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Abstract: Background: To identify and document the treatment experiences among patients with
opioid use disorder (OUD) in the context of the rapid move from in-person to telephone counseling
due to the COVID-19 pandemic. Methods: Participants (n = 237) completed a survey with open-ended
questions that included the following domains: (1) satisfaction with telephone counseling, (2) per-
ceived convenience, (3) changes to the therapeutic relationship, (4) perceived impact on substance
use recovery, and (5) general feedback. Responses were coded using thematic analysis. Codes were
subsequently organized into themes and subthemes (covering 98% of responses). Interrater reliability
for coding of participants’ responses ranged from 0.89 to 0.95. Results: Overall, patients reported
that telephone counseling improved the therapeutic experience. Specifically, 74% of respondents
were coded as providing responses consistently indicating “positive valency”. “Positive valency”
responses include: (1) feeling supported, (2) greater comfort and privacy, (3) increased access to coun-
selors, and (4) resolved transportation barriers. Conversely, “negative valency” responses include:
(1) impersonal experience and (2) reduced privacy. Conclusions: Telephone counseling presents its
own set of challenges that should be investigated further to improve the quality of care and long-term
patient outcomes.

Keywords: opioid use disorder treatment; telehealth services; qualitative; needs assessment

1. Introduction

The ongoing opioid epidemic and the COVID-19 pandemic constitute a syndemic [1].
More than 40 states in the United States have reported increases in opioid-related mortality
in the first six months of the pandemic, which has become more complicated and deadly as
the pandemic persists [2].

Medications for opioid use disorder (MOUD) are among the most systematically
governed treatment approaches in the United States [3]. Although MOUD is the evidence-
based standard of care for OUD, access is limited primarily due to the strict federal and
state regulations mandating in-person medical and clinical encounters to initiate and
maintain MOUD. However, the COVID-19 public health emergency led to an immediate
cascade in relaxing laws, regulations, and policies to enable ongoing treatment by reducing
financial and administrative obstacles and expanding the role of telemedicine, to name a
few [4]. These changes resulted in shifts in the access and delivery of MOUD, providing an
opportunity to improve treatment and thus reduce opioid-related morbidity and mortality
in a time of national crisis.

Rates of telehealth services provisions for substance use disorder (SUD) had been
generally low before COVID-19 even though telehealth services increase patient access,
adherence, and retention in treatment while yielding equivalent outcomes to in-person
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care [5,6]. For OUD treatment specifically, some evidence indicates similar rates of coun-
seling attendance, drug-positive urinalysis results, and retention in treatment between
telehealth versus in-person-based provision of services [7,8].

As CODAC Behavioral Healthcare, Inc., the largest outpatient opioid treatment or-
ganization in the state of Rhode Island (USA), transitioned from in-person encounters to
a virtual telephonic platform, it was unclear how the therapeutic relationship between
patients and counselors would change as a result. Positive therapeutic relationships (or
alliances) are important for treatment engagement as it indicates (1) high-quality inter-
actions between patients and their counselors, (2) personal bonds between patients and
their counselors, and (3) a collaborative relationship of task and goal development for the
patients’ substance use recovery journey [9]. Hence, CODAC and Brown University part-
nered to conduct patient satisfaction surveys to explore patients’ perspectives on telephone
counseling during the pandemic. The aim of this paper is to qualitatively examine patient
responses to open-ended survey questions to gain insight into how telephone counseling
may have impacted the patients’ treatment experience.

2. Materials and Methods

Study Design. The present study examines data from a larger quality improvement
project (at CODAC) to assess patient and counselor experiences with telephone counseling
in the context of COVID-19 risk mitigation. Cross-sectional survey data was used to
understand the experiences of patients, counselors, and prescribers who had participated
in telephone counseling sessions and/or provided services to patients across seven opioid
treatment program (OTP) clinics (under the ambit of CODAC) located across Rhode Island
during the COVID-19 pandemic. Data from administrative records included insurance
status, age, gender, and race/ethnicity. Counseling services were required at least once
per month and could receive one of the three FDA-approved medications for opioid use
disorder: methadone, buprenorphine, or extended-release naltrexone. All data were de-
identified. The CODAC research oversight committee reviewed and approved the project.

Participants. From 3 July to 8 November 2020, prospective participants were invited
to complete the survey via their CODAC-based counselors during routine telephone
counseling sessions or via OTP staff in-person at the clinic. Patients who provided verbal
consent to counselors received an invitation via text message to participate in a web-based,
patient satisfaction survey. Patients approached in-person at the clinics completed paper
surveys. All patients who completed the survey were entered into raffles at each treatment
site for a $25 gift card.

Approximately 16% of all CODAC patients who had at least one telephone counseling
session at a clinic from 16 March to 8 November 2020 and who received in-person coun-
seling prior to the COVID-19 mitigations completed the survey. The survey included five
open-ended questions that queried the following domains respectively: (1) satisfaction,
(2) convenience, (3) relationship with their counselor, (4) substance use and recovery, and
(5) general feedback (Table 1).

Qualitative Analysis Approach. Open-ended responses to the five questions described
above were coded by two independent raters following the principles of inductive thematic
analysis [10]. Specifically, both raters read all responses, assigned preliminary codes to the
texts, and then discussed emergent codes and themes collectively with the study authors. A
codebook containing two major themes and four subthemes was developed via an iterative
coding process (i.e., assigning and re-assigning the names of codes if necessary, taking into
account the context of emerging evidence as the qualitative coding process proceeded)
covering all five open-ended questions. Two other raters then subsequently re-applied the
codebook to the open-ended responses into codes and themes. The final codebook covered
98% of patients’ responses. Interrater reliability for coding of patient responses ranged
from 0.89 to 0.95.
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Table 1. Open-ended questions.

Domain Question

Satisfaction
How satisfied are you currently with your telephone
counseling sessions? Please tell us why you feel this
satisfaction level.

Convenience
How convenient is telephone counseling for you compared to
being in the office face-to-face? Please tell us why it is more,
the same, or less convenient.

Relationship with counselor Please describe how your relationship with your counselor
may have changed using telephone counseling.

Substance use and recovery If you would like to explain how counseling has or has not
helped in your substance use or recovery, please do so.

General
feedback

Is there anything else you would like to tell us about your
counseling experiences during the pandemic?

3. Results

Participant characteristics are presented in Table 2.

Table 2. Demographics and valency characteristics (n = 237).

Variable M ± SD/n (%)
Valency

p
Positive Mixed/Negative
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Figures 1 and 2 summarize the results of the analysis. The codes/subthemes were
grouped into two overall themes: “positive valency” and “negative valency”. Participants
were grouped into “positive valency” and “negative valency” if their responses across the
five open-ended questions were consistently coded as positive or negative, respectively.
To create a more parsimonious narrative, we grouped “mixed” valency responses (i.e.,
there were both positive and negative valence responses across the five questions at the
participant level) with “negative” valency. “Neutral” participants (n = 10) were defined as
providing answers that reflected indifference (e.g., “the same”) and were excluded from
further discussion. (Table 2).
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Figure 1. Overview of subthemes and codes—positive valency.

Figure 2. Overview of subthemes and codes—negative valency.

Within each valency theme, two similar subthemes were observed: (1) therapeutic
relationship factors (defined as factors impacting the relationship and/or process of in-
teraction between counselor and patient) and (2) person-level factors (defined as factors
operating at the individual level that impact the counseling experience).

3.1. Positive Valency—Therapeutic Relationship Factors

Participants reported that they felt supported by their counselors and were appre-
ciative of their efforts during the transition into telephone counseling. One participant
wrote, “My counselor goes above and beyond to make sure I have everything I need during this
troubling time” (P03, or Participant 03). Participants also described how despite the transi-
tion to telephone counseling and the lack of in-person contact they remained satisfied with
service. For example, one participant wrote, “I love my counselor. I can be completely honest
with her on the phone or in-person” (P02). Some participants also explained that telephone
counseling provided more comfort and privacy relative to in-person settings. For example,
“Feel more comfortable because for me I am shy so talking on the phone feels more comfortable”
(P01). Increased access to one’s counselor (i.e., a greater sense of connectedness) was also
reported, such as, “We talk more on the phone than we do in person” (P10) and “ . . . but as
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I said before I think it’s easier to talk to her more over the phone if need be” (P05). In addition,
some participants also report increased accountability to their counselor (and perhaps, by
extension, to their recovery journey) due to frequency of counseling, “We talk more. It used
to be once a month . . . now I get to talk to [Redacted, name of counselor] once a week. This way
nothing gets missed and nothing get[s] unmentioned” (P06) and feeling empowered over their
substance use management (“I feel now in control of my recovery by not having the feeling that I
need to be somewhere at a certain time” (P17)).

3.2. Positive Valency—Person-Level Factors

Many participants described that telephone counseling made the experience of re-
ceiving treatment more convenient compared to in-person counseling. For example, one
participant explained that telephone counseling was “ . . . quick and easy, no lines to wait in”
(P18), indicating that telephone counseling may be more time-effective for some. Further-
more, participants also reported that telephone counseling made it easier to manage one’s
work schedule. For example, one participant mentioned, “ . . . it’s the easiest way instead of
having to take time out of work I can just step away for a phone call” (P09). Participants who
likely do not have reliable personal transportation methods also said that telephone coun-
seling resolved previously experienced transportation barriers, such as one who explained
that it was, “ . . . more convenient because I don’t need to drive or get a ride” (P04). Telephone
counseling also resolved time-related family considerations (e.g., “Don’t have to drag my kids
out” (P11)). In addition, participants also mentioned that telephone counseling allowed for
more flexibility compared to in-person counseling (e.g., “It fits my schedule better and doesn’t
make counseling and dosing related” (P12)). Lastly, participants recognized that, amidst the
pandemic, switching to telephone counseling provided a sense of safety (e.g., “ . . . keeps me
from getting COVID-19” (P13)). Figure 3 summarizes the frequencies of codes for the theme
of positive valency.

Figure 3. Frequencies of codes—positive valency.

3.3. Negative Valency—Therapeutic Relationship Factors

Some participants were generally dissatisfied with telephone counseling (e.g., “Every
time I ask my counselor for help they took a long time or forgot” (P16). Many participants ex-
plained that telephone counseling felt more impersonal compared to in-person counseling.
For example, one participant described that “Most issues can be handled by telephone, but
obviously sometimes physical presence is required . . . there is something lost between the counselor
and client. Certainly [even more so] for new clients who have not yet built a rapport with their coun-
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selors” (P15). Some participants also reported reduced counselor contact after switching to
telephone counseling (e.g., “Less contact” (P14) and “Don’t get many calls” (P07)).

3.4. Negative Valency—Person-Level Factors

Participants also explained that they may not receive adequate privacy at home for
counseling. In addition, some participants also mentioned that an adjustment to telephone
counseling was necessary. For example, “Initially, I was a bit hesitant because I wasn’t home
alone. However, once I worked out at-home privacy issues, I felt more confident talking and
working things out” (P08). Figure 4 summarizes the frequencies of codes for the theme of
negative valency.

Figure 4. Frequencies of codes—negative valency.

4. Discussion

Results suggest that telephone counseling for MOUD may facilitate the therapeutic
experience and treatment engagement among patients. However, our analysis also iden-
tified that telephone counseling presents its own set of challenges that may undermine
treatment experiences and should be investigated further to improve the quality of care
and long-term patient outcomes among the MOUD patient population.

Our findings suggest telephone counseling fostered a sense of convenience, support,
and comfort (in terms of discussing one’s substance use recovery), which is consistent
with previous research examining telephone counseling approaches for SUDs [11]. These
factors may contribute to an improved therapeutic alliance and increase the likelihood of
long-term treatment engagement [12]. In the context of MOUD provision, these factors
may be beneficial in improving treatment across patient populations [13,14]. Considering
that individuals with SUDs experience a gap between treatment need and utilization [15],
telephone counseling for MOUD could be a viable way to increase treatment access and
engagement to help bridge this gap.

Future efforts to integrate various telehealth approaches in MOUD treatment pro-
vision should further explain and proactively mitigate negative patient experiences and
potential barriers to virtual treatment engagement. Our results identified perceptions of
an impersonal experience for some; impersonal experiences have been reported to pre-
dict reduced treatment engagement and a weaker therapeutic alliance between patient
and provider [16]. While an impersonal experience has consistently been reported in the
telemedicine experience, to our knowledge no papers have reported and/or explored how
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perceptions of an impersonal experience with telehealth counseling for MOUD treatment
may impact treatment engagement and outcomes.

Some limitations of our study should be noted. The cross-sectional study design
restricted our ability to examine changes in the patients’ perspectives toward telephone
counseling. For example, it is unclear if fatigue with the pandemic and the extended en-
gagement of telephone counseling will adversely affect patients’ perspectives of telephone
counseling, or if perspectives toward telephone counseling will change post-pandemic. In
addition, the survey required patients to recall their counseling experiences pre-pandemic
and contrast them with their current telephone counseling experience, which may have
introduced some recall bias. Patients who did not complete any telephone counseling
sessions were not eligible to participate in the study, which may have limited the scope
of our data. Furthermore, our study population was primarily White and was limited
to the geographical region of Rhode Island (USA), limiting the generalizability of our
findings. Finally, we did not include measures of addiction severity and how it may impact
therapeutic alliance in the telephone counseling context. Regardless, our findings fill a key
gap in the literature in illustrating the perspectives among patients about the transition to
telephone counseling.

5. Conclusions

Most patients in our study reported a positive experience with using telephone
counseling for OUD treatment. In the post-pandemic setting, adopting a hybrid in-
person/telehealth approach may be one way to assuage concerns regarding an impersonal
experience. The expansion of the traditional system of in-person care delivery models
into telephone counseling due to the pandemic holds significant promise for improving
accessibility to and management of MOUD treatment among the patient population. Future
research should adopt current in-person MOUD provision models and tailor evidence-
based approaches to the unique nuances of the telehealth (or a hybrid telehealth/in-person)
service approach.
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