
	0.10 [−0.15, 0.35]
	−0.12
	0.11
	−0.09
	−0.18 [−0.43, 0.06]



	Planning
	0.11
	0.11
	0.08
	0.16 [−0.08, 0.40]
	0.12
	0.12
	0.09
	0.18 [−0.07, 0.43]
	−0.01
	0.12
	−0.01
	−0.02 [−0.26, 0.23]



	Behavioural disengagement1
	−0.26
	0.14
	−0.16
	0.33 [0.08, 0.57]
	−0.12
	0.13
	−0.07
	−0.14 [−0.39, 0.11]
	−0.14
	0.12
	−0.08
	−0.16 [−0.41, 0.08]



	Positive reframing
	0.21
	0.12
	0.15
	0.30 [0.06, 0.55]
	0.14
	0.12
	0.10
	0.20 [−0.05,0.45]
	0.07
	0.11
	0.05
	0.10 [−0.15, 0.35]



	Religious coping
	−0.03
	0.12
	−0.02
	−0.04 [−0.28, 0.20]
	0.13
	0.14
	0.06
	0.12 [−0.13, 0.37]
	−0.16
	0.15
	−0.08
	0.16 [−0.41, 0.08]



	Note. All analyses controlled for pretest scores.
SD = standard deviation; SE = standard error; CI = confidence interval.
1Analyses used TYPE = COMPLEX and CLUSTER commands to correct for nonindependence of observations within schools.
*p < 0.05, ** p < 0.01.





Discussion

Amongst the three groups included in this study, those who participated in the synchronous Katatagan Online program evidenced better outcomes on depression and non-reactivity than those who participated in the asynchronous and the journaling conditions. This appears to run contrary to Aller et al.’s (2022) study that suggests that both synchronous and asynchronous interventions have the same effects. Similarly, an earlier study that used a less robust pretest–posttest design also found small to medium effect sizes on wellbeing and resiliency amongst participants who underwent the asynchronous Katatagan Online program (Hechanova et al. 2022).

However, the results are consistent with a meta-analysis of Randomized Control Trial (RCTs) involving online resiliency programs which showed similar small effect sizes, and a relatively larger effect size amongst synchronous programs compared to asynchronous ones (Ang et al. 2022). One explanation for why the synchronous programs could have yielded better outcomes is because they are more comparable to face-to-face treatment (Andrews et al. 2018) that provides real time conversations (Blau, Weiser, and Eshet-Alkalai 2017). There is evidence that social support enables psychological resilience (Sassaki et al. 2019) and synchronous groups provide that. These synchronous groups may have provided the social contact that the youth participants craved, given that many schools were still closed to on-site schooling at the time of this study.

The results may also reflect the collectivist nature of Filipinos. Haque (2010) suggests that those in collectivist cultures derive their resilience from their support groups. This was validated by a study that Filipino disaster survivors tend to cite external sources of strength such as family and friends and God (Hechanova et al. 2015). A pilot study on Katatagan Online reports that talking to people who shared similar experiences, thoughts and emotions was validating for them because they felt that they were not alone (Hechanova et al. 2022).

In contrast to synchronous groups, those in the asynchronous condition may have felt less connected to their cohorts. This is suggested by Li, Kraut and Zhu (2021) who reported that synchronous online community mental health groups are more cohesive than asynchronous forum-based online mental health groups. The researchers suggested that technical features of different online community platforms affect community cohesion, and that speed and evenness of communication are as important as the frequency of communication.

Examination of descriptive statistics shows an improvement from pretest to posttest across most, if not all, coping sub-sales. However, the changes were not statistically significant. This is contrary to an earlier study on the asynchronous Katatagan Online program that found a significant increase in seeking emotional and instrumental support and active coping strategies (Hechanova et al. 2022). As the synchronous online intervention had a significant impact on the participants’ wellbeing, this finding may suggest that the meetings themselves were helpful in bringing about greater wellbeing and lower depression even with slight changes in coping behaviours.

Similar to the findings of the asynchronous Katatagan Online study (Hechanova et al. 2022), although the scores on stress and anxiety were slightly lower post-program, the change was not significant. Scores in wellbeing were likewise non-significant albeit pre- and posttest scores increasing numerically across groups. Nevertheless, these non-significant results across the different groups may point to the continuing stressors and uncertainty brought about by the pandemic. At the time of this study, many participants were still studying from home as colleges and universities were still closed to on-site classes.

Limitations and implications for future studies

This study utilised a randomised controlled treatment design. However, a limitation was unequal sample sizes. As such, more studies with a similar design using larger samples will provide more robust information on the efficacy and effectiveness of this intervention.

Results showed significant improvements in non-reactivity and a decrease in depression symptoms. Future studies may uncover the specific mechanisms of the intervention that led to these particular outcomes. Both the medium of delivery of the program and program contents may need to be further investigated. There is a need for more understanding as to which active ingredients in the program have the most impact. This information would be useful in determining whether abridged versions of the intervention may be delivered without sacrificing desired outcomes.

The non-significant findings in coping may be due to a number of factors such as a relatively small sample size. Future studies utilising larger samples may enable more robust conclusions. In addition, moderating variables such as preexisting disabilities may be examined. Additionally, future studies may consider measuring the role of the facilitators on the overall experience of the participants. The quality of the relationship and the kind of connectedness that facilitators fostered during the intervention might have played a role in the outcomes of this study as well.

Implications for practice

The use of telepsychology practices has become invaluable from a public mental health perspective. This study presents initial evidence of online synchronous intervention in improving wellbeing, depression and non-reactivity of participants. This bodes well particularly for resource-poor economies that have limited budgets and personnel for mental health services. Scalable interventions such as these may enable access to those who may need mental health psychosocial support.
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Footnote

1Filipino term meaning resilience.
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