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Abstract

Purpose This study examined the efficacy and sustainability of treatment gains achieved through an intensive group-and
family-based outpatient CBT program for youth (N=63, ages 8-19) with anxiety disorders or obsessive-compulsive disor-
der (OCD) that provided interventions through a hybrid of in-person and primarily telehealth formats.

Findings Results indicated significant reductions in anxiety and depression symptoms and improved functional impairment
not only between admission and discharge, but also that these reductions were maintained at the three-month follow-up
assessment. Findings suggest that intensive outpatient group- and family-based CBT that integrates telehealth can lead to
lasting improvements in pediatric anxiety and OCD symptoms beyond discharge.

Summary Intensive group- and family-based outpatient CBT treatment that included telehealth sessions demonstrated
improvements in anxiety and depression symptoms as well as functional improvement, and these gains were maintained
three months later. This treatment format may be a way to increase access to evidence-based care, as the virtual format com-
ponent may reduce travel burdens, and a briefer duration of intensive treatment may create available openings for families
in need sooner.

Keywords Cognitive behavioral therapy - Intensive treatment - Children - Anxiety disorders - Obsessive-compulsive

disorder - Telehealth

Introduction

More than one-third of children will meet criteria for an
anxiety disorder before adulthood [1]. If not addressed, anx-
iety disorders have been linked to long-term consequences,
such as a negative impact on interpersonal relationships,
affective disorders and complications during pregnancy
and childbirth, financial struggles, unfavorable outcomes
in education and occupation, and somatoform disorders [2].
Obsessive-Compulsive disorder (OCD) affects about 2—3%
of youth and has been associated with impairment that per-
sists into adulthood if not treated [3*]. Given the preva-
lence of and long-term impairment associated with anxiety
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disorders and OCD, effective treatments with sustainable
impact are needed.

Cognitive behavioral therapy (CBT) is an evidenced-
based treatment for both pediatric anxiety disorders and
OCD; CBT is a “well-established” treatment for pediat-
ric anxiety disorders [1] and is “probably efficacious” for
pediatric OCD [3*]. In particular, research has demon-
strated that group-based CBT is the most effective for-
mat of this treatment for anxiety [4]. Even outside of
research settings, a meta-analysis of CBT for pediatric
internalizing disorders, that included anxiety disorders
and OCD, found that CBT was effective within commu-
nity and clinical settings, which supported the external
validity of the treatment [5]. Research also has found
that the benefits from individual and group-based CBT
for pediatric anxiety disorders and individual and group-
based family-focused CBT for pediatric OCD can be sus-
tained one year later [6, 7]. Furthermore, a meta-analysis
of pediatric CBT for internalizing disorders found that
treatment gains were sustained at follow-up assessments
up to slightly more than seven years [i.e., 89 months;
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8]. Taken together, data strongly suggest that CBT for
pediatric anxiety and OCD confers short and long-term
clinical improvements when delivered through both indi-
vidual and group-based settings.

Treatment for anxiety disorders and OCD expands
upon the traditional CBT that focuses on techniques that
address the connections among thoughts, feelings, and
behaviors by incorporating exposure and response pre-
vention (ERP). ERP involves children gradually facing
their fears and learning that the outcomes either were not
as challenging as expected or at least that they could tol-
erate the outcomes, the inhibitory learning model [9]. A
meta-analytic review examined specific factors contrib-
uting to sustained gains, such as parental involvement,
goal-setting efforts, relapse prevention techniques, and
booster sessions. Results demonstrated that only parental
involvement significantly predicated both post-treatment
and follow-up treatment effects several years post-dis-
charge [8]. Research on parental involvement in CBT has
noted that parent training techniques can help transfer
control from the provider to parent and to help parents
manage their own distress. In turn, parental involvement
can improve children’s functioning [10]. Given the well-
established interdependence of parent and child mental
health concerns [11], including caregivers during treat-
ment is critical to optimizing treatment gains over time.
Therefore, this study included caregivers in treatment.

Although CBT is firmly ensconced as the gold stan-
dard treatment for pediatric anxiety and OCD, it still
is not meeting the needs of all youth with anxiety and
OCD. Weekly CBT only predicted symptom remission
for about half of the youth who received the treatment
[12*, 13]. Researchers have noted some benefits of an
alternative format of treatment, intensive treatment, com-
pared to weekly CBT, such as greater initial remission
and improvement rates for pediatric OCD and anxiety
disorders treatment [14, 15*]. Researchers have hypoth-
esized that intensive treatment offers an approach that
provides treatment to more individuals due to a briefer
time between admission and discharge than in traditional
weekly therapy, leading to more provider availability for
new patients [14]. Intensive treatments in research set-
tings for youth with panic disorder, agoraphobia, OCD,
separation anxiety disorder, and specific phobia(s) have
been effective [14, 15*, 16, 17, 18, 19], and intensive
treatment in a clinical setting has demonstrated reduc-
tions in children’s anxiety, functional impairment, and
comorbid depression symptoms [20]. Furthermore,
intensive treatment was found to better address comorbid
depression symptoms when compared to weekly treat-
ment [21].
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In addition to investigating intensive treatment’s
immediate impact at the end of treatment, it also is
important to examine the sustainability of the treat-
ment’s effects. When investigating how intensive treat-
ment fares post-discharge, research found that intensive
family-based CBT for pediatric OCD produced similarly
sustained gains when compared to weekly family-based
CBT at a three-month follow-up assessment [15%]. A
meta-analysis of intensive CBT for pediatric anxiety dis-
orders found similar results [14]. These studies, however,
were conducted in research settings. Research on inten-
sive treatment programs in clinical settings’ outcomes
post-discharge is needed. This study aims to address that
research gap.

Moreover, the COVID-19 pandemic catalyzed an
increase in virtual treatments to increase access to
care [22*]. Prior to the pandemic, there already had been
demonstrations that implementing CBT via telehealth
offered similar treatment outcomes for pediatric anxi-
ety disorders and OCD compared to in-person treatment
[23, 24]. After the start of the pandemic, initial research
has found that virtual intensive group and family-based
treatment yielded similar reductions in parent- and child-
reported child anxiety symptoms and children’s func-
tional impairment by the end of treatment as compared
to in-person intensive treatment [25]. However, there
is an absence of research on the sustainability of the
impact of intensive group- and family-based treatment
provided virtually after patients have been discharged. A
few studies investigated the long-term impact of weekly
telehealth for pediatric anxiety disorders and found that
virtual treatment gains were maintained and sometimes
improved even more after completion of treatment up to
a year later [26, 27, 28*]. This study aims to examine
whether treatment gains achieved at the end of treat-
ment are sustained three months after discharging from
an intensive group- and family-based treatment that
includes telehealth sessions. The following hypotheses
were tested:

1. In light of previous research on the effectiveness of
in-person, family-based, intensive group treatments
for pediatric anxiety disorders and OCD in a clinical
setting [20], it is anticipated that parents and children
will endorse improvements in children’s symptoms and
functional impairment when comparing admission to
discharge ratings from intensive treatment that included
telehealth sessions.

2. Based on previous research on sustained treatment
gains for in-person, family-based, intensive group treat-
ments for pediatric anxiety disorders and OCD [15%,
14], it is hypothesized that improvement in children’s
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symptoms and functional impairment will be sustained
three months after treatment that included telehealth
components of care.

Method
Participants

Participants included 63 children and adolescents, ages
8-19, who were patients in an intensive outpatient group-
based treatment program at an academic medical center
in an urban city on the east coast of the United States. All
patients and their caregivers provided assent or consent,
respectively, for their treatment outcome data to be utilized
for research purposes. Referral sources included outpa-
tient providers, inpatient or residential treatment providers,
school staff members, or families learned about the program
through the hospital’s website or through local community
members. All study procedures were approved by the Insti-
tutional Review Board.

Among the participants, 34 (54.0%) identified as female,
26 (41.3%) identified as male, 1 (1.6%) as transgender
female, and 2 (3.2%) did not identify a gender. The mean age
was 13.72 (SD=2.94). Regarding race, patients could select
multiple responses, and 53 (84.1%) identified as White, 5
(7.9%) as Asian, Asian American, or Pacific Islander, 3
(4.8%) as Latino/Latina Hispanic (White), 3 (4.8%) as Mid-
dle Eastern, 2 (3.2%) as Black or African American, and 1
(1.6%) as Other. Regarding sexual orientation, 39 (61.9%)
identified as heterosexual, 4 (6.3%) as bisexual, 4 (6.3%) as
lesbian, 2 (3.2%) identified as pansexual, 1 (1.6%) as gay,
1 (1.6%) identified as queer, 6 (9.5%) identified as an ori-
entation that was not listed, 3 (4.8%) did not want to report
a sexual orientation, and 3 (4.8%) did not answer the ques-
tion. The majority of families in the study endorsed earning
an annual family income over $100,000 [52 (82.5%), and
2 (3.2%) did not respond to this question or chose not to
disclose]. Parents also were highly educated; 14 (22.2%) of
the responding parents reported having earned a bachelor’s
degree, 26 (41.3%) endorsed having a master’s degree, 14
(22.2%) noted having a professional degree (e.g., M.D.,
Ph.D., J.D., etc.), 8 (12.7%) reported that they did not fin-
ish or attend college, and 1 (1.6%) did not respond to this
question.

The majority of caregivers reported that their children
continued to meet with an outpatient therapist after having
completed the program, consistent with recommendations
made for all families upon discharge from this intensive
treatment. Specifically, 10 (15.9%) reported that the child
met with a therapist more than once a week, 36 (57.1%) met

once a week, 5 (7.9%) met every other week, 3 (4.8%) met
monthly, 3 (4.8%) reported that they did not meet with a
therapist, and 6 (9.5%) did not answer. Additionally, among
the 47 caregivers who described an outpatient treatment
modality in the follow-up assessment, the following treat-
ment modalities and the frequency with which they were
reported were noted: 13 (27.7%) only CBT, 8 (17.0%) CBT
and supportive/talk therapy, 6 (12.8%) CBT and two other
types of therapy, 5 (10.6%) CBT and ERP, 4 (8.5%) CBT
and DBT, 4 (8.5%) only DBT, 3 (6.4%) only talk therapy,
2 (4.3%) CBT and ACT, and 2 (4.3%) only ERP. Overall,
40 (85.1%) reported CBT and/or ERP outpatient treatment.
Given that this paper aims to examine whether treatment
gains were sustained at follow-up, it is important to note that
findings regarding the sustainability of treatment gains three
months post-discharge cannot be attributed solely to treat-
ment delivered through this intensive treatment program.

Moreover, the majority of children were prescribed psy-
chiatric medications not only as part of the treatment pro-
gram, but also as part of their discharge treatment plans.
Among the participants, most [49 (77.8%)] reported that
their youth followed their prescription regimen com-
pletely. A couple families (3.2%) reported that their chil-
dren followed their medication regimen moderately, and the
remaining 6 (9.5%) families reported not being prescribed
medication at the follow-up assessment.

In addition, there were families who did not complete
follow-up assessments. When the program first started,
independent evaluators invited families in for assessments
that included time for the families to complete the parent-
and child-report measures, three months after discharge.
Because these assessments often required children to miss
school, they were discontinued. That structure also meant
that not everyone could participate. Only 18 of the 216 fam-
ilies participated. When the program transitioned to virtual
treatment during the pandemic, the follow-up parent- and
child-report assessments were administered electronically
and remotely. More, but not all, families completed these
assessments (i.e., 44 of the 130 families completed the
assessments).

Measures
Child Anxiety Impact Scale [CAIS-C and CAIS-P; 29]

The CAIS-C and the CAIS-P are 27-item questionnaires
that were completed by the children and parents in our pro-
gram, respectively. This measure assesses for interference
in social, home, and academic domains. The measures were
administered at admission, discharge, as well as at follow-
up, three months after discharge to assess the impact of
anxiety on patients’ functioning. Responses are rated on
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a 4-point Likert scale, ranging from 0 (“not at all”) to 3
(““very much”), with possible scores ranging from 0 to 81.
Higher scores indicated greater interference. The total score
and subscales for both the parent and child versions show
good to excellent construct validity and internal consistency
[Cronbach’s a=0.70-0.90; 30].

In March 2022, authors learned that that there was one
item missing from the child- and parent-report of the CAIS:
“Spending the night at a friend’s house.” All participants up
until that time completed measures with the omitted ques-
tion, scores at different timepoints compared the same num-
ber of answered questions. The additional item would have
potentially increased the total score by a maximum of three
points. After March 2022, the additional item was added
to the scoring system. Because the analyses compare each
person’s own ratings at different timepoints, all of the CAIS
data that involved a consistent number of responses at each
time point for each reporter were included in the analyses.

Spence Children’s Anxiety Scale [Child Report (SCAS-C) and
Parent Report (SCAS-P); 31, 32]

The SCAS-C is a 44-item child-report questionnaire, and
the SCAS-P is a 39-item parent-report questionnaire. These
questionnaires measure severity of anxiety symptoms. They
were administered at admission, discharge, and at the fol-
low-up timepoint. Responses range from 0 (“Never”) to 3
(“Always”). The range of possible scores is 0-132 for chil-
dren, and 0-117 for parents. Higher scores indicated greater
levels of anxiety. The SCAS has demonstrated good to
excellent internal consistency for both the parent [a=0.89;
33] and child [a=0.92; 31] versions of the measure.

Center for Epidemiological Studies Depression Scale for
Children [CES-DC; 34]

The CES-DC is a 20-item questionnaire that measures self-
reported depression symptoms in children. The measure
was administered at admission, discharge, and follow-up
assessments. Each item response ranged from 0 (“Not at
all”) to 3 (“A lot”), with possible scores ranging from 0 to
60 and higher scores indicating greater depression severity.
The CES-DC has demonstrated very good internal consis-
tency [a=0.89; 35].

Procedure

Informed Consent and assent were obtained at families’ ini-
tial visit to the program during the diagnostic evaluation.
Families were asked to complete routine outcome monitor-
ing questionnaires at the beginning of treatment, the day of
discharge, and three months after the discharge date. One
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caregiver from each family completed the questionnaires
for consistency in reporting.

During treatment, each family was assigned a treatment
team, which consisted of a psychologist, psychiatrist, and
clinical or counseling psychology doctoral student. There
was a treatment group for children ages 8—13, and one for
adolescents and young adults ages 14—19. Group size was
5-6 in the child group and 6-8 in the adolescent group.

Children attended treatment four afternoons per week for
a minimum of four weeks and with the option of extending
for any number of full weeks (with a minimum extension
of two weeks). The average length of treatment was about
eight weeks (M =7.98, SD=3.00). Participants attended a
45-minute psychoeducation group and a 90-minute expo-
sure with response prevention (ERP) group three days each
week, during which participants engaged in individually tai-
lored exposure practices within the group setting. At the end
of each day, a clinician met with a caregiver and the child
privately to review the exposures that were completed that
day and the action plan — assigned exposures and skills — to
be completed before the next treatment day. Every family
also attended a weekly 45-minute therapy session with their
psychologist and a 45-minute session with their psychiatrist
for medication consultation. In total, children attended treat-
ment for about 11 h each week.

In addition to daily check-ins and participation in weekly
family and psychopharmacology meetings, caregivers were
integrated in treatment through attendance of caregiver
guidance groups. These groups prioritized teaching caregiv-
ers relevant skills to better support their children and fami-
lies in addressing anxiety and OCD. Over the course of this
program’s history, caregiver guidance groups were initially
offered once a week, then twice a week, and then once a
week. These changes occurred in response to caregivers’
feedback and attendance. Paired t-tests compared families
who had access to one weekly caregiver group to those who
had access to two weekly caregiver groups on all outcome
variables that were used in this study. There were no signifi-
cant differences for any of the outcome variables; therefore,
the analyses examined all families together, regardless of
the number of caregiver guidance groups attended.

The initial evaluation, weekly family meetings, and
weekly psychiatry meetings were insurance-based sessions,
and the remaining sessions were self-pay. Families had the
opportunity to apply for a scholarship for the self-pay por-
tion of treatment. Additionally, the service delivery format of
the program shifted in response to social distancing require-
ments associated with the COVID-19 pandemic. Prior to
the pandemic, the program operated entirely in-person at
the clinic. Treatment shifted into an entirely virtual format
in March 2020; treatment was delivered remotely in real-
time via videoconferencing technology. In August 2022, the
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program transitioned to a hybrid model of care, with one
in-person group day and three virtual treatment days. A one-
way ANOVA was used to test for differences between out-
comes (all variables used in this study) for participants who
completed fully in-person, virtual, and hybrid participants.
There were no significant differences across these three pro-
gram structures, and the analyses in this manuscript focus
on the fully virtual and hybrid treatment structures.

Results
Analytic Strategy

Paired-Sample #-tests were performed using SPSS 28.0 to
assess changes on all measures between admission to dis-
charge and also between discharge and the three-month fol-
low-up assessment. Parent- and child-report measures were
compared separately.

Hypothesis 1 Parents and children will endorse improve-
ments in children’s symptoms and functional impairment
when comparing admission to discharge ratings from inten-
sive treatment that included telehealth sessions.

As expected, both parents and children endorsed signifi-
cant improvement in children’s anxiety symptoms [M(child
SCAS at admission)=36.55, SD=15.97; M(child SCAS
at discharge)=23.26, SD=19.91; #37)=6.05, p=.001;
M(parent SCAS at admission)=35.08, SD=13.12;
M(parent SCAS at discharge)=20.84, SD=13.38;
#(49)="7.52, p=.001] and functional impairment [M(child
CAIS at admission)=21.56, SD=16.38; M(child CAIS
at discharge)=17.11, SD=18.07; t(33)=2.30, p=.028;
(parent CAIS at admission)=28.96, SD=14.15; M(parent
CAIS at discharge)=16.43, SD=14.38; t(45)=6.56, p <
.001]. Children also endorsed reductions in their depres-
sion symptoms [M(child CES-DC at admission)=21.63,
SD=13.72; M(child CES-DC at discharge)=15.74,
SD=11.58; #(37)=4.22, p=.001].

Hypothesis 2 Improvement in children’s symptoms and
functional impairment will be sustained three months after
treatment that included telehealth components of care.

As expected, there were no significant differences between
discharge or three-month follow-up ratings by both parents
and children with respect to children’s anxiety symptoms
[M(child SCAS at discharge)=23.04, SD=20.76; M(child
SCAS at follow-up)=26.58, SD=19.13; #25) = -1.59,
p=.125; M(parent SCAS at discharge)=21.88, SD=14.11;
M(parent SCAS at follow-up)=22.23, SD=14.43;

#(51)=-0.22, p=.825] and functional impairment [M(child
CAIS at discharge)=20.55, SD=20.25; M(child CAIS at
follow-up)=17.05, SD=16.47; t(21)=1.76, p=.093; (par-
ent CAIS at discharge) =16.50, SD=13.76; M(parent CAIS
at follow-up)=15.33, SD=13.36; t(45)=.67, p=.505].
Children also endorsed reductions in their depression symp-
toms [M(child CES-DC at discharge)=16.44, SD=12.14;
M(child CES-DC at follow-up)=18.68, SD=13.33; #(24)
=-1.34, p=.193].

Discussion

The present study investigated the effectiveness and sus-
tainability of an intensive outpatient cognitive-behavioral
treatment program for pediatric anxiety disorders and OCD.
Although previous research has demonstrated strong sup-
port for the efficacy of in-person intensive CBT between
admission and discharge time-points [14, 15*], the longer-
term benefits of this approach using virtual sessions have
received relatively less attention. The present study aimed
to add to the literature by investigating whether treatment
gains achieved during intensive group- and family-based
outpatient CBT program for pediatric anxiety disorders
and OCD using a hybrid (i.e., virtual and in-person) format
with the majority of the sessions held virtually could persist
beyond discharge.

Supporting the study’s first hypothesis, both parents
and children endorsed that children experienced signifi-
cant improvements in anxiety and in functional impairment
after completing intensive CBT treatment, and children
also reported significant decreases in depression symp-
toms. These findings extend the literature base supporting
the efficacy of intensive CBT for pediatric anxiety disorders
and OCD [14, 20] and also support research that demon-
strated the efficacy of intensive treatment provided via tele-
health [23, 24].

Notably, the mean depression score at discharge was
below the clinical cut-off, which highlights that on average,
children were no longer meeting clinical levels of depres-
sion after treatment. Although further evaluation is needed
to better understand these mechanisms of change, it may be
that the CBT skills were transferable to depression symp-
toms. An additional hypothesis could be that children may
have noticed reductions in depression due to their ability to
engage in life more easily without as much distress from
anxiety. These results align with studies demonstrating that
intensive outpatient treatment can lead to greater reductions
in depression symptoms than achieved through weekly out-
patient treatment [21].

Supporting the study’s second hypothesis, treatment
gains were maintained three months after discharge. These
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results are consonant with research that demonstrated treat-
ment gains achieved through intensive in-person CBT can
be maintained at follow-up time-points [14, 15*]. Of note,
the majority of participants in this study continued with out-
patient therapy post-discharge. It is likely that continuing
CBT after an intensive program is necessary and helpful to
continue generalizing gains post-discharge and offer chil-
dren support as they reduce the frequency of their treatment
sessions.

The present study extends the burgeoning literature
supporting the efficacy of telehealth-based treatments for
mental health conditions by demonstrating that intensive
treatment, provided either in a fully virtual or a hybrid for-
mat, can foster sustained improvement beyond discharge. A
growing body of research supports the functional equiva-
lence of videoconference-based delivery of CBT for pedi-
atric anxiety disorders and OCD and traditional in-person
treatment [22, 23, 25]. The ability to deliver gold-standard
psychological treatments for these conditions remotely in
real-time is promising, as telehealth-based treatment meth-
ods may circumvent many barriers to treatment availability,
accessibility, and acceptability [36]. Moreover, telehealth
may facilitate external validity as it offers opportunities for
children to participate in their everyday home and surround-
ing community environments. Preliminary analyses for the
present study did not identify significant differences in out-
comes for youth who participated in treatment through either
fully virtual or in a hybrid virtual/in-person model [25]. As
such, this study adds to the nascent literature suggesting
that intensive treatment for pediatric anxiety and OCD that
includes telehealth sessions can be effective not only once
children have been discharged from treatment, but also for
multiple months after intensive treatment has ended. These
data can help circumvent barriers to treatment access for
families, and help children sustain treatment momentum in
an abbreviated period of time via intensive formats.

Limitations and Future Directions

There are several limitations and future directions worth
addressing. First, the diversity of the study sample was
limited, and therefore, not fully representative of the treat-
ment-seeking population of anxious youth. Specifically, the
majority of the sample identified as White and from families
with relatively high incomes (i.e., annual incomes greater
than $100,000). Although the program in this study offered
need-based scholarships, it is possible that this information
was not available in all surrounding communities, which
suggests the need to further disseminate information about
scholarship. Additional research is needed to clarify the
generalizability of these results to economically and racially
diverse populations. Sustained investment in policies that
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prioritize equitable access to treatment is essential to
address these disparities and ensure that all families in need
can benefit from such interventions. Second, results may be
impacted by selection bias, as not all families enrolled in the
research study completed follow-up measures. Specifically,
it is possible that families of youth who experienced greater
symptom improvements in the months post-discharge or
those with a more positive program experience were more
inclined to participate in follow-up assessments, potentially
skewing the results.

Third, the sample size limited the ability to investigate
potential moderators. Building upon the findings of this
study and with a larger sample size, future research may be
able to explore potential moderators and predictors of whom
is more likely to maintain gains after treatment. Under-
standing these factors can allow providers to identify who
might not maintain gains after discharge and reasons why.
In turn, clinicians may be better able to tailor treatment so
that it optimizes outcomes for more youth. Fourth, the study
investigated whether treatment gains were sustained three
months after discharge, and it remains to be seen whether
this trend continues for an even longer period of time after
treatment. Lastly, because the program recommended that
families pursue care after discharge, it was not possible to
determine the degree of the long-term impact of the inten-
sive program.

Conclusions

Despite the limitations, this study adds to the literature
about how intensive group- and family-based treatment
provided in either a fully virtual or hybrid format can help
children sustain reductions in reported anxiety, depression,
and functional impairment symptoms even three months
after treatment. Given the increase in rates of pediatric men-
tal illnesses during the COVID-19 pandemic, this intensive,
hybrid treatment format may be a way to increase access to
much-needed care.
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