Supplementary Table 1: Videoconferencing and internet-delivered treatments for obsessive-

compulsive disorder

Ref.

Videoconferencing treatment

Internet-based treatments

High and low-
intensity

treatments|1-5]

Primary purpose

of treatment|[1-5]

Evidence-base[3-5,
6,7]

Comparison with
in-person

ERP/CBTJ[3, 9-11]

Clinician contact[2,

3,5,6,12]

High-intensity = VC  treatments are
similar to in-person ERP/CBT in the
of the

structure of ERP, and the length of the

amount clinician contact,

exposure  sessions.  High-intensity
treatments are delivered live and
synchronously.

VC-delivered ERP/CBT is designed to
be as efficacious as in-person treatment
and is meant to increase access for
patients from remote locations. While it
may save on costs and clinical resources,
this is not the primary consideration.

The evidence for the efficacy of VC
treatments is relatively limited and

consists of fewer RCTs than ICBT for
OCD.

VC- delivered ERP/CBT resembles in-
person ERP more closely than any other
digital intervention. The core ERP
components, synchronous interaction,

intensity of treatment, and amount of

clinician contact are almost the same.

There is usually a strong correlation

between the extent of clinical

involvement, treatment efficacy, and

Low-intensity treatments such

self-guided ICBT have

as
clinician-or
lower levels of clinical contact than
VC-delivered or in-person ERP/CBT.
treatments not

Low-intensity are

delivered synchronously.

ICBT is primarily used for wider
dissemination  of

ERP/CBT. ICBT is also designed to

evidence-based

save on clinician resources and costs of

treatment.

The number of RCTs and meta-
analyses on clinician-guided and self-

guided ICBT interventions is more

than those for VC- delivered
ERP/CBT.
ICBT includes the <core ERP

components but varies greatly in terms

of synchronicity, intensity of
treatment, and amount of clinician
contact. Clinician-guided ICBT may
resemble VC treatments, whereas self-
guided treatments are quite different.

The amount of clinician involvement
sufficient contact for

varies from

clinician-guided ICBT to minimal or no



Efficacy[1, 3, 5 10,
13]

Access to the

patient’s  natural
environment[8, 9,

13-15]

Greater family
involvement[8, 13,
16]

Flexibility and
adaptability[8, 13,

17]

treatment engagement.VC treatments
have the highest amount of therapist
contact. However, it is not clear whether
this leads to a difference in outcomes
between VC and internet-based
treatments.

Most of the evidence suggests that both
VC and internet-based treatments are
equally efficacious. There is some
evidence that the effect of VC treatments
on symptom-reduction could be larger

than ICBT.

Access to the patient's home
environment is only possible with VC
treatment. Apart from providing an
insight about the

patient’s living

conditions, home-based treatment
facilitates ERP and may lead to greater
generalization of gains to real-life
contexts.

VC- delivered ERP/CBT allows greater
family involvement in the treatment,
which can improve its efficacy.

VC- delivered ERP/CBT is more and
adaptable to a wide range of situations

that trigger OC symptoms. It offers

greater ~opportunities to intensify
treatment if required. This might
improve  treatment alliance and

contact in self-guided treatments.
Although all treatments are efficacious,
clinician-guided ICBT may lead to
better outcomes. However, the effect of

clinician-guidance may be small.

There is some evidence that ICBT,

particularly  self-guided treatments
may be less suitable for severe OCD,
but this evidence is limited and
inconsistent. ICBT is also suitable for
those patients who prefer more
autonomy and greater involvement in
their treatment.

Access to the patient’s home or other
not a

natural environments is

requirement for ICBT.

No family involvement in ICBT.

ICBT, particularly self-guided
treatments are more rigid and have
less capacity to deal with unexpected
problems. This may lead to greater

dropouts.



engagement.
Cost- There is some evidence that VC There is more robust evidence that

effectiveness[3, 6, treatment is more cost-effective than in- low-intensity treatments such as ICBT

18-20] person CBT, but this has not been including self-guided treatments are
examined adequately. cost-saving compared to in-person
ERP/CBT.

CBT: Cognitive behavioural therapy; ERP: Exposure and response prevention treatment; ICBT:
Internet-based cognitive behavioural therapy; OCD: Obsessive compulsive disorder; RCTs:

Randomized-controlled trials; VC: Videoconferencing.
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Supplementary Table 2: Videoconferencing-delivered treatment of obsessive-compulsive

disorder: a summary of the evidence

Ref. Study designs Results
Storch et al, 12-week VC-delivered CBT versus VC-delivered CBT was superior to waitlist
2011[1] waitlist controls for 31 controls in reducing OC symptoms, global
children/adolescents; 3-month improvement, and remission rates. Gains from
post-treatment follow-up treatment were maintained for 3 months.
Response was obtained in 81% of the patients
and 56 % remitted.
Stubbings et 12 weeks of VC-delivered versus There were no significant differences between
al., 2013[2] in-person CBT for mood and VC-delivered and in-person ERP in terms of
anxiety disorders including OCD reduction of symptoms, quality of life, and
(n=4) for 26 adults working alliance.
Vogel et al, 12-week VC-delivered ERP versus VC- delivered ERP was superior to control
2014[3] self-help ERP or waitlist controls treatments in reducing OC but not depressive
for 30 adults; 3-month post- symptoms. Clinically significant change was
treatment follow-up seen in 60% of the patients in the VC group.
Gains from treatment were maintained for 3
months. Patients were satisfied with the VC
treatment and strong working alliances were
formed during VC-delivered ERP.
Comer et al, 14-week VC-delivered versus There were no significant differences in
2017[4] clinic-based family CBT for 22 treatment alliance, attrition rates, clinical
children; 6-month post-treatment response, and family accommodation between
follow-up VC-delivered and in-person ERP at the end of
treatment or at 6 months. Response rate at 6
months was 80% in the VC group.
Hollmann et 16-week VC-delivered CBT versus VC-based CBT was superior to waitlist
al., 2022[5] waitlist controls for 60 controls in reducing OC symptoms. Remission
children/adolescents; 8 months was achieved in 68% of the VC group by 8

post-treatment follow-up

months.



Open trials/case reports

Baer et al,

1995[6]

Himle et al,

2006[7]

Vogel et al,
2012[8]

Goetter et al.,

2013[9]

Goetter et al.,

2014[10]

Comer et al,

2014[11]

VC-based and in-person rating of
OC, depressive, and anxiety
symptoms for 26 adults

12-week VC-delivered CBT for 3
adults; 3-month post-treatment

follow-up

12-week VC-delivered ERP for 6
adults; 3-month post-treatment

follow-up

8-week, 16-session VC-delivered

ERP for 1 adult patient

16-18-week VC-delivered ERP for
15 adults; 3-month post-treatment

follow-up

14-week VC-delivered family CBT
for 5 children

There were no significant differences between

the VC and in-person ratings of symptoms.

The VC treatment led to significant reductions
in OC and depressive symptoms, global illness
severity, and improvement in working
alliance. Gains from treatment were
maintained at 3 months for 2 patients.

There was a 50% reduction in OC, depressive,
and anxiety symptoms and a remission rate of
67% at the end of treatment. The treatment was
acceptable and ratings of working alliance
were high. Gains from treatment were
maintained at 3 months.

The VC treatment led to reductions in OC and
depressive symptoms, and improvement in
quality of life were observed at the end of
treatment. The patient was satisfied with the
treatment and ratings of working alliance were
high.

The VC treatment led to significant reductions
in OC symptoms and improvement in quality
of life in all 15 patients. At 3 months, 30% had
remitted and 80% were significantly improved.
The treatment was feasible and acceptable.

All patients showed significant reductions in

OC symptoms and global illness severity.



Ojserkis et al.,

2014[12]

Farrell
Milner,

2014[13]

and

Farrell et al,,

2016[14]

Matsumoto

al., 2018[15]

Matsumoto

al., 2019[16]

Matsumoto

al., 2020[17]

et

et

et

5-day VC-delivered intensive ERP
for a child; 3-month post-treatment
follow-up

In-person education and massed
ERP sessions followed by 3-week
VC-delivered maintenance
treatment for a child.

In-person education and massed
ERP sessions followed by 3-week
VC-delivered maintenance

treatment for 10 children; 6-month

follow-up post-treatment

16-week VC-delivered CBT for 30
adults with mood and anxiety

disorders including OCD (n=10)

Secondary analysis of the 16-week
trial of VC-delivered CBT for 30
adults with mood and anxiety
disorders including OCD (n=10)

One-year follow-up the 16-week
trial of VC-delivered CBT for 25
adults with mood and anxiety

disorders including OCD (n=10)

Three patients (60%) remitted. There were no
adverse effects with treatment.

The VC treatment led to significant reductions
in OC symptoms and improvement in
functioning was observed at 3 months.

The VC treatment led to significant reductions

in OC symptoms on completion.

The VC treatment led to significant reductions
in OC, anxiety, depressive symptoms, and
global illness severity at completion.
Improvement in quality of life was also
observed following treatment. Remission rate
was 70% by 6 months.

The VC treatment led to significant reductions
in OC, anxiety, and depressive symptoms but
no change in quality of life. Patients were
satisfied with the treatment and ratings of
working alliance were high. Response rate was
20% and remission rate was 40%. One patient
(10%) had an adverse event.

Treatment alliance (patients' agreement on
therapeutic goals and tasks) moderated the
improvement following VC-delivered CBT.

in reduction of OC,

Significant changes

anxiety, and depressive symptoms were
observed at 12 months. Quality of life also
improved significantly. The VC treatment was

cost-effective.



Kayser et al.,

2021[18]

Babiano-

Espinosa et al.,

2021[19]

Fletcher et al.,

2022[20]

Babiano-

Espinosa et al.,

2023[21]

Wang et
2024[22]

al.,

VC-delivered  ERP  including

hybrid care for 7 adults.

14-week combination treatment of

in-person CBT, VC and
smartphone app-based ERP (E-
CBT) in 25 children; 3 and 6-month
follow-up post treatment

6-8-week VC-delivered ERP for 11

adults.

Controlled study of 25 children
treated with 14 weeks of E-CBT
versus 269 children who received
in-person CBT

14-week E-CBT in 25 children; 3, 6,
and 12-month follow-up post

treatment

Naturalistic studies

The VC treatment with hybrid care led to

significant reductions in OC symptoms.
Patients were satisfied with the easier access,
convenience, the opportunity to have sessions
at home, and the support offered.

64% reduction in OC symptoms post-
treatment. Parent and children satisfied with

treatment. No dropouts.

The VC treatment led to significant reductions
in OC and posttraumatic stress disorder but
not anxiety and depressive symptoms on
completion. Dropout rate was 18%. Patients
appreciated the benefits of treatment and
considered it equivalent to in-person
treatment. Therapists had positive attitudes
about VC-based CBT, which allowed them to
conduct ERP at home.

Decline in symptoms more in the E-CBT
group. No differences between E-CBT and in-
person CBT in terms of response and remission
rates.

Significant decline in comorbid mood and

anxiety symptoms. Quality of life reduced and

family accommodation declined.



Milosevic et

al., 2021[23]

Feusner et al.,

2022[24]

Pinciotti et al.,

2022[25]

Wiese et al.,

2022[26]

Gittins Stone et
al., 2023[27]

Retrospective comparison of 413
adults with anxiety disorders (29
with OCD) treated with 12 weeks
of individual and group sessions of

VC-delivered or in-person CBT

9-week VC-delivered ERP in 3552

adults; 12 months of post-

treatment follow-up

Comparison of a group who
received in-person ERP (n=239)
with a group that received VC-
delivered CBT/ERP (n=239)

Views of 113 providers on VC-
delivered ERP

Comparison of 4 weeks of group
ERP delivered either in-person
(n=70) or by VC (n=60) in 130
children and adolescents with

OCD and comorbid anxiety

There were no significant differences between
the VC-based and in-person treatments in
terms of symptom reduction. Patients in the
VC-group had slightly higher attendance rates,
but there were no differences in functional
improvement and attrition rates.

The VC-based treatment led to a 43% reduction
in OC symptoms. Response rates were 63%. A
similar extent of improvement in depressive
and anxiety symptoms, and reduction in stress
was observed. Quality of life improved. Gains
from treatment were maintained for 12
months. The treatment was cost-effective
because of savings in the clinician’s time.

Both groups had significant improvements in
OC and depressive symptoms and there were
no significant differences between the two
groups in symptom reduction. The VC group
required an additional 3 days of treatment.
Comorbidity did not affect treatment response.
Providers felt that it was more feasible to
deliver VC-based ERP to patients between 13-
65 years of age and those with lower symptom-
severity. It was felt that VC-based ERP was less
likely to detect behaviours that interfered with
ERP.

There and

was improvement in patient-

caregiver-rated anxiety and  functional

impairment with both treatments. There were

no significant differences in symptom

reduction and functional improvement



Voderholzer et
al., 2023[28]

Hezel et al,

2023[29]

Kathiravan
and
Chakrabarti,
2023[30]

disorders.

Comparison of two groups of 64
adult inpatients, one of which
received inpatient CBT augmented
by VC-delivered CBT and the

other received only inpatient ERP.

8-12 weeks of VC-delivered ERP
for 33 adults

12-month prospective,
observational study of 43 adult
patients receiving VC-delivered

ERP in a low-resource setting

between the two treatment groups at the end
of treatment.

The hybrid group had larger reductions in
OCD symptoms compared with the in-person
CBT group. Patients in the hybrid group
reported satisfaction with various aspects of
the VC treatment and had high scores on
working alliance.

The VC treatment led to significant reductions
in OC symptoms. Clinically significant
response was noted in 48% patients and the
remission rate was 45%. Dropout rate was 6%.
The opportunity to conduct sessions at home
was considered a major benefit of VC-based
ERP.

The treatment was feasible and acceptable to
the patients and their caregivers. There was an
83% reduction in OC symptoms and a
response rate of 100% in the 11 patients who
had completed ERP. Dropout rate was 6%.
Gains from treatment were maintained for 12

months or longer.
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