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Counsellor Hello, welcome to quit the shit! We are in the private chat now. I’m R., I’m
a psychologist and therapist. We have about 50 minutes for our chat. How
come you signed up for the programme?

Participant I anonymously contacted the charity (Caritas) and they send me here.

Counsellor All right. I’m glad you’re here. Are you already informed about our
programme?

Participant I’ve checked the homepage and I think it’s a super project and the
possibilities (chat counselling etc.) are great.

Participant I want to and I need to stop taking drugs and I think I’m in good hands here.

Counsellor Thanks! So, what’s the goal you want to reach within the programme?

Counsellor You want to stop completely?

Participant Well, good question … Isn’t there only 1 and 0 when you do drugs?

Participant It’s really strange when I think about never ever smoking a joint again.

Counsellor No, not necessarily. But sometimes it’s really reasonable to stop
completely, but first and foremost you have to stand up for your own goal.

Counsellor Maybe we should talk about where you stand right now, etc. and talk
about your goals later.

Participant What do you mean by where I stand now?

Counsellor Actually you smoke 2 – 4 joints daily, mostly during the day or in the
evening, right?

Participant That’s right. When the occasion allows it.

Counsellor What do you enjoy when you smoke a joint?

Participant The easiness, the relaxation, the sex afterwards.

Counsellor Calming down, relaxing after an exhausting day?

Participant You could say that. However, I don’t like what comes afterwards. The
confusion, the fatigue, to be down …

Counsellor What do you do for a living?

Participant I’m a freelance web designer.

Counsellor That sounds interesting! You could judge our website from a professional
point of view …

Participant I really like it.

Participant I could do that :-)

Counsellor So you’re quite happy with your job. That’s good.

Participant It’s going well and it’s enough for the butter on the bread.

Sample QTS chat session
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Counsellor You already mentioned what you don’t like when you smoke a joint.
Feeling down, confusion.

Counsellor Are there other negative aspects?

Participant Right, you back out of everything, you want to be alone … you don’t want
to do anything at all.

Counsellor Do you have more disadvantages crossing your mind?

Participant Hmm … decreasing concentration, you can’t enjoy anything and you think
that life is only nice when you are stoned.

Counsellor Are these the reasons you want to reduce your consumption or is there
anything else?

Participant It’s as well really expensive and you lose a lot of time with that stuff.

Counsellor How come you contacted the charity?

Participant I wanted to quit and I couldn’t achieve it, that’s why I contacted
professionals.

Figure 12: Daily QTS/drugcom chat — Excerpt of an initial chat session of quit the shit —
approximately the first 15 minutes (grammatical errors have not been completely removed
during translation).

Additional contact

In addition to the contact with the counsellor via the diary or via e-mail, all
participants have the possibility to join the daily drugcom-chat, which is conducted
by a QTS counsellor and available during two hours in the afternoon on every
working day. Accordingly, all former Quit the shit participants can access the chat
room to address their concerns to a QTS counsellor, even after finishing the 50-day
programme. After completion of the programme, the diary is still accessible even
though participants cannot add any new entries.

Theoretical background

The QTS programme is primarily based on self-monitoring and self-regulation. The
theoretical foundation is ‘social learning theory’ (Kanfer, 1986) and a ‘solution-
focused strategy’ (de Shazer, 1988; Berg and Miller, 1992). Within the feedback and
the chat sessions, ‘motivational interviewing’ (Miller and Rollnik, 2002) is applied.

Evaluation

The Quit the shit programme is evaluated on an annual basis. The reports (in
German) are available for download on the drugcom website. Additionally, a
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randomised controlled trial (RCT) was conducted and data about the participants
and the programme’s efficacy will soon be available. The RCT started in December
2006 and was completed in the autumn of 2008. In the study, different measures of
cannabis consumption (quantity, frequency, consumption-related self-efficacy) and
psychological well-being (life satisfaction, anxiety, mood) were compared between
programme participants and a control group of untreated individuals who were
likewise motivated to take part in Quit the shit.

For the trial, individuals who registered with Quit the shit were randomly assigned
to the intervention or to a control condition. At the beginning of the registration
questionnaire, both groups were informed about the conducted study and the
associated possibility of not being able to take part in the programme. Individuals
assigned to the control condition could not proceed any further in the programme
after registering, i.e. they could not take part in the initial chat of Quit the shit or use
the online diary. However, they still were free to use other counselling services of
drugcom (counselling via open chat or e-mail). The follow-up survey was conducted
three months later, via an online questionnaire.

For the purposes of this publication, a sub-group of clients was analysed which
had finished their follow-up before the end of September 2008. Altogether,
N=246 individuals had taken part in both assessments. In order to control for
the reception of other professional support, 64 study participants had to be
excluded afterwards. Thus, the data of 182 individuals was analysed. Of those,
N=89 received the intervention, whereas N=93 had been assigned to the control
condition.

Participants of the ongoing study (N=182) were mostly male (69 %) and had an
average age of 25 years (SD=7; range: 15–54 years). An average consumption of
19.7 grams during the last 30 days was registered before the trial and participants
were consuming at an average of 25 out of the last 30 days (SD=6.2). More
than 90 % of the participants could be diagnosed as cannabis dependent (as
specified in DSM IV) during the registration. For 78 % of the participants, QTS was
the first attempt for seeking professional help.

Slight, but not significant differences in the control group (N=89 in control condition)
and intervention group (N=93 in QTS programme) could be detected, as well as
between those participants in the trial and the average participants of QTS which
were not included in the study.
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For example, while usually 42 % of QTS participants complete the programme, 72 %
of the RCT-participants in the intervention group (thus participating in QTS) did so.
Traditional outpatient cannabis treatments in Germany show similar retention rates.
Thus, 44 % of cannabis clients who used the service of traditional counselling bureaux
at least twice in 2007, terminated the intervention regularly (Deutsche Suchthilfestatistik,
2007) (2). However, due to the strong heterogeneity of traditional outpatient cannabis
treatments (e.g. huge variation in the degree of structure and duration), a comparison of
the retention rates between QTS and interventions in traditional counselling bureaus is
rather difficult. Additionally, participants in the RCT were slightly higher educated than
the average QTS participant (with 64 % of the RCT participants having completed higher
education, compared with 53 % of those QTS participants not taking part in the study).

As illustrated in Table 4, Quit the shit participants (assigned to the intervention
group) significantly reduced their monthly amount of consumed cannabis (22 g
on registration date vs. 7.8 g at a three-month follow-up), as well as their days of
consumption in the last 30 days (from 26 to 10.5 days).

Table 4: Preliminary results of the Quit the shit RCT

Measures of RCT Control group

(Waiting group)

Intervention group

(QTS-Programme)

Registration Follow-up Registration Follow-up

Consumption
(grams in last 30 days)

17.5 16.9 22 7.8 **

Consumption days
(out of last 30 days)

24.5 20.6 26 10.5 **

Abstinence (in %) - 5.4 - 32.6 **

Consumption-related
self-efficacy (DTCQ-8) 45.9 42.6 46.4 61.5 **

Anxiety (STAI-T) 51.2 47.5 50.5 41.2 **

Depression (ADS-K) 19 15.3 18.9 12.0 *

Life satisfaction (SWLS) 19.1 20.6 19.2 21.8 °

Additionally, QTS participants enhanced their consumption-related self-efficacy
(DTCQ-8; Sklar and Turner, 1999) decreased their anxiety level (STAI-T; Laux et al.,
1981) and had better scores in depression (ADS-K; Hautzinger and Bailer, 1983)

(2) http://www.suchthilfestatistik.de/ambulant.htm (last accessed on 12 February 2009).
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and satisfaction-with-life scales (SWLS; Schumacher, 2003). A significant difference
between the control and intervention group could be detected for all of these factors,
except life satisfaction. The abstinence rate for the intervention group at a three-
month follow-up was 32.6 % (compared with 5.4 % in the control group).

A comprehensive publication on the basis of the full sample will be available in the
second half of 2009.

Further information

Current plans are to transfer the QTS programme to France. First appropriate steps
have been taken, but no further pertinent information is available yet.

Links:

http://www.drugcom.de
http://www.bzga.de
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Additional websites

This chapter describes the other types of websites found during our research, and
gives brief descriptions of those websites reported by the NFPs which we did not
classify as Internet-based DTIs.

Informational websites

These websites follow the basic idea of the Internet itself, i.e. offer information, be
it information about the substances itself, their effects and possible harms, advice
about safer use, epidemiologic data for certain countries, addresses of treatment
centres or treatment methods and so forth. These websites offer essential information
for drug users, relatives and friends, as well as for professionals. Home pages of
traditional treatment facilities, projects or clinics would meet these criteria, as well
as preventive websites of federal agencies, information websites created by user
groups, etc. Understandably, no websites of this category were reported by the NFPs
as Internet-based DTIs.

However, some of these websites offer drug-related ‘games’ or tests, mostly aiming
to give insight into personal drug consumption behaviour, to test drug-related
knowledge and/or to change perceptions of drugs and drug use. Alongside these
tests or within the informational context of the website, advice can often be found
about behaviour change, first steps to stop or control consumption, together with
advice about possible harmful consumption of other substances, e.g. alcohol. Thus,
some of these tools could possibly play a role in changing a person’s drug-related
behaviour and beliefs.

Websites with provided contact channels

Some of these informational websites offer additional contact with counsellors or
therapists. If no contact is offered, users will often find links to other websites, where
they can get in touch with professionals. Nearly all websites with contact possibilities
again offer additional drug-related information, although the amount and quality of
information differs widely. Contact to counsellors is established via phone, e-mail or
chat modules.

The availability of telephone hotlines varies, from a 24-hour-service to several hours
on certain days. Some websites offer different numbers, thus different experts give
advice on certain topics (medical advice, legal advice, etc.).
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If an e-mail support channel exists, some websites guarantee a response within
a certain timeframe (e.g. within 48 hours during working days). To guarantee an
anonymous contact, some sites integrate a form to send any request directly via
the web page. A personal code is used to log in to the page to read the answer
or the answers are anonymously posted in a public forum. Using this method of
communication, no e-mail account is needed by the client.

If available, public chat sessions are offered mostly on pre-defined days at certain
times (e.g. every Thursday at 2 p.m. for approximately two hours; on working days
from 3 to 5 p.m., etc.). Some websites have chat rooms integrated directly on their
site while others use external browser-integrated software/services. At the time of
writing, personal chat via instant messenger software (e.g. MSN, Skype, ICQ, etc.)
was not yet offered.

Our research revealed a lot of websites offering counselling services (e.g. via
e-mail), contact via telephone, self-assessment tests and/or informational content.
Those kinds of websites are mostly mentioned in national reports as well. However,
they do not meet the definition of ‘Internet-based drug treatment interventions’ as
specified. They may be especially elaborated, certainly communicated over the
Internet and counselling services may even have a specific theoretical background.
However, a clear structure and schedule of an elaborated treatment intervention
is missing (for example, a clearly defined programme comprising parts or steps, a
timeframe with scheduled contacts, etc.). Nevertheless, these websites are a very
important approach for people who are looking anonymously for further advice or
information. In particular, all of these sites are important in that they not only intend
to reach drug users, but also to reach their help-seeking relatives and friends. The
websites and programmes reported by the NFPs as Internet-based DTIs, but which on
investigation did not meet the specified criteria, were mostly of this type.

For example, in the Czech Republic, the drug counselling website
Drogovaporadna.cz offers free, anonymous online counselling alongside information
on several drugs. The site, designed for drug users as well as for their relatives,
friends, teachers and professionals in the drug field, received 2 989 queries in 2005
(Mravčík et al., 2006). Users can post their request into a forum on the website and
will usually receive an answer within 2–3 days. If needed, further requests can be
sent. The enquiries were mostly made by drug users (990 queries), parents and other
relatives (431 queries), and partners (252).
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The Polish counselling website Narkomania.org.pl submitted detailed information
about the enquiries made on their counselling website, which allows an insight into
their user group.

In 2007, Narkomania received 1 789 questions directed to a psychologist (63 %),
psychiatrist (30 %) and a lawyer (7 %). Most of these enquiries were made by
women (74 %) and by users aged between 16 and 34 years (69 %). While 63 % of
the enquiries came from users’ relatives, partners and friends, only a third of the
clients were drug users. The rest were people not connected directly to problems
with drugs (7 %). Most questions were asked about drugs in general (33 %),
cannabis (22 %), combined substances (16 %) and amphetamines (15 %).

An even greater amount of enquiries received the British Talk to Frank helpline
(FRANK, http://www.talktofrank.com). According to their 2004–06 review, in the
six-month period from October 2005 to March 2006 the website has had more than
3.5 million visitors. In the same period, nearly 17 000 e-mails were received and
FRANK accomplished approximately 9 900 calls from young people and more than
5 000 from parents.

Established in 2004, FRANK replaced the UK National Drug Help Line. Drug
users, their parents, friends, etc. can contact the free helpline via phone or send
an e-mail via the website to receive advice. The helpline and website are widely
advertised on postcards, stickers, in TV and radio advertisements and through a
variety of campaign activities. On the Talk to Frank website, users can choose to add
FRANK to their instant messenger programme contact list. The automated service
(a computer script) then delivers information about drug-related topics. Plans are to
integrate a fully automated self-help programme in the web page of Talk to Frank.
This programme, which at the time of writing (June 2008) was available only via the
separate, autonomous Know Cannabis website, is described in detail in Chapter 4,
under Technical implementation and design, alongside the other known Internet-
based drug treatment interventions.

Websites providing mobile phone services

Other services frequently reported by the NFPs as Internet-based DTIs were those
using mobile phones to communicate their content. One example is the free
Danish SMASH programme (http://www.smash.name) which uses Short Message
Services (SMS) to deliver its content, thus is not really Internet-based. However,
the registration is conducted via the SMASH website where further information
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about the programme can be found. The ‘Restart’ programme aims, for example,
to help cannabis users to stop or reduce their consumption. For a 36-day period,
participants receive 68 pre-defined information messages (via SMS), aiming to
help participants to specify their personal goals, overcome feelings of craving,
analyse risk situations, etc. Alongside the Restart programme, SMASH offers several
other SMS services such as Hashfacts, an SMS pack containing 40 messages
over 21 days, delivering cannabis-related information. An evaluation report was
published in Danish and is available on the SMASH website for download.

SMS is also used well by the Finnish A-Clinic Foundation within their Voimapiiri
(Power Circle) programme (http://web10334.web1.kuulalaakeri.fi/), though no
further information about the content of the programme was made available. The
power circle programme is embedded in and linked to the Phaidelinkki (addiction
link) website (http://www.paihdelinkki.fi/) which offers general information
concerning several addiction-related topics, substance-specific information, several
tests (e.g. WHO AUDIT-Test), contact possibilities and self-help advice to cut down
or stop, for example, the participant’s alcohol consumption. Interestingly, the most
important tools used in the later described Internet-based DTIs are also referred to
here (such as registration of consumption in a diary, specific goal setting), but are
not yet integrated into a structured programme. According to the A-Clinic website,
the services offered via the Internet are used by over 50 000 people every month.

In cooperation with the A-Clinic Foundation, the Finnish NGO EOPH (Elämä On
Parasta Huumetta Ry, which means ‘Life tastes better without drugs’) developed the
free Mobiilivinkki (The Mobile Advice) service which uses SMS to provide opening
hours and addresses of, for example, mobile healthcare services within the capital
region of Helsinki. EOPH (http://www.eoph.fi/en/) additionally conducts health
education and substance abuse prevention in schools, distributes preventive mobile
phone games and offers Internet chat rooms for addiction-related topics, amongst
others.
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The DTIs analysed in more detail

Table 5 provides an overview of the DTIs which are analysed in more detail
below. These four DTIs target very similar groups with respect to age and problem
behaviour, but only half of them accept clients below the age of 18. Three
programmes include scheduled contacts with a counsellor, the duration of the
intervention ranges from four to 12 weeks.

Table 5: DTIs analysed

Programme Know
Cannabis
Self-help

JellinekLive Online
Behandeling

Cannabis
Onder
Controle

Quit the shit

Cost Free Fee-based Fee-based Free

Scheduled contact
with counsellor

No Yes Yes Yes

Initiation date 12/2004 05/2008 01/2008 08/2004

Target group Any
potentially
hazardous,
harmful and
dependent
use of
cannabis

Cannabis users who
want to reduce or
stop smoking

Cannabis
users in a
stable situation
without
immediate
psychiatric
problems

Persons
who want
to stop or
reduce the
consumption
of cannabis

Age (years) 16–24 18+ 18+ Adolescents
and young
adults

Duration (weeks) 4–6 10 12 7

Number of
participants per year

1 558 (2007) 61 (2008)
(8 months)

687 (2008) 483 (2008)

Country UK NL NL DE

Concept and theoretical background

Similarities between the different DTI programmes described in the present report
can be observed. Most notably, all programmes are based on cognitive behavioural
therapy (CBT). Indeed, the programmes are more-or-less structured or can be
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individualised, but whether self-help based or counsellor-guided, all programmes
proceed through identical steps:

participants can define their own goal (reduce/stop consumption);•

they learn to asses their own consumption (amount, situations, pros and cons);•

how to deal with craving (unpleasant feelings, etc.);•

how to identify risk situations and how to deal with them (e.g. say ‘no’, stay away•
from drug-taking friends, etc.).

Finally, by applying this knowledge, participants are made more able to control
or stop their consumption. The main tool during the programmes is the use of
a personal diary for the registration of all relevant aspects of consumption and
behavioural change. In addition, all programmes offer information about drugs
and addiction in general. Those programmes that work with personal feedback
by counsellors use certain methods of motivational interviewing to further motivate
participants to proceed with the programme and to achieve their goals.

Target groups

In terms of recognising similarities in the main structure of the programmes, it
appears that the specified target groups do not really depend on the design of the
programme but on the model of cost absorption: Those programmes (co-)financed by
health insurance require a minimum age of 18 years (TOC, COC), while the free QTS
programme does not include any such age restrictions. However, all programmes in
general aim to attract mainly young participants. As self-help programmes allow the
participation of any users, no restrictions apply, and again the main target groups
are young adults and adolescents.

Technical implementation and design

While all programmes, to a large extent, have the same theoretical background
and a comparable structure, many differences in the design and technical
implementations can be found, especially with regards to details.

In terms of design, three out of the four programmes (Know Cannabis Self-help,
Therapy Online Cannabis, Cannabis Onder Controle) communicate their content via
an extra screen (for example, in a separate browser window), while the Quit the shit
programme is directly embedded in the primary drugcom home page and is simply
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presented in the ‘main frame’ of the website. However, its chat module is presented
in an extra window.

In general, the JellinekMentrum programme’s (self-help, TOC) main screens
are presented in a more colourful, graphical way, when compared with other
programmes. Additionally, they use graphs to show participants the amount of
cannabis they consume. The JellinekMentrum design is similar to a windows-style
operating system design, while the QTS and COC programmes look more like
web-based applications (for example, forums, discussion boards, web-based mail
clients, etc.).

In addition to the visual design of the programmes, several further aspects differ. For
example, due to their different styles of feedback (human or computer-generated),
the programmes offer participants a variety of ways to report and record their
consumption (more complex, less complex). While self-help and TOC (using
generated feedback) use a great variety of pre-defined variables to record each
relevant situation in the smoking and craving diary, QTS participants, for instance,
describe each situation in their own words.

Methods of communication

The main difference between the programmes is their different approach to
communication with participants. All widespread forms of Internet communication
are used. One can differentiate here between synchronous and asynchronous
methods: While synchronous one-to-one chat sessions are used in the TOC, an
asynchronous personal message board determines communication between
counsellor and participant in COC. A hybrid model is used in the QTS programme,
with an initial and a final one-to-one chat session, plus personal feedback in a
message-board style during the programme.

The frequency of contact varies, as does the nature of contact. TOC participants
conduct seven 40-minute chat sessions within the 10 weeks of the programme. COC
counsellors establish contact in the message board approximately four times each
week for 12 weeks (three months). QTS includes two obligatory 50-minute chat
sessions, and a weekly feedback for approximately 7 weeks (50 days) (see Table 6).

Certain aspects must be considered with regards to these contacts. Participants of
TOC receive, for example, additional computer-generated feedback based on their
craving and smoking diary, thus the chat sessions do not constitute the only form of
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feedback. At the same time, the postings in the COC message board are presumably
less extensive and more in a dialogue form than the weekly written feedback of the
QTS counsellors. While COC and TOC offer a forum where participants can exchange
their experiences, QTS does not offer such a service but instead a free public chat
room supervised by a counsellor, available for two hours each working day.

The aspects described above, as well as some advantages and disadvantages of the
used communication methods, are shown in Table 6. Pros and cons can be further
discussed, but as long as no direct comparison is carried out in a controlled study, it
is not possible to decide which methods, or even what programme, could claim to be
better or more efficient.

Table 6. Outline of communication methods in Internet-based DTIs

Programme Specifications Advantages (of method) Disadvantages (of method)

Chat (TOC) 7 chat sessions
(30/40 minutes)

10 weeks

Additional
generated
feedback

Additional forum

Personal, direct, real-time
communication
As close as possible to a
conventional dialogue
Misunderstandings can be
clarified right away
Questions can be asked
and answered, problems
can be addressed directly
Free, spontaneous
associations are written
Forum as virtual self-help
group

Several fixed appointments
needed
Less freedom for
participants to structure
their own proceeding
Lack of chat-experience
(e.g. slow writing speed,
etc.) could lead to
problems
No time for well thought-
out messages

Message-
board
(COC)

Message
board contact
approximately
4 times a week

12 weeks
(3 months)

Additional forum

No chat appointments
needed
High degree of freedom
for counsellor and
participant
Continuation of the
communication in desired
moments
Well-thought messages
possible
Re-reading of whole
communication possible
Forum as virtual self-help
group

Lack of interactivity
No spontaneous reactions
Misunderstandings within
the messages cannot be
cleared right away
Current problems or issues
may differ from those
posted in the forum two
days ago
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Table 6: continued

Combined
method
(QTS)

Initial and final
chat sessions
(50 minutes)

Weekly feedback

7 weeks
(50 days)

Additional chat
available

Initial chat session to
elucidate current situation
in synchronous personal
communication
Feedback given for a
whole week, over several
situations
Just two fixed chat
appointments needed
Additional daily contact
via chat possible
Participants can choose
how much contact is
wanted

Lack of direct
communication,
interactivity during main
part of programme
Current problems
may differ from those
addressed in the weekly
feedback

Dimensions, evidence and efficacy

The actual level of implementation differs widely. Two (TOC, COC) of the three
programmes offering scheduled contact only started in 2008, thus were not able
to present extended data. However, the data available shows that Therapy Online
Cannabis reported 61 participants in its first eight months and aims to reach at least
150 participants in a year; Cannabis Onder Controle already had 687 participants
applying for treatment in its first year (according to their declaration). The only
long-established programme, Quit the shit (established in 2004), reported around
483 participants for 2008. More than 1 500 participants had signed up for the
automated Know Cannabis Self-help in 2007.

Concerning numbers of participants, it is important to differentiate between the
number of users signing up for a programme and the numbers of participants
finally completing the programme. Available data for the Know Cannabis
Self-help shows that only about 9 % actually completed the programme and
participated for at least 28 days. This attrition rate is presumably due to the
low threshold access at the beginning, as not even a valid e-mail address had
to be entered, or a real name. One could expect higher retention rates for non-
anonymous programmes, subject to a fee. However, even free and anonymous
programmes such as QTS have shown that it is possible to achieve a fairly high
retention rate of 42 %, i.e. two out of five participants who actually complete the
50-day programme.
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Internet-based DTIs should finally not be valued by their number of participants or
their retention rate. The final outcome of any controlled study should be precise
data about the programme’s efficacy. Thus, information is required concerning,
for example, how many participants finally significantly reduce their cannabis
consumption, or finally do stop using cannabis, for how long they achieve their
goals, etc. Treatment Online Cannabis, as well as Cannabis Onder Controle,
are conducting evaluation studies of their programmes and JellinekMentrum (the
provider of TOC) is conducting a randomised controlled trial of their comparably
designed Therapy Online Alcohol programme. However, at the time of writing, the
only programme actually providing such precise data is the Quit the shit programme,
with preliminary results of a randomised controlled trial showing encouraging and
promising results which will probably contribute to the further development and the
popularity of Internet-based drug-treatment interventions.

With regards to best practices, all programmes were based on evidence-based
traditional treatment methods and manuals, and tried to apply and communicate
these methods within the Internet medium. This is done in a more or less
standardised way, with different approaches reaching appreciable proximity to
traditional methods (e.g. chat sessions copying traditional treatment sessions). Thus,
presumably all programmes have the potential to help participants to reach their
self-determined goal.

Due to their relative similar treatment design and preliminary results of the Quit
the shit RCT, Internet-based DTIs suggest that it is a promising treatment approach
for a group of clients which is often hard to reach and treat by more traditional
means. However, it cannot be determined here whether any details in design,
conceptualisation, application of fees, or methods of communication could lead to
a significant difference in efficacy. Accordingly, all programmes could be regarded
as ‘good practice’. However, the only programme which has already proved its
efficacy in a controlled study, and thus could be labelled as evidence-based, is the
QTS programme. Furthermore, both the Know Cannabis Self-help, and the self-help
programmes of JellinekMentrum could also be considered by proxy as ‘best practice’
since other studies have shown the efficacy of similar self-help programmes for
problem alcohol use (Blankers et al., 2007).

The need for further research is obvious, especially since every single programme
still needs to prove its own efficacy. However, with the limited data already
available, several evaluation studies in the pipeline, and the advantages of the
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Internet as a medium for health prevention and communication, there are already
strong arguments for the further development and deployment of Internet-based
drug treatment interventions within the EU.
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Methods

Despite the double strategy through Internet searches and through the Reitox
national focal points that was used for the collection of programmes, there is no
guarantee that the present research revealed all existing European programmes.
However, the overview presumably includes the most relevant Internet-based DTIs
operating within the EU at the time of writing. The findings of the survey carried out
among the national focal points corroborated the Internet and literature research to
a great extent. As several programmes were just starting during the writing of this
review, however, there may be more programmes available soon (e.g. the Dutch
‘Wat wil jij met wiet’ programme).

For a better comparison, and due to their similarity, the detailed descriptions of
Internet-based DTIs in this report focus on programmes for cannabis users. However,
several programmes offer similar or almost identical versions of the described
programmes, for example, cocaine or party-drug users (e.g. ecstasy).

The definition of Internet-based DTIs and, accordingly, the selection of programmes
described here, was based on the research interest of this review and the need to
differentiate between other existing Internet-based approaches. As stated before,
one could define Internet-based drug treatment intervention from a much wider
perspective, and thus include more and different services, depending on the
research interests. For the purposes of this review, the definition worked out perfectly,
as comparable programmes were found, which reflected justified and clearly-
defined selection criteria and offered some first insights into the efficacy of these
programmes.

Aspects of the programmes

As described above, the overall concepts underpinning all programmes identified in
this review can be considered as similar. However, as these programmes and their
surrounding conditions are complex structures, several aspects have to be considered
when comparing Internet-based DTIs. Most of these aspects are mentioned within
the earlier descriptions of the programmes, but were not further addressed in the
latter outline and comparison: for example, the executive organisation; whether the
programme is subject to a fee; how a programme is promoted and so forth.
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One outstanding aspect may be the difference between paid and cost-free DTIs.
Low-threshold access could be considered as one of the most important advantages
of Internet-based DTIs. Those programmes subject to a fee would not meet this
criterion, as a fast, easy and particularly anonymous and free (first) access cannot
be offered. Observing and examining the offered services from a socially critical
perspective, impressions of a two-class system may arise, where people with money
to spend can afford a personal counsellor, while those not prepared to pay have to
make do with an automated self-help programme (if available at all). Accordingly,
from this perspective, providing free counsellor-guided Internet-based DTIs alongside
free self-help programmes, would allow a free and more universal choice of the
preferred DTI for all participants.

Those programmes subject to a fee, which were all situated in the Netherlands, are
covered at least partially by health insurance. These programmes may benefit from
potentially higher motivation of their participants due to the fee, as research results
from psychotherapy indicate. However, when planning to establish an Internet-
based DTI, questions of cost absorption should be discussed with regards to the
specific target group, local conditions regarding legislation and the healthcare
system, amongst others, and finally, a wider social responsibility to deliver
healthcare to those in need.

A side-effect of individual payment for treatment, however, is a loss of anonymity.
In principle, contracts between clients and treatment organisations are necessary,
which — alongside the payment transaction itself — make it difficult, if not
impossible to keep the person fully anonymous. For example, a key reason cited
for imposing a lower age threshold of 18 for participants was the intrinsic loss of
anonymity in cases where costs were covered by health insurance administrative
requirements. Put more simply, for under-18s, parents would be required to sign
payments on behalf of their children. Given the relatively low average age of
cannabis users, this is a considerable restriction which could limit the potential of this
type of intervention.

Many relevant factors again could not be determined or accounted for at all in our
research. These include the training and experience of the counsellors, their personal
method of (online) communication with participants, the amount of therapists
or counsellors and treatment facilities working within the programme, aspects
concerning the protection of privacy within the Internet, etc. All of these aspects
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should be considered when developing or evaluating Internet-based DTIs but would
go beyond the scope of this review.

No detailed information is available concerning the costs for developing and
running the programmes described in this report. However, for the development of
a new programme one could estimate an initial investment of at least EUR 50 000
to EUR 100 000. The running costs and development expenses for programmes
will vary widely, depending on the kind and aspects of the programme. Thus,
fully automated self-help programmes (for example, Know Cannabis Self-help)
will apparently produce considerably lower running costs than counsellor-guided
programmes. The costs of those counsellor-guided programmes again will be
more affected, for example, by the amount of participants in the programme. With
regards to the following limitations of Internet-based DTIs, a comparison of Internet-
based programmes and traditional treatment would be difficult to conduct, in the
cases where different target groups and populations are approached.

Limitations of Internet-based drug treatment interventions

While the advantages of Internet-based DTIs have already been addressed, several
limitations and potential disadvantages should equally be considered. One of the
biggest problems in confounding findings is the comorbidity of participants. Within
the framework of an Internet-based DTI, the treatment of other dependencies or
other mental health problems would be beyond the scope of a specified and narrow
drug treatment intervention. Thus, it is particularly important for counsellors to
know the limitations of a programme and to refer participants to further institutions,
for example, traditional treatment centres or therapists, to provide appropriate
treatment. These restrictions could be made equally clear to participants on the
programmes’ websites.

As it is a virtual medium, some treatment does not transfer well to the online world.
Substitution treatment for opioid dependence, for example, cannot be delivered
via the Internet, although additional support via the Internet is potentially feasible.
The same restriction may apply for long-term substance users. Participants with
a substantial chronic abuse of specific substances may not benefit from Internet-
based DTIs, as the concept and design of all programmes does not appear to
be tailored to the particular needs of this target group (e.g. detoxification). Such
concerns are already specifically addressed by some Internet-based DTIs, with a
clear focus on participants with a stable social network, for example, those with
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stable living conditions and without immediate psychiatric problems (as stated by
the Dutch TOC programme).

Analysing Internet-based health services in general, some criticism must be faced
about using the Internet as a medium for health communication. For example,
online communication cannot offer the specific and complex form of personal
communication and assistance particularly needed in a therapeutic setting
(especially for heavy problematic drug users). The lack of personal contact could
probably increase existing problems, as potentially socially isolated people might
participate in anonymous Internet-based services without improving their social
situation (although those topics might be addressed by an online counsellor).
Additionally, it might be difficult for participants to determine the reliability of an
Internet counsellor or an Internet-based treatment in general. People with a lack of
computer skills (or computer literacy), such as typing with a keyboard or using a
computer in general, etc., would be generally excluded from Internet-based DTIs.
Finally, Internet-based DTIs imply regular access to the Internet, preferably in a
private context.

However, there is no need to enter into a general discussion of pros and cons
within this specific analysis of the current development of Internet-based DTIs. Some
aspects may already be resolved when accepting the limitations of a specifically-
designed drug treatment intervention (for example, addressing Internet users as a
target group, having approved/official organisations offering the Internet-based
treatment, addressing problems of comorbidity and chronicity). Even if at the time of
writing only the first randomised controlled trial for an Internet-based DTI in Europe
was due to be published, the findings were already promising. Previously-published
evaluations and the RCT of Quit the shit confirm the efficacy of the programme, and
several more publications (of the Dutch TOC and COC) will further elucidate the
potential of Internet-based DTIs. Accordingly, future discussion is likely to focus on
the actual need for development and research in this specific field.

Scientific research on Internet-based drug treatment interventions

The provision of Internet-based drug treatment interventions in the EU could
be considered as being in its infancy. However, with first programmes already
established in 2004 and the development of other Internet-based treatments
worldwide, knowledge in this specific field is growing steadily, and more counsellors
are gaining experiences with online communication. However, as shown in this
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review, a lack of evidence can still be observed, which is due to the fact that most
of the programmes are new. With several publications soon to be awaited, further
information about the efficacy of Internet-based drug treatment can be expected.

Concerning this forthcoming research, several aspects and limitations regarding the
particularities of Internet-based drug treatment interventions must be considered.
For example, due to anonymity and/or physical distance between participant and
counsellor, drug tests would be difficult to conduct. Research must, in the absence
of any research study that has shown results on the basis of drug tests, rely
completely on self-reports, and research findings on the validity or self-reports are
not conclusive. For example, a meta-analysis of interventions for another addictive
behaviour — smoking — found false cessation rates declared by up to 30 % of
participants when self-reports were compared to objective measures (Wu, Wilson,
Dimoulas, Mills, 2006). Additionally, abstinent participants and those who achieved
their personal goal, are probably more likely to respond to follow-up questionnaires,
thus a higher abstinence rate could be produced if these aspects are not considered
in calculations.

Interesting results could furthermore be revealed when investigating the differences
between existing programmes. There may be a difference in efficacy because
of the different communication methods used or the frequency and intensity of
personal contact between counsellor and participant. Even the visual design
of the programme and/or the perception of personal feedback may affect the
outcome. Furthermore, while CBT forms a quite natural approach for the treatment
in the Internet, as it is clearly structured and standardised, other methods and
approaches may offer a functional means to deliver Internet-based DTI, too. As
some organisations offer Internet-based drug treatment for substances other than
cannabis, it would be important to gain specific data about the efficacy of Internet-
based DTIs, such as for cocaine or party drug users, as these substances also affect
a large number of EU citizens (EMCDDA, 2008a).

This field is progressing rapidly. Addiction science is witnessing a growth of
publications in this area. A first conference on e-health is planned for autumn 2009.
And the changing patterns of communication in everyday life repeatedly show
that the Internet is becoming more dominant. So the emergence of Internet-based
treatment for addiction can be seen as a logical step. The opportunities with respect
to coverage, for example, have been described by Griffiths and Christensen (2007)
for two Australian mental-health programmes. We should, however, not forget that
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treatment programmes, assessments and tests in the past have been developed
and evaluated in a face-to-face setting. While first results look promising, more
research is needed to prove the efficacy of Internet-based approaches, to provide
enlightenment about which target groups are suited or ill-suited to such approaches,
to develop practical advice on ways to optimise an intervention and to validate the
tests to which they are subjected.
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Internet-based interventions do not aim to — and cannot fully substitute —
traditional face-to-face treatment, which provides not only verbal but also non-verbal
channels of communication. However, the programmes described here potentially
offer services for a target group not otherwise reached by traditional counselling or
treatment facilities. It can be assumed that there will be further growth in Internet-
based DTIs in the European Union because up until now, only two European
countries offer Internet-based DTI with scheduled counselling. Traditional treatment
facilities mostly operate in certain local areas, while Internet-based DTIs have the
benefit of being able to offer a drug treatment service with full national coverage.

With regards to the overall demand for treatment, especially for cannabis
dependence, together with the wide availability of the Internet in Europe, it can be
assumed that many countries could benefit from similar offerings. Internet-based
DTIs may conceivably be easily translated and adapted for other EU Member
States, as already shown by the JellinekMentrum programme, which successfully
adapted its self-help programme for the UK website Know Cannabis. Current plans
are to translate the counsellor-guided Quit the shit programme into French. Thus,
a proliferation of Internet-based DTIs within the EU can already be observed. The
attractiveness, particularly for first-time treatment seekers, as shown, for example,
in the Quit the shit RCT (with 78 % of participants seeking professional help for the
first time), shows that Internet-based DTIs can be regarded as important for early
prevention, especially in the field of harm reduction. From an economic perspective,
the presumed low maintenance costs particularly of self-help programmes and their
assumedly easy translation, may offer further arguments for a wider deployment of
programmes which are particularly relevant for another distinct target group, for
example, participants not interested in personal guidance, but more in autonomy.

Finally, as a matter of course, the advantages inherent to the Internet as a
medium for health communication (such as anonymous communication, wide
and low threshold accessibility 24 hours a day, the high degree of freedom for
participants, etc.), form further arguments for the deployment of Internet-based
DTIs. The integration of Internet-based treatment interventions into traditional
treatment facilities may further enhance the provision and efficacy of both treatment
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approaches, as several communication channels could be combined into a
treatment, tailored to the personal needs of each participant.

While many of the websites could potentially provide interactive help relying on
expert-systems, artificial intelligence has not yet evolved large scale into health-
related Internet sites. To date, most of the applications are still dedicated to the
provision of information in conventional form. Future developments of technology
may also offer opportunities to improve the quality of testing and help to better
classify different groups of users with different treatment needs, on the basis of a
more sophisticated collection and combination of information on their pattern of
substance use and risk/protective factors.

Further potential may additionally be seen in the integration of mobile phones or
multimedia content into the Internet-based drug treatment interventions. Broadband
access to the Internet may allow the additional use of data-intensive multimedia
content such as educational videos or animations, etc. Those programmes mentioned
in Chapter 3, under Websites providing mobile phone services, may inspire the more
complex use of both of the relatively new technologies, such as the Internet and the
mobile phone. This is particularly appealing because today, almost every person
owns a mobile phone and the Internet is increasingly becoming available via mobile
phones, too. Therefore, the complementary use of SMS or specially-developed
programmes/modules for use with mobile phones could be one of the future steps
within the development of ‘multimedia-based’ (drug) treatment interventions.

The increasing number of Internet users, in addition to the already impressively
high amount of young Internet users (aged 14–29) and at the same time, the use of
the Internet for health purposes, especially for searching for information, show the
relevance and potential of the medium in the field of health promotion. Europe is
experiencing a high prevalence of cannabis use among young people, an increase
in cocaine use among this population, as well as increasing treatment demand
for these substances. So, the Internet-based interventions described in this report
may offer, for these populations, access to treatment which, in a traditional form,
might not be available or easily accessible. The advantages of such interventions,
amongst them accessibility, low-threshold access and attractiveness for first-time
treatment seekers, seem to outweigh specific disadvantages. More research is
necessary to further strengthen the evidence basis for Internet-based treatment
and to enable rational choices on the building blocks for such a programme. The
preliminary evidence has already suggested the efficacy of such programmes,
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as a complementary and additional resource in the broad field of drug therapy
and prevention. Therefore, Internet-based drug treatment interventions will have
an increasing relevance within the European Union. Caution must nonetheless
be exercised in defining adequate target groups for Internet-based interventions
and these approaches may not be the right choice for highly problematic cases,
psychiatric or somatic comorbidity. For such cases, integration of Internet-based
treatment into the structures of primary healthcare and drug care is necessary, which
would allow for fast and easy referrals where needed.

The use of new technologies, such as the Internet, to access target populations
are considered relevant by European decision-makers and this is reflected by
the reference to Internet-based methods in national drug strategies. While
many national drug strategies refer to the Internet as a relevant platform for
communicating prevention messages, or informing users about the risks associated
with illicit drug use (e.g. in France, Italy, Hungary, Portugal, Slovenia or the United
Kingdom), only the German Drug Action Plan refers explicitly to Internet-based
treatment, and mentions the Quit the shit programme. The newly-adopted EU Drug
Action Plan 2009–12 motivates Member States, under its Objective 20, to develop
new approaches and technologies in the area. This may encourage Member States
to increasingly adopt this innovative method in the illicit drug treatment field in order
to access hard-to-reach target groups. Ongoing research activities and publications
under way, which have been mentioned in this report, will continue to contribute to
such developments in the coming years and months.
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