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Abstract

Transdiagnostic behavior therapy (TBT) has been found to lead to significant reductions in 

affective disorder symptoms. However, patient satisfaction and treatment fit for TBT has not 

been examined. Within a sample of veterans, the current study examined the acceptability of TBT 

in comparison to brief behavioral activation for depression (BA). Results found individuals in the 

TBT condition (compared to BA) were more satisfied with therapy F(1, 48) = 6.68, p = .013. In 

addition, they were more likely to say that they would recommend this treatment to a friend F(1, 

48) = 3.76, p = .058 and that the TBT treatment helped them more effectively deal with problems 

F(1, 48) = 3.29, p = .076, although these effects were significant at trend level. Individuals in the 

TBT condition (compared to BA) completed significantly more homework F(1, 65) = 4.95, p = 

.030 and were more engaged in their homework F(1, 65) = 3.98, p = .050. These findings are the 

first of their kind and suggest high patient satisfaction and homework completion/participation in 

participants completing TBT. These results are promising and suggest the continued dissemination 

and implementation of transdiagnostic treatments.
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Introduction

The term affective disorders refers to the Diagnostic and Statistical Manual for Mental 
Disorders (DSM-5) depressive disorders, anxiety disorders, trauma- and stressor-related 

conditions, and obsessive-compulsive and related disorders (5th ed.; American Psychiatric 

Association, 2013). Affective disorders are among the most prevalent psychiatric conditions, 

with 28% past year and 49% lifetime prevalence rate in the United States (Greenberg et al., 

1999; Kessler, Berglund, et al., 2005; Kessler et al., 2005). Furthermore, affective disorders 

are the most common mental health disorders that United States veterans face (Hoge et al., 

2004; Seal et al., 2007). Although the symptoms of affective disorders vary, these conditions 
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are associated with significant individual distress and functional impairment (e.g., inability 

to work, low social engagement; Kroenke et al., 2007). These conditions are associated 

with considerable individual and societal burden, such as lower SES, marital discord, and 

increased healthcare related costs (Greenberg et al., 1999; Kessler et al., 2009; Kessler & 

Wang, 2002; Simon et al., 1995). In addition to the prevalence and burden, comorbidity 

among affective disorders is often the rule, not the exception. This is particularly true among 

veterans, with a large proportion of veterans with posttraumatic stress disorder (PTSD) also 

meeting criteria for an additional anxiety or depressive disorder (Ginzburg et al., 2010).

Effective treatments that aim to ameliorate these conditions are important. Luckily, with the 

creation and efficacy of cognitive behavioral therapy (CBT), such treatments exist. CBT is 

considered the “gold standard” treatment for affective disorders and a myriad of research 

has shown this umbrella of treatments to be effective across anxiety- and depression-related 

conditions (Chambless & Ollendick, 2001; Kaczkurkin & Foa, 2015). However, despite 

the availability of efficacious treatments, fewer than half of individuals meeting criteria 

for a DSM condition actually seek treatment (Kessler et al., 2001; Kessler et al., 1999). 

This is particularly true for veterans, with findings showing that veterans are less likely 

to seek psychiatric treatment in comparison to those in the general population (Milliken 

et al., 2007). In addition to low treatment initiation rates (Kessler et al., 2001; Kessler 

et al., 1999), traditional CBT protocols typically aim to treat one psychiatric condition at 

a time. Therefore, groups of individuals with high rates of comorbidity, such as veteran 

samples (Ginzburg et al., 2010), may require a much longer course of treatment in order to 

see symptom reduction across their comorbid conditions when traditional disorder specific 

CBT protocols are used. In turn, requiring an increased number of treatment sessions 

may adversely affect treatment commencement and lead to lower rates of initiation among 

those individuals who need it the most. Fortunately, researchers have begun to address this 

problem with the creation and dissemination of transdiagnostic treatments.

Transdiagnostic treatments are relatively new and refer to “those that apply the same 

underlying treatment principles across mental disorders, without tailoring the protocol to 

specific diagnoses” (McEvoy et al., 2009). These treatments are based on the idea that 

many psychiatric conditions share underlying symptoms (e.g., negative affect, avoidance) 

and that many disorder-specific protocols contain overlapping intervention components (e.g., 

exposure, cognitive restructuring) (Barlow et al., 2004; Gros et al., 2016; Norton & Paulus, 

2017). Broadly, the transdiagnostic treatment approach aims to simplify treatment for 

affective disorders by incorporating effective therapeutic techniques into a single treatment 

protocol aiming to address the overarching symptoms and functional impairment observed 

across these disorders (Gros et al., 2016). Given that transdiagnostic treatments aim to 

address symptoms that cut across the affective disorders, they may provide an effective and 

more parsimonious treatment for patients with comorbid disorders and symptoms.

One promising transdiagnostic treatment for affective disorders is transdiagnostic behavior 

therapy (TBT; Gros, 2014). TBT was designed for veterans with affective disorders and is 

an in-person protocol consisting of 12 weekly sessions. The primary components of TBT 

are psychoeducation, transdiagnostic exposure, and relapse prevention. Preliminary research 

across a variety of studies examining the efficacy of TBT has found it to lead to significant 
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reductions in affective disorder symptoms across time in veteran (Gros, 2014; Gros et al., 

2017) and civilian (Gros et al., 2019) samples. These results are promising and suggest TBT 

as a potentially useful treatment for affective disorders in general, as well as for individuals 

with high rates of comorbidity among the affective disorders given that it aims to address the 

overarching symptoms of these conditions.

Unfortunately, to date, the question of patient satisfaction or treatment fit for transdiagnostic 

treatments for the affective disorders, such as TBT, has remained largely unanswered. 

Acceptability, or the extent to which patients view the treatment as helpful, reasonable, 

pleasant, and justified (Kazdin, 2000), is an important and often overlooked factor to 

consider when evaluating treatment efficacy. Although no research has investigated the 

acceptability of TBT in patients, preliminary findings suggest high acceptability rates for 

other transdiagnostic protocols. For example, in a study investigating the acceptability 

and feasibility of the Unified Protocol for Emotional Disorders (UP), results found 

equivalent satisfaction ratings across both study conditions (UP + pharmacotherapy versus 

pharmacotherapy alone; Ellard et al., 2017). Additionally, in a study testing the efficacy 

and acceptability of transdiagnostic group therapy for anxiety (Norton et al., 2008), the 

authors found therapeutic alliance and treatment credibility ratings were similar for the 

transdiagnostic group in comparison to those seen in diagnosis-specific treatment trials. 

Despite these encouraging results, little is known regarding the acceptability of TBT.

In sum, the literature points to a need for the examination of the acceptability of 

transdiagnostic protocols for affective disorders. This research will broaden our knowledge 

on the acceptability of transdiagnostic treatments in general, but also provide information 

on the acceptability and treatment compliance for TBT. Further, this work may help 

us better understand whether transdiagnostic treatments, such as TBT, help to eliminate 

some of the barriers (e.g., low acceptability ratings) associated with traditional disorder-

specific treatment protocols. Within a sample of veterans, the current study examined the 

acceptability of TBT, in comparison to brief behavioral activation for depression (BA), 

a well-established treatment for affective disorders (Hopko et al., 2003; Lejuez et al., 

2011). Given previous research suggesting their efficacy, we hypothesized that both TBT 

and BA would be associated with less impairment related to psychiatric symptoms across 

time. Regarding acceptability, we hypothesized that TBT would be rated as significantly 

more acceptable in comparison to BA. In addition to treatment acceptability, we were 

interested in whether “dose” (i.e., session attendance, treatment completion) and homework 

completion/engagement would significantly differ among the TBT and BA conditions given 

that previous research has found these factors to be important for long-term treatment 

outcomes (Glenn et al., 2013; Short, Fuller, Norr, & Schmidt, 2017). In terms of “dose,” 

we predicted that no significant differences would be found between the TBT and BA 

conditions. Finally, we hypothesized that TBT, in comparison to BA, would be associated 

with higher rates of homework completion and homework engagement.
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Method

Study Design

The present investigation utilized data from a larger randomized control trial that examined 

the efficacy of TBT (active, N = 46) versus BA psychotherapy (control, N = 47) (citation 

redacted for double blind; ClinicalTrials.gov # redacted for double blind)1. Specifically, 

XXX and XXX (2019) found significant improvement across treatment for depression, 

anxiety, stress, PTSD symptoms, and impairment. Further, the authors found group 

differences (small effect) between the conditions in terms of symptom outcomes, with 

most findings favoring TBT in comparison to BA (see [redacted for double blind] for 

more details). In the current manuscript, acceptability and participation outcomes were 

analyzed at baseline and post-treatment. Participants were randomized to the active or 

control condition and then underwent 12 treatment sessions according to their assigned 

study intervention. Standardized questionnaires were administered at baseline and post-

treatment. All procedures were approved by the local Veterans Affairs Medical Center 

(VAMC) Research and Development committee as well as the Institutional Review Board at 

the affiliated university.

Participants

Participants consisted of veterans requesting psychotherapy for symptoms of depression 

and anxiety at primary care and mental health clinics within a large Southeastern VAMC. 

Study inclusion criteria involved: 1) competence to complete study consent and procedures, 

2) meeting DSM-5 diagnostic criteria for a principal diagnosis of an affective disorder, 

including: panic disorder and/or agoraphobia (PD/AG), PTSD, social anxiety disorder 

(SOC), obsessive compulsive disorder (OCD), generalized anxiety disorder (GAD), specific 

phobia (SP), major depressive disorder (MDD), or persistent depressive disorder (PDD), and 

3) participant age of 18 years or older. Study exclusion criteria involved: 1) recent history 

(≤ 2 months) of psychiatric hospitalization or a suicide attempt; 2) current diagnosis of 

substance use disorder; 3) acute, severe illness or medical condition that likely will require 

hospitalization and/or otherwise interfere with study procedures; 4) recent start of new 

psychiatric medication (≤ 4 weeks); or 5) diagnosis of schizophrenia, psychotic symptoms, 

personality disorder, and/or bipolar disorder.

Study Procedures

Participants for the present investigation were recruited from October 2014 to December 

2017. The study was advertised to local providers in the Primary Care Mental Health 

Integration and General Outpatient Mental Health clinics within the VAMC. Interested 

participants were referred to project staff and scheduled for an intake appointment to 

complete informed consent documents, evaluate study inclusion and exclusion criteria, 

and complete diagnostic and self-report measures. If eligible, participants were randomly 

assigned (1:1) to one of the two study arms (TBT or BA) using a permuted block 

randomization procedure. Randomization was stratified by four principal diagnostic groups 

(MDD, PTSD, PD/AG, or other anxiety disorder) and block size varied to minimize the 

1Please see [redacted for double blind] for CONSORT details.
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likelihood of unmasking. The project statistician developed the randomization assignment 

sequence. Following randomization, participants were assigned to a project therapist and 

completed 12 weekly sessions of psychotherapy. Participants repeated the diagnostic and 

self-report measures at post-treatment (one week after completion of session 12).

Treatment Conditions

TBT and BA were delivered in an individual psychotherapy format by masters- and 

doctoral-level project therapists that received extensive training in these treatments. All 

project therapists were responsible for delivering both treatment conditions and treatment 

sessions were approximately 45–60 minutes in duration.

Transdiagnostic Behavior Therapy.—TBT is streamlined behavioral intervention 

developed to educate on, prepare for, and practice and master four different types 

of exposure techniques for negative emotions (situational/in-vivo, physical/interoceptive, 

thought/imaginal, and [positive] emotional/behavioral activation). TBT aims to reduce 

transdiagnostic avoidance and lead to symptom remission. TBT has received initial support 

as an individual therapy and previous research has found TBT to be an efficacious 

treatment for affective disorders (Gros, 2014; Gros et al., 2017). Session topics include: 

psychoeducation regarding negative emotions and avoidance (session 1), an assessment of 

treatment goals and motivation (session 2), psychoeducation on avoidance and exposure 

exercises (session 3), how to get started with exposures (session 4), exposure practice – part 

one (session 5), exposure practice – part two (session 6), maintenance and modification of 

exposure practices (sessions 7–11), and review of treatment progress and relapse prevention 

strategies (session 12).

Behavioral Activation.—BA is a widely used evidence-based treatment that involves 

teaching patients to monitor their mood and daily activities with the goal of increasing 

pleasant, reinforcing activities (Hopko et al., 2003; Lejuez et al., 2011). BA has 

demonstrated reliable effectiveness across a variety of samples including university, 

community, civilian and veteran clinical samples with depression. In addition, BA has been 

shown to be effective in the treatment of PTSD and other related affective disorders (Gros 

& Haren, 2011; Jakupcak et al., 2006). In the present study, the BA condition followed 

a published manual available in the literature (Lejuez et al., 2011) and was provided 

in a format that was structurally equivalent to TBT with the same session length (45–60-

minute), frequency of sessions (weekly), duration of treatment (12 sessions), and quantity 

of homework assigned. Although there was some overlap between the BA and TBT, the 

primary exposure component and multi-disorder focus of TBT is missing from BA.

Measures

Demographics.—A comprehensive questionnaire was administered at intake to assess 

demographic information such as age, race, ethnicity, gender, income, and disability status 

and percent (0 – 100% service connected).

Illness Intrusiveness Ratings Scale (IIRS).—The IIRS (Devins et al., 1984) is a 13-

item questionnaire designed to measure the extent to which psychiatric symptoms interferes 
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with important domains of life (e.g., health, diet, work, and several others). Participants 

are asked to rate each item is rated on a 7-point Likert scale, ranging from 1 (not very 
much) to 7 (very much). In the present study, the total summed scale score was examined 

(Devins, 2010) at baseline and post-treatment. The IIRS has shown strong psychometric 

properties in the previous literature in participants with physical and/or emotional health 

concerns (Devins, 2010; Devins et al., 2001). In the current study, the IIRS demonstrated 

good internal consistency at both baseline and post-treatment (αs .88 - .95).

Satisfaction with Therapy and Therapist Scale-Revised (STTS-R).—The STTS-R 

(Oei & Green, 2008) is a 12-item questionnaire that assesses a patient’s satisfaction with 

the therapy provided as well as satisfaction with their therapist. The STTS-R is a revised 

version of the original STSS (Oei & Shuttlewood, 1999) and was modified to allow for 

mixed clinical groups with different clinical problems. Patients are asked to rate each item 

on a scale from 1 (strongly disagree) to 5 (strongly agree). The STSS-R has two factors—

Satisfaction with Therapy and Satisfaction with Therapist. In addition to these 12 items, 

the STTS-R has an additional question (labeled item 13 in the current study) that asks 

“How much did this treatment help with the specific problem that led you to therapy” and 

participants are asked to rate this item from 1 (“Made things a lot better”) to 5 (“Made things 
a lot worse”). For the current study, only the Satisfaction with Therapy factor was utilized. In 

addition to the Satisfaction with Therapy factor total score, certain items from the STSS-R 

were utilized. Specifically, STTS-R item 1 (“I am satisfied with the quality of the therapy 
I received”), STTS-R item 5 (“I would recommend the program to a friend”), STTS-R 

item 9 (“I am now able to deal more effectively with my problems”), and STTS-R item 13 

(“How much did this treatment help with the specific problem that led you to therapy”). 

The STTS-R has demonstrated sound psychometric properties in previous research (Oei & 

Green, 2008) and the Satisfaction with Therapy factor had excellent reliability in the present 

investigation (α = .90).

Post-Treatment Therapist Review (PTTR).—A questionnaire was created for the 

current study to measure a variety of outcomes at post-treatment. This questionnaire was 

completed at post-treatment (i.e., one week from session 12) by the therapist who treated 

each patient. This questionnaire inquired about a variety of posttreatment outcomes (e.g., 

session completion, homework adherence and engagement). The present study utilized 

PTTR item 1 (“total sessions attended”), PTTR item 2 (“number of no-shows”), PTTR 

item 3 (“number of cancellations”), PTTR item 4 (“total number of weeks in treatment”). In 

addition, PTTR item 8 (“weekly average percentage of homework completed”) and PTTR 

item 9 (“weekly average homework engagement”) were used. Therapists were asked to rate 

PTTR item 8 from 0 – 100% and PTTR item 9 from 0 (none) to 6 (maximum).

Results

Sample and Preliminary Analyses

For the current study, a total of 93 participants completed the baseline appointment (TBT N 
= 46, BA N = 47). Regarding follow-up, 43 participants did not have data (TBT N = 17, BA 

N = 26)2. Baseline demographics were first compared across treatment condition (TBT = 1, 
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BA = 2). Correlation analyses found no significant relationships between condition in regard 

to age, disability percentage, and sex (ps = .364 - .736). To look at differences between 

condition in terms of race/ethnicity and income, two one-way ANOVAs were computed. 

Results found no significant differences between condition in terms of race/ethnicity F(1, 

92) = 1.49, p = .225 and income F(1, 92) = .06, p = .809.

Primary Analyses

Treatment Improvement.—First, we were interested in determining whether TBT and 

BA, combined, demonstrated treatment improvement. Therefore, a paired samples t-test 

was conducted to determine if impairment related to psychiatric symptoms (as measured 

by the IIRS total score) would significantly reduce from Time 1 (baseline) to Time 2 

(post-treatment) across both groups (TBT and BA combined). Results found a statistically 

significant reduction in impairment across both groups from Time 1 (M = 50.09, SD = 

15.71) to Time 2 (M = 32.80, SD = 19.60, t(47) = 6.29, p < .001). These results suggest that 

both conditions lead to significant reductions in impairment related to psychiatric symptoms 

across time.

Satisfaction with Therapy.—Next, we examined whether condition was significantly 

associated with the STTS-R Satisfaction with Therapy factor total score (see Table 1 for 

means by condition). Results from a one-way ANOVA indicated that condition was also 

significantly associated with STTS-R Satisfaction with Therapy factor total score F(1, 48) = 

3.94, p = .050, such that individuals in the TBT condition were more satisfied with therapy 

in general when compared to those in the BA condition. Following this, we were interested 

in understanding the relationship between condition and (TBT = 1, BA = 2) certain items 

from the STTS-R Satisfaction with Therapy factor. Specifically, four one-way ANOVAs 

were run to determine whether differences between condition would be found in regard 

to STTS-R item 1 (satisfaction), 5 (recommend to friend), 9 (more effectively deal with 

problems), and 13 (treatment help with specific problem). Results indicated that condition 

was significantly associated with STTS-R items 1 F(1, 48) = 6.68, p = .013, , such that 

individuals in the TBT condition were more likely to say that they strongly agreed with this 

statement in comparison to those in the BA condition. Condition was also associated with 

STTS-R item 9 F(1, 48) = 3.29, p = .076 and item 5 F(1, 48) = 3.76, p = .058 at trend level. 

Further, condition was not significantly associated with STTS-R item 13 F(1, 48) = 2.79, p = 

.102. However, upon inspection of group means, individuals in the TBT condition rated this 

item higher in comparison to those in the BA condition.

Post-treatment Therapist Review.—Finally, in order to examine if condition was 

associated with different levels of treatment completion, four one-way ANOVAs were used 

(see Table 2 for means by condition). Specifically, we examined the relationship between 

condition (TBT = 1, BA = 2) and PTTR item 1 (“total sessions attended”), PTTR item 

2 (“number of no-shows”), PTTR item 3 (“number of cancellations”), and PTTR item 4 

(“total number of weeks in treatment”). Results found no significant differences between 

2Treatment completers versus non-completers significantly differed in age at baseline, such that participants who had post-treatment 
data were older. No additional differences among key variables for the current manuscript were found. Further, the rate of attrition was 
not significantly different across groups. Please see [redacted for double blind] for more information.
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condition and PTTR items 1 F(1, 78) = 1.43, p = .236, 2 F(1, 78) = .07, p = .793, 3 F(1, 

78) = .69, p = .409, and 4 F(1, 78) = .22, p = .643. Next, we were interested in whether 

condition was significantly associated with differences in homework completion (PTTR item 

8) and homework engagement (PTTR item 9). Results found that condition was significantly 

associated with PTTR items 8 F(1, 65) = 4.95, p = .030 and 9 F(1, 65) = 3.98, p = .050, 

suggesting that individuals in the TBT condition completed more homework and were more 

engaged in their homework, in comparison to those in the BA condition.

Discussion

The present study investigated self-reported treatment satisfaction and clinician-recorded 

patient participation during a treatment outcome study of TBT and BA in veterans 

with affective disorders. Findings suggest that TBT was associated with high participant 

satisfaction regarding the quality of the treatment (4.76 out of 5), likelihood to recommend 

the program to a friend (4.83 out of 5), and ability to deal more effectively with their 

problems (4.38 out of 5) on the STTS-R. STTS-R findings also supported the self-reported 

efficacy of TBT, with mean scores averaging between “made things a lot better” and “made 

things somewhat better” in the TBT group. In fact, the satisfaction with therapy scores for 

TBT in the present study (M = 27.79; SD = 3.09) were higher than other available STTS-R 

data in veterans receiving BA (M = 24.51; SD = 3.09) (Hershenberg et al., 2018) and a large 

outpatient sample of patients receiving CBT (Ms ranged from 21.46 to 26.21; SDs ranged 

from 1.94 to 5.55) (Oei & Green, 2008). Together, these findings suggest that TBT was 

well-received by veterans with affective disorders in the present study.

In addition to investigating satisfaction in the TBT group, participants receiving BA also 

recorded their self-reported satisfaction and these scores were compared to the TBT group. 

Participants receiving TBT evidenced significantly higher satisfaction with therapy as 

compared to the BA group. As hypothesized, these findings may be explained in terms 

of the treatments’ respective coverage of symptoms. For example, BA focuses on the 

symptoms of depression, TBT targets various symptoms common across the affective 

disorders. In addition, BA was designed to address the singular diagnosis of MDD, TBT was 

designed to target each of the affective disorders either as primary or secondary diagnoses 

as well as the symptoms of more than one diagnosis at a time. With that said, the vast 

majority of participants (83%; n = 40) endorsed symptoms consistent with at least two 

affective disorders. Of note, an alternative interpretation relates to the selection of BA 

as a comparison group. Although the majority of participants met criteria for MDD as 

a primary or secondary diagnosis (79%; n = 38), a minority of participants did not met 

criteria for MDD and may have been less satisfied with the treatment match as a result. 

Fortunately, said participants were randomized across conditions, limiting their influence on 

the group findings. However, as reported earlier, BA has been shown to be effective across 

the affective disorders (Gros & Haren, 2011; Jakupcak et al., 2006).

Related to the noted differences in self-reported satisfaction, mean differences also 

were identified in therapist ratings of participant homework completion and homework 

engagement. Homework completion and engagement has been found to be an important 

predictor of treatment outcome in psychotherapy trials (Mausbach et al., 2010; Rees et al., 
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2005). These findings may have interacted with the satisfaction findings in either direction in 

that higher satisfaction resulted in improved participation or improved participation resulted 

in higher satisfaction. Future research should monitor satisfaction and participation, as well 

as symptom change, over time to better understand their relations. Similar to the potential 

influence of the transdiagnostic approach on satisfaction, improved homework completion 

and participation may also be related to the better fit of TBT assignments to the symptom 

presentations as compared to the focus on a singular set of symptoms for depression.

Of note, results indicated no significant difference between TBT and BA in regard to 

session attendance and treatment helping with a specific problem (STTS-R item 13). These 

findings suggest that participants were equally likely to attend treatment sessions regardless 

of which treatment they received and is important given that session attendance is critical to 

treatment efficacy and fidelity. Although results did indicate significant differences between 

the conditions in terms of patients feeling like treatment helped them more effectively deal 

with problems, we did not find significant difference in terms of treatment helping with 

a specific problem. These findings suggest that TBT may have helped individuals broadly 

deal with problems better, but this did not translate to help with a specific problem. Given 

these somewhat discrepant findings, future work aiming understand client’s satisfaction with 

therapy across TBT and BA will be important in order to generalize and expand up these 

findings.

The present findings add to the growing body of literature in support of the transdiagnostic 

psychotherapy approaches for the affective disorders (Andersen et al., 2016; Norton & 

Paulus, 2017). In addition to their comparable outcomes (Barlow et al., 2017; Norton & 

Barrera, 2012), the present findings support the notion that transdiagnostic treatments may 

be equally, if not better, tolerated by patients with affective disorders. Added benefits of 

easier dissemination and implementation of the transdiagnostic treatments also have been 

argued elsewhere (Gros et al., 2017). In combination, these findings highlight both the 

potential benefits of transdiagnostic approaches as well as the need for continued research 

on transdiagnostic approaches in order to more fully disseminate them.

This study contained a number of limitations that should be addressed in future research. 

The selection of BA as a control condition was based on the need to select one treatment 

that would benefit most/all of the patients with affective disorders; however, its selection 

also may have reduced the satisfaction ratings in some patients. The challenges associated 

with selecting control conditions in transdiagnostic studies has been detailed elsewhere 

(Gros, 2015). The attrition rate was high (48%) compared to other recent studies of 

psychotherapy with veterans (Gros et al., 2018), but within the reported range for reviews 

of the discontinuation literature (Goetter et al., 2015). Relatedly, no measures of satisfaction 

were recorded on participants that discontinued treatment. An additional limitation of the 

current study is that differences between TBT and BA in regard to “recommending treatment 

to a friend” (STTSR item 5) and “treatment helping to more effectively deal with problems” 

(STTSR item 9) were only statistically significant at trend level. Although the means 

observed across the conditions for these specific items were in favor of TBT, given that 

differences did not reach statistical significance these findings must be interpreted with 

caution. Future research aiming to disentangle these satisfaction ratings is crucial to enhance 
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the external validity of these findings. And finally, the study was limited to a mostly male 

veteran sample which may limit the generalizability of these findings.

The present findings demonstrated high patient satisfaction and homework completion/

participation in participants with affective disorders completing TBT as compared to BA. 

The findings highlight the potential benefits of transdiagnostic treatments related to their 

coverage of multiple symptoms and/or disorders. Although additional research is needed to 

better understand the differences between transdiagnostic and disorder-specific treatments, 

preliminary findings for transdiagnostic treatments have been quite promising and argue for 

their continued dissemination and implementation.
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Impact Statement:

The current study found high patient satisfaction and homework completion/participation 

among veterans with affective disorders completing a transdiagnostic behavioral 

treatment (TBT). These findings underscore the promising nature of TBT as a 

transdiagnostic therapy and highlight additional benefits of transdiagnostic treatments 

outside of significant symptom reductions. Given the promising nature of transdiagnostic 

treatments, the present investigation advocates for their continued dissemination and 

implementation.
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