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We thank Wang and colleagues for their endorsement of the ORBIT trial1,2 and 

acknowledging the significance of the findings. We are grateful for the opportunity to clarify 

the issue of adherence within the trial, which we believe to be a strength of this study.  

We agree with Wang and colleagues that the small difference in adherence between the 

psychoeducation group (105/112; 94% completers) and the ERP group (99/112; 88% 

completers) may be due to the additional demands of engaging in ERP therapy as opposed to 

an education focused intervention. Although, it should be noted that both interventions 

consisted of 10 web-based chapters, and the chapter lengths were matched to be roughly 

equal. Participants in the psychoeducation group completed a median of 9 chapters and those 

in the ERP group, 8 chapters with more than a quarter of participants in both groups 

completing all chapters. We agree with Wang and colleagues that adherence may be lower in 

clinical practice. However, ORBIT was designed as a pragmatic trial with minimal 

participant exclusions and minimal researcher contact during the treatment to closely mirror 

clinical practice. Wang and colleagues suggest a post-hoc analysis of the primary outcome 

restricted to treatment completers.  We believe this would be unhelpful in predicting real-

world effectiveness of the intervention. We conducted an intention to treat (ITT) analysis 

(including both treatment completers and non-completers) which avoids overoptimistic 

estimates of the efficacy of the intervention resulting from the removal those who are non-

adherent.  

We are grateful to Wang and colleagues for the opportunity to highlight a related paper from 

this trial3 which explores engagement with the intervention as part of a process evaluation 

following Medical Research Council (MRC) guidelines.4,5  Using principal component 

analysis, we created a composite measure of participants’ engagement with the intervention. 

This engagement factor was used as a variable in Spearman’s Rho correlation with contextual 

factors as independent variables to examine factors which may impact engagement. In 
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response to Wang and colleagues, comorbidities had no significant relationship with 

engagement. The participant’s gender, socioeconomic status, age, baseline scores, parental 

education or tic medication status were also unrelated to engagement. Multiple linear 

regression modelling found two significant predictors of engagement; site (London 

participants were more engaged than Nottingham) and parental engagement (participants with 

parents who completed more chapters were more engaged). These findings provided support 

for the inclusion of parental chapters to facilitate their child’s engagement with therapy.  
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