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	Table A
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Demographic and treatment variables for studies included in the clinical efficacy systematic review and meta-analysis										

	
	oCBT Treatment
	
	Comparator Treatment

	Author (Year); Country
	N
	Mean Age (SD)
	F(%)
	Duration
	Frequency
	Support Type
	Content
	Depressive Symptom Severity Measure
	Immediate Post-treatment

  M              SD
	 
	N
	F(%)
	Content
	Immediate Post-treatment

  M         SD

	[37]; Andersson et al. (2013), Sweden
	33
	42.80 (14.90)
	25 (75.76%)
	8 weeks
	8 sessions; weekly homework
	Therapist
(e-mail)
	oCBT: modules consisted of an introduction to CBT, depression from a CBT perspective, cognitive restructuring, behavioral activation, sleep management, defining goals/values, and relapse prevention; supervised, trainee clinical psychologists sent e-mails, and provided weekly feedback on online homework
	BDI - II
	13.60
	10.10
	
	36
	29 (80.56%)
	[bookmark: _GoBack]8 sessions of group-based, face-to-face CBT lead by a clinical psychologist and student therapist. Each session lasted 2 hours with a 15 mins break
	17.90
	8.80

	
	
	
	
	
	
	
	
	MADRS
	13.60
	9.80
	
	
	
	
	17.10
	8.00

	 
	 
	
	
	 
	 
	
	 
	HRSD-17
	6.30
	5.00
	 
	 
	
	 
	8.10
	4.90

	[38]; Berger et al. (2011), Sweden
	25
	38.60 (14.20)
	18 (72.00%)
	10 weeks
	11 sessions; 1 session /week
	No support
	Deprexis: 10 content modules and one summary module consisting of cognitive restructuring, behavioral activation, mindfulness etc. (10-60 mins to complete each module); no support from therapist (+TAU)
	BDI - II
	20.80
	13.50
	
	26
	18 (69.23%)
	WLC
	28.50
	9.40

	 
	25
	38.20 (15.10)
	17 (68.00%)
	10 weeks
	 
	Therapist
(e-mail)
	Deprexis: scheduled e-mail contact with therapist for module feedback (experienced CBT therapist, or alternatively, supervised, trainee clinical psychologist. Participants could contact therapist whenever needed (+TAU)
	BDI - II
	17.30
	10.20
	 
	26
	18 (69.23%)
	
	28.50
	9.40

	[39]; Burton et al. (2016), United Kingdom
	13
	35.30 (12.10)
	10 (76.92%)
	4 weeks
	Encouraged to use daily
	No support
	Help4Mood program: incorporated self-monitoring of thoughts etc., behavioral activation, and relaxation exercises (+TAU)
	BDI - II
	13.90
	8.10
	 
	14
	8 (57.14%)
	TAU
	17.60
	6.80

	 
	 
	 
	 
	 
	 
	
	 
	QIDS-SR 16
	14.20
	7.20
	 
	 
	 
	 
	14.70
	6.20

	[40]; Choi et al. (2012), Australia
	25
	40.60 (10.30)
	22 (88.00%)
	8 weeks
	6 sessions
	Therapist
(telephone and e-mail)
	Brighten Your Mood program: online sessions based on cognitive restructuring, behavioral activation, problem-solving and assertiveness skills; homework assignments; regular reminder and notification e-mails, weekly telephone contact  and secure email with clinical psychologist or supervised, trainee clinical psychologist (contact limited to 10 mins/week)
	BDI - II
	13.48
	9.28
	 
	30
	22 (73.33%)
	WLC
	21.27
	7.86

	 
	 
	
	
	 
	 
	
	 
	PHQ-9
	7.96
	4.76
	 
	 
	
	 
	10.03
	3.66

	[41]; de Graaf et al. (2011), The Netherlands
	100
	44.30 (11.80)
	52 (52.00%)
	9 weeks
	9 sessions; 1 session/ week
	No support
	Color Your Life: 8 online sessions with a final 9th session on relapse prevention
	BDI - II
	20.60
	10.40
	
	103
	57 (55.34%)
	TAU
	22.10
	10.20

	 
	100
	45.20 (10.90)
	63 (63.00%)
	9 weeks
	9 sessions, 1 session/ week
	No support
	Color Your Life (+ TAU)
	BDI - II
	21.70
	10.10
	 
	103
	57 (55.34%)
	
	22.10
	10.20

	[42]; Dimidjian et al. (2014), USA
	100
	47.40 (11.43)
	73 (73.00%)
	10 weeks
	8 sessions; encouraged to do 6 between-sessions/week of self-directed mindfulness practices, e.g. mediation, breathing exercises
	No support
	Mindful Mood Balance: included cognitive restructuring and mindfulness practices incorporating a downloadable audio delivery of content from instructors, interactive modules and reflection
	PHQ-9
	2.89
	2.69
	 
	100
	70 (70.00%)
	TAU with ADs, psychotherapy, or both
	Effect size of treatment vs. control change scores, d = 0.78


	[43]; Dorfman (2013), USA
	43
	37.47 years
	40 (93.02%)
	1 week
	4 sessions
	Administrative
(form of communication n/a)
	Cognitive Therapy A multimedia Learning Program: computer software that incorporated an interactive video format to demonstrate the CBT principles of cognitive restructuring and behavioral activation; online homework. Research investigator available for the sole purpose of answering questions about the program (+TAU)
	BDI -II
	13.21
	9.54
	 
	43
	-
	TAU with ADs and group psychotherapy
	8.22
	5.76

	[44]; Hallgren et al. (2016), Sweden
	223
	-
	-
	12 weeks
	13 sessions
	Therapist
(secure online messaging system)
	oCBT: modules addressed problems relating to depressive symptoms, inactivity, avoidance, and patient-specific issues such as motivation to return to work. The clinician monitored responses online, assisted participants with module problem solving, and motivated adherence
	MADRS
	11.79
	7.73
	 
	217
	-
	TAU: 45-60mins of face-to-face CBT in most instances
	15.12
	9.10

	[45]; Hoifodt et al. (2013), Norway
	52
	38.30 (12.20)
	37 (71.15%)
	6 weeks
	5 sessions; 1 session/ week
	Therapist
(face-to-face contact and e-mail)
	MoodGym: modules focused on the cognitive model and dysfunctional thinking, stress reduction, and problem solving. Sessions lasted 45-60 minutes. Face-to-face support from a clinical psychologist was provided after each session to discuss content of the sessions (15-30 mins). Tailored e-mails were provided to motivate participants (+TAU)
	BDI -II
	14.20
	8.15
	 
	54
	40 (74.07%)
	WLC (+TAU) including ADs and supportive therapy
	18.63
	8.64

	[46]; Hollandare et al. (2011), Sweden
	42
	44.80 (13.90)
	36 (85.72%)
	10 weeks
	9 mandatory sessions (an additional 7 sessions were offered on an optional basis)
	Therapist
(secure online messaging system)
	oCBT: modules covered areas such as cognitive restructuring and behavioral activation. Clinical psychologists or supervised, trainee clinical psychologists provided help with homework and prompts when inactive
	BDI-II
	9.30
	12.00
	 
	42
	35 (83.33%)
	Control condition not specified but non-specific therapist e-mail support was provided if required
	13.40
	11.90

	 
	 
	
	
	 
	 
	
	 
	MADRS
	8.40
	8.30
	 
	 
	
	 
	12.40
	8.20

	[47]; Johansson et al. (2012), Sweden
	40
	43.70 (13.70)
	28 (70.00%)
	10 weeks
	8 sessions
	Therapist
(e-mail)
	oCBT: modules covered areas such as cognitive restructuring, behavioral activation, sleep management, and relapse prevention;
	BDI-II
	16.06
	10.40
	
	42
	29 (69.05%)
	Attention control using online depression discussion forum
	21.67
	9.50

	
	
	
	
	
	
	
	homework exercises. Supervised, trainee clinical psychologists provided continuous e-mail support mostly relating to homework feedback
	MADRS
	15.21
	7.70
	
	
	
	
	19.67
	7.80

	
	39
	45.70 (10.90)
	29 (74.36%)
	10 weeks
	Mean = 9.7 sessions, range = 8-10
	Therapist
(e-mail)
	Individualized oCBT: as outlined above but modules were tailored to the participant's symptoms and included additional material on panic, social anxiety etc. if applicable. 
	BDI-II
	13.78
	9.40
	
	
	
	
	21.67
	9.50

	 
	 
	
	
	 
	 
	
	Supervised, trainee clinical psychologists maintained e-mail contact throughout
	MADRS
	13.81
	6.80
	 
	 
	 
	 
	19.67
	7.80

	[48]; Kay-Lambkin et al. (2011), Australia a
	97
	-
	-
	3 months
	10 sessions; 1 session/ week
	Therapist
(face-to-face contact)
	Clinician Assisted Computerised (CAC) Therapy: session 1 was face-to-face followed by 9 computerized sessions incorporating components from CBT and motivational interviewing. Sessions lasted 60 mins with CBT strategies used to help the participant to recognize and explore the relationship between their depressive symptoms and alcohol/drug use problems. After each session, the clinical psychologist/ supervised, trainee clinical psychologist met with the participant for 10-15 mins for a check in
	BDI-II
	-
	-
	 
	88
	-
	1 non-specified, face-to-face session received by all participants, followed by 9 face-to-face CBT sessions combined with motivational interviewing. Sessions were delivered by a psychologist  (1 session/week) with each session lasting 60 mins.
	-
	-

	[49]; Kay-Lambkin et al. (2009), Australia
	32
	-
	-
	15 weeks
	10 sessions; 1 session/ week
	Therapist
(face-to-face contact)
	Shade Therapy: session 1 was face-to-face followed by 9 computerized sessions incorporating components from CBT and motivational interviewing. Sessions lasted 60 mins with CBT strategies used to help the participant to recognize and explore the relationship between their depressive symptoms and alcohol/drug use problems. After each session, the clinician met with the participant for 10-15 mins to review homework etc.
	BDI-II
	17.09
	12.14
	 
	35
	-
	1 non-specified, face-to-face session received by all participants, followed by 9 face-to-face Shade Therapy sessions delivered by a psychologist  (1 session/week) with each session lasting 60 mins.
	13.04
	10.51

	[50]; Kessler et al. (2009), United Kingdom
	149
	35.60 (11.90)
	103 (69.13%)
	4 months
	10 sessions; intended to be completed within 16 weeks
	Therapist
(synchronous secure online messaging system)
	oCBT: sessions lasted up to 55 mins and were provided online by the CBT therapist on a secure online messaging system (+TAU)
	BDI-II
	14.50
	11.20
	 
	148
	99 (66.89%)
	WLC with continuation of TAU
	22.00
	13.50

	[51]; Kivi et al. (2014), Sweden
	45
	-
	-
	12 weeks
	7 sessions; recommended 1 session/week
	Therapist
(telephone and e-mail)
	Depressionshjalpen:  modules (with access restricted after 12 weeks) focused on behavioural activation with components of mindfulness; workbook exercises; diary keeping; 
	BDI-II
	13.57
	11.57
	 
	47
	-
	TAU consisting of GP visits, ADs, psychotherapy, or a combination of all
	13.57
	10.13

	 
	 
	
	
	 
	 
	
	weekly e-mail contact with psychologist/psychotherapist (15 mins/week) with a total of 3 short telephone calls over the intervention (week 1, mid-way, final week); additional e-mail/telephone support provided if needed
	MADRS
	12.40
	9.12
	 
	 
	
	 
	11.57
	7.96

	[52]; Klein et al. (2016), Germany
	154
	
	
	12 weeks
	10 sessions
	Therapist (provided conditionally; e-mail)
	Deprexis: sessions consisted of cognitive restructuring, behavioural activation, acceptance and mindfulness; homework exercises; trainee psychotherapist support was provided via e-mail for those severely depressed (PHQ-9 score between 10 and 14) to encourage participants to engage in the program  (+TAU)
 
	PHQ-9
	8.24
	4.00
	 
	136
	
	TAU consisting of ADs and psychotherapy
	10.70
	4.56

	
	
	
	
	
	
	
	
	HRSD-24
	14.46
	7.97
	
	
	
	
	18.95
	7.92

	 
	 
	
	
	 
	 
	
	
	QIDS-C16
	8.16
	4.81
	 
	 
	
	 
	9.56
	4.57

	[53]; Kok et al. (2015), The Netherlands
	126
	45.52 (10.90)
	100 (79.37%)
	3 months
	8 sessions; recommended 1 session/week
	Therapist
(telephone and e-mail)
	oCBT: sessions lasted 20 mins and involved identifying and evaluating negative thoughts, relapse prevention strategies, as well as keeping a mood diary provided; mental health psychologist provided unlimited e-mail support but telephone calls were limited to a maximum of 4 (+TAU); notification e-mails were sent following 6 weeks of inactivity on the program
	IDS-SR 30
	16.38
	10.90
	 
	113
	79 (69.91%)
	TAU consisting of ADs, psychotherapy, or no treatment at all
	21.52
	12.40

	[54]; Littlewood et al. (2015), United Kingdom
	210
	39.61 (12.34)
	142 (67.62%)
	4 months
	8 sessions
	Administrative
(telephone)
	Beating the Blues: sessions of approx. 50 mins, with homework exercises between sessions; weekly telephone calls for technical support and encouragement to engage with oCBT was provided by non-clinical, trained technicians/support staff (+TAU)
	PHQ-9
	10.30
	6.35
	 
	239
	163 (68.20%)
	TAU from GP
	9.17
	6.34

	 
	242
	39.43 (12.96)
	157 (64.88%)
	4 months
	6 sessions
	Administrative
(telephone)
	Mood Gym: sessions of approx. 30-45 mins with revision of all aspects in final session; exercise workbook to be completed; weekly telephone calls for technical support and encouragement to engage with oCBT was provided by non-clinical, trained technicians/support staff (+TAU)
	PHQ-9
	9.70
	6.36
	 
	 
	
	 
	9.17
	6.34

	[55]; Mackinnon et al. (2008),  Australia
	121
	-
	-
	6 weeks
	6 sessions; 1 session/ week
	Administrative
(telephone)
	MoodGym: 5 modules consisting of cognitive restructuring, pleasant activities and assertiveness training, problem-solving, relaxation, with a revision of all aspects in module 6; weekly telephone calls from a health advisor to encourage adherence (max 10 mins call per week)
	CES-D
	18.71
	9.97
	
	117
	
	Attention control consisting of weekly telephone calls from a lay health advisor with targeted questions about the participants lifestyle (e.g., hobbies, work habits, stress)
	24.21
	11.05

	[56]; Meyer et al. (2015), Germany
	78
	44.00 (11.02)
	58 (74.36%)
	13 weeks
	Unlimited access
	No support
	Deprexis: "simulated dialogues" in which the participant selects certain responses after which the program then presents content to match the chosen response. Content covered included cognitive restructuring, behavioral activation, problem-solving, mindfulness etc.; generic daily SMS messages to reinforce content covered (+TAU)
	PHQ-9
	10.08
	6.37
	 
	85
	64 (75.29%)
	TAU consisting of ADs and/or psychotherapy
	13.64
	6.14

	[57]; Milgrom et al. (2016), Australia
	21
	31.70 (4.60)
	21 (100%)
	12 weeks
	6 sessions; 1 session/ week
	Administrative
(telephone)
	MumMoodBuster: sessions designed to encourage optimal engagement and behavior change; access to articles on topics such as problem-solving, relaxation; access to peer-based web forum; weekly telephone support from supervised, trainee graduate psychologists/ clinical psychologist (30 mins) relating to program use, encouragement etc. No clinical advice was given
	BDI-II
	14.50
	12.20
	 
	22
	22 (100%)
	TAU
	23.00
	7.50

	[58]; Mohr et al. (2013), USA
	35
	48.90 (14.60)
	25 (71.43%)
	12 weeks
	18 sessions
	No support
	MoodManager: the first 7 sessions provide basic training in CBT skills such as identifying and challenging negative thoughts as well as initiating behavior to test those negative thoughts. The remaining sessions provided information on problems related to depression such as difficulties in interpersonal relationships and assertiveness. Sessions were supplemented with diary activities, e.g. thought-tracking
	PHQ-9
	10.41
	5.50
	
	33
	23 (69.70%)
	WLC
	12.51
	4.94

	 
	34
	47.60 (12.40)
	25 (73.53%)
	12 weeks
	18 sessions
	Administrative
(telephone and e-mail)
	MoodManager: sessions as outlined above, in addition to telephone support aimed at promoting adherence. Support consisted of an initial 30-45 mins "engagement session" to establish a bond with the social worker/PhD researcher, with subsequent sessions of 5-10 mins/week focusing on intervention adherence. E-mail was permitted during the week when necessary
	PHQ-9
	9.84
	5.25
	 
	 
	 
	 
	12.51
	4.94

	[59]; Montero-Marin et al.(2013), Spain
	98
	42.57 (11.94)
	72 (73.47%)
	3 months
	10 sessions; 1 session/ week
	Administrative
(e-mail)
	Smiling is Fun: 10 sessions based on cognitive therapy and behavioral activation combined with elements of psychoeducation and positive psychology. The program offered continuous feedback on their progress throughout the sessions in terms of mood, homework completion etc. Technical assistance was offered via e-mail if required (+improved TAU: following 3-hour GP training program)
	BDI-II
	16.59
	10.60
	
	102
	76 (74.51%)
	Improved TAU following 3-hour GP training program
	17.91
	11.06

	
	96
	43.19 (9.30)
	76 (79.17%)
	3 months
	10 sessions; 1 session/ week
	Therapist
(e-mail)
	Smiling is Fun: sessions as outlined above, in addition the psychotherapist contacted participants via e-mail to help with any difficulties encountered throughout the sessions. Participants could send a maximum of 3 e-mails asking for advice over the treatment period (+TAU)
	BDI-II
	17.08
	10.24
	
	
	
	
	17.91
	11.06

	[60]; Perini et al. (2009), Australia
	29
	49.28 (9.38)
	23 (85.19%)
	8 weeks
	6 sessions; 1 session/7-10 days
	Therapist
(e-mail)
	Sadness program: online sessions consisted of cognitive restructuring, behavioral activation, problem-solving; 
	BDI-II
	17.30
	9.86
	 
	19
	12 (66.67%)
	WLC
	23.33
	9.29

	 
	 
	 
	 
	 
	 
	
	homework assignments; participation in an online discussion forum monitored by the clinical psychologist; regular e-mail contact with clinical psychologist to provide encouragement to engage in the program, feedback on homework, and to answer general questions. Researcher provided administrative support
	PHQ-9
	9.59
	5.82
	 
	 
	 
	 
	14.11
	4.21

	[61]; Rosso et al. (2016), USA
	37
	29.20 (7.69)
	23 (62.16%)
	10 weeks
	6 sessions; to be completed within 10 weeks with a minimum of 5 days between sessions
	Administrative
(telephone and e-mail)
	Sadness program: online sessions consisted of cognitive restructuring, behavioral activation, problem solving, assertiveness and relapse prevention; downloadable summaries and homework were available after each session. 
	HRSD-17
	9.17
	6.92
	
	40
	30 (75.00%)
	Monitored attention control (weekly telephone calls from research assistant)
	14.05
	5.34

	 
	 
	
	
	 
	 
	
	Weekly telephone calls (approx. 3-5 mins) from a trained bachelor-level research assistant; contact was only made with a clinician when PHQ-9 or K-10 scores indicated suicidality/distress (alert e-mail sent followed by phonecall)
	PHQ-9
	7.70
	5.39
	 
	 
	
	 
	11.88
	5.21

	[62]; Salisbury et al. (2016), United Kingdom
	307
	49.10 (12.90)
	213 (69.38%)
	4 months
	6 sessions; 1 session/2 weeks
	Administrative
(telephone and e-mail)
	Living Life to the Full: phone calls from non-clinical, trained health advisors were offered  over the 4 months. These provided support in the use of the oCBT program, symptom monitoring, medication adherence etc. with links to relevant support websites  e-mailed to participants; access to online health forum (+TAU)
	PHQ-9
	13.30
	6.10
	 
	302
	204 (67.55%)
	TAU
	13.80
	6.20

	[63]; Titov et al. (2010), Australia
	41
	44.00 (12.28)
	26 (63.41%)
	8 weeks
	6 sessions; 1 session/7-10 days with intended completion within 8 weeks
	Administrative
(telephone and e-mail)
	Sadness program: online sessions consisted of cognitive restructuring, behavioral activation, problem-solving, and assertiveness skills; printable summary and homework assignments; resource documents; 
	BDI-II
	15.29
	9.81
	 
	40
	28 (70.00%)
	WLC
	26.15
	10.14

	
	
	
	
	
	
	
	non-clinical technician contacted participant weekly via e-mail/telephone to provide encouragement and answer general questions (weekly contact limited to 10 mins). No clinical advice was given
	PHQ-9
	7.59
	4.04
	
	
	
	
	12.98
	4.44

	
	46
	40.00 (12.33)
	40 (86.96%)
	8 weeks
	6 sessions; 1 session/7-10 days with intended completion within 8 weeks
	Therapist
	Sadness program: program details as outlined above but a psychiatrist provided clinical advice via e-mail, telephone, and responses to an online discussion forum
	BDI-II
	14.59
	11.12
	
	
	
	
	26.15
	10.14

	 
	 
	
	
	 
	 
	
	 
	PHQ-9
	7.30
	4.48
	 
	 
	
	 
	12.98
	4.44

	[64]; Titov et al. (2015), Australia
	16
	-
	-
	8 weeks
	5 sessions
	Therapist
(telephone and e-mail)
	Managing Your Mood: sessions are presented as text-based instructions and case stories that show application of skills and experiences of older adults recovering from depression; weekly homework assignments; weekly e-mail/telephone contact with clinical psychologist (limited to 10 mins)
	PHQ-9
	4.31
	2.78
	 
	19
	
	WLC
	13.17
	5.81

	[65]; Vernmark et al. (2010), Sweden
	30
	40.50 (13.90)
	21 (70.00%)
	8 weeks
	7 sessions; recommended 1 session/ week
	Therapist
(e-mail)
	oCBT: modules consisted of an introduction to CBT, depression from a CBT perspective, cognitive restructuring, behavioral 
	BDI-II
	10.30
	5.20
	 
	29
	16 (55.17%)
	WLC
	16.60
	7.90

	
	
	
	
	
	
	
	activation, sleep management, defining goals, and relapse prevention; supervised, trainee psychologists maintained weekly e-mail contact and individualized the treatment according to the patient, provided clinical advice as well as technical assistance, and feedback after module completion
	MADRS
	11.90
	6.30
	
	
	
	
	17.70
	7.90

	
	29
	37.20 (13.00)
	23 (79.30%)
	8 weeks
	7 sessions; recommended 1 session/ week
	Administrative
(e-mail)
	oCBT (non-clinical trainee therapist support): modules as outlined; supervised, trainee psychologist maintained weekly e-mail contact for module feedback and technical assistance. No clinical advice given
	BDI-II
	12.30
	7.30
	
	
	
	
	16.60
	7.90

	 
	 
	 
	 
	 
	 
	
	 
	MADRS
	15.00
	7.00
	 
	 
	 
	 
	17.70
	7.90

	[66]; Warmerdam et al. (2008), The Netherlands
	88
	45.70 (SD n/a)
	61 (69.32%)
	8 weeks
	8 sessions; 1 session/ week
	Administrative
(e-mail)
	Coping With Depression: sessions consisted of psychoeducation, cognitive restructuring, relaxation etc.; trainee clinical psychologist provided feedback on work, and encouragement to continue with the program via e-mail (approx. 20 mins each week). No clinical advice was given
	CES-D
	19.40
	11.30
	 
	87
	69 (79.31%)
	WLC
	25.20
	9.90

	
Note. ADs = antidepressants; BDI = Beck Depression Inventory; CES-D = Centre for Epidemiologic Studies Depression Scale; CIS-R = Clinical Interview Schedule Revised; DSM = Diagnostic and Statistical Manual of Mental Disorders; F = female; HRSD = Hamilton Rating Scale for Depression; oCBT = online cognitive behavioral therapy; ICD = International Classification of Diseases; IDS-SR30 = 30 Item Inventory of Depressive Symptomatology; M = mean; MADRS= Montgomery-Asberg Depression Rating Scale; MDE = major depressive episode; MDD = major depressive disorder; MINI =  Mini International Neuropsychiatric Interview; n = pre-treatment sample size; PHQ = Patient Health Questionnaire; QIDS-C16 = Quick Inventory of Depressive Symptomatology-Clinical Rated; QIDS-SR = Quick Inventory of Depressive Symptomatology-Self Report; SD = standard deviation; TAU = treatment as usual; WLC = waiting list control
a data not available for inclusion of study in meta-analysis																					







