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SUMMARY
	Protocol Title
	Remote stepped care treatment for obsessive-compulsive disorder: A feasibility study. 

	Protocol Version
	1.2

	Objectives
	The purpose of this project is to assess the acceptability and feasibility of a remote stepped care treatment for individuals with obsessive-compulsive disorder. After assessment all participants will commence clinician-guided cognitive-behavioural bibliotherapy (BCBT) for 8 weeks. Participants who do not meet the predefined response criteria (YBOCS reduction of ≥ 25% and a CGI-I score of ≤ 3) will then complete 8 sessions of internet-videoconferencing cognitive-behavioural therapy (VCBT) with a psychologist.

	Research Design
	This is an open trial where all accepted participants will receive immediate access to the treatment. Participant eligibility will be determined via standardised self-report questionnaire measures and an interview with a psychologist via an internet-videoconferencing platform. Accepted participants will complete standardised self-report questionnaire measures and an interview at three further time points: Week 4 (mid-treatment), Week 9 (post-BCBT) and Week 17 (post-VCBT). 

	Sample Size
	N = 30

	Selection Criteria
	Inclusion criteria are: (a) English speaking; (b) Australian resident (c) 18 years of age or above; (d) have regular access to the internet; (e) no immediate suicidal plans or intention, or recent history of suicide attempts or deliberate self-harm; (f)   a score of at least 16 on the clinician-administered Yale-Brown Obsessive Compulsive Scale (YBOCS); (g) a score of at least 7 on the Dimensional Obsessive Compulsive Scale (DOCS); (h) meet criteria for OCD as primary on the Diagnostic Interview for Anxiety, Mood, Obsessive-Compulsive and other Neuropsychiatric Disorders (DIAMOND). 

	Study Procedure
	Interested and suitable adults with obsessive-compulsive symptoms will be recruited into the research project via a number of methods, as described below. Participants will access the Participant Information and Consent Form (PICF) via a link included on the advertisements. Individuals who provide consent will progress through the following steps:

Step 1: Online screening to assess for key inclusion/exclusion criteria. 

Step 2: Diagnostic interview and risk assessment via a videoconferencing platform to assess diagnostic status and inclusion/exclusion criteria.
Step 3: Consenting participants who are deemed suitable will commence BCBT. Participants will be provided a copy of Stop Obsessing: How to Overcome Your Obsessions and Compulsions; a self-management book that provides good information and supports individuals to learn evidence-based self-management skills for treating symptoms of obsessive-compulsive disorder. Participants will also be provided email support from a psychologist as they work through the book. 

Step 4: At week 9, participants will be re-assessed. Participants will complete self-report measures and their diagnostic status will be assessed via interview. Those who do not meet remission criteria (YBOCS reduction of ≥ 25% and a CGI-I score of ≤ 3) will complete 8 sessions of VCBT with a psychologist. Those who do meet the remission criteria will not receive further treatment. 
Step 5: At week 17, all participants will be re-assessed. Participants will complete self-report measures and their diagnostic status will be assessed.   

	Analytic Plan
	The project is powered to detect moderate-to-large within-group changes (Cohen’s d = .50+) in symptoms of obsessive-compulsive symptoms with alpha set at 0.05 and power set at 0.80. Analyses will be carried out using conservative intention-to-treat principles and using mixed-linear models analyses to handle missing data. Independent predictor variables will be examined for their ability to moderate the rate of average longitudinal change, as well as the rate of individuals that demonstrate a clinical response.  

	Study Duration
	2 years


1. BACKGROUND
1.1. Disease Background

Obsessive-compulsive disorder (OCD) is classified as an obsessive-compulsive and related disorder in the Diagnostic and Statistical Manual (Fifth Edition) (DSM-5) American Psychiatric Association, 2013()
. The disorder is characterised by unwanted, intrusive thoughts, images or urges that cause significant distress and repetitive, time-consuming compulsions which the person uses in an attempt to alleviate this distress. Obsessive-compulsive disorder is a relatively common psychological condition and it is estimated that the 12-month prevalence is 1.9% in Australia Australian Bureau of Statistics, 2007a()
. Similar prevalence rates are also seen worldwide Ruscio, Stein, Chiu, & Kessler, 2010()
.
1.2. Rationale for Performing the Study
Obsessive-compulsive disorder (OCD) is a common, disabling, and chronic disorder that is generally underdiagnosed, misdiagnosed, under-treated and mistreated Australian Bureau of Statistics, 2007b


( ADDIN EN.CITE ; Kohn, Saxena, Levav, & Saraceno, 2004; Stobie, Taylor, Quigley, Ewing, & Salkovskis, 2007)
. Effective psychological interventions exist, including cognitive behavioural therapy (CBT) Rosa-Alcázar, Sánchez-Meca, Gómez-Conesa, & Marín-Martínez, 2008()
, but due to shortages of appropriately trained professionals, geographical isolation and stigma Marques et al., 2010()
, most people with OCD cannot access effective treatment. Innovative remote low intensity (≤ 30mins therapist contact/week) and high intensity (> 30mins therapist contact/week) psychological treatments have recently been developed to overcome these barriers. These new remote treatments utilise various technologies so that patients and clinicians are not required to be physically located in the same room Andersson et al., 2012


( ADDIN EN.CITE ; Lovell et al., 2006; Storch et al., 2011; Wootton, Dear, Johnston, Terides, & Titov, 2013)
. 

Although research on remote treatments is still in its infancy, several controlled and uncontrolled studies have examined the efficacy of remote low intensity and high intensity treatments for OCD. Cognitive behaviour bibliotherapy (BCBT) is one form of low intensity treatment whereby individuals proceed through treatment independently using a printed workbook or PDF files. This treatment approach has consistently been found to significantly improve OCD symptoms from pre-treatment to post-treatment, at a moderate to large magnitude (Moritz et al., 2010; Moritz et al., 2018; Tolin et al., 2006). In contrast, remote high intensity treatments are comparable to traditional face-to-face treatments. One form of high intensity treatment is internet-videoconferencing cognitive behaviour therapy (VCBT) whereby individuals and clinicians interact with one another via a video-link. This treatment approach has been found to significantly improve OCD symptoms from pre-treatment to post-treatment, at a moderate to large magnitude (d = 0.74 – 2.8; Himle et al., 2006; Vogel et al., 2014; Matsumoto et al., 2018). Additionally, VCBT has been found to be efficacious in improving OCD symptoms over the long-term (Vogel et al., 2014; Matsumoto et al., 2020). 
A key question is how to sequence low and high intensity treatments in an efficient and clinically effective way. This is important because, while a significant number of patients achieve remission following low intensity treatment, others require high intensity treatment. One potential strategy is to use a remote stepped-care model, which provides access to either a lower or higher intensity treatment based on clinical need. Stepped care is commonly recommended as a way to improve the dissemination of evidence-based treatment for OCD Lovell & Richards, 2000(; National Institute for Health and Clinical Excellence, 2005)
, and some preliminary data demonstrates the effectiveness of stepped care treatments for OCD Gilliam, Diefenbach, Whiting, & Tolin, 2010


( ADDIN EN.CITE ; Tolin, Diefenbach, & Gilliam, 2011; Tolin, Diefenbach, Maltby, & Hannan, 2005)
. A major limitation of the existing literature is that all stepped care treatments have involved face-to-face treatment. More specifically, only one of the studies included BCBT in a self-directed manner as a first step (Tolin, Diefenbach, Maltby & Hannan, 2005), whilst the other two studies combined BCBT with three fortnightly face-to-face sessions (Gilliam, Diefenbach, Whiting, & Tolin, 2010; Tolin, Diefenbach, & Gilliam, 2011). Furthermore, when the intensity of treatment increased in subsequent steps within these studies, CBT was delivered by therapists in a face-to-face manner. However, many people cannot access this type of higher intensity step because of the shortage of therapists, geographical isolation and stigma Marques et al., 2010()
. Additionally, no studies to date have examined VCBT as a higher intensity treatment for OCD in a stepped care model. 
The recent advances in the provision of remote treatment for OCD provides the opportunity to test the feasibility of an entirely remote stepped-care treatment model for OCD; namely, BCBT as a first step remote low intensity treatment and VCBT as a second step remote high intensity treatment. An entirely remote stepped care treatment model has significant public health potential by overcoming the barriers of traditional face-to-face treatments and providing all of the required resources and expertise from one single location. 

The current research project has two main aims: 

1) To evaluate the feasibility of a remote stepped care (low-intensity BCBT (Step 1) followed by high intensity VCBT (Step 2)) treatment sequence of CBT for OCD; and

2) To investigate the additional clinical benefits of remote stepped care over an existing low intensity intervention.
2. RESEARCH HYPOTHESES
Based on previous research, the primary hypotheses are that:
1. Remote stepped care treatment will result in statistically and clinically significant improvements in symptoms of OCD from pre-treatment to post-Step 1 (BCBT) and pre-treatment to post-Step 2 (VCBT); 
2. There will be statistically and clinically significant improvements in symptoms of OCD from post-Step 1 (BCBT) to post-Step 2 (VCBT) for those participants who do not meet response criteria at Step 1; and

3. Participants will find the remote stepped care treatment to be acceptable and will be satisfied with the treatment.
3. RESEARCH OBJECTIVES
3.1. Primary Objectives 
The primary aim of this research project is to examine the feasibility of a remote stepped care approach to OCD. 
4. RESEARCH DESIGN
4.1. Research Design

A single group open trial will be employed. This trial will be registered on the Australian and New Zealand Clinical Trials Registry (ANZCTR).
4.2. Research Groups

This is a single group open trial. All participants (n = 30) will receive immediate access to the remote stepped care treatment.  
4.3. Expected Participant Numbers

30 participants will be recruited in this feasibility trial. 
4.4. Duration of the Research

This research project will run for 2 years. 
4.5. Research Endpoints

The primary endpoint for this research is the post-Step 1 time point; that is, 9 weeks after participants start the treatment. The secondary endpoint for this research is the post-Step 2 time point; that is, 17 weeks after participants start the treatment. Only participants who do not meet response criteria after completing Step 1 (YBOCS reduction of ≥ 25% and a CGI-I score of ≤ 3) will continue on to Step 2.
4.6. Name and Number of Centres

The research will be conducted at one centre, the Discipline of Clinical Psychology, University of Technology Sydney, Ultimo, NSW, Australia

5. RESEARCH PARTICIPANTS
5.1. Inclusion Criteria

(a) English speaking; 

(b) Australian resident;

(c) 18 years-of-age or above;

(d) Have regular access to the internet;

(e) No suicidal plans or intention, or recent history of suicide attempts or deliberate self-harm;

(f) A score of at least 16 on the Yale-Brown Obsessive Compulsive Scale (YBOCS);

(g) A score of at least 7 on the Dimensional Obsessive Compulsive Scale (DOCS);

(h) Meet criteria for OCD as primary on the Diagnostic Interview for Anxiety, Mood, Obsessive-Compulsive and other Neuropsychiatric Disorders (DIAMOND).
5.2. Participant payment

Participants will not be reimbursed for completing the trial. 
6. STUDY PROCEDURES
6.1. Study Flow Chart

	
	Group 1

Treatment Group

(n = 30)

	PRE-COURSE

	ASSESSMENT
(Administer questionnaires/diagnostic interview)

	STEP 1

	BCBT (8 weeks)


	POST-STEP 1
First Endpoint

(Week 9)


	POST-STEP 1
First Endpoint

(Administer questionnaires/diagnostic interview)

	STEP 2
	VCBT (8 weeks)



	POST-STEP 2
Second Endpoint

(Week 17)

	POST-STEP 2
Second Endpoint

(Administer questionnaires/diagnostic interview)



6.2. Investigation Plan

At the application stage, interested people will be directed to the study REDCap link to read the online Participant Information and Consent Form (PICF). Consenting applicants will then complete brief questionnaires (e.g., 15 minutes) that measure symptoms of OCD and depression, and collect information regarding previous treatment experiences, and basic demographic and contact details. Applicants will also be asked to indicate their availability for the internet-videoconferencing assessment. Applicants who do not meet criteria will not be eligible to participate. They will be taken to the end of the survey where they will be provided with information on how to access support services including crisis services and be referred back to their general practitioner (GP). Applicants who do meet the criteria will be invited to participate in an internet-videoconferencing assessment via Zoom, a videoconferencing platform, to confirm eligibility.
The internet-videoconferencing assessment will involve a semi-structured diagnostic interview to confirm a primary diagnosis of OCD (DIAMOND), a clinician-administered measure to assess the severity of OCD symptoms (YBOCS), as well as a risk assessment. Applicants who do not meet the eligibility criteria will not be eligible to participate but will be referred back to their GP. They will also be provided with information on how to access support services including crisis services. Applicants who do meet the criteria will be invited to commence Step 1 of the remote stepped care treatment, consisting of an established BCBT intervention (Stop Obsessing: How to Overcome Your Obsessions and Compulsions). Prior to commencing BCBT, participants will complete brief questionnaires that measure symptoms of OCD and depression, and assess for severity of symptoms, core beliefs, and quality of life.
The BCBT involves a step-by-step program delivered across 8 weeks. Participants will be sent a copy of the self-management book, Stop Obsessing: How to Overcome Your Obsessions and Compulsions, in the mail and will be provided with detailed instructions and a schedule to follow to assist them in working through the book. Participants will be provided weekly email support from the psychologist as they work through the book. 
After completing Step 1, participants will complete brief questionnaires that measure symptoms of OCD and depression, as well as questionnaires related to the severity and improvement of symptoms, quality of life, time spent on treatment, satisfaction with treatment, and service use. A semi-structured diagnostic interview and an OCD symptom severity measure will also be administered by a psychologist via Zoom. Participants whose symptoms of OCD do not improve according to the response criteria (YBOCS reduction of ≥ 25% and a CGI-I score of ≤ 3) will go onto receive Step 2 of the remote stepped care treatment, consisting of internet-videoconferencing delivered CBT for OCD with a psychologist via Zoom.  
The internet-videoconferencing delivered CBT treatment will consist of 8 weekly 50-minute sessions. The VCBT will be manualised and will focus on the construction of an exposure hierarchy and graded exposure exercises to items on the exposure hierarchy, combined with refrainment of engaging in compulsive behaviours. This intervention is consistent with studies examining face-to-face treatment for OCD (Franklin et al., 2000; Foa et al., 2005; Whittal et al., 2005). The VCBT sessions will be videorecorded via Zoom. The CI will review approximately 10% of these recordings to ensure treatment fidelity. 
After Step 2, all participants will be asked to complete questionnaires (i.e., week 17). This will be the post-treatment point for the participants who completed Step 2 of the remote stepped care treatment (VCBT), and the follow-up point for the participants who only completed Step 1 of the remote stepped care treatment (BCBT). The self-report questionnaires will be re-administered and a semi-structured diagnostic interview and an OCD symptom severity measure will also be administered by a psychologist via Zoom. At the conclusion of Step 2all participants will be provided with appropriate referral options and information for how to seek help in a mental health emergency will be emailed to all participants. 
In addition to the time-points above, two questionnaires will be administered on a weekly basis throughout the duration of the stepped care treatment to monitor risk and any adverse events. The questionnaires administered in this study are all valid and reliable clinical and research measures and are outlined in Appendix A, along with the administration time-points. 
6.3. Study Procedure Risks 
It is expected that participants will experience clinically significant improvements in obsessive-compulsive symptoms in this remote stepped care treatment. It is hoped that the techniques taught in the treatment will be applied by participants after the trial is completed, resulting in improved long-term management of their symptoms. The self-management book encourages participants to learn and practice techniques for managing symptoms of OCD. It is also hoped that those participants who do not initially make clinically significant improvements following Step 1, the self-directed cognitive behaviour bibliotherapy program, will make clinically significant improvements in Step 2, the internet videoconferencing-delivered CBT treatment. Importantly, in the short term, participating in psychological treatments can lead to an increase in symptoms; however, this increase is only temporary and diminishes as treatment progresses.  
Our priority is to support participants to stay safe and to maximise their emotional wellbeing. In the unlikely event that someone is distressed or requires psychiatric attention, the investigators are registered or provisionally registered psychologists who will be able to assess the situation and refer the person to their GP or appropriate local support services. It is important to note that almost all individuals presenting for treatment of OCD have experienced symptoms for several years and in that time have consulted numerous medical and mental health practitioners and have exhausted all available treatment options. 

Risk management will occur throughout the project. All participants will be made aware of the steps they can take in a mental health emergency, and participants’ responses to the questionnaires will be monitored. Throughout participant engagement in the stepped care treatment, consistently elevated or deteriorating symptoms will trigger telephone contact from the research team to assess the participants risk and ensure their safety. If a participant does not answer, an email will be immediately sent to them from the research team encouraging them to return contact, or to contact their health professionals or emergency services. Additionally, throughout Step 2, the VCBT program, the registered or provisionally registered psychologist will monitor participant’s risk during the sessions. In the event that a participant’s symptoms deteriorate, they will be encouraged to contact their health professionals, or a referral will be made to local support services. All communications with participants will be documented.
NOTE: All participants are provided with information about what to do and which services they can contact in the event of a mental health crisis at multiple times. For example, this information is provided: (1) during the online application; (2) in the PICF; (3) prior to completing any questionnaires as part of the research; and (4) in the footer of every email sent to participants.
6.4 Distress Protocol

All members of the research team are mental health clinicians (provisional psychologists, psychologists, clinical psychologists) and are able to respond to psychological distress. The distress protocol will include the following during assessment and treatment of participants: 

Assessment

Participants who become signifcantly distressed during the assessment will be given the option to: 

· Take a break

· Discontinue the assessment and reschedule for another time

· Discontinue the study. If the participants wishes to discontinue the study they will be contacted by the research team by phone and/or email to provide appropriate referrals options. 

· If the participant is significantly distressed and at risk of suicide the participants contact details including address will be elicited and emergency services will be called to conduct a welfare check. 

Treatment

All participants complete a safety plan during the initial treatment session. This safety plan provides participants with information about what triggers distress, activities they can engage in if they feel distressed, and 24 hour safety numbers for if they experience a mental health emergency. In addition to this participants who are significantly distressed are able to: 

· Take a break

· Discontinue the session and reschedule for another time

· Discontinue the study. If the participants wishes to discontinue the study they will be contacted by the research team by phone and/or email to provide appropriate referrals options. 

· If the participant is significantly distressed at risk of suicide the participants contact details including address will be elicited and emergency services will be called to conduct a welfare check. 

All instances of distress will be reported to the chief investigator. 
6.5. Participant Recruitment and Screening

Recruitment involves the following steps:

1. The study will be described on the TelePsych website: https://www.uts.edu.au/about/graduate-school-health/clinical-psychology/what-we-do/clinical-psychology-research/telepsych-laboratory. Interested people will read the information about the study and can access the Participant Information and Consent Form. Interested people will then elect to submit an application or not. Importantly, if they choose to submit an application, they will complete some automated screening questionnaires to measure their symptoms and clarify that they meet the inclusion criteria. 

2. Non-eligible applicants will be notified and strongly encouraged to speak to their primary health professional to identify local treatment options available to them. 
3. Successful participants will then be sent a copy of the book Stop Obsessing: How to Overcome Your Obsessions and Compulsions in the mail and will be provided with detailed instructions and a schedule to follow on the first day of the cognitive behavioural bibliotherapy to assist them in working through the self-management book.
4. Participants who do not meet criteria for improvement following BCBT will be notified at post-Step 1 and be offered the internet-videoconferencing delivered CBT with a psychologist.  

Participants will be directed to the TelePsych website using a variety of methods including 1) information on the International OCD Foundation website; 2) social media posts (Twitter, Facebook, and LinkedIn); 3) direct email to clinicians and researchers who work in the field of anxiety and related disorders; 4) information on prominent mental health consumer pages (e.g., SANE Australia, one door mental health); 5) using paid Google advertisements; 6) using hardcopy advertisements posted on community noticeboards (including those on the UTS campus); and 7) from study therapists working on other similar clinical trials that have participants with primary OCD who do not meet criteria for the trial they have applied for (these participants will only be informed of the study website).    
6.6. Information and Consent

Interested people will read about the stepped care remote treatment research project on the TelePsych website. Interested people are invited on the TelePsych website to contact Dr Bethany Wootton via email with any questions or concerns regarding the remote stepped care treatment. Interested people can proceed to make an application, which involves completing some brief questionnaires (i.e., 10 to 15 minutes) to participate in the research via REDCap, a secure platform for managing online surveys. Before completing an application, they are provided with a detailed Participant Information and Consent Form, which they must read and with which they must agree if they are to proceed with participation in the Course. Participants are invited throughout this process to contact the research team with any questions or concerns, and participants are informed that they can withdraw at any point without consequence. Submission of an application and ongoing contact with the research team and participation in the research are taken as ongoing consent. 
NOTE: The Participant and Information Statement is attached as an appendix.
6.7. Participant Enrolment

Eligible participants will be sent the bibliotherapy book via express mail. They will also be provided with a start date and recommended reading schedule of working through the bibliotherapy book.

Following Step 1, participants who are progressing on to Step 2, the VCBT, will be provided with a start and end date for the treatment and log in details for how to access the VCBT treatment.  

6.8. Randomisation Procedure

This is an open trial with no participant randomisation. 
6.9. Participant Withdrawal Procedure

If a participant wishes to withdraw from the study once it has started, he or she can do so at any time without having to give a reason. This process will be supervised by the Chief Investigator. Importantly, upon withdrawal, all participants will be provided with the option to contact the research team to discuss their symptoms and other treatment services and all withdrawing participants will be encouraged to access additional services via their primary care professional. 

7. OUTCOMES AND DATA COLLECTION
All data will be collected online via REDCap. The following self-report questionnaires and clinician-administered interviews will be administered to participants and the timeline for their administration is included in the Appendix.
1. Exclusion questionnaire: This questionnaire collects information about the participant to ensure that they meet the inclusion criteria. 
2. Demographic Questionnaire: This is a standard demographic questionnaire collecting information on age, location, gender, marital, employment and education status, medication use and type of symptoms.  

3. Risk Questionnaire: This questionnaire assesses participant risk and is based on the inclusion/exclusion criteria. The questionnaire collects information about suicidal ideation, plans and previous attempts in the past 12 months, as well as information relating to deliberate self-harm behaviours and licit and illicit drug use. 
4. The Self-Report Screener of the Diagnostic Interview for Anxiety, Mood, Obsessive-Compulsive, and other Neuropsychiatric Disorders (DIAMOND) (Tolin et al., 2018): This questionnaire screens for primary symptoms of mental health conditions, and symptoms endorsed by participants will be used to assess suspected conditions during the diagnostic interview.   
5. Diagnostic Interview for Anxiety, Mood, Obsessive-Compulsive, and other Neuropsychiatric Disorders (DIAMOND) (Tolin et al., 2018): The diagnostic status of all participants will be assessed with the Diagnostic Interview for Anxiety, Mood, and Obsessive-Compulsive and Related Neuropsychiatric Disorders (DIAMOND) Tolin et al., 2018()
. Co-morbid conditions will also be assessed with this interview. 
6. Columbia Suicide Severity Rating Scale (C-SSRS) (Posner et al., 2001). This is a screener that is used to identify and assess risk of suicide over the past month. Specifically, it assesses suicidal ideation and behaviour.    
7. The Yale Brown Obsessive Compulsive Scale – Self Report (YBOCS-SR) Baer, 1991()
:  This is a 10-item self-report measure of the severity of obsessive compulsive symptoms. The scale measures symptoms of OCD irrespective of the type of obsessions and compulsions experienced by the patient. 
8. The Yale Brown Obsessive Compulsive Scale – Clinician-Administered (YBOCS) (Goodman et al., 1989): This is a 10-item clinician-administered semi-structured interview that measures the severity of obsessive-compulsive symptoms irrespective of the type of obsessions and compulsions experienced by the patient. 

9. The Dimensional Obsessive Compulsive Scale (DOCS) Abramowitz et al., 2010()
: This is a 20-item measure of OCD symptoms and measures the severity of the 4 most empirically validated subtypes of OCD (symptoms relating to contamination, harming, unacceptable thoughts, and symmetry).

10. Obsessive Beliefs Questionnaire (OBQ-44) (OCCWG, 2005): This is a 44-item measure of dysfunctional belief domains considered to be linked to the development and maintenance of OCD. It consists of three subscales, including responsibility/threat estimation, perfectionism/certainty, and importance/control of thoughts.  
11. Patient Health Questionnaire 9-Item (PHQ-9) Kroenke, Spitzer, & Williams, 2001()
. This is a 9-item measure assessing symptoms of depression.
12. Clinical Global Impression (CGI) (severity and improvement) (Guy, 1976): The CGI is a commonly used single item measure of severity of symptoms and improvement in symptoms. Severity scores range from 1 (normal) to 7 (severely ill) and improvement scores range from 1 (very much improved) to 7 (very much worse). 

13. Credibility and Expectancy Questionnaire (CEQ) (Devilly & Borkovec, 2000). This is a 6-item measure designed to measure the credibility and outcome expectancy of participants prior to engaging in psychological treatment. 

14. Service Use Questionnaire (SUQ). This is a purpose-built measure to assess general service use and work status in the weeks prior to assessment.
15. Adherence questionnaire (AQ): This is a single item questionnaire that asks participants about their time spent practicing the skills described in the workbook/treatment over the past week. 

16. Working Alliance Inventory – Short Form (WAI-SF) (Hatcher & Gillaspy, 2006). This is a 12-item questionnaire that measures three main aspects of therapeutic alliance: agreement on the tasks of therapy, agreement on the goals of therapy, and development of an emotional bond.  

17. Client Satisfaction Questionnaire (CSQ) (Larsen et al., 1979). This is an 8-item measure of a participant’s satisfaction with the provided treatment.

18. Core Beliefs Questionnaire (CBQ) (Wong et al., 2017). This a 17-item measure of negative core beliefs. The trait version will be used to assess fundamental statements about the self. 
NOTE: These questionnaires and the timeline for their administration can be seen in the Appendix.
8. STATISTICAL CONSIDERATIONS
8.1. Power Calculations

With alpha set at 0.05, power set at 0.80 and a sample size of 30, the study is powered to enable the detection of moderate-to-large effect size (i.e., Cohen’s d > 0.50) differences in symptoms of OCD. This is the minimum effect size expected based on our previous research of low intensity treatment for OCD (Wootton et al., 2013; Wootton et al., 2021; Wootton et al., 2019). This feasibility trial will also inform the sample size needed for larger trials in the future. 
8.2. Analysis Plan
All analyses will be carried out using conservative intention-to-treat principles and using mixed-linear models analyses to handle missing data. Mixed-models are a robust statistical approach for analysing clinical trial data and these analyses will employ an appropriate covariance structure and maximum likelihood estimation, which provides unbiased estimates in the case of missing data; under the assumption that data is missing at random. Benchmarking analyses will be used to compare the outcomes from the study with those of face-to-face RCTs using the method outlined by Jakobsen, Andersson, Havik, & Nordgreen, 2017(Minami et al. (2008)

 and used by other researchers Minami, Serlin, Wampold, Kircher, and Brown (2008)

. The benchmark will be determined a priori and the results of the current study will be deemed equivalent to the benchmark if the difference is less than or equal to d =.20, as recommended by )
. Predictors of treatment response will be examined using multiple linear regression. 
9. QUALITY ASSURANCE AND CONTROL
The research team is experienced in clinical trial data storage and employs numerous quality control measures. A password-protected and restricted-access secure Microsoft Excel database is established for each clinical trial where all trial data is stored. The Chief Investigator has overall responsibility for this database. All investigators are provided with a copy of the Trial Protocol and review this together at the commencement of each project. The Chief Investigator regularly meets with all investigators and regularly audits adherence to the Trial Protocol. Regular meetings are held to review research progress and all HREC approved amendments to our research protocols are discussed and updated Trial Protocols provided to all staff.
10. ETHICS
10.1. Investigator Authorization Procedure
Authorization from the University of Technology Sydney is required before the commencement of any research-related activity. No promotion or recruitment will commence before HREC approval. Any unforeseen amendments with the Trial Protocol will only be enacted after express written approval from the HREC of University of Technology Sydney.

10.2. Patient Protection

The investigators are all familiar with and act in accordance with the National Statement on Ethical Conduct of Human Research.

11. SAFETY
11.1. Adverse Event Reporting

Regular team meetings are conducted, where trial and participant progress are discussed and plans for supporting participants are made. Participants are monitored regularly throughout treatment by registered or provisionally registered psychologists. Throughout the duration of treatment, the YBOCS and PHQ-9 will be administered to participants on a weekly basis. More specifically, a link to the YBOCS and PHQ-9 will be sent to each participant via email each Monday. Participants who meet response criteria at post-step 1 (BCBT) will continue to receive the YBOCS and PHQ9 via email on a weekly basis until those who have progressed onto step 2 (VCBT) have completed treatment at Week 17. This is to ensure that all participants risk is monitored. If scores on the YBOCS and PHQ-9 are significantly elevated for a participant in comparison to their previous scores, or if a participant endorses a ‘2’ or more on item-9 of the PHQ-9 (item inquiring about the frequency of suicidal ideation), a registered or provisionally registered psychologist will contact the participant to complete a risk assessment and proceed accordingly. If a participant does not answer, an email will be immediately sent to the participant encouraging them to return contact or to contact their health professionals or crisis services if they are distressed or feeling unsafe. Additionally, all email correspondence to participants will include information on crisis numbers. 

All new psychologists working with participants receive weekly clinical supervision in which the progress of participants is reviewed with the Chief Investigator. Other meetings are conducted on an as needed basis. The Chief Investigator has completed the good clinical practice training at University of Technology Sydney. 
11.2. Serious Adverse Event Reporting

Serious adverse events will be reported to the MREC via SAE documentation and emails. This information will also be reported to the Chief Investigator, Dr Bethany Wootton, and discussed at additional meetings of the researchers. 

11.3. Data safety and Monitoring Board (DSMB)
Data safety will comply with the National Statement on Ethical Conduct in Human Research. All data will be stored in a password protected Microsoft Excel spreadsheet on password protected and restricted-access clinical network drive, which is secured and fully-redundant; that is, data cannot be lost. Only secure password-protected computers in a secure, restricted-access, clinical space can access this network drive. Hard copy files will be stored in a locked filing cabinet in a locked office only accessible by study investigators. Sessions of the VCBT program will be video recorded via Zoom, and re-identified based on participants study ID number. The video-recordings will be stored in a password-protected clinical network drive on secure password-protected computers in a secure, restricted-access clinical space within the School of Clinical Psychology, University of Technology Sydney.  
Given the low risk of adverse events in the study, the small number of participants involved, and lack of funding, an informal and internal DSMB will be convened. The DSMB will consist of those listed in the protocol. Weekly meetings will be held by members of the study team to review safety issues, adherence to the study protocol and patient retention rates. 
12. BLINDING AND UNBLINDING
The study is not blinded.
13. CONFIDENTIALITY AND STORAGE AND ARCHIVING
Data safety will adhere to the National Statement on Ethical Conduct in Human Research. All electronic data will be de-identified and re-identified based on participants study ID number. All data will be stored in a password protected Microsoft Excel spreadsheet on a password protected and restricted-access UTS clinical network drive. Only Bethany Wootton and study investigators listed on this protocol will have access to the identified data in order to monitor participant progress and safety during this research. No other investigators or external parties will be provided with individually identifiable participant data.  
All hard copy data will be stored in a locked filing cabinet in Dr Bethany Wootton’s office, a locked office that will only be accessible to study investigators. All sessions of the VCBT program will be video recorded via Zoom, reidentified based on participants study ID number. The video-recordings will be stored in a password-protected clinical network drive on secure password-protected computers in a secure, restricted-access clinical space within the School of Clinical Psychology, University of Technology Sydney. 
Electronic and hardcopy data will be destroyed 15 years after the final publication from this dataset. 
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15. APPENDICES
The following appendices appear on the following pages:
(a) Timeline for the administration of questionnaires

(b) The questionnaires to be administered

(c) The Participant Information and Consent Form
(d) Advertisements
APPENDIX A

TIMELINE FOR ADMINISTRATION OF QUESTIONNAIRES
	APPLICATION/PRE-TREATMENT
	
	MID-TREATMENT
	
	POST-STEP 1 (Week 9)
	
	POST STEP-2 (Week 17)
	
	WEEKLY

	Questionnaire
	Items
	
	Questionnaire
	Items
	
	Questionnaire
	Items
	
	Questionnaire
	Items
	
	Questionnaire
	Items

	Online
	
	
	Online
	
	
	Online
	
	
	Online
	
	
	Online
	

	Exclusion 
	3
	
	Y-BOCS SR
	10
	
	YBOCS-SR
	10
	
	YBOCS-SR
	10
	
	YBOCS-SR
	10

	Demographic 
	17
	
	DOCS
	20
	
	DOCS
	20
	
	DOCS
	20
	
	PHQ-9
	9

	Risk 
	5
	
	PHQ9
	9
	
	PHQ9
	9
	
	PHQ9
	9
	
	
	

	DOCS
	20
	
	OBQ
	44
	
	CGI-S
	1
	
	CGI-S
	1
	
	
	

	PHQ9
	9
	
	CGI-S
	1
	
	CGI-I
	1
	
	CGI-I
	1
	
	
	

	DIAMOND-SR Screener
	30
	
	CGI-I
	1
	
	AQ
	1
	
	SUQ
	7
	
	
	

	YBOCS-SR
	10
	
	SUQ
	7
	
	SUQ
	7
	
	OBQ
	44
	
	
	

	OBQ
	44
	
	CBQ
	17
	
	OBQ
	44
	
	CBQ
	17
	
	
	

	SUQ
	7
	
	AQ
	1
	
	CBQ
	17
	
	WAI-SF
	12
	
	
	

	CBQ
	17
	
	
	
	
	WAI-SF
	12
	
	CSQ
	8
	
	
	

	CGI-S
	1
	
	
	
	
	CSQ
	8
	
	AQ
	1
	
	
	

	CEQ
	6
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Zoom
	
	
	
	
	
	Zoom
	
	
	Zoom
	
	
	
	

	DIAMOND interview
	N/A
	
	
	
	
	YBOCS-CA
	10
	
	YBOCS-CA
	10
	
	
	

	YBOCS-CA
	10
	
	
	
	
	DIAMOND OCD MODULE
	11
	
	DIAMOND OCD MODULE
	11
	
	
	

	C-SSRS
	6
	
	
	
	
	
	
	
	
	
	
	
	


	Exclusion Questionnaire




	

	

	1
	I am 18 years of age or older
	

	2
	I will have access to a reliable computer with internet access for the next 3 months.
	

	3
	I am able to read and speak English.
	


APPENDIX B

	Demographic Questionnaire




	

	

	1
	How old are you (in years)? (LESS THAN 18 WILL BE EXCLUDED)
	

	2
	What country are you located in? 
	

	
	a. Australia
	

	
	b. Other (specify) (IF NOT IN AUSTRALIA WILL BE EXCLUDED)
	

	3
	What is your main language?
	

	
	a. English
	

	
	b. Other
	

	4
	Are you fluent in English?
	

	
	a. Yes
	

	
	b. No (IF NO WILL BE EXCLUDED)
	

	5
	What gender do you identify as? 
	

	
	a. Female
	

	
	b. Male
	

	
	c. Non-binary/gender diverse
	

	
	d. Other
	

	6
	What is your present marital status?
	

	
	a. Single
	

	
	b. Married / De facto relationship
	

	
	c. Widowed
	

	
	d. Divorced / Separated
	

	
	e. Other
	

	7
	What is your highest level of educational or vocational qualification completed?
	

	
	a. Year 10
	

	
	b. Year 12
	

	
	c. Trade certificate / apprenticeship
	

	
	d. Undergraduate diploma or associate diploma
	

	
	e. Bachelor degree
	

	
	f. Masters or doctoral degree
	

	8
	What is your main employment status?
	

	
	a. Full-time paid work
	

	
	b. Part-time paid work
	

	
	c. Casual work
	

	
	d. Full-time student
	

	
	e. Part-time student
	

	
	f. At home parent
	

	
	g. Unemployed/seeking work
	

	
	h. Registered sick or disabled
	

	
	i. Retired
	

	9
	In which country were you born? 
	

	10
	What state do you currently live in?
	

	
	a. New South Wales
	

	
	b. Queensland
	

	
	c. Victoria
	

	
	d. Australian Capital Territory
	

	
	e. Western Australia 
	

	
	f. South Australia
	

	
	g. Northern Territory
	

	
	h. Tasmania 
	

	11
	What is your postcode?
	

	12
	Are you either Aboriginal or Torres Strait Islander background?
	

	
	a. Aboriginal
	

	
	b. Torres Strait Islander
	

	
	c. Both Aboriginal and Torres Strait Islander
	

	
	d. Neither Aboriginal or Torres Strait Islander
	

	
	e. Prefer not to say
	

	13
	Are you currently taking prescription medication for your OCD symptoms?
	

	
	a. Yes
	

	
	b. No
	

	14
	How long have you been experiencing OCD symptoms (in years)?
	

	15
	How many years did you have OCD symptoms before you sought treatment?
	

	16
	Do you have regular access to a private/personal computer with a camera and stable internet?
	

	
	a. Yes
	

	
	b. No (WILL BE EXCLUDED IF NO)
	

	17
	How did you hear about our service?
	


	Risk Questionnaire




	

	

	1
	Have you made a suicide attempt in the last 12 months? 
	

	
	a. Yes (WILL BE EXCLUDED IF YES)
	

	
	b. No
	

	2
	Do you currently have a plan or intention to end your life? 
	

	
	a. Yes (WILL BE EXCLUDED IF YES)
	

	
	b. No
	

	3
	Have you deliberately harmed yourself in the past 12 months? This includes cutting, burning, scratching yourself etc.
	

	
	a. Yes (WILL BE EXCLUDED IF YES)
	

	
	b. No
	

	4
	Do you drink alcohol on a daily basis?
	

	
	a. Yes (WILL BE EXCLUDED IF YES)
	

	
	b. No
	

	5
	Do you use illicit (i.e., illegal) drugs on a daily basis?
	

	
	a. Yes (WILL BE EXCLUDED IF YES)
	

	
	b. No
	


	DIAMOND Self Report Screener

	
	

	1
	I get very anxious or fearful in social situations or when I am being observed.
	YES/NO

	2
	I have had a panic attack, where I experienced a lot of fear and physical sensations that came out of the blue.
	YES/NO

	3
	I feel very fearful or anxious in situations where it’s difficult to escape quickly or get help (for example, using public transportation, being in open or enclosed spaces, standing in line or being in a crowded place or being alone away from home).
	YES/NO

	4
	I feel excessively anxious or worried about many things, a lot of the time (for example, worry about finances, responsibilities at work/school, my health or the health of others).
	YES/NO

	5
	There are certain objects, situations, or activities that I am very afraid of (for example, like animals, insects, blood, needles, heights, storms, flying, choking, vomiting, or enclosed spaces).
	YES/NO

	6
	I feel very afraid to be away from a certain person or people.
	YES/NO

	7
	I have had a period of four days or more when my mood was so good or elevated, like I was on top of the world, that it caused problems for me, or people thought I wasn’t my usual self.
	YES/NO

	8
	I have been feeling down, blue, or depressed frequently over the past two years.
	YES/NO

	9
	I have had a time when I felt very sad, blue, or depressed, or lost interest or pleasure in my usual activities, for two weeks or more.
	YES/NO

	10
	(For women only) I get really depressed, irritable, anxious, or have mood swings in the week prior to menstruation (my period).
	YES/NO

	11
	I have frequent thoughts, urges, or images that I don’t want to have (for example, thoughts about being contaminated even thought I may not be, or that I may hurt someone else even thought I don’t want to).
	YES/NO

	12
	I do repetitive behaviours (for example, hand washing or cleaning, ordering or arranging, checking things, or repeating behaviors over and over), or I repeatedly do things in my mind (for example, counting, saying certain words or phrases) in order to feel better or to prevent something bad from happening.
(WILL BE EXCLUDED IF NO TO ITEM 11 AND 12))
	YES/NO

	13
	I spend a lot of time worrying about my physical appearance.
	YES/NO

	14
	My house is excessively cluttered.
	YES/NO

	15
	I frequently pull out hair from my scalp or my body.
	YES/NO

	16
	I frequently pick at my skin.
	YES/NO

	17
	I have a physical health problem that makes me very worried or anxious, or requires me to do a lot to diagnose or monitor it.
	YES/NO

	18
	I often worry that I have a serious medical illness or injury, or that I am going to develop a serious medical illness or injury.
	YES/NO

	19
	I am distressed about a really bad event (like seeing something that was life-threatening or causing someone to die, being seriously injured or seeing someone be seriously injured, or being sexually assaulted or molested) that I have experienced or witnessed.
	YES/NO

	20
	I’m having a hard time dealing with a stressful or unpleasant experience, or a major change in my life.
	YES/NO

	21
	I avoid eating food because I think I am overweight.
	YES/NO

	22
	I often have eating “binges”, in which I eat more than most people would eat, and it feels like my eating is out of control.
	YES/NO

	23
	I eat very little, have difficulty eating enough, or avoid certain foods.
	YES/NO

	24
	I have had 3 or more alcoholic drinks within a 3 hour period on 3 or more occasions.
	YES/NO

	25
	I have used illegal drugs, or I have used prescription medications other than how they were prescribed more than three times.
	YES/NO

	26
	I have difficulty paying attention or concentrating when I need to.
	YES/NO

	27
	It often seems that I have difficulty sitting still or waiting for things.
	YES/NO

	28
	I have a lot of sudden movements (tics) that are hard to control, or make sounds that are hard to control.
	YES/NO

	29
	I have had very strong beliefs in something that other people thought were strange, which as any of the following:

a. That people were conspiring against me, spying on me, or harassing me
b. That a government or religious organization was following me or harassing me

c. That someone I didn’t know, such as a celebrity, was in love with me

d. That I had special talents or powers, or that I was famous.

e. That there was something very strange going on with my body.

f. That someone had removed thoughts from my mind, placed thoughts in my life, or read my mind.

g. That someone or something was controlling my movements and actions.

h. That someone was sending me special messages thought the TV, radio, or books

i. That I did not exist, that the world did not exists, or that the world was ending

j. That a partner was being unfaithful to me

k. That I was responsible for a disaster or serious crime and needed to be punished
	YES/NO

	30
	I have had sensory experiences that others could not understand, such as:

a. Hearing sounds that others couldn’t hear, such as voices or music

b. Seeing things that others couldn’t see, such as colors, animals, people, or spirits

c. Having unusual sensations in my body, such as feeling of electric shocks or bugs on me

d. Smelling odors that others could not smell, such as vomit, feces, or something rotting
	YES/NO


	DIAMOND OCD Module
(Tolin et al., 2018)

	
	

	
	In the past month, have you often experienced thoughts, urges, doubts, or images that you don't want to have? Some examples are thoughts that you are contaminated, thoughts that you might hurt someone or make a terrible mistake, or being very uncomfortable if things aren't arranged in a certain way?

Can you describe these thoughts?

Do these thoughts come into your mind when you don’t want them to?

Do they come into your mind again and again and bother you for some time?
	

	
	Do you have…

​ Thoughts about contamination or cleanliness?

​ Thoughts about harming yourself or others accidentally?

​ Thoughts about harm coming to people or animals you care about?

​ A need for things to be ordered in a certain way or a need for symmetry?

​ Concerns or doubts about making mistakes or errors?

​ Concerns about making religious or moral mistakes?

​ Forbidden or taboo thoughts such as about sex or sexuality, religion, or violence?

​ Good or bad numbers, words, colors, etc.?

​ Unpleasant, scary, or repulsive mental images?

​ An urge to do something uncontrolled, shocking, embarrassing or harmful?

​ The feeling that something bad is going to happen in the future if you do not perform a ritual?

​ Other intrusive thoughts? ____________________________________________
	

	1
	Does this person have recurrent, persistent thoughts, urges, or images that are perceived as intrusive?
	YES/NO

[If NO], Skip to Item 3 and circle “No”

	
	When these thoughts come into your mind, what do you do about them? Do you try to ignore them, push them out of your mind, or "fix" or neutralize them with an action or thought?
	YES/NO

	2
	Does this person try to ignore, suppress, or neutralize the thoughts?
	YES/NO

[If NO], Skip to Item 3 and circle “No”

	3
	Are obsessions present? (“Yes” to items 1 and 2)?
	YES/NO

	
	In the past month, have you done any repetitive behaviors in response to obsessive thoughts, or according to very specific rules? Some examples are hand washing or cleaning, ordering or arranging, checking things, or repeating behaviors over and over.

Can you describe these behaviors?
	

	
	In the past month, are there any mental acts that you have done over and over in response to obsessive thoughts, or according to very specific rules? Some examples are words or pictures that you have to bring to mind over and over, counting, or replacing a bad thought with a more positive image.

Can you describe these mental acts?
	

	
	Do these behaviours or mental acts include…
Washing or cleaning yourself or things?

​Checking and rechecking things?

​Arranging or lining up things?

​Saying or thinking certain words, phrases, prayers, or numbers?

Counting?

​Repeating an action over and over?

Trying to have "good" thoughts or images?

​Seeking reassurance from others, or reassuring yourself over and over?

Insisting others engage in ritualized behavior?

​Trying to do or think things in a "just right" way?

​Touching or tapping things in a certain way?

​Other behaviors or mental acts?________________
	

	
	Do you feel like you have to do these behaviors or mental acts, like it's very hard to stop or resist them?
	

	4
	Does this person have repetitive behaviors or mental acts that he/she feels compelled to perform in response to obsessive thoughts, or according to rigid rules?
	YES/NO

[If NO], Skip to Item 6 and circle “No”

	
	Do these behaviors or mental acts make you feel less uncomfortable? Do you fear something will happen if you don’t perform these behaviors?
	

	5
	Do the behaviors function to prevent or reduce anxiety or to prevent a feared event, yet are not realistically preventative or are clearly excessive?
	YES/NO

[If NO], Skip to Item 6 and circle “No”

	6
	Are compulsions present? (“Yes” to items 4 and 5)?
	YES/NO

	7
	Are obsessions (item 3) and/or compulsions (item 6) present?
	YES/NO

[If NO], Skip to Item 10 and circle “No”

	
	If you added up all of the time per day you spent having these thoughts and performing these behaviors or mental acts over the past month, would it add up to at least an hour each day?
	

	
	In the past month, how much does this problem bother or distress you?

How often do you feel distressed?

When you feel distressed, how long does it last?

How intense is the distress when you experience it?
	

	
	In the past month, does this problem get in the way of your ability to function, like at school or work, in your social life, in your family, or in your ability to do things that are important to you? How?
Do you avoid any activities or situations because of these thoughts?

Do the thoughts interfere with your ability to focus on necessary tasks?

Problems at school

Problems with family

Legal problems

Problems with work or role functioning

Problems with home responsibilities

Financial problems

Problems with social life

Problem with leisure activities

Problems of health or safety

Other functional impairment ________________​​​​​​_____________
	

	8
	Are the symptoms time consuming (e.g., more than 1 hour per day), distressing, or cause significant impairment in important areas of functioning?
	YES/NO
[If NO], Skip to Item 10 and circle “No”

	
	About how old were you when you started having this problem?
	

	
	Just before you started having this problem, did you have any medication changes, use any drugs, or have a medical illness or injury? _________________________________
Has these been any reason to believe that this problem is caused by a medical problem, drug or medications? ​​​_____________________________________________________

Have you spoken to a medical clinician about these concerns? ​____________________
	

	9
	Are the obsessions and/or compulsions attributable to drug effects, a medical condition, or another mental disorder?
	YES/NO

[If YES], Skip to item 10 and circle “No”

	10
	OBSESSIVE-COMPULSIVE DISORDER
	YES/NO


NOTE: Full DIAMOND interview provided as an attachment. 
	C-SSRS

	SUICIDE IDEATION DEFINITIONS AND PROMPTS
	Past month

	Ask questions that are bolded and underlined
	YES
	NO

	Ask Questions 1 and 2

	1).Have you wished you were dead or wished you could go to sleep and not wake up?

	
	

	2).Have you actually had any thoughts of killing yourself?

	
	

	If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.


	3) Have you been thinking about how you might do this?
E.g. “I thought about taking an overdose but I never made a specific plan as to when where or how I could actually do it…and I would never go through with it”.
	
	

	4) Have you had these thoughts and had some intention of acting on them?

As opposed to “I have the thoughts but I definitely will not do anything about them.”
	
	

	5) Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry our this plan?
	
	


	6) Have you ever done anything, started to do anything, or prepared to do anything to end your life?
	YES
	NO

	Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, took out pills but didn’t swallow any, held a gun but changed your mind or it was grabbed from your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut yourself, tried to hang yourself, etc.
	
	

	If YES, ask: Was this within the past three months?
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    Low Risk 
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    Moderate Risk 
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    High Risk

	Yale Brown Obsessive Compulsive Scale (YBOCS)



	OBSESSIONS

Time: How much time do obsessions occupy per day, how frequently do they occur? 

(0) None

(1) Less than 1hr./rarely

(2) 1-3 hr./occasionally

(3) 3-8 hr./frequently

(4) >8 hr./constantly

Interference: How much do obsessions keep you from doing activities? (e.g., work/school, social)?
(0) None

(1) Slight interference
(2) Definite, but manageable
(3) Substantial interference 

(4) Incapacitating
Distress: How much distress do the obsessive thoughts cause you?
(0) None

(1) Mild
(2) Disturbing but manageable
(3) Very disturbing
(4) Disabling

Resistance: How much of an effort do you make to resist thoughts? How often do you try to turn focus away?
(0) Always (100%)
(1) Usually

(2) Sometimes
(3) Rarely

(4) Never (0%)

Control: How successful are you in stopped obsessive thoughts? How often can you beat the thought vs. thought beating you? 
(0) Always (100%)
(1) Usually
(2) Sometimes
(3) Rarely
(4) Never (100%)
COMPULSIONS
Time: How much time do you spend performing compulsions per day; how frequently? 
(0) None

(1) <1 hr./rarely
(2) 1-3 hr./occasionally
(3) 3-8 hr./frequently
(4) >8hr./constantly
Interference: How much do compulsions keep you from doing activities (e.g., work/school, social)
(0) None

(1) Slight interference
(2) Definite, but manageable
(3) Substantial interference
(4) Unmanageable
Distress: If you were prevented from performing compulsive rituals, how distressed would you become? 
(0) None

(1) Mild
(2) Disturbing but manageable
(3) Very disturbing
(4) Disabling
Resistance: How much effort do you make to resist performing rituals? How hard do you try?
(0) Always (100%)
(1) Usually

(2) Sometimes
(3) Rarely
(4) Never (0%)
Control: How successful are you in stopping rituals yourself? 
(0) Always (100%)
(1) Usually
(2) Sometimes
(3) Rarely
(4) Never (100%)


	YBOCS Symptom Checklist

	
	Current
	Past

	AGGRESSIVE OBSESSIONS
	
	

	Fear might harm self
	
	

	Fear might harm others
	
	

	Violent or horrific images
	
	

	Fear of blurting out obscenities or insults
	
	

	Fear of doing something embarrassing*
	
	

	Fear will act on unwanted impulses (e.g., to stab friend)
	
	

	Fear will steal things
	
	

	Fear will harm others because not careful enough (e.g., hit/run motor vehicle accident)
	
	

	Fear will be responsible for something else terrible happening (e.g., fire, burglary)
	
	

	Other:
	
	

	CONTAMINATION OBSESSIONS
	
	

	Concerns or disgust with bodily waste or secretions (e.g., urine, feces, saliva)*
	
	

	Concern with dirt or germs
	
	

	Excessive concern with environmental contaminants (e.g., asbestos, radiation, toxic waste)
	
	

	Excessive concern with household items (e.g., cleansers, solvents)
	
	

	Excessive concern with animals (e.g., insects)
	
	

	Bothered by sticky substances or residue 
	
	

	Concerned will get ill because of contaminant
	
	

	Concerned will get others ill by spreading contaminants (Aggressive)
	
	

	No concern with consequences of contamination other than how it might feel
	
	

	Other:
	
	

	SEXUAL OBSESSIONS
	
	

	Forbidden or perverse sexual thoughts, images, or impulses
	
	

	Content involves children or incest
	
	

	Content involves homosexuality
	
	

	Sexual behavior towards others (Aggressive)*
	
	

	Other:
	
	

	HOARDING/SAVING OBSESSIONS

(distinguish from hobbies and concern with objects of monetary or sentimental value)
	
	

	
	
	

	RELIGIOUS OBSESSIONS (Scrupulosity)
	
	

	Concerned with sacrilege and blasphemy
	
	

	Excess concern with right/wrong, morality
	
	

	Other:
	
	

	OBSESSION WITH NEED FOR SYMMETRY OR EXACTNESS
	
	

	Accompanied by magical thinking (e.g., concerned that another will have accident unless things are in the right place)
	
	

	Not accompanied by magical thinking
	
	

	MISCELLANEOUS OBSESSIONS
	
	

	Need to know or remember
	
	

	Fear of saying certain things
	
	

	Fear of not saying just the right thing
	
	

	Fear of losing things
	
	

	Intrusive (nonviolent) images
	
	

	Intrusive nonsense sounds, words, or music
	
	

	Bothered by certain sounds/noises*
	
	

	Lucky/unlucky numbers
	
	

	Colors with special significance
	
	

	3 superstitious fears
	
	

	Other:
	
	

	SOMATIC OBSESSIONS
	
	

	Concern with illness or disease*
	
	

	Excessive concern with body part of aspect of appearance (e.g., dysmorphophobia)*
	
	

	Other:
	
	

	CLEANING/WASHING COMPULSIONS 
	
	

	Excessive or ritualized handwashing
	
	

	Excessive or ritualized showering, bathing, toothbrushing, grooming, or toilet routine. Involves cleaning of household items or other inanimate objects
	
	

	Other measures to prevent or remove contact with contaminants
	
	

	Other:
	
	

	CHECKING COMPULSIONS
	
	

	Checking locks, stove, appliances, etc.
	
	

	Checking that did not/will not harm others
	
	

	Checking that did not/will not harm self
	
	

	Checking that nothing terrible did/will happen
	
	

	Checking that did not make mistake
	
	

	Checking tied to somatic obsessions
	
	

	Other:
	
	

	REPEATING RITUALS
	
	

	Rereading or rewriting
	
	

	Need to repeat routine activities (jog, in/out door, up/down from chair)
	
	

	Other:
	
	

	COUNTING COMPULSIONS
	
	

	
	
	

	ORDERING/ARRANGING COMPULSIONS
	
	

	
	
	

	HOARDING/COLLECTING COMPULSIONS
(distinguish from hobbies and concern with objects of monetary or sentimental value (e.g., carefully reads junk mail, piles up old newspapers, sorts through garbage, collects useless objects)
	
	

	
	
	

	MISCELLANEOOUS COMPULSIONS
	
	

	Mental rituals (other than checking/counting)
	
	

	Excessive listmaking
	
	

	Need to tell, ask, or confess
	
	

	Need to touch, tap, or rub*
	
	

	Rituals involving blinking or staring*
	
	

	Measures (not checking) to prevent harm to self; harm to others; terrible consequences
	
	

	Ritualized eating behaviors*
	
	

	Superstitious behaviors
	
	

	Trichotillomania*
	
	

	Other self-damaging or self-mutiliating behaviors*
	
	

	Other:
	
	


	Yale Brown Obsessive Compulsive Scale (YBOCS-SR)



	The following questions are about obsessive thoughts.

Obsessions are unwanted ideas, images or impulses that intrude on thinking against your wishes and efforts to resist them. They usually involve themes of harm, risk and danger. Common obsessions are excessive fears of contamination; recurring doubts about danger; extreme concern with order, symmetry, or exactness; fear of losing important things.

Please answer each question by choosing the response that is most appropriate for you.

How much of your time is occupied by obsessive thoughts?

(0) None

(1) Less than 1hr/day or occasional occurrence

(2) 1 to 3 hours/day or frequent

(3) Greater than 3 and up to 8 hrs/day or very frequent occurrence

(4) Greater than 8 hrs/day or nearly constant occurrence

How much do your obsessive thoughts interfere with your work, school, social or other important role functioning? Is there anything that you don't do because of them?
(0) None

(1) Slight interference with social or other activities, but overall performance not impaired
(2) Definite interference with social or occupational performance, but still managable
(3) Causes substantial impairment in social or occupational performance
(4) Incapacitating
How much distress do your obsessive thoughts cause you?
(0) None

(1) Not too disturbing
(2) Disturbing, but still manageable
(3) Very disturbing
(4) Near constant and disabling distress

How much of an effort do you make to resist the obsessive thoughts? How often do you try to disregard or turn your attention away from these thoughts as they enter your mind?
(0) Try to resist all of the time
(1) Try to resist most of the time
(2) Make some effort to resist

(3) Yield to all obsessions without attempting to control them, but with some reluctance
(4) Completely and willingly yield to all obsessions
How much control do you have over your obsessive thoughts? How successful are you in stopping or diverting your obsessive thinking? Can you dismiss them?
(0) Complete control
(1) Usually able to stop or divert obsessions with some effort and concentration
(2) Sometimes able to stop or divert obsessions
(3) Rarely successful in stopping or dismissing obsessions, can only divert attention with difficulty
(4) Obsessions are completely involuntary, rarely able to even momentarily alter obsessive thinking

The next several questions are about your compulsive behaviours.

Compulsions are urges that people have to do something to lessen feelings of anxiety or other discomfort. Often they do repetitive, purposeful, intentional behaviours called rituals. The behaviour itself may seem appropriate but it becomes a ritual when done to excess. Washing, checking, repeating, straightening, hoarding and many other behaviours can be rituals. Some rituals are mental. For example thinking or saying things over and over under your breath.

Please answer each question by choosing the answer that is most appropriate for you.

How much time do you spend performing compulsive behaviours? How much longer than most people does it take you to complete routine activities because of your rituals? How frequently do you do your rituals?
(0) None

(1) Less than 1hr/day or occasional performance of compulsive behaviours
(2) 1 to 3 hours/day or frequent performance of compulsive behaviours
(3) Greater than 3 and up to 8 hrs/day or very frequent performance of compulsive behaviours
(4) Greater than 8 hrs/day or near constant performance of compulsive behaviours (too numerous to count)

How much do your compulsive behaviours interfere with your work, school, social or other important role functioning? Is there anything that you don't do because of the compulsions?
(0) None

(1) Slight interference with social or other activities, but overall performance not impaired
(2) Definite interference with social or occupational performance, but still managable
(3) Causes substantial impairment in social or occupational performance
(4) Incapacitating
How would you feel if prevented from performing your compulsion(s)? How anxious would you become?
(0) None

(1) Only slightly anxious if compulsions prevented
(2) Anxiety would mount but remain manageable if compulsions prevented
(3) Prominent and very disturbing increase in anxiety if compulsions interrupted
(4) Incapacitating anxiety from any intervention aimed at modifying activity

How much of an effort do you make to resist the compulsions?
(0) Always try to resist
(1) Try to resist most of the time
(2) Make some effort to resist

(3) Yield to almost all compulsions without attempting to control them, but with some reluctance
(4) Completely and willingly yield to all compulsions
How strong is the drive to perform the compulsive behaviour? How much control do you have over the compulsions?

(0) Complete control
(1) Pressure to perform the behaviour but usually able to exercise voluntary control over it
(2) Strong pressure to perform behaviour, can control it only with difficulty
(3) Very strong drive to perform behaviour, must be carried out to completion, can only delay with difficulty
(4) Drive to perform behaviour experienced as completely involuntary and overpowering, rarely able to even momentarily delay activity


	Dimensional Obsessive Compulsive Scale (DOCS)



	This questionnaire asks you about 4 different types of concerns that you might or might not experience. For each type there is a description of the kinds of thoughts (sometimes called obsessions) and behaviours (sometimes called rituals or compulsions) that are typical of that particular concern, followed by 5 questions about your experiences with these thoughts and behaviours. Please read each description carefully and answer the questions for each category based on your experiences in the last month.

Category 1: Concerns about Germs and Contamination

Examples . . .

· Thoughts or feelings that you are contaminated because you came into contact with (or were nearby) a certain object or person

· The feeling of being contaminated because you were in a certain place (such as a bathroom).

· Thoughts about germs, sickness, or the possibility of spreading contamination.

· Washing your hands, using hand sanitizer gels, showering, changing your clothes, or cleaning objects because of concerns about contamination.

· Following a certain routine (e.g., in the bathroom, getting dressed) because of contamination.

· Avoiding certain people, objects, or places because of contamination.

The next questions ask about your experiences with thoughts and behaviours related to contamination over the last month. Keep in mind that your experiences might be different than the examples listed above. Please indicate the number next to your answer:

About how much time have you spent each day thinking about contamination and engaging in washing or cleaning behaviors because of contamination? 

0    None at all

1    Less than 1 hour each day

2    Between 1 and 3 hours each day

3    Between 3 and 8 hours each day

4    8 hours or more each day

To what extent have you avoided situations in order to prevent concerns with contamination or having to spend time washing, cleaning or showering? 

0    None at all

1    A little avoidance

2    A moderate amount of avoidance

3    A great deal of avoidance

4    Extreme avoidance of nearly all things

If you had thoughts about contamination but could not wash, clean, or shower (or otherwise remove the contamination), how distress or anxious did you become? 

0    Not at all distressed/anxious

1    Mildly distressed/anxious

2    Moderately distressed/anxious

3    Severely distressed/anxious

4    Extremely distressed/anxious

To what extent has your daily routine (work, school, self-care, social life) been disrupted by contamination concerns and excessive washing, showering, cleaning or avoidance behaviors? 

0    No disruption at all

1    A little disruption, but I mostly function well

2    Many things are disrupted, but I can still manage

3    My life is disrupted in many ways and I have trouble managing

4    My life is completely disrupted and I cannot function at all

How difficult is it for you to disregard thoughts about contamination and refrain from such behaviours such as washing, showering, cleaning, and other decontamination routines when you try to do so? 

0    Not at all difficult

1    A little difficult

2    Moderately difficult

3    Very difficult

4    Extremely difficult

Category 2: Concerns about being Responsible for Harm, Injury, or Bad Luck

Examples . . .

· A doubt that you might have made a mistake that could cause something awful or harmful to happen.

· The thought that a terrible accident, disaster, injury or other bad luck might have occurred and you weren’t careful enough to prevent it.

· The thought that you could prevent harm or bad luck by doing things a certain way, counting to certain numbers, or by avoiding certain “bad” numbers or words.

· Thought of losing something important that you are unlikely to lose (e.g., wallet, identify theft, papers).

· Checking things such as locks, switches, your wallet, etc. More often than necessary.

· Repeatedly asking or checking for reassurance that something bad did not (or will not) happen. 

· Mentally reviewing past events to make sure you didn’t do anything wrong.

· The need to follow a special routine because it will prevent harm or disasters from occurring. 

· The need to count to certain numbers, or avoid bad numbers, due to the fear of harm.

The next questions ask about your experiences with thoughts and behaviours related to harm and disasters over the last month. Keep in mind that your experiences might be different than the examples listed above. Please indicate the number next to your answer:

About how much time have you spent each day thinking about the possibility of harm or disasters and engaging in checking or efforts to get reassurance that such things do not (or did not) occur? 

0    None at all

1    Less than 1 hour each day

2    Between 1 and 3 hours each day

3    Between 3 and 8 hours each day

4    8 hours or more each day

To what extent have you avoided situations so that you did not have to check for danger or worry about possible harm or disasters? 

0    None at all

1    A little avoidance

2    A moderate amount of avoidance

3    A great deal of avoidance

4    Extreme avoidance of nearly all things

When you think about the possibility of harm or disasters, or if you cannot check or get reassurance about these things, how distressed or anxious did you become? 

0    Not at all distressed/anxious

1    Mildly distressed/anxious

2    Moderately distressed/anxious

3    Severely distressed/anxious

4    Extremely distressed/anxious

To what extent has your daily routine (work, school, self-care, social life) been disrupted by thoughts about harm or disasters and excessive checking or asking for reassurance? 

0    No disruption at all

1    A little disruption, but I mostly function well

2    Many things are disrupted, but I can still manage

3    My life is disrupted in many ways and I have trouble managing

4    My life is completely disrupted and I cannot function at all

How difficult is it for you to disregard thoughts about possible harm or disasters and refrain from checking or reassurance seeking behaviours when you try to do so? 

0    Not at all difficult

1    A little difficult

2    Moderately difficult

3    Very difficult

4    Extremely difficult

Category 3: Unacceptable Thoughts

Examples . . .

· Unpleasant thoughts about sex, immorality, or violence that come to your mind against your will.

· Thoughts about doing awful, improper, or embarrassing things that you don’t really want to do.

· Repeating an action or following a special routine because of a bad thought

· Avoidance of certain people, places, situations or other triggers of unwanted or unpleasant thoughts.

The next questions ask about your experiences with thoughts and behaviours related to harm and disasters over the last month. Keep in mind that your experiences might be different than the examples listed above. Please indicate the number next to your answer:

About how much time have you spent each day with unwanted unpleasant thought and with behavioural or mental actions to deal with them? 

0 None at all

1 Less than 1 hour each day

2 Between 1 and 3 hours each day

3 Between 3 and 8 hours each day

4 8 hours or more each day

To what extent have you been avoiding situations, places, objects and other reminders (e.g., numbers, people) that trigger unwanted or unpleasant thoughts? 

0 None at all

1 A little avoidance

2  A moderate amount of avoidance

3 A great deal of avoidance

4 Extreme avoidance of nearly all things

When unwanted or unpleasant thoughts come to mind against your will how distressed or anxious did you become?  

0    Not at all distressed/anxious

1    Mildly distressed/anxious

2    Moderately distressed/anxious

3    Severely distressed/anxious

4    Extremely distressed/anxious

To what extent has your daily routine (work, school, self-care, social life) been disrupted by unwanted and unpleasant thoughts and efforts to avoid or deal with such thoughts? 

0 No disruption at all

1 A little disruption, but I mostly function well

2 Many things are disrupted, but I can still manage

3 My life is disrupted in many ways and I have trouble managing

4 My life is completely disrupted and I cannot function at all

How difficult is it for you to disregard unwanted or unpleasant thoughts and refrain from using behavioral or mental acts to deal with them when you try to do so? 
0 Not at all difficult

1 A little difficult

2 Moderately difficult

3 Very difficult

4 Extremely difficult

Category 4. Concerns about Symmetry, Completeness, and the Need for Things to be “Just Right”

Examples . . . 

· The need for symmetry, evenness, balance, or exactness.

· Feelings that something isn’t “just right”

· Repeating a routine action until it feels “just right” or “balanced”

· Counting senseless things (e.g., ceiling tiles, words in a sentence).

· Unnecessarily arranging things in “order”

· Having to say something over and over in the same way until it feels “just right”

The next questions ask about your experiences with feelings that something is not “just right” and behaviours designed to achieve order, symmetry, or balance over the last month. Keep in mind that your experiences might be different than the examples listed above. Please circle the number next to your answer:

About how much time have you spent each day with unwanted thoughts about symmetry, order, or balance and with behaviours intended to achieve symmetry, order and balance? 

0    None at all

1    Less than 1 hour each day

2    Between 1 and 3 hours each day

3    Between 3 and 8 hours each day

4    8 hours or more each day

To what extent have you been avoiding situations, places or objects associated with feelings that something is not symmetrical or “just right”? 

0    None at all

1    A little avoidance

2    A moderate amount of avoidance

3    A great deal of avoidance

4    Extreme avoidance of nearly all things

When you have the feeling of something being “not just right,” how distressed or anxious did you become?

0    Not at all distressed/anxious

1    Mildly distressed/anxious

2    Moderately distressed/anxious

3    Severely distressed/anxious

4    Extremely distressed/anxious

To what extent has your daily routine (work, school, self-care, social life) been disrupted by the feeling of things being “not just right”, and efforts to put things in order or make them feel right? 

0    No disruption at all

1    A little disruption, but I mostly function well

2    Many things are disrupted, but I can still manage

3    My life is disrupted in many ways and I have trouble managing

4    My life is completely disrupted and I cannot function at all

How difficult is it for you to disregard thoughts about the lack of symmetry and order, and refrain from urges to arrange things in order or repeat certain behaviours when you try to do so?  

0    Not at all difficult

1    A little difficult

2    Moderately difficult

3    Very difficult

4    Extremely difficult


	Obsessional Beliefs Questionnaire (OBQ-44)



	This inventory lists different attitudes or beliefs that people sometimes hold. Read each statement carefully and decide how much you agree or disagree with it.

For each of the statements, choose the number matching the answer that best describes how you think. Because people are different, there are no right or wrong answers.

To describe whether a given statement is typical of your way of looking at things, simply keep in mind what you are like most of the time.

	Use the following scale: 
1 = Disagree very much

2 = Disagree moderately

3 = Disagree a little

4 = Neither agree nor disagree
5 = Agree a little
6 = Agree moderately
7 = Agree very much



	1
	I often think things around me are unsafe.
	1   2   3   4   5   6   7   

	2
	If I am absolutely sure of something, I am bound to make a mistake.
	1   2   3   4   5   6   7   

	3
	Things should be perfect according to my standards.
	1   2   3   4   5   6   7   

	4
	In order to be worthwhile person, I must be perfect at everything I do.
	1   2   3   4   5   6   7   

	5
	When I see any opportunity to do so, I must act to prevent bad things from happening.
	1   2   3   4   5   6   7   

	6
	Even if harm is very unlikely, I should try to present it at any cost.
	1   2   3   4   5   6   7   

	7
	For me, having bad urged is as bad as actually carrying them out.
	1   2   3   4   5   6   7   

	8
	If I don’t act when I foresee danger, then I am to blame for any consequences.
	1   2   3   4   5   6   7   

	 9
	If I can’t do something perfectly, I shouldn’t do it at all.
	1   2   3   4   5   6   7   

	10
	I must work to my full potential at all times.
	1   2   3   4   5   6   7   

	11
	It is essential for me to consider all possible outcomes of a situation.
	1   2   3   4   5   6   7   

	12
	Even minor mistakes mean a job is not complete.
	1   2   3   4   5   6   7   

	13
	If I have aggressive thoughts or impulses about my loved ones, this means I may secretly want to hurt them.
	1   2   3   4   5   6   7   

	14
	I must be certain of my decisions.
	1   2   3   4   5   6   7   

	15
	In all kinds of daily situations, failing to prevent harm is just as bad as deliberately causing harm.
	1   2   3   4   5   6   7   

	16
	Avoiding serious problems (for example, illness or accidents) requires constant effort on my part.
	1   2   3   4   5   6   7   

	17
	For me, not preventing harm is as bad as causing harm.
	1   2   3   4   5   6   7   

	18
	I should be upset if I make a mistake.
	1   2   3   4   5   6   7   

	19
	I should make sure others are protected from any negative consequences of my decisions or actions.
	1   2   3   4   5   6   7   

	20
	For me, things are not right if they are not perfect.
	1   2   3   4   5   6   7   

	21
	Having nasty thoughts means I am a terrible person.
	1   2   3   4   5   6   7   

	22
	If I do not take extra precautions, I am more likely than others to have or cause a serious disaster.
	1   2   3   4   5   6   7   

	23
	In order to feel safe, I have to be as prepared as possible for anything that could go wrong.
	1   2   3   4   5   6   7   

	24
	I should not have bizarre or disgusting thoughts.
	1   2   3   4   5   6   7   

	25
	For me, making a mistake is a bad as failing completely.
	1   2   3   4   5   6   7   

	26
	It is essential for everything to be clear cut, even in minor matters.
	1   2   3   4   5   6   7   

	27
	Having a blasphemous thought is as sinful as committing a sacrilegious act.
	1   2   3   4   5   6   7   

	28
	I should be able to rid my mind of unwanted thoughts.
	1   2   3   4   5   6   7   

	29
	I am more likely than other people to accidentally cause harm to myself or to others.
	1   2   3   4   5   6   7   

	30
	Having bad thoughts means I am weird or abnormal.
	1   2   3   4   5   6   7   

	31
	I must be the best at things that are important to me.
	1   2   3   4   5   6   7   

	32
	Having an unwanted sexual thought or image means I really want to do it.
	1   2   3   4   5   6   7   

	33
	If my actions could have even a small effect on a potential misfortune, I am responsible for the outcome.
	1   2   3   4   5   6   7   

	34
	Even when I am careful, I often think that bad things will happen.
	1   2   3   4   5   6   7   

	35
	Having intrusive thoughts means I’m out of control.
	1   2   3   4   5   6   7   

	36
	Harmful events will happen unless I am very careful.
	1   2   3   4   5   6   7   

	37
	I must keep working at something until it’s done exactly right.
	1   2   3   4   5   6   7   

	38
	Having violent thoughts means I will lose control and become violent.
	1   2   3   4   5   6   7   

	39
	To me, failing to prevent a disaster is as bad as causing it.
	1   2   3   4   5   6   7   

	40
	If I don’t do a job perfectly, people won’t respect me.
	1   2   3   4   5   6   7   

	41
	Even ordinary experiences in my life are full of risk.
	1   2   3   4   5   6   7   

	42
	Having a bad thought is morally no different than doing a bad deed.
	1   2   3   4   5   6   7   

	43
	No matter what I do, it won’t be good enough.
	1   2   3   4   5   6   7   

	44
	If I don’t control my thoughts, I’ll be punished.
	1   2   3   4   5   6   7   


	PHQ-9



	Over the last 2 weeks, how often have you been bothered by any of the following problems. 

	The rating scale is as follows:
0 = Not at all

1 = Several days

2 = More than half days

3 = Nearly Every Day



	1
	Little pleasure or interest in doing things?
	0      1      2      3      

	2
	Feeling down, depressed, or hopeless?
	0      1      2      3      

	3
	Trouble falling or staying asleep, or sleeping too much?
	0      1      2      3      

	4
	Feeling tired or having little energy?
	0      1      2      3      

	5
	Poor appetite or overeating?
	0      1      2      3      

	6
	Feeling bad about yourself - or that you are a failure or have let yourself or your family down?
	0      1      2      3      

	7
	Trouble concentrating on things, such as reading the newspaper or watching television?
	0      1      2      3      

	8
	Moving or speaking so slowly that other people could have noticed. Or the opposite - being so fidgety or restless that you have been moving around a lot more than usual?
	0      1      2      3      

	 9
	Thoughts that you would be better off dead, or of hurting yourself in some way.
	0      1      2      3      


	Core Beliefs Questionnaire (CBQ)



	People frequently hold a range of both positive and negative beliefs about themselves. Below is a list of common negative beliefs that people may hold in varying degrees. Please rate the extent to which you personally believe each statement accurately describes how you generally feel about yourself. Please try to be as honest as you can when responding to these items. Remember that your answers will remain completely confidential.

	Use the following scale: 
1 = Strongly disbelieve
2 = Moderately disbelieve
3 = Slightly disbelieve
4 = Slightly believe
5 = Moderately believe
6 = Strongly believe


	1
	I am unlikeable
	1    2    3    4    5    6  

	2
	I am foolish
	1    2    3    4    5    6  

	3
	I am inadequate
	1    2    3    4    5    6  

	4
	I am inferior
	1    2    3    4    5    6  

	5
	I am uninteresting
	1    2    3    4    5    6  

	6
	I am dumb/stupid
	1    2    3    4    5    6  

	7
	I am a weak person
	1    2    3    4    5    6  

	8
	I am incompetent
	1    2    3    4    5    6  

	 9
	I am unacceptable
	1    2    3    4    5    6  

	10
	I am not a worthwhile person
	1    2    3    4    5    6  

	11
	I’m a weird person
	1    2    3    4    5    6  

	12
	I’m unimportant
	1    2    3    4    5    6  

	13
	I’m physically unattractive
	1    2    3    4    5    6  

	14
	I am inept
	1    2    3    4    5    6  

	15
	I am unlovable
	1    2    3    4    5    6  

	16
	I am a failure
	1    2    3    4    5    6  

	17
	I’m defective
	1    2    3    4    5    6  


	CGI-Severity



	Over the past week, how severe are your OCD symptoms? 

1

2

3

4

5

6

7

Normal, there is no problem

Borderline problem

Mild problem

Moderate problem

Marked problem

Severe problem

Extreme problem

Severity Rating Descriptions

1 Normal:  No symptoms

2 Borderline problem:  You are experiencing some OCD symptoms.  You are not distressed over these symptoms or your distress is minor.  These symptoms occasionally interfere with your life and you sometimes avoid things, but this does not occur often.  Others who know you are most likely are unaware of any distress, interference, or avoidance.

3 Mild problem:  You are experiencing OCD symptoms.  You are able to work and maintain social obligations, but it requires some effort.  There is slight interference at work and in social/family life.   Interference may include taking longer to complete tasks at work, very occasional avoidance of social interactions.  Your distress is occasional and of low level.  

4 Moderate problem:  Due to your OCD symptoms, work is becoming more difficult to manage, but you are able to sustain a job with increased effort.  Problems in your social and family life are becoming noticeable.  You experience moderate distress most days of the week.    

5 Marked problem:  Due to your OCD symptoms you are experiencing significant problems with work, social, and family life.  You may be missing days of work or your work performance may be getting worse.  These symptoms create interference in social and family life (arguments, losing friends, marital problems).  Your distress is frequent (almost daily) and of an intense level.

6 Severe problem:  Due to your OCD symptoms you are unable to work or require change to work functioning (e.g. reduced work hours).  There is severe impairment to your family and social life (no longer seeing friends, requires great effort to interact with family, family exhibiting frustration with your condition).  Your distress is daily and of intense level.

7 Extreme problem:  You are incapacitated by your OCD symptoms.  You are constantly distressed at intense level.  You experience major interference in functioning. You are unable to work or engage in social interactions.  You have concerns about your safety and worry that you may need to go to a hospital because of your condition.




	CEQ

(Devilly and Borkovec, 2000).

	We would like you to indicate below how much you believe, right now, that the course you are receiving will help to reduce any symptoms of anxiety and depression you are experiencing. Belief usually has two aspects to it: (1) what one thinks will happen and (2) what one feels will happen. Sometimes these are similar; sometimes they are different. 

Please answer the questions below. The first set concerns what you think. The second set concern what you feel.



	

	1
	How logical does the course offered to you seem?

	
	[Not at all logical]          1    2    3    4    5   6   7   8   9        [Very logical]

	2
	How successful do you think this course will be in reducing your symptoms?

	
	[Not at all useful]          1    2    3    4    5   6   7   8   9        [Very useful]

	3
	How confident would you be in recommending this treatment to a friend who experiences similar problems?

	
	[Not at all confident]          1    2    3    4    5   6   7   8   9        [very confident]

	4
	By the end of the course, how much improvement in your symptoms do you think will occur?

	
	0%    10%    20%    40%    50%    60%    70%    80%    90%    100%

	
	For this set, close your eyes for a few moments, and try to identify what you really feel about the course and its likely success. Then answer the following questions.

	5
	How much do you really feel that the course will help you to reduce your symptoms?

	
	[Not at all]          1    2    3    4    5   6   7   8   9        [very much]

	6
	By the end of the course, how much improvement in your symptoms do you feel will occur?

	
	0%    10%    20%    40%    50%    60%    70%    80%    90%    100%


	Service Use



	The following questions all refer to the last 8 weeks. They also refer to health professionals seen and treatments used due to your OCD symptoms.

Please indicate the total number of visits you have made to the following health professionals:

	1. Have you seen any of the following health professionals or used any of the following services in the last 8 weeks for your OCD symptoms?

	a
	General Practitioner (GP)/ Primary Care Physician (PCP)
	Yes / No

	b
	Nurse
	Yes / No

	c
	Clinical Psychologist / Psychologist
	Yes / No

	d
	Psychiatrist 
	Yes / No

	e
	Counsellor / Social worker / Community mental health worker
	Yes / No

	f
	Other health professional/health service (free text)  
	Yes / No


	CGI-Improvement



	How much have your OCD symptoms changed since you started the OCD Course? 

1

2

3

4

5

6

7

Very much improved

Much improved

Minimally improved

No change

Minimally worse

Much worse

Very much worse

Improvement Rating Descriptions

1 Very much improved:  You have experienced a significant decrease in OCD symptoms.  You may feel that you no longer have a psychiatric disorder or you have achieved a significant reduction in your symptoms.  Your distress is low and there is marked improvement in avoidance and impairment since the start of treatment.  You feel that you may no longer require treatment or that you require less treatment.

2  Much improved:  You have experienced a decrease in OCD symptoms since the start of treatment.  The impairment and avoidance you experienced at pre-treatment has improved.  You believe that your symptoms can improve further with continued treatment.  You feel that you are better able to manage your symptoms and overall functioning.

3  Minimally improved:  You have experienced mild improvement in your OCD symptoms from pre-treatment.  The changes in your avoidance patterns and impairment since the start of treatment are mild, but noticeable.  

4  No change:  Symptoms have not changed since you began treatment.    

5 Minimally worse:  You are experiencing a mild increase in your OCD symptoms since you started treatment.  You may be experiencing a mild increase in avoidance and impairment.  

6 Much worse:  You have experienced an increase in OCD symptoms since the start of treatment.  This increase is associated with a significant change in impairment.  You believe that your increase in symptoms requires an alteration to your current treatment plan.

7 Very much worse:  You are experiencing a very significant increase in your OCD symptoms, avoidance, and impairment since the start of treatment.  You think that a significant change to your treatment plan is needed.  You may have concerns about your safety and wonder if you need to be in a hospital for your symptoms.  


	Adherence Questionnaire



	We are interested to learn how much time you spent working on the skills described in the workbook/treatment. Your honesty is appreciated. 

1. On average, how many minutes have you spent per day working on the skills described in the workbook/treatment in the last four weeks?  ____________ mins



	WAI-SF

	Instructions: Below is a list of statements and questions about experiences people might have with their therapy or therapist. Some items refer directly to your therapist with an underlined space – as you rest the sentences, mentally insert the name of your therapy in place of ​​​​​_________ in the text. Think about your experience in therapy, and decide which category best described your own experience.

IMPORTANT!!! Please take your time to consider each question carefully.

	

	1
	As a result of these sessions I am clearer as to how I might be able to change.

1. Seldom

2. Sometimes

3. Fairly Often

4. Very Often

5. Always

	2
	What I am doing in therapy gives me new ways of looking at my problem.

1. Always

2. Very Often

3. Fairly Often

4. Sometimes

5. Seldom

	3
	I believe _________ likes me.

1. Seldom

2. Sometimes

3. Fairly Often

4. Very Often

5. Always

	4
	_________ and I collaborate on setting goals for my therapy.

1. Seldom

2. Sometimes

3. Fairly Often

4. Very Often

5. Always

	5
	_________ and I respect each other.

1. Always

2. Very Often

3. Fairly Often

4. Sometimes

5. Seldom

	6
	_________ and I are working towards mutually agreed upon goals.

1. Always

2. Very Often

3. Fairly Often

4. Sometimes

5. Seldom

	7
	I feel that _________ appreciates me.

1. Seldom

2. Sometimes

3. Fairly Often

4. Very Often

5. Always

	8
	_________ and I agree on what is important for me to work on.

1. Always

2. Very Often

3. Fairly Often

4. Sometimes

5. Seldom

	 9
	I feel _________ cares about me even when I do things that he/she does not approve of.

1. Seldom

2. Sometimes

3. Fairly Often

4. Very Often

5. Always

	10
	I feel that the things I do in therapy will help me to accomplish the changes that I want.

1. Always

2. Very Often

3. Fairly Often

4. Sometimes

5. Seldom

	11
	_________ and I have established a good understanding of the kind of changes that would be good for me.

. Always

2. Very Often

3. Fairly Often

4. Sometimes

5. Seldom

	12
	I believe the way we are working with my problem is correct.

1. Seldom

2. Sometimes

3. Fairly Often

4. Very Often

5. Always


	CSQ

	Please help us improve our treatment by answering some questions about the services you have received We are interested in your honest opinions, whether they are positive or negative. Please answer all of the questions.

	

	1
	How would you rate the quality of the service you have received?

· Excellent

· Good

· Fair

· Poor

	2
	Did you get the kind of service you wanted?

· No, definitely

· No, not really

· Yes, generally

· Yes, definitely

	3
	To what extend has our treatment met your needs?

· Almost all of my needs have been met

· Most of my needs have been met

· Only a few of my needs have been met

· None of my needs have been met

	4
	If a friend were in need of similar help, would you recommend our treatment to him or her?

· No, definitely not

· No, I don’t think so

· Yes, I think so

· Yes, definitely

	5
	How satisfied are you with the amount of help you received?

· Quite satisfied

· Indifferent or mildly dissatisfied

· Mostly satisfied

· Very satisfied

	6
	Have the services you received helped you deal more effectively with your problems?

· Yes, they helped a great deal

· Yes, they helped somewhat

· No, they really didn’t help

· No, they seemed to make things worse

	7
	In an overall, general sense, how satisfied are you with the service you have received?

· Very satisfied

· Mostly satisfied

· Indifferent or mildly dissatisfied

· Quite dissatisfied

	8
	If you were to seek help again, would you come back to our service?

· No, definitely not

· No, I don’t think so

· Yes, I think so

· Yes, definitely


APPENDIX C

PICF - See attached document

APPENDIX D

IOCDF Website, SANE Australia, One Door Mental Health Advertisement 

IOCDF: https://iocdf.org/research/research-participants-sought/
SANE: https://www.sane.org/adrc/external-research-projects
One Door: https://www.onedoor.org.au/research/research-participants-wanted 

Remote Stepped Care Cognitive Behavioural Therapy for Obsessive-Compulsive Disorder

Study description: We are seeking participants with symptoms of obsessive-compulsive disorder to participate in a trial investigating the acceptability and feasibility of a stepped care treatment for obsessive-compulsive disorder. 
This is an open trial where all participants get immediate access to the treatment. The treatment is provided free of charge.

The stepped care treatment includes two steps. The first step involves a low-intensity treatment, a cognitive behavioral therapy workbook with email support from a psychologist, delivered over 8 weeks. Participants that do not make significant improvements in symptoms will commence the second step, a higher intensity treatment. The second step involves 8 weekly sessions of cognitive behavioral therapy with a psychologist via Zoom, a videoconferencing platform. 
Participants will be asked to complete brief self-report questionnaires, and will be administered semi-structured interviews via Zoom, to measure symptoms at pre-treatment, mid-treatment, post-Step 1, and post-Step 2.  
Eligibility criteria:

To be eligible for the study participants are required to be: 

· English speaking

· Aged 18 years or older

· Have regular access to the internet

· Meet criteria for obsessive-compulsive disorder

Interested participants can find out more about the study at the TelePsych website (insert website). 

The study is approved by the University of Technology Sydney Health and Medical Research Ethics Committee. Approval Number: XXXXXX. Valid to: XX/XX/XXXX.
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Text: 

We are seeking participants with obsessive-compulsive disorder to participate in a trial investigating the acceptability and feasibility of a cognitive-behavioural stepped care treatment. Find out more at the following link: [Insert REDCap link]
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Text: 

We are seeking participants with obsessive-compulsive disorder to participate in a trial investigating the acceptability and feasibility of a cognitive-behavioural stepped care treatment. Find out more at the following link: [Insert REDCap link]

LinkedIn

Remote Stepped Care Cognitive Behavioural Therapy for Obsessive-Compulsive Disorder

Study description: We are seeking participants with obsessive-compulsive disorder to participate in a trial investigating the acceptability and feasibility of a stepped care treatment for obsessive-compulsive disorder. 

This is an open trial where all participants get immediate access to the treatment. The treatment is provided free of charge.

The stepped care treatment includes two steps. The first step involves a low-intensity treatment, a cognitive behavioral therapy workbook with email support from a psychologist, delivered over 8 weeks. Participants that do not make significant improvements in symptoms will commence the second step, a higher intensity treatment. The second step involves 8 weekly sessions of cognitive behavior therapy with a psychologist via Zoom, a videoconferencing platform. 

Participants will be asked to complete brief self-report questionnaires, and will be administered semi-structured interviews via Zoom, to measure symptoms at pre-treatment, mid-treatment, post-Step 1, and post-Step 2.  

Eligibility criteria:

To be eligible for the study participants are required to be: 

· English speaking

· Aged 18 years or older

· Have regular access to the internet

· Meet criteria for obsessive-compulsive disorder

Interested participants can find out more about the study here: [insert REDCap link]

If you would like more information, please contact the Chief Investigator of the study, Associate Professor Bethany Wootton at bethany.wootton@uts.edu.au.  

The study is approved by the University of Technology Sydney Health and Medical Research Ethics Committee. Approval Number: XXXXXX. Valid to: XX/XX/XXXX.
Direct email to clinicians/researchers in the field

Dear XXXX, 

RE: Stepped Care Remote Treatment for Obsessive-Compulsive Disorder
We are currently seeking participants for a study examining the acceptability and efficacy of a remote stepped care treatment for obsessive-compulsive disorder. 

The stepped care treatment involves two steps. In the first step participants complete a cognitive behavioural therapy workbook with email support from a psychologist, which is delivered over 8 weeks. This is an existing evidence based treatment for obsessive-compulsive disorder. Those who do not improve significantly after the first step will progress on to the second step of the treatment. In the second step participants will receive 8-weekly sessions of video-conferencing delivered cognitive-behavioural therapy.  

We are pleased to say that the remote stepped care treatment will be available for free to eligible participants. 
Eligibility criteria:

To be eligible for the study participants are required to be: 

· English speaking

· Aged 18 years or older

· Have regular access to the internet

· Meet criteria for obsessive-compulsive disorder

Please use the link below if you want to learn more about the research: [insert REDCap link]
If you have any questions, please do not hesitate to contact A/Prof Bethany Wootton at contact@ecentreclinic.org.au. 

With regards and thanks, 

A/Prof Bethany Wootton
Google Ads

Obsessive-compulsive disorder | Remote treatment | Cognitive-behaviour therapy

We are seeking people with obsessive-compulsive disorder to take part in a research study. This study investigates the effectiveness of a remote stepped care treatment.
Hardcopy/social media advertisement
See attachment
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