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Abstract
Aim: This study aimed to analyse the transition to online group psychotherapy for addiction due to the unprecedented effects of the Covid-19 

pandemic. The secondary aim was to evaluate the effectiveness of an online group psychotherapy programme for addiction.

Methods: The Treatment Outcomes Profile (TOPS) was used to assess service user treatment outcomes and abstinence, as well as PHQ9 and 
GAD7 scores where obtained.

Results: 90% of service users (SU) were discharged as drug and alcohol free upon completion of the programme. 60% of SU completed 
psychometric outcome data with both PHQ-9 and GAD-7 scores showing a statistically significant decrease from baseline scores.

Conclusion: The results indicate good potential for a virtual group programme delivering online psychotherapy for addiction.
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Introduction                                                                                                                                                                                                                                                                                    
Online therapies can include structured therapy content or 

interventions that are electronically delivered. These predominantly 
use videoconferences or email to overcome the distance between a 
therapist and patient to support, or instead of, face-to-face therapy. 
The increased acceptance and permeation of computer technology 
into everyday life has led to the rise of electronic therapy, providing 
a mechanism that could be used as an early intervention or as 
an adjunct to existing treatments [1]. This allows patients to 
access treatment at their convenience and, for some individuals, 
computers may be more acceptable than traditional face-to-face 
therapy. Indeed, remote psychotherapy has been considered as a 
suitable early intervention in a stepped- care model, as it currently 
functions in the UK National Health Service (NHS). There is also an 
economic argument for electronic modalities, with evidence that 
this form of therapy saves both financial cost and are more time-
efficient for the therapist [2].

 
Research has assessed the effectiveness of remote psychotherapy 
for treating psychiatric disorders including anxiety, depression, and 
alcohol abuse [3-5]. Such research has found that internet-delivered 
treatments have been shown to be effective in the treatment of 
depression and anxiety in adults, achieving similar outcomes as 
face-to-face cognitive behavioural therapy (CBT) [3], such that it is 
now recommended by the National Institute for Health and Care 
Excellence (NICE) for the treatment of depression [6]. For example, 
programs such as “Beating the Blues” [2] have been introduced in 
adult primary care services in the United Kingdom.

However, research on electronic therapies has rarely 
documented or explored treatment for addiction and substance 
misuse, but there is promising initial evidence. One example [7], 
found the number needed to treat (NNT) was 1.8 for telephone-
based support in alcohol misuse, demonstrating a good level of 
efficacy for remote therapy. Furthermore, McKay [8] found that 
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telephone-based modality produced superior. Outcomes compared 
to standard 12-step group counselling in all measures examined. 
However, both pieces of data pertain only to telephone-based 
support, rather than the inclusion of computer-based support (e.g. 
email) and videoconferencing software (e.g. Zoom).

The first cases of the Sars-Cov-2 virus (Covid-19) were recorded 
in late 2019, with the World Health Organization declaring 
a pandemic, with exponentially increasing cases spreading 
globally, by March 12th, 2020 [9]. Consequently, group therapy 
was suspended at the RDP due to social distancing and national 
lockdown measures. Over the space of 48 hours, psychotherapy 
was now delivered via a virtual programme, with practitioners 
delivering remote psychotherapy via phone call, text, email and 
video chat (i.e. Zoom). In this study, we aimed to document this 
transition by measuring the outcome measures of service users 
(SU) enrolled on the virtual programme.

Materials and Methods
The Recovery Day Programme (RDP) is a group programme for 

the treatment of substance misuse disorder. The service is provided 
by Central and North West London (CNWL) NHS Trust and the 
Westminster Drug Project (WDP). The clinical commissioning group 
in Brent, London, provides psychosocial interventions as part of 
the RDP in line with stepped-care clinical guidelines for addiction 
issued by the National Institute for Health and Care Excellence [10] 
SUs can be referred via their GP; New Beginnings Addiction teams; 
Social Services as well as the service accepting Self and other service 
referrals. All SU’s need to be over the age of 18 and abstinent from 
illicit drugs and alcohol. Those who meet the eligibility criteria 
above (aged >18 and abstinent) are invited to attend a structured 
clinical assessment where clinical history and personal information 
is collected. This lasts around 60 minutes following a standardized 
form which also includes psychometric questionnaires such as: 
patient health questionnaire (PHQ9); generalised anxiety and 
depression (GAD7); and treatment outcomes profile (TOP).

As part of Public Health England’s (PHE) National Drug 
Treatment Monitoring System (NDTMS), SU’s attending the RDP 
consent to their data being collected, stored and used for the 
purposes of treatment monitoring and research. This consent is 
obtained at the point of assessment. All SU’s enrolled on the RDP 
at the time of this research consented to their data being used in 
accordance with NDTMS. They were given the opportunity to opt-
out of their data being used in the current study, however all SU’s 
enrolled on the programme gave informed consent.

Group interventions were delivered according to a weekly 
timetable that repeated every week. Each group was facilitated by a 
member of staff at the Recovery Day Programme including a Clinical 
Psychologist, Trainee Psychologists, Assistant Psychologists, Peer 
support workers and Group Facilitators. All members of staff 
received standardized training in group facilitation and motivational 
interviewing techniques for the treatment of substance misuse 

disorder. The RDP group is a rolling programme, with SU’s joining 
the group for a period of 12-weeks for 5 days per week, beginning 
on a Monday and graduating on the Friday of their twelfth week. 
The programme offered a total of thirteen groups which included a 
combination of fellowship meetings such as Alcoholic Anonymous 
and follow-up groups such as Graduates group. The remaining 
groups were mandatory for all.

The Treatment Outcomes Profile (TOP): A Structured Interview 
for the Evaluation of Substance Misuse Treatment form [11] is the 
national outcome monitoring tool for substance misuse services 
and is completed by all individuals enrolled in treatment for drug 
and alcohol misuse in the United Kingdom. The form is completed 
at the start of treatment and upon completion of treatment at the 
RDP (i.e.12 weeks thereafter). The top form is divided into four 
categories: substance misuse, injecting risk behaviour, criminal 
activity, and health and social functioning (see amendment for TOP 
form). The form is administered via semi-structured interview and 
quantifies drug and alcohol use in terms of estimated quantity over 
the preceding 28 days [12].

Patient Health Questionnaire-9 (PHQ-9) and Generalised 
Anxiety and Depression-7 (GAD-7) baseline scores were taken at 
assessment prior to enrollment on the group programme. Indeed, 
routine monitoring of symptoms and reporting of outcomes 
can improve the quality and effectiveness of psychological care 
[13] and, as such, the use of routine monitoring of symptoms 
and reporting of outcomes has also been applied to the internet-
delivery of psychological treatment [5]. The PHQ-9 consists of nine 
items measuring symptoms and severity of depression. It has good 
internal consistency and is sensitive to change [14]. Each item is 
rated on a 4-point Likert scale from 0-3 with increasing scores 
indicating greater symptom severity. Total scores range from 
0-27 with a score of 10 or more indicating clinical significance of 
depressive symptomatology [15] consistent with DSM-V symptoms 
for major depressive disorder (DSM-V, 2014). The GAD-7 consists 
of seven items measuring the presence of symptoms of generalized 
anxiety, social phobia and panic disorder [16]. Each item is rated on 
a 4-point Likert scale from 0 to 3 with increasing scores indicating 
greater symptom severity. Total scores rate from 0 to 21 with 
a score of 8 or more indicating clinical significance of anxious 
symptomatology [16]. The GAD-7 has good internal consistency 
and good validity with other anxiety and disability scales [14].

Results and Discussion
The change to a virtual programme was made on Monday 

16th March 2020 due to social distancing and national lockdown 
measures. Between the period of 16th March 2020 to 5th June 
2020 (12 weeks duration), there was a total of 20 SU’s enrolled 
on the programme. Due to the unprecedented change in structure 
and function of the National Health Service due to the Covid-19 
pandemic, this research was conducted concurrently with such 
changes and a period of 12 weeks was deemed an accurate snapshot.
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All 20 SU’s agreed for their data to be used in the research being 
conducted. There was an even gender split of 10 females and 10 
males enrolled on the RDP with an average age of 43 ± 11 years 
(Table 1). The RDP enrolls SU’s according to the primary substance 

of misuse which is classified according to these categories: Alcohol 
(A), Opiate (O), non-opiate (NO), combination of alcohol and non-
opiates (ANO).

Table 1: Service user demographics.

Group Demographics (n=20)

Age 43 ± 11 years

Gender 10 M 10 F

Ethnicity White British (6); White Irish (1); Caribbean (5); Indian (2); African (2); Other Asian (2); Other (2)

Primary Substance Alcohol (15); Opiate (3); Non-Opiate (2)

Secondary Substance Alcohol (1); Non-Opiate (3)

Married 6 (30%)

Medication Acamprosate; Venlafaxine; Risperidone; Fluoxetine; Codydramol; Sertraline; Propanolol; Oxybutynin; Cetirizine; Amlodip-
ine; Tyroxine; Pregablin; Mirtazipine; Diazepam; Methadone

Smoker 9 (45%)

Table 2: Treatment Outcome Profile (TOP) substance use divided by substance covering the penultimate 4 weeks of treatment. Successful treat-

ment delineated as no consumption.

Substance Use

Average Successful outcome?Alcohol

Week 4 Week 3 Week 2 Week 1

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

3 3 3 3 12 N

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

0 0 0 0 0 Y

Opiates  

0 0 0 0 0 Y

0 0 0 0 0 Y

5 7 7 7 26 N

Non-Opiates  

0 0 0 0 0 Y

0 0 0 0 0 Y

Secondary substances, where applicable, are also collected 
according to this categorisation. Fifteen SU’s primary substance 
was alcohol; three SU’s primary substance was Opiates; and two 
SU’s primary substance was non-opiates. A total of 4 SU’s reported 
a secondary problem substance, of which one was alcohol, and 
three were non-opiates. Nine (45%) clients reported themselves as 
smokers.

Due to comorbid difficulties within the clinical presentation of 
substance misuse disorder, many SU’s were also taking prescribed 
medication whilst attending the RDP. For full details of these 
medications please see Table 1.

As research was conducted concurrently with the shift to a 
virtual programme, baseline data was retrospective, pertaining 
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to the SU’s completed clinical assessment. These were then re-
administered upon completion of the RDP 12 weeks later. All 20 
(100%) SU’s completed the TOP at baseline and follow-up. 18 
(90%) of SU scored 0 on the substance misuse domain. 80% of SU 
were therefore discharged as drug and alcohol free (i.e. successful 
completion of the programme).

Fifteen SU’s from the cohort had baseline PHQ-9 scores 
recorded with 9 (60%) having follow-up PHQ-9 scores. The average 
PHQ-9 score at baseline was 10.6 (±5.6) with the average PHQ-9 
score upon completion of 12 weeks was 2.4 (±3.4). A score of less 
than 5 is deemed to represent remission [14]. There was a mean 
change of -8.2 (95% CI: -12.6, -3.8, p-value <0.003) in PHQ-9 scores, 
with previous research suggesting a 5-point change in scores to be 
clinically significant [15]. Fifteen SU’s from the cohort had baseline 
GAD-7 scores recorded with 9 (60%) patients having follow-up 
GAD-7 scores. The average GAD-7 score at baseline was 9.7 (± 
6.5) and the average GAD-7 score upon completion of 12 weeks 
was 1.5 (±1.4) with a mean change of -8.2 (95% CI: -13.0, -3.5, 
p-value <0.004). A score of less than 8 is deemed to not be clinically 
significant [16].

Conclusion
The Recovery Day Programme is a group psychotherapy for 

addiction programme that is aimed at helping SU’s to maintain their 
abstinence and develop psychological skills to assist them in their 
recovery. This research demonstrates the initial outcome measures 
for an adapted version of the programme which was delivered 
through a combination of video conferencing platforms (e.g. Zoom), 
email, text and telephone formats. 90% of service users completed 
the 12-week programme and were able to maintain their abstinence 
during this time. Furthermore, there was a statistically significant 
decrease in psychometric outcome measures upon completion 
compared to baseline scores. This preliminary evidence therefore 
supports the transition to virtual psychotherapy for addiction, 
suggesting good outcomes.

It is key that future research and clinical practice considers the 
careful implementation of such technology. Indeed, characteristic 
of substance misuse disorder is a loss of social and economic 
capital, therefore meaning that the individuals seeking treatment 
may not have access to such forms of technology. This may limit 
the future scope of virtual psychotherapy for addiction. It is 
also worth considering that the primary aim of the change to a 
virtual modality here was because of the Covid-19 pandemic. 
Therefore, the findings here may well be limited to such extreme 
and individual circumstances. It is likely that with much more 
preparation and planning, the outcome measures may well be 
improved upon. On the other hand, with the option of face-to-face 
therapy, SU’s may disengage with the virtual formats. Indeed, the 
research literature focusing on internet-delivered psychotherapy 
has often been administered with the aim of examining the cost-
effectiveness or to reduce the time burden for professionals. For 

these reasons, the findings should be taken as encouragement for a 
virtual format, but with caution not to displace the value that face-
to-face psychotherapy can provide.
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