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Abstract

Background and Objectives: The rapid scale‐up of telehealth services for substance

use disorders (SUDs) during the COVID‐19 pandemic presented a unique oppor-

tunity to investigate patient experiences with telehealth. This study examined pa-

tient perceptions of telehealth in an outpatient SUD treatment program offering

individual therapy, group therapy, and medication management.

Methods: Two hundred and seventy adults receiving SUD outpatient treatment were

eligible to complete a 23‐item online survey distributed by clinicians; 58 patients

completed/partially completed the survey. Data were summarized with descriptive

statistics.

Results: Participants were predominately male, White, and well‐educated. The

majority (86.2%) were “very satisfied” or “satisfied” with the quality of telehealth

care. “Very satisfied” ratings were highest for individual therapy (90%), followed by

medication management (75%) and group therapy (58%). Top reasons for liking

telehealth included the ability to do it from home (90%) and not needing to spend

time commuting (83%). Top reasons for disliking telehealth were not connecting as

well with other members in group therapy (28%) and the ability for telehealth to be

interrupted at home or work (26%).

Discussion and Conclusions: Telehealth visits were a satisfactory treatment mod-

ality for most respondents receiving outpatient SUD care, especially those engaging

in individual therapy. Challenges remain for telehealth group therapy.

Scientific Significance: This is the first study examining patients' perceptions of

telehealth for outpatient SUD treatment during the COVID‐19 pandemic by

treatment service type. Importantly, while many participants found telehealth more

accessible than in‐person treatment, there was variability with respect to the pre-

ferred mode of treatment delivery.
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INTRODUCTION

The expansion of telehealth care for substance use disorder (SUD)

treatment has the potential to address longstanding gaps in the re-

ceipt of care; only 10.3% of people in the United States with SUDs

received treatment in 2019.1 Although the use of telehealth for SUD

treatment has been growing over the past 10 years, this growth has

occurred at a much slower pace than that for other mental health

conditions.2,3 Obstacles include a more limited evidence base for its

efficacy in treating SUDs4 (compared to that for other mental health

conditions), and for opioid use disorder (OUD) care specifically, the

Ryan Haight Online Pharmacy Consumer Protection Act of 2008, a

federal law requiring an in‐person visit to prescribe controlled sub-

stances, such as buprenorphine.5

The onset of the COVID‐19 pandemic in the United States

brought about a tremendous growth in the use of telehealth across a

range of healthcare providers and medical conditions; starting with

the federally declared state of emergency in March 2020, in‐person
visits decreased dramatically.6–8 Telehealth enabled providers to

maintain patient care while minimizing in‐person visits in an effort to

slow the spread of the coronavirus. The rapid uptake of telehealth

was further aided by the relaxation of federal, state, and health in-

surance regulations and payment practices that were more re-

strictive prior to the pandemic.9,10 In particular, an emergency

exemption was granted to the Ryan Haight Act, which allowed pro-

viders to prescribe controlled substances via telehealth without an

in‐person visit.11

There is a robust evidence base that demonstrates that tele-

health is at least as effective as in‐person care for several behavioral

health conditions—particularly for depression and anxiety dis-

orders.12–16 There is also evidence that patients with behavioral

health conditions are generally satisfied with telehealth, both in

terms of the patient clinical experience and benefits of improved

access to and convenience of care.17 Prior studies of patient per-

ceptions of telehealth, specifically for SUD care, have shown high

levels of patient satisfaction with telehealth treatment that are

comparable with in‐person treatment.4,18,19 However, the existing

literature examining SUD care via telehealth is more limited than for

other behavioral health conditions, and the quality of the evidence of

these studies is variable.4 Moreover, these studies typically ex-

amined a singular treatment modality, and the prior literature does

not distinguish whether patients might have different perceptions of

their experiences in telehealth care based on the type of SUD

treatment service. For example, patients may have different ex-

periences/preferences for the delivery of initial assessments, medi-

cation management visits, or individual or group therapy, due to the

variability in the level of interpersonal interaction and engagement

across these service types.

The present study addresses these limitations in the existing

literature by examining patient satisfaction across three treatment

modalities for patients seeking treatment for a range of SUDs. The

aim of this study is to examine the experiences of patients receiving

SUD treatment via synchronous video conferencing telehealth

during the COVID‐19 pandemic in an outpatient SUD treatment

program, as part of routine care.

METHODS

Setting

Participants were recruited from McLean Hospital's outpatient Al-

cohol, Drug, and Addiction Treatment Program (ADATP). McLean

Hospital is a free‐standing psychiatric hospital near Boston that is

part of the Mass General Brigham (formerly Partners HealthCare)

health system. The ADATP has approximately 4000 outpatient visits

per year.

On March 16, 2020, due to the federal and state declared state

of emergency related to COVID‐19, McLean Hospital clinicians were

mandated to discontinue in‐person outpatient visits. Clinicians were

initially told to maintain phone contact with patients, as the hospital

quickly began to set up the capacity to conduct telehealth video

visits. Within 2 weeks, the hospital had provisioned its outpatient

providers with telehealth video software and training on procedures

and technical expertise needed to protect the privacy and security of

the patient encounters. By April, McLean had completely transi-

tioned to telehealth, largely conducted by video visits. ADATP out-

patient encounters increased during this time, but this is at least

partially explained by the fact that as the hospital transitioned to

virtual care, the ADATP's partial hospital program transitioned to

an outpatient program in which patients could choose from a

recommended menu of outpatient services (i.e., individual therapy,

group therapy, or individual medical management visits) at a greater

frequency than traditional outpatient care. In addition, there was an

increase in case management via phone and a cessation of urine

toxicology screens due to stay‐at‐home orders.

Participants and procedures

Participants were included in this study if they were 18 years or

older and currently engaged in outpatient telehealth treatment in

the ADATP.

All study procedures were approved by the Mass General Brig-

ham Institutional Review Board (IRB). The IRB waived the require-

ment for written informed consent for this study. Participants were

informed about the purpose, content, and risks and benefits of the

study via a study fact sheet, and eligible subjects indicated their

agreement to participate in the study by clicking on a checkbox next

to the statement “I agree to participate in this research.”

Clinicians in the ADATP sent a link to the study fact sheet and

survey to their current patients enrolled in outpatient treatment.

Prior to reviewing the study fact sheet, participants completed

prescreening questions to confirm that they were 18 years or older

and that they had not previously completed the survey. The survey

was active from June 8, 2020 to July 12, 2020. During that time
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period, there were 270 unique patients in the ADATP. All clinicians

were encouraged to invite their patients to complete the survey. We

were unable to collect data on the precise numbers of patients who

were invited by their clinicians to complete the survey. Participants

did not receive any remuneration for participating in the study.

Seventy‐six patients completed prescreening questions, and 65

patients consented to participate in the study. Seven participants did

not complete any questions after consenting; therefore, data were

analyzed for the 58 participants who completed or partially com-

pleted the survey. Descriptive statistics (frequencies, means, and

standard deviations) were used to summarize the survey data.

Pairwise correlation was used to examine the association between

satisfaction with telehealth and length of time in treatment.

Measures

Participants completed the Telehealth Patient Survey, a 23‐item self‐
report survey focused on measuring participants' experiences with

telehealth in the ADATP. Our focus was on understanding patient

experiences with video visits, therefore in the survey instructions

participants were informed, “We would like to better understand

your experience using Zoom for telehealth.” Questions were derived

from the McLean Anxiety Mastery Program Telehealth Satisfaction

Questionnaire20 and assessed the frequency and type of services

received via telehealth, as well as satisfaction with telehealth for

each treatment service, preference for service delivery type (e.g.,

telehealth, in‐person, a mix of both, no preference), factors they liked

and disliked about telehealth, and technical issues accessing tele-

health. In addition, participants were asked questions about their

demographic characteristics, such as age, gender, and education, and

questions about their current substance use.

RESULTS

Demographic and substance use characteristics are summarized in

Table 1. The sample was primarily male (66%), White (92%), and well‐
educated (45% completed post‐graduate education). Alcohol (59%)

was most commonly identified as the substance that had caused

participants the most difficulties lately.

Most participants (78%) were engaged in group therapy; just

over half (52%) were receiving individual therapy and 41% were

receiving medication management. Few participants (n = 5, 8.6%)

reported that they had ever received telehealth treatment services

prior to COVID‐19. Very few participants (n = 2, 3.5%) reported

having difficulty logging into the telehealth platform; 95% were

“satisfied” or “very satisfied” with the sound quality and 86% were

“satisfied” or “very satisfied” with the video quality of the telehealth

program. Five participants (8.6%) clicked “not applicable” in response

to the video quality question, suggesting that these participants were

engaged in audio‐only telehealth visits. Table 2 provides descriptive

data on telehealth receipt and satisfaction.

The majority of participants (86.2%) reported that they were

“very satisfied” or “satisfied” with the quality of telehealth care. In

addition, 82% of the sample indicated telehealth visits met their

needs “equally well” or “better” than in‐person visits. Satisfaction was

not significantly correlated with length of time in telehealth treat-

ment (r = .108, n = 58, p = .421). Of participants who received these

TABLE 1 Demographics and substance use characteristics (N=53a)

Age (years), mean (SD) 45.5 (14.5)

Range 22–78

Gender, n (%)

Male 35 (66.0)

Female 18 (34.0)

Education, n (%)

High school or less 4 (7.5)

Some college 10 (18.9)

Completed college 15 (28.3)

Post‐graduate 24 (45.3)

Employment, n (%)

Employed full‐time 23 (43.4)

Employed part‐time 3 (5.7)

Unemployed/furloughed/homemaker 11 (20.8)

Retired 9 (17.0)

Disabled 4 (7.5)

Student 3 (5.7)

Race,a n (%)

White 47 (92.2)

Black 3 (5.9)

Asian 1 (2.0)

Hispanic/Latino,a n (%) 2 (3.8)

Substance that has caused the most difficulties lately, n (%)

Alcohol 31 (58.5)

Prescription opioids 8 (15.1)

Other opioids 4 (7.5)

Cocaine 1 (1.9)

Methamphetamine 1 (1.9)

Cannabis 2 (3.8)

No substance difficulties lately 6 (11.3)

Smoking status, n (%)

Smoke cigarettes or other tobacco 13 (24.5)

Vaped in the past month 6 (11.3)

aFive participants did not complete the demographic and substance use

questions. Two additional participants chose not to report their race and

one additional participant declined to report ethnicity.
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services, a majority reported feeling “very satisfied” with individual

therapy (90%) and individual medication management (75%). In

contrast, only 58% of participants who received group therapy were

“very satisfied” with receiving this service via telehealth (Figure 1).

The preferred mode of treatment delivery was varied (Figure 2).

Despite strong ratings of satisfaction, only 36% of participants re-

ported a strong or slight preference for individual therapy via tele-

health; 43% and 48% preferred group therapy and medication

management visits via telehealth, respectively. Preference (strong

or slight) for in‐person individual treatment was equivalent to those

preferring individual telehealth (36%), and ratings for in‐person
group therapy and medication management were lower than for

telehealth delivery of these services. A smaller percentage of par-

ticipants favored a mix of telehealth and in‐person services (25%

for individual therapy, 19% for group therapy, and 22% for medi-

cation management).

Participants were asked what they liked and disliked about tele-

health (Table 2). Most participants indicated that they liked accessing

treatment from home (90%) and that they did not need to dedicate

time to traveling to appointments (83%). There was less consensus

regarding aspects they disliked. Forty percent of the sample indicated

there was nothing they disliked about telehealth. Among the 60% who

listed factors that they disliked about telehealth, top‐rated reasons

were that they did not connect as well with other group members

(28%), they could get interrupted at home or work (26%), and they

preferred leaving home to go to the clinic (19%). Of note, not all

participants received group therapy. Of those who reported engaging

in group therapy, 36% reported that they did not connect as well with

other group members via telehealth.

DISCUSSION

This study examined patients' experiences with the rapid scale‐up of

SUD telehealth services during the COVID‐19 pandemic in one SUD

outpatient clinic. Overall, patients reported high levels of satisfaction

with telehealth care. However, when we looked at satisfaction by

service type, most participants reported that they were very satisfied

TABLE 2 Telehealth characteristics (N = 58)

N (%)

ADATP treatment status

Receiving in‐person treatment before COVID‐19
telehealth

48 (82.8)

Started treatment after transitioning to COVID‐19
telehealth

10 (17.2)

Length of ADATP telehealth treatment

1–2 weeks 3 (5.2)

3–4 weeks 4 (6.9)

5–6 weeks 19 (32.8)

7+ weeks 32 (55.2)

Frequency of telehealth visits

Once/day 3 (5.2)

Once/week 28 (48.3)

More than once/week 15 (25.9)

More than once/week but less than once/month 5 (8.6)

Once/month or less 7 (12.0)

Ease of logging into telehealtha

Somewhat difficult 2 (3.5)

Neither easy/difficult 1 (1.8)

Somewhat easy 9 (15.8)

Very easy 45 (78.9)

The things I like about telehealth

I can do it from home 52 (89.7)

I don't need to spend time driving and parking or taking

public transportation

48 (82.8)

I don't have to sit in a waiting room 26 (44.8)

I don't have to leave work 20 (34.5)

It is easier to find an appointment time 19 (32.8)

It makes childcare or other caretaking responsibilities

easier

13 (22.4)

It is easier to talk to my therapist by telehealth 9 (15.5)

It is more confidential 7 (12.1)

I can smoke or use other nicotine or tobacco products 3 (5.2)

I like the fact that people can't see my whole body, just

my face

2 (3.4)

I don't like anything about telehealth 1 (1.7)

The things that I don't like about telehealth

There is nothing I dislike about telehealth 23 (39.7)

I don't connect as well with other group members in

group therapy

16 (27.6)

I can get interrupted at home/work 15 (25.9)

I like the idea of getting out of the house to go to the clinic 11 (18.9)

I am more likely to discuss difficult topics in person 10 (17.2)

TABLE 2 (Continued)

N (%)

I don't connect as well with my therapist 9 (15.5)

I don't have privacy at home/work 8 (13.8)

I like the idea of a break in my workday to go to the clinic 5 (8.6)

I don't like the idea of just seeing the face of my therapist 5 (8.6)

I feel safer in person 4 (6.9)

I don't have a good enough computer or wi‐fi, the video or

sound isn't good

3 (5.2)

Abbreviation: ADATP, Alcohol, Drug, and Addiction Treatment Program.
aOne response missing.

448 | SUGARMAN ET AL.



with individual therapy and medication management, but less than

60% of people who received group therapy were very satisfied. Al-

though group therapy delivered via telehealth has been shown to be

feasible and associated with treatment outcomes similar to in‐person
group treatment, there is some evidence of decreased therapeutic

alliance for group telehealth treatment compared to in‐person
treatment.21,22 Similarly, in this study, over a quarter of partici-

pants indicated that they did not connect as well with other group

members in group telehealth therapy, and this was the most com-

monly reported telehealth factor disliked by participants.

In this study, satisfaction with telehealth overall was quite

strong, with over 85% reporting that they were satisfied or very

satisfied with services and over 80% reporting that telehealth met

their needs at least as well as in‐person care. Despite high ratings

of satisfaction for telehealth for individual therapy, only 36% chose

telehealth as their preferred mode of treatment delivery. Inter-

estingly, although fewer participants were highly satisfied with

group therapy compared with individual therapy (58% vs. 90%,

respectively), people were slightly more likely to express a

preference for telehealth delivery of group therapy than for in-

dividual therapy (43% vs. 36%, respectively). It is possible that this

reflects a difference in satisfaction with group compared to in-

dividual treatment overall, such that participants are less satisfied

with group therapy than individual therapy regardless of whether

it is delivered in person or remotely. Nonetheless, this should be

interpreted with caution because formal tests comparing these

preferences were not conducted in this study. A stronger pre-

ference for medication management visits via telehealth may re-

flect the convenience of avoiding the need to commute to attend a

brief appointment. There are likely additional factors that con-

tribute to patient preference beyond treatment satisfaction, such

as motivation to engage in the treatment, competing responsi-

bilities (work, childcare, etc.), and availability and ease of trans-

portation. Additional exploration of the factors that contribute to

preference of treatment delivery is warranted.

When considering preference for mode of treatment delivery, it

is notable that in addition to those who preferred telehealth,

19%–25% preferred a mix of telehealth and in‐person treatment.

90%

58%

75%

7%

29%

13%

3%

7%

4%

7%

8%

0% 20% 40% 60% 80% 100%

Individual therapy (n=30)

Group therapy (n=45)

Medication management (n=24)

Very Satisfied Somewhat Satisfied Neutral Somewhat Dissatisfied

F IGURE 1 Telehealth satisfaction by treatment type

25%

21%

39%

11%

21%

9%

25%

19%

22%

18%

10%

9%

18%

21%

13%

4%

7%

9%

0% 20% 40% 60% 80% 100%

Individual therapy
(n=28)

Group therapy
(n=42)

Medication
Management (n=23)

Strongly prefer telehealth Slightly prefer telehealth Prefer a mix
Slight prefer in-person Strongly prefer in-person No preference

F IGURE 2 Preferred mode of treatment delivery by treatment type
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Therefore, another way to consider these results is that the majority

of participants preferred care that included telehealth—either as

their sole mode of treatment or as some part of their care combined

with in‐person treatment. When the mode of treatment delivery is

not dictated by COVID‐19 safety guidelines, it will be important to

understand how best to offer telehealth to patients (hybrid or sole

mode of treatment), and which individual treatment characteristics

to consider.

In addition, while we did not find that satisfaction scores were

associated with the duration of telehealth services, it is notable that

the majority of participants in our sample (83%) were engaged in

SUD treatment in the ADATP prior to the transition to telehealth.

Therefore, it is possible that these patients were already estab-

lished and connected to their treatment provider(s), which may

have facilitated the transition to telehealth. There is some evidence

of reduced group cohesion and patient‐reported therapeutic alli-

ance with group telehealth for posttraumatic stress disorder.21 It is

possible that therapeutic alliance may vary not only by individual

differences in the ability to establish an alliance23 but that those

with already established providers may find therapeutic alliance

more durable with a transition to telehealth than those with new

providers.

One of the key potentials of telehealth is in increasing access to

care for individuals who have difficulty accessing in‐person treat-

ment services. Few participants in this sample were new to treat-

ment (n = 10); therefore, we were unable to examine whether

preferences and satisfaction for telehealth differed for those estab-

lished in treatment compared with patients new to treatment. For

example, telehealth might be more likely to be rated as the preferred

mode of treatment delivery in participants who have little to no

access to in‐person treatment, compared with those who have equal

access to both telehealth and in‐person care. Insurance coverage of

telehealth will also likely influence patient preferences for its use.

Pre‐pandemic, insurance coverage for telehealth was more lim-

ited2,24 and the future state of insurance coverage for telehealth is

an active and unsettled area of health policy. Future research should

examine the role of insurance status and type in preferences for

telehealth care.

Twelve individuals in this sample (23%) endorsed opioids as the

substance that had caused them the most difficulties lately, yet only

two of the twelve started treatment in the ADATP after the switch to

telehealth. Although regulatory restrictions around prescribing medi-

cation treatment for OUD were relaxed in response to COVID‐19, an
analysis of data from commercially insured patients found that during

the first three months of the pandemic, fewer individuals initiated

medication treatment for an OUD compared to the same time period

the prior year.8 A qualitative study of clinicians' experiences with

telehealth during COVID‐19 revealed that clinicians felt they were

able to maintain current OUD patients via telehealth, but they were

less comfortable initiating new patients on medication for OUD via

telehealth visits.25 If the changes to the Ryan Haight Act remain in

place post‐pandemic, it will be important to further understand clin-

icians' discomfort with telehealth for initiating medication treatment

for OUD and to develop guidelines and strategies to address these

concerns.

In this sample, patients' reasons for liking telehealth centered

around the convenience of accessing treatment from home. There

was much less consensus around what patients dislike about tele-

health treatment. However, it is important to acknowledge that even

for patients who can easily access telehealth care and are seemingly

satisfied with telehealth, there were negative factors reported by a

subgroup of patients that could affect their treatment. In addition to

trouble connecting with group members, 15% of participants re-

ported that they do not connect as well with their therapist via

telehealth, and 17% reported that they are more likely to discuss

difficult topics in person. Clinicians need to be aware of these po-

tential barriers to treatment. In a recent survey study of clinicians

engaged in telehealth for mental health and SUD care, clinicians

expressed the importance of discussing with patients the differences

between telehealth and in‐person treatment and helping patients

process their feelings about telehealth treatment.26 Although few

participants reported that they dislike telehealth because they feel

safer in person, in light of concerns of increases in intimate partner

violence during the COVID‐19 pandemic,27,28 it is critical for clin-

icians to assess patient safety.

Racial and ethnic minorities, and those living in poverty en-

counter more barriers related to accessing telehealth care.29,30

Participants in this study were predominately White and well‐
educated. Moreover, few participants reported issues with logging

into the telehealth platform, and only three participants indicated

that they did not have a good enough computer or wi‐fi access. It is
likely that the sociodemographic characteristics of this sample fa-

cilitated an easier transition to telehealth treatment, contributing to

patient's high levels of satisfaction. Enthusiasm for telehealth needs

to be countered with careful examination of inequities in digital

health access. Adequate technology and high‐speed internet access

are important for reducing barriers for underserved populations, as

well as training for providers in competencies to provide equitable

digital health care. The Digital Health Equity Framework proposed

by Crawford and Serhal31 stresses the importance of stakeholders at

all levels of the health care system (i.e., providers, institutions, in-

surers, and government) to understand and work toward improving

resources to reduce disparities in digital health access.

There are several limitations to this study. First, this is a single‐
clinic study, and the sample size is small and not diverse with respect

to race and ethnicity. Therefore these findings may not generalize to

other clinics and populations. In addition, we recruited participants

for this study who were already engaged in telehealth treatment, and

thus, by nature, had already overcome initial barriers to access.

Second, likes and dislikes were measured as a binary response, rather

than a Likert scale; therefore, we were unable to assess the degree to

which participants liked or disliked each of the items. In addition,

although some of the items implied comparison with in‐person
treatment (e.g., I don't connect as well with other group members in

group therapy), we did not assess the likes/dislikes of in‐person
treatment to make direct comparisons. Third, we do not know how
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representative the sample is of the total ADATP outpatient treat-

ment population, as we were unable to track the number of patients

invited to take the survey and therefore do not know the proportion

of patients responding. Selection bias may also have occurred insofar

as patients who were more satisfied with treatment may have been

more likely to respond to their clinician's invitation to complete the

survey.

CONCLUSIONS

In spite of these limitations, to our knowledge, this is the first study

examining patients' perceptions of telehealth for outpatient SUD

treatment during the COVID‐19 pandemic by treatment service

type. Importantly, while there was high overall satisfaction with

telehealth services and many participants found telehealth more

accessible than in‐person treatment, there was variability with re-

spect to the preferred mode of treatment delivery. Although almost

40% of the sample reported that there was nothing that they dislike

about telehealth, some participants also identified important po-

tential barriers, such as difficulty forming connections with other

group members, difficulties discussing sensitive topics, lower feelings

of safety through telehealth, and difficulty with internet connectivity.

With the goal of using telehealth to potentially increase access to

SUD outpatient treatment services, it will be important for new re-

search to examine the relationship among patient preferences for

telehealth versus in‐person treatment services, treatment access,

engagement, retention, and SUD treatment outcomes.
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