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Challenges of virtual talking 
therapies for substance 
misuse in New Zealand 

during the COVID-19 
pandemic: an opinion piece

Susanna Galea-Singer, David Newcombe, Virginia Farnsworth-Grodd, 
Janie Sheridan, Peter Adams, Natalie Walker

In November 2019, the world was hit by 
a novel coronavirus, SARS-CoV-2 (re-
ferred to as COVID-19). The fi rst cases 

emerged from Wuhan in China, but rapidly 
spread across the world.1 On 11 March 2020, 
The World Health Organization classed the 
COVID-19 global situation as a pandemic—af-
fecting all people including individuals and 
whānau/families struggling with addictions.

In New Zealand, confi rmed COVID-19 cases 
initially steadily increased, with a reduction 
in the rate of increase as New Zealand 
moved through different alert levels, fl at-
tening the peak of COVID-related demand 
on the New Zealand health system. District 
health boards and other health service 
providers across New Zealand, although 
‘essential services’, are still required to 
operate within the boundaries of the various 
alert levels. The requirement to maintain 

physical distancing has had a signifi cant 
impact on the standard in-person forms 
of treatment delivery. In response, many 
primary-care and secondary-care consul-
tations are now being conducted virtually 
where appropriate and possible. How does 
this change in health service delivery affect 
clinicians working with people who use 
alcohol and other drugs?

Treatment providers for substance 
misuse 

Treatment providers for substance misuse, 
including non-governmental organisations 
(NGOs) and other community providers, also 
fall under the class of ‘essential services’ 
and have continued to provide treatment. A 
number of national bodies such as National 
Association of Opioid Treatment Providers 
(NAOTP), National Committee for Addiction 
Treatment (NCAT), Health Promotion Agency 
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(HPA) and many other district health board 
and NGO agencies continue to provide a 
coordinated approach, providing guidance 
to  people who use alcohol and other drugs, 
their whānau, clinicians and leaders, on 
how to continue receiving and providing 
effective treatment. 

For some people using alcohol and other 
drugs, the immediate treatment need is 
pharmacological. Practical concerns such as 
access to pharmacotherapies, safer injecting 
equipment and guidance on safer drug 
use practices, dealing with lack of access 
to street drugs, etc, emerge during times of 
national crisis. The New Zealand Drug Foun-
dation has acted quickly, providing online 
advice and support for people who use 
alcohol and other drugs, their whānau and 
treatment providers (http://www.drugfoun-
dation.org.nz/covid-19). 

However, pharmacological treatment is 
often only one component of the treatment 
package for people who use alcohol and 
other drugs. Most treatment interventions 
are ‘talking therapies’, generally provided 
in person.2 Addressing the sustained 
change required to maintain substance-free 
lives or a safe substance-use life requires 
robust psychotherapeutic approaches 
which have traditionally been delivered 
through in-person contact, whether they 
are one-to-one or group-based interven-
tions. The challenge during this time of the 
COVID-19 pandemic is to deliver effective 
talking therapies while avoiding physical 
contact. How then should services continue 
to offer counselling and support in such 
an environment? How will the current use 
of technology impact on ongoing service 
provision in the long term? This article 
focuses on identifying practical issues and 
providing some solutions. 

Virtual clinics: our ‘new’ model of 
care

Telehealth, video consultations and online 
treatment have emerged over the past few 
years as novel ways of working, reaching 
both the population engaged, as well as 
those not engaged, in treatment services. 
Such virtual approaches are also useful for 
providing clinician-to-clinician support, 
consultation and advice (www.digital.
health.nz).3–5 

Several studies on virtual approaches 
(both video and non-video) to delivering 

treatment for substance misuse indicate 
that virtual clinics are an acceptable way 
of providing treatment, with high levels of 
satisfaction reported by both clients and 
staff.6–10 In addition, the resources needed 
to deliver such services are considerably 
less and therefore less costly than more 
traditional ways.11 However, a limitation of 
these studies is that they include cohorts of 
clients who are relatively stable (or not in 
an acute stage/experiencing a disorganised 
lifestyle).12 In addition, the reported success 
of these virtual clinics is in the context of 
having such clinics running alongside tradi-
tional in-person clinics. Would they be as 
successful if virtual clinics were the only 
source of care provided? Would they be as 
successful if they did not have a parallel 
traditional system to deal with the more 
acute or complex cases? 

Over the years, virtual novel approaches 
for people who use alcohol and other drugs 
have been gradually increasing in both 
number, popularity and utility.10–13 The 
COVID-19 pandemic has required us to 
rapidly adopt such approaches, which begs 
the question of how virtual approaches 
might work.14,15 For example, are virtual 
clinics only suitable for clients with whom 
clinicians have already formed a therapeutic 
relationship? How well would virtual clinics 
work for new clients presenting to services, 
for clients in acute distress, and for those 
with complex problems?

Virtual talking therapies for 
substance misuse problems: the 
challenges

Talking therapies for substance misuse 
problems range from educational and 
supportive to more structured thera-
peutic approaches (such as motivational 
interviewing, brief interventions, 12-step 
programmes). The majority of talking 
therapies were designed to be provided 
in person, either one-to-one or in group 
sessions, following well-tested practice 
guidelines.2 Shifting talking therapies into 
the virtual space is a major change that is 
transformative and exciting, but also raises 
some concerns.  Many of these concerns 
are the same regardless of whether virtual 
sessions are delivered one-to-one or in 
group sessions or whether the virtual ther-
apies are video, non-video or other online 
approaches.
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Safety
Virtual talking therapies are safer in terms 

of transmission of COVID-19, but how safe 
are they in the detection of high-risk situa-
tions such as suicidal ideation? The virtual 
nature of the therapeutic intervention could 
present diffi  culties in picking up visual 
or other sensory cues. An assessment of 
an individual’s mental state is essential in 
understanding the psychological space they 
might be in, and in capturing the indi-
vidual’s readiness to change and support 
they might require. During traditional 
face-to-face sessions, the assessment is 
based on observation of an individual’s 
general behaviour and interaction, as 
well as the responses to assessment ques-
tions. However, assessing an individual’s 
behaviour and interaction virtually could 
be a challenge—and could result in inap-
propriate interpretation—particularly if the 
session is not video-enabled.

Transparency
Talking therapies assume transparency. 

Therapies facilitate a safe space for expe-
riences, thoughts, feelings, fears and 
intentions to be shared with the counsellor 
or other healthcare professional, or with 
other clients if within a group session. The 
therapeutic relationship and peer relation-
ships (in group sessions) foster a sense of 
trust, optimism and mutual respect. Facil-
itating such a safe space virtually could be 
challenging. 

In addition, individuals under the 
infl uence of substances while attending a 
talking therapy session would generally be 
asked to leave the session and to re-engage 
with the next session. Within in-person 
sessions, the healthcare professional would 
be able to observe behaviours and be 
exposed to sensory stimuli (eg, smell), indic-
ative of intoxication. Within a virtual session, 
assessment of intoxication may be possible if 
both video and sound was enabled. Without 
video, the clinician would be only reliant on 
verbal expression by the client. 

Inclusion
People routinely hold meetings using 

video-conferencing tools, such as ZoomTM 
or SkypeTM. Delivering group-based talking 
therapies to people who use alcohol and 
other drugs would therefore be possible 
using such video-conferencing tools. Efforts 

would need to be made to ensure all parties 
in the meeting feel included and have equal 
opportunity to share their views. 

Virtual approaches also enable more 
distant access, potentially improving 
specialist help for rural populations, those 
whose transport options are limited, and 
others who have diffi  culties attending, 
such as those with childcare commitments. 
Ensuring privacy and data protection could 
make it possible for such populations to be 
reached.16 

Equity
Although the majority of individuals in 

New Zealand possess smartphones, the 
minority who do not might need talking 
therapies the most. People without smart-
phones could have access to library 
computers, and with headphones, could 
potentially engage in therapy. However, 
such options could be limited during 
pandemic times. In addition, using smart-
phone technology requires a strong internet 
connection, which also generally utilises 
large amounts of data—this might not be an 
option for those from lower socioeconomic 
backgrounds. In this light, virtual provision 
may not be equally accessible giving rise to 
health inequities. 

Cultural issues
Culturally appropriate talking therapies 

are respectful of various cultural beliefs. In 
New Zealand, it is important to ensure that 
the mode of delivery of talking therapies do 
not inadvertently disadvantage Māori and 
Pasifi ka peoples and other cultural groups. 
Ensuring that virtual delivery is culturally 
appropriate is new territory to most coun-
sellors and clinicians,17 and good cultural 
guidance from Māori and Pasifi ka elders 
and other leaders from other cultural groups 
is required.

E� ectiveness
Virtual clinics have been linked with high 

satisfaction rates8,9,18 and high demand rates,19 
but their effi  cacy in achieving sustained 
changes in use of substances remains ques-
tionable.12,20–22 It is unclear whether they are 
as effective as traditional clinic-based care 
and whether the outcomes of traditional 
clinic-based care are equivalent or compa-
rable to virtual clinics in the treatment of 
substance misuse. In addition, the impact 
of the potential ‘reach’ of virtual clinics as 
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compared to traditional clinics, on the overall 
burden of alcohol and other drug use on 
population health, remains unclear.10,23 

Literature on virtual approaches for 
people with more acute or severe alcohol 
and other drug problems is sparse and often 
limited (eg, only reporting on brief inter-
ventions, small cohorts, signifi cant drop out 
rates, etc), making it diffi  cult to confi dently 
state that virtual approaches are effective.23,24 
More research in this area is needed. 

Motivational interviewing (MI) is a collab-
orative conversation style that is indicated 
for individuals with more severe problems, 
to help them strengthen their own moti-
vation and commitment to change.25 Studies 
report that MI for tobacco cessation can 
be delivered by phone26,27 and that visual 
contact may increase visual cues and may 
add to client satisfaction;18,28 however, it is 
unclear whether visual cues increase the 
impact of MI in this context. Ultimately, 
clinicians working from an MI framework 
ensure the spirit of MI is maintained while 
attending to the central processes that form 
the fl ow of MI—engaging, focusing, evoking 
and planning.25 These processes may fl ow 
into each other, overlap and recur whether 
in traditional in-person or virtual clinic 
delivery. It could be argued that the effec-
tiveness of the MI conversation would hinge 
on the ability of the clinician to navigate the 
MI processes virtually:

1. Engaging: This is the process by 
which both parties establish rapport 
and a collaborative working rela-
tionship—ensuring both parties feel 
comfortable, respected and involved. 
The quality of engagement is central 
to therapeutic outcomes. A virtual 
clinic has the added benefi t of limiting 
external visual distractions and 
shifting the focus more pertinently 
onto the change language. This helps 
cultivate an environment of refl ective 
listening where refl ective statements 
are used to ensure less defensiveness 
and encourage greater exploration. 
Non-verbal facial expressions (such 
as nodding, eye contact) provide 
reciprocal clues about attention and 
understanding; however, poor virtual 
technical issues may limit some of this 
valuable interchange—an area that 
begs further research.

2. Focusing: Engaging leads to a focus on 
an agenda topic. It helps to develop 
and maintain a specifi c direction in 
the conversation about change. It is an 
ongoing process of seeking and main-
taining direction while fi nding more 
specifi c achievable goals. Sometimes 
there is a clear single focus, sometimes 
there are multiple topics and some-
times there is uncertainty and further 
exploration is needed. No matter what 
the clinical environment (whether in 
person or virtual), the clinician needs 
to be alert to fi nding and maintaining 
the direction of the conversation. 

3. Evoking: With a clear change goal 
as a focus, the process of evoking 
involves eliciting the client’s own 
motivations for change. A virtual 
clinic may enhance physical distance 
that promotes a client to voice their 
own arguments for change by limiting 
the clinician’s righting refl ex to 
voice those arguments themselves. 
A clinician comes with an attitude 
of acceptance of what the client 
brings. This involves honouring the 
inherent worth of their client, taking 
an active interest in understanding 
their internal perspective, respecting 
the capacity of self-direction and 
affi  rming their strengths and efforts 
to move towards change. It can 
be argued that despite the clinical 
environment this will need a skilful 
clinician.

4. Planning: This marks a readiness to 
change; it encompasses both devel-
oping commitment to change and 
formulating a specifi c plan of action. 
It is a conversation about action that 
elicits a client’s solutions. It promotes 
their self-effi  cacy by refl ecting on 
their strengths and skills. It is an 
ongoing process that can be revisited, 
which is so often the case following 
relapse to substance use. 

A virtual clinic could be just as well posi-
tioned to work collaboratively to revisit 
evoking in order to consolidate motivation 
and confi dence to implement new plans. 
These areas are rich for further research to 
explore. 
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Privacy and confidentiality
The privacy of the medium used for 

virtual consultation is of utmost importance. 
A number of platforms—eg, ZoomTM—can 
be encrypted to ensure privacy of issues 
discussed. Another issue to consider is 
whether the client and the clinician are 
alone in the rooms when engaging in the 
session. This issue is especially pertinent 
in group sessions and in non-video 
consultations.

Technical qualities
The quality of virtual consultations is 

dependent on a number of factors, such as 
the ability of participants to use the tech-
nology appropriately, access to a computer 
with a camera and a microphone, stability of 
internet within geographical areas, access to 
timely technical support, licensing of techno-
logical platforms, etc. Such factors, as well 
as a quiet and private space, can be a chal-
lenge and hinder the effectiveness of talking 
therapies.

Some tips going forward
Having an awareness of mentioned chal-

lenges permits us to put in place processes 
to mitigate them and facilitates the devel-
opment of good practice going forward. The 
following are some tips that could be useful. 
The tips are by no means exhaustive.

Protocols/standard operating 
procedures

Adapting existing protocols and standard 
operating procedures for the new ‘virtual’ 
approach will help clarify expectation 
of practice for both staff and clients. The 
rapidity of measures adopted in New Zealand 
during the COVID-19 pandemic has resulted 
in service providers changing to virtual 
approaches quickly. It would be diffi  cult in 
such situations to implement a co-design 
approach with clients and staff to develop 
protocols and standard operating proce-
dures. However, transparency around the 
need to act without such consultation, and 
requesting feedback from staff through email 
communication and from clients during the 
virtual sessions, post, is acceptable. 

Ensuring privacy and confidentiality
Staff should adopt virtual platforms 

suggested and supported by their IT depart-
ments. Personal client information will 

need safeguarding and security should be 
heightened.4,5,29 In addition, a discussion 
between client and clinician around privacy 
and confi dentiality is a fundamental part 
of the talking therapy session. Both parties 
need to understand and respect the impor-
tance of being strict around ensuring no 
third party is privy to the therapeutic virtual 
encounter. Prior to starting the session, it is 
advisable to disclose the clinician identity 
and to confi rm the identity of the client 
(such as date of birth) to ensure that the 
person behind the phone or screen is who 
they say they are.

Furthermore, the rapid adoption of tele-
health has occurred with some clinicians 
using personal devices to make calls. It is 
important to ensure that personal numbers 
are not displayed.

Support and supervision for 
clinicians

Most services have organisational 
structures based on clinical governance 
frameworks. These structures often provide 
clarity around accountability, support and 
supervision pathways. Despite the ‘work 
from home’ where possible and ‘physical 
distancing’ mandatory processes, it is 
important to ensure that support and super-
vision is available in-person or virtually. 

Training for clinicians
With every new model of care, regular 

training is a necessity. The aim is not only 
to train on core principles and theory, but 
also to do ‘on-the-job’ training or coaching. 
This could be achieved by ensuring experi-
enced clinicians are present during virtual 
sessions to observe the ‘how’. Consent from 
the client/s will need to be sought. 

Running group sessions
Running effective group sessions virtually 

can be challenging. Factors below could 
facilitate an effective session:29 

• Have a phone conversation with each 
participant before inviting them to 
join the group. This would provide 
opportunity for the clinician to 
explain and request feedback for the 
group protocol or standard operating 
procedure; the ‘rules’ of the group; 
likely other participants in the group 
(not names); expectations of the 
group; and potential/likely outcomes.
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• If a client is clearly intoxicated during 
the session or is fi nding the session 
diffi  cult or challenging, suggest they 
exit the session immediately and 
re-engage in a one-to-one session 
later. Following the session the 
clinician should contact the client to 
ensure their safety. 

• Communication:
• Clinicians should adopt 

an empathetic, supportive 
and encouraging communication 
style, refl ecting back—rein-
forcing and restructuring where 
appropriate. 

• Clinicians will need to manage 
communication. For interac-
tions with individuals in the 
group the majority of communi-
cation should occur between the 
clinician and each client, with 
other clients prompted/invited to 
share/comment if necessary.

• Allow each client at least three 
minutes to talk. This will ensure 
all clients are included in the 
session. 

• Free-form communication (ie, 
speaking without prompting) 
should be discouraged.

• Having a theme for each session facili-
tates the discussion.

The suggestions above could apply to 
family/whanau group as well as sessions 
with clients.

Acute/complex clients
A good assessment is an important part 

of all client interactions, and for those with 
acute or complex issues, a good assessment 
can identify urgent client needs. In the fi rst 
instance, it is advisable to facilitate a virtual 
one-to-one session to clarify client needs, 
goals and immediate suitable treatment 

plan. Initially talking therapies are likely to 
take the form of empathic, supportive and 
educational communication, as opposed to 
more structured therapeutic options. Group-
based approaches may not be indicated 
as a fi rst-line approach. It may also not be 
feasible to continue providing treatment 
virtually, and in-person sessions (with 
appropriate physical distancing) may need 
to be considered.2,30 

New clients
As with acute/complex clients, new clients 

will require careful assessment.30 If their 
needs are acute, the process above will need 
to be followed. However, if needs are less 
acute, virtual sessions, one-to-one or group 
could be offered. It is important that the 
client is familiar with what is offered by 
the service, how it is offered and to ensure 
they are aware of how to alert the service of 
increased risks if such situations arise.

Some final thoughts
The novel virtual therapeutic approaches 

emerging during the COVID-19 pandemic 
are exciting and transformative. The need 
to adopt such approaches within a short 
period of time has created a unique oppor-
tunity for innovation and creativity. Being 
united against COVID-19 has also created a 
space within which we are all vulnerable 
(with some being more vulnerable than 
others) and within which we are seeking 
solutions together. Indeed, it is likely that 
such approaches will remain available 
regardless of availability of in-person 
treatment, in particular for clients for whom 
physical access to treatment is limited such 
as those in rural areas. This article high-
lights some practical ways of reducing the 
spread of COVID-19 while continuing to 
provide effective treatment. Research will 
be required to determine the effectiveness 
of such novel approaches, compared to 
traditional clinic-based approaches.
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