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Learning Objectives
• Participants will be able to compare and distinguish different types of online
resources for people with mood and anxiety disorders as well as substance use
problems and identify patients for whom these interventions may be helpful.
• Participants will be able to identify the important features of platforms that provide
effective treatment.
• Participants will be able to discuss challenges and opportunities in providing
Therapist Assisted Internet-Based CBT (TAiCBT) for concurrent disorders.

Background – Substance Abuse Disorders
(UNODC, 2007; CAMH, 2014)

Common
• 200 million people worldwide
Costly
• In Ontario the annual cost of alcohol-related health care, law
enforcement, corrections, lost productivity, and other problems is
estimated to be $5.3 billion
Chronic
• Relapse and recurrence following recovery from substance abuse higher
than for most other psychological disorders, hovering between 40-60%
Complex
• 55% of individuals who have an alcohol use disorder over the course of
their lifetime will have also experienced a concurrent diagnosis

Direct alcohol-related medical costs in Canada
Category

Events

Acute care hospitalizations

195,970

1,246,965

1,458

Psychiatric hospitalizations

2,058

54,114

19

183,589

3,018,688

755

Inpatient specialized treatment
Outpatient specialized treatment
Ambulatory care: physician fees

84,951

Hospital
days

-

Costs (Millions Can.$)

52
80

Family physician visit fees

173

Prescription drugs

767

Total:
Rehm et al, 2007; Taylor et al., 2006; Data for 2002

3,306

What we don’t see…
Alcohol use disorders and
conditions directly associated
with immediate alcohol
consumption e.g. injuries, car
accidents etc.
Cancers:
 oral cavity,
 pharynx,
 larynx,
 oesophagus,
 liver,
 colorectal cancer,
 female breast cancer
 many others

“Classical” alcoholattributable illnesses, e.g.
liver cirrhosis, WernickeKorsakoff syndrome etc.

Neurological conditions:
 e.g. epilepsy and
unprovoked seizures
Infectious diseases:
 Pneumonia
 Tuberculosis
 AIDS
Cardiac rhythm disorders
 e.g. atrial fibrillation
Other somatic illnesses

Barriers to Treatment for Substance Use
Wait lists vs. time sensitivity of intervention
Costs
Stringent admission criteria
Fear of being perceived poorly at work, or by family members

What is addiction?
• Substance use disorder is a biopsychosocial disorder characterized by repeated,
habitual engagement in a particular behavior (or set of behaviors) that is often
maintained by both positive and (mostly) negative reinforcement.
•
•
•
•

May be compulsive, “loss of control”
Often accompanied by strong urges/craving
Neurobiological adaptation likely
Chronic relapsing condition

Drug Use Prevalence in Canada in 2015
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Alcohol Use Disorder Treatment – Stepped Care
20% of those
with AUD

Lapse and Relapse Rates Over Time

Inherited Risk-Factors
Impulsivity
A preference for novelty and sensation seeking (being a bit of a thrillseeker and getting bored easily)

Co-morbid conditions (using alcohol to cope with low moods or anxiety)
Pre-existing rates of lack of reactivity to alcohol (being able to drink
more than others without feeling the effects)

Being physically robust in recovery (not feeling the ill effects of
hangovers as strongly as others)

Predictors of Relapse for Substance Abuse
(Cooney et al., 1997; Perkins & Grobe 1992; Shiffman & Waters, 2004; Wheeler et al., 2008; Wikler, 1948; Curran et al.,
2007; Hodgins el Guelbaly, & Armstrong, 1995, Cornelius et al, 2004)

1. Negative Affect: negative evaluative feeling state in
response
to an internal
or external
trigger
1. Negative
Affect: negative
evaluative
feeling state
in response to an internal or
- Cue for craving in lab and clinical studies
external trigger
- Cue for craving in lab and clinical studies
2. Craving: the urge or desire to use substances,
positive expectancy of the effects of drugs
2. Craving: the urge or desire to use substances,
positive expectancy of the effects of drugs
3. Social Pressure to Drink
3. Social Pressure to Drink
4. Interpersonal Conflict
4. Interpersonal Conflict

Evidence-Based treatment for Concurrent Alcohol
Use Disorder and Major Depression

CBT for

Depression Skills

CBT for Substance
Use Skills

Monitoring
Activity Scheduling
SMART Goals
Managing mood
and anxiety
symptoms
Planning for
relapse

Mood and Anxiety Disorders
• Common problems
• Can be effectively treated with structured psychotherapy and/or
pharmacotherapy
• High rates of concurrent Substance Use Disorders
• Most people are unable to access evidence based structured psychotherapy
• Barriers to access include stigma, geography, scheduling, cost, capacity and
fidelity to treatment

Evidence Based Psychotherapy for Mood and Anxiety Disorders
CBT is evidence-based treatment for mood and anxiety disorders

• ACT, EFT, Mindfulness, MI
• BA
• IPT

• CBASP
• short-term structured psychodynamic therapy
• CBT has the most empirical support for treatment of mood and anxiety disorders and other
problems

iCBT
• Includes some combination of:
didactic content
homework exercises
outcome measures
human support

iCBT vs TAiCBT vs. Blended iCBT
• The main difference is between self-guided iCBT and Therapist
assisted CBT
• Self-guided iCBT – may involve automatic feedback but no human
support
• Therapist-Assisted iCBT – some minimal level of therapist support
through asynchronous messaging, video or telephone sessions
• Blended iCBT – digital tools/platform used as an adjunct to traditional
face-to-face therapy

The Evidence: 100 RTCs and Several Meta-Analyses
• iCBT

 Self-directed digital treatment treatments are modestly effective
 Effective for people with less severe symptoms
 High attrition

• TAiCBT





Appear to be as effective as standard treatments – effect sizes are substantial
Results suggest short and long-term benefits
Patients adhere to and are satisfied with treatment
Coaches do not have to be mental health professionals

(Andersson, 2018; Leyken et al., 2014; Baumeister et al., 2014; Titov et al., 2015; Palmqvist et al., 2007; Richards and Richardson, 2012; Gun
et al., 2011; Andrews et al., 2010; Titov, et al 2010; Crhistensen et al, 2006; Mohr DC, et al. 2013; Cuijpers et al. 2009; Richards 2012;
Karyotaki et al. 2017; Hadjistavropoulos et al 2014; Hadjistavropoulos et al 2016)

The Evidence: Blended iCBT
• A lot of promise and interest in stepped-care mode
• lt is assumed that in blended iCBT fewer face-to-face treatment
sessions are necessary

• To date not a lot of evidence that using digital tools in blended
actually contributes to treatment effects and cost savings
(van Straten et al., 2014; Kenter et al., 2015)

Economics and Implementation
• iCBT and TAiCBT are assumed to be more cost-effective than traditional treatment
• Some research from clinical trials suggests indicate TAiCBT can be more efficient and costeffective than face-to-face treatment
• Until recently little evidence of successful implementation in a care setting
• more economic evaluations are needed in order to determine cost-effectiveness of Internet
interventions compared to the most cost-effective treatment currently available
(Mohr et al., 2017; Romero-Sanchiz et al., 2017; Donker et al., 2015: McCrone et al., 2004; Gilbody et al., 2015; Hedman
et al., 2011, 2012; Wright et al., 2005)

Evidence for TAiCBT
Therapist-assisted Internet-delivered cognitive behavior therapy for
depression and anxiety: Translating evidence into clinical practice
Hadjistavropoulos et al., 2014

• open dissemination study of effectiveness of TAiCBT delivered in
community settings
• 221 patients
• 12 modules of iCBT for symptoms of generalized anxiety, depression, or
panic
• significant reductions in primary symptoms

Evidence for TAiCBT
Transdiagnostic Internet-delivered cognitive behaviour therapy in Canada: An
open trial comparing results of a specialized online clinic and nonspecialized
community clinics
• This open trial examined the benefits of transdiagnostic-ICBT when
delivered by therapists working in either a specialized online clinic or one
of eight nonspecialized community clinics
 458 patients
 Significant and large reductions (effect sizes 1.17–1.31) were found on
symptom measures
 Completion rates, satisfaction levels and outcomes did not differ
whether ICBT was delivered by therapists working in a specialized
online clinic or nonspecialized community clinics.

TAiCBT Research and BEACON
Components:
Differential diagnosis

Assess for concurrent
disorders
Disorder-specific
protocol-driven treatment

Research findings:
•

Ensures people receive appropriate protocol-driven treatment for their primary
problem

•

Administering inappropriate protocol driven treatment can elicit adverse outcomes

•

50% of people with mood and anxiety problems have concurrent substance use
problems which affects response to treatment

•

Disorder-specific protocols results in better treatment outcomes

•

No compelling evidence yet to support universal transdiagnostic protocols for mood
and anxiety disorders

•

Protocols should be modifiable, so that the therapist and treatment plan meet the
person where they are at and address their current primary concerns for better
treatment outcomes

•

iCBT with therapist guidance (TAiCBT) results in better treatment outcomes compared
to self-guided iCBT due to tailored support, alliance and engagement

•

Asynchronous therapist messaging works at least as well as traditional care with as
little as one message/week – results in high levels of therapeutic alliance satisfaction

•

No evidence video conferencing or messaging more than once per week works better

•

Structured treatment results in better compliance and outcomes

•

Education and homework/exercise compliance results in better treatment outcomes

Engagement: tailored
treatment
Engagement: therapist
support
Asynchronous secure
messaging
Structure and homework
compliance

High efficacy TAiCBT

Product features:
Rigorous assessment and
differential diagnosis

Evidence-based protocols for
depression, panic, generalized
anxiety and social anxiety

Modules are swappable to
provide modular transdiagnostic
treatment as required

Asynchonous secure messaging
with MSA registered BEACON
eTherapists who respond within 2
business days. Unlimited
messaging.

eTherapists guide users through
structured sessions and in-app
homework that is reviewed

BEACON Assessment
• Best practice in diagnostic assessment includes:
• Clinical Interview - presenting problem, relevant background history, context

• Semi-Structured Diagnostic Interview - questions about symptoms to arrive at a differential diagnosis
• Validated outcome measures to confirm/corroborate results of semi-structured interview
• Recommendation of care path
• BEACON offers both a rigorous self assessment or full diagnosis leading to a determination of appropriate stepped-care
• Non-Diagnostic Assessment: steps 1-3 are completed when clients complete the digital assessment online
• Diagnostic Assessment: includes an in person video or phone call by a registered psychologist
• The digital platform allows for automation of 75% of the assessment process and delivery of a high-quality
comprehensive assessment in a much more accessible and efficient manner

BEACON Protocols
• Depression, GAD, Social Anxiety Disorder, Panic Disorder, PTSD,
coping with post-surgical pain, returning to work
• Alcohol Use, coping with chronic pain, coping with chronic health
conditions Feeding and Eating Disorders, other substance use, OCD,
DBT skills training
• Children, youth, parents, couples

Health Quality Ontario and CADTH Reviews
Health Quality Ontario, in collaboration with The Canadian Agency for Drugs and
Technologies in Health (CADTH), conducted an HTA on iCBT.
HQO, under the guidance of the Ontario Health Technology Advisory Committee,
recommends publicly funding guided internet-delivered cognitive behavioural
therapy for mild to moderate major depression and anxiety disorders.
“Guided iCBT represents the most economical option for the short-term treatment
of adults with mild to moderate major depression or anxiety disorders.”
“CADTH’s HTERP Committee recommends that guided internet-delivered CBT be
offered to people aged 16 years and older with mild to moderate major depressive
disorder and/or anxiety disorders.”

The Evidence: iCBT for Alcohol Use
• Screening and Brief Intervention
 Considerable evidence of efficacy for internet based brief interventions
targeting unhealthy alcohol use
 Self-guided digital monitoring/feedback treatments are modestly effective.
The effect is small but from a public health point of view this may warrant
large scale implementation at relatively low cost.
 e.g., Alcooquizz - smartphone application incorporating elements of
empirically based brief interventions (personalized feedback and
recommendations, normative feedback, feedback on blood alcohol content
and caloric content associated with consumption)
 Without prompting, use is infrequent
(Bertholet, et al., 2017; Khadjesari, et al., 2011; Donaghue et al., 2014; Riper et al, 2014; Nair et al., 2015; Ramsey et al.,
2019: Kaner et al., 2017; Kaner et al., 2018)

The Evidence: Riper et al., 2014
Effectiveness of Guided and Unguided Low-Intensity Internet Interventions for
Adult Alcohol Misuse: A Meta-Analysis
• 16 randomised controlled trials (with 5,612 participants)
• A small but significant overall effect size in favour of Internet interventions (g = 0.20, 95% CI: 0.13–
0.27, p<.001)
• A small but significant overall effect size (g = 0.20) in favour of low-intensity Internet-based self-help
interventions to curb alcohol misuse over control conditions. At post-treatment, intervention participants
were consuming an average of 22 grams of alcohol less per week than controls.
• The reduction appears lower than those found in analyses of face-to-face brief interventions in primary care.
• No significantly greater effect size for guided (g = 0.23) than for unguided (g = 0.20) alcohol interventions,
even though such significant differences in benefit have been overwhelmingly established for web-based
treatment of depression and anxiety.

The Evidence: Ramsey et al., 2019
Technology-Based Alcohol Interventions in Primary Care: Systematic Review
• 42 studies, 28 (64%) were randomized controlled trials.
• 24 studies with primary or secondary efficacy outcomes related to drinking and
drinking-related harms, 17 (71%) reported reduced drinking or harm in all primary
and secondary efficacy outcomes.
• 31 studies with direct comparisons with treatment as usual (TAU), 13 (42%)
reported that at least half of the primary and secondary efficacy outcomes of the
technology-based interventions were superior to TAU.

• Higher efficacy was associated with provider involvement and the reported use
of an implementation strategy to deliver the technology-based intervention.

The Evidence: Kiluk et at. 2018
Randomized Clinical Trial of Computerized and Clinician-Delivered CBT in Comparison With
Standard Outpatient Treatment for Substance Use Disorders: Primary Within-Treatment and
Follow-Up Outcomes
• Randomized clinical trial - 137 individuals who met DSM-IV-TR criteria for current substance abuse or dependence
were randomly assigned to receive treatment as usual, weekly individual CBT, or CBT4CBT with brief weekly
monitoring.
• Rates of treatment exposure differed by group, with the best retention in the CBT4CBT group and the poorest in
the individual CBT group. Participants who received CBT or CBT4CBT reduced their frequency of substance use
significantly more than those who received treatment as usual. Six-month follow-up outcomes indicated continuing
benefit of CBT4CBT (plus monitoring) over treatment as usual, but not for clinician-delivered CBT over treatment as
usual. Analysis of secondary outcomes indicated that participants in the CBT4CBT group demonstrated the best
learning of cognitive and behavioral concepts, as well as the highest satisfaction with treatment.
• This first trial of computerized CBT as a virtual stand-alone intervention delivered in a clinical setting to a diverse
sample of patients with current substance use disorders indicated that it was safe, effective, and durable relative to
standard treatment approaches and was well-liked by participants. Clinician-delivered individual CBT, while
efficacious within the treatment period, was unexpectedly associated with a higher dropout rate and lower
effects at follow-up.

The Evidence: Elison et al., 2017
Examining effectiveness of tailorable computer-assisted therapy programmes for
substance misuse: Programme usage and clinical outcomes data from Breaking
Free Online
• Rationale: When evaluating complex, tailorable digital behavioural interventions, additional approaches may be required alongside
established methodologies such as randomised controlled trials (RCTs).
• Aims: To report findings from examination of mechanisms of action of tailoring advice within the BFO programme and outcomes from
specific intervention strategies.
• Methodology: Analysis of covariance and linear regressions were used to assess intervention completion data, and psychometric and
clinical outcomes, for 2311 service users accessing drug and alcohol treatment services across the UK.
• Results: Tailoring advice provided to users appeared to prompt them to prioritise completion of intervention strategies associated with
their areas of highest biopsychosocial impairment. Completion of specific intervention strategies within BFO were associated with
specific clinical outcomes, with a dose response also being found.
• Mechanisms of action analyses revealed the primacy of cognitions, with cognitive restructuring strategies being associated with
improvements in mental health, severity of substance dependence, quality of life and global biopsychosocial functioning.
• Mechanisms of action research can be used to inform modifications to BFO to continually update clinical content and the technology
platform.

The Evidence: Deady et al., 2016
• An Online Intervention for Co-Occurring Depression and Problematic
Alcohol Use in Young People: Primary Outcomes From a Randomized
Controlled Trial

The Evidence: Deady et al., 2016
• The DEAL Project consists of four 1-hour modules to be completed over a 4-week period
(homework is provided at the conclusion of each module and reviewed at the beginning of the
subsequent module). The website tracked participants’ completion of each weekly module, with
automated email reminders sent to participants’ nominated email addresses.
• Week 1: Where Are You At? Psychoeducation, assessment, goal setting, mood/activity/alcohol use
monitoring (homework: mood/drinking monitoring).
• Week 2: Getting Moving Again. Behavioral activation, decisional balance (alcohol use), behavior
change, activity scheduling (homework: activity planning).
• Week 3: Taking Charge of your Thoughts. Mood monitoring, cognitive restructuring (homework:
thought monitoring).
• Week 4: Coping with Tough Situations. Mindfulness and relaxation, problem solving, drink
reduction and refusal, relapse planning and management (mindfulness/relaxation, problemsolving exercises).

The Evidence: Deady et al., 2016
• The DEAL Project was associated with statistically significant
improvement in depression symptom severity and reductions in
alcohol use quantity and frequency in the short term compared to the
control group.

• At 6-month follow-up, the improvements in the intervention group
were maintained; however, the differences between the intervention
and control groups were no longer statistically significant, such that
between-group effects were in the small to moderate range at 6
months.

BEACON Alcohol Use Protocol
• Therapist Assisted iCBT
• 12 weeks of therapist assistance
• 40 weeks of passive access
• Tailored treatment for concurrent mood disorder
• Can be used for alcohol use as primary or secondary problem
• Monitoring of daily drinking
• Outcomes include reduction in daily drinking and reduction in AUDIT-10 scores

Brief CBTi Concurrent Addictions Protocol Elements
1. Assessment and Provision of Personalized Feedback
2. Active Monitoring of Alcohol Use
3. Enhance Motivation to Change

4. Goal setting, choosing from a menu of options (reduce, abstain)
5. Reduce Stigma via psychoeducation
6. Enhance skills for coping with mood and anxiety symptoms
7. Activity Scheduling, emphasis on activities incompatible with use
8. Enhance skills for coping with cravings or urges
9. Plan for high-risk situations (practice refusal skills)
10. Relapse prevention
11. Lapse and relapse management skills

Modules
• Welcome
• What is an addiction – How does it work?
• Addiction cycles and the brain

• Risk factors for Alcohol Use Disorders
• Stages of change
• What are cravings?
• Planning for high-risk times and being prepared for “surprises”
• Practicing refusals

Modules - continued
• Taking a look at how you are thinking
• How change happens
• Challenging your thinking

• Handling a lapse or relapse

BEACON Alcohol Use Worksheets
• Daily drinking monitor
• Scheduling activities incompatible with drinking
• Coping with cravings worksheet

• Relapse plan
• Coping Card (digital format)

Dependence, Withdrawal and Medical Management
• Daily drinking
• AUDIT-10 score
• DSM-IV AUD screening and CIWA-Ar as needed
• 2 weeks of monitoring
• Physician communication via FAX

Questions

