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Abstract. Due to the growing evidence base supporting the hypothesis of common
processes across different mental health problems, transdiagnostic interventions are
receiving increased research attention. Transdiagnostic approaches have the potential
to produce better outcomes, to reduce waiting times and to increase cost-effectiveness
in stretched mental health services. Research into transdiagnostic cognitive behaviour
therapy (CBT) in group format has demonstrated positive results in participants with
anxiety disorders, with some studies extending the inclusion criteria to secondary and
comorbid symptoms. This study evaluates a transdiagnostic CBT-based intervention,
delivered by a secondary-care mental health team and includes participants with a
range of diagnoses typical of this population. The real-world setting and lack of
exclusion criteria based upon diagnosis provides an ecologically valid evaluation of
a transdiagnostic CBT-based intervention. The results suggest that the intervention was
associated with reductions in self-reported symptomatology and improvements in social
functioning of individuals who attended in a secondary-care mental health service.
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Introduction

Cognitive behaviour therapy (CBT) is the first-line treatment for a range of different psycho-
logical problems including depression, generalized anxiety disorder, panic and agoraphobia,
schizophrenia and eating disorders (NICE, 2004, 2009, 2011, 2013). There is growing
evidence that this may be due, in part, to common cognitive-behavioural processes such as
selective attention, rumination, avoidance, reassurance seeking and thought suppression that
maintain psychological distress across disorders (Mansell et al. 2008; Clark, 2009).

Transdiagnostic theory exploring these commonalities has been the focus of a growing body
of research. Mansell et al. (2008) outlined the advantages of a transdiagnostic approach stating
that it can help to explain comorbidity of problems through the generalization of theories
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and understanding of specific problems to other disorders. It can also inform transdiagnostic
interventions, of which there are several practical benefits. For example, interventions that are
less disorder-specific and instead focus on common processes allow treatments to be offered
in a group format, thus potentially reducing both costs and waiting times (Clark, 2009).

There is now substantial evidence demonstrating the effectiveness of transdiagnostic
interventions, in both group and individual format. Norton & Paulus (in press) recently
reviewed the evidence of transdiagnostic interventions, namely transdiagnostic group CBT
and the ‘Unified Protocol’, an individual intervention for emotional disorders based upon
cognitive-behavioural approaches developed by Barlow et al. (2004). They reported positive
results of open trials and two randomized controlled trials (RCTs) of transdiagnostic group
CBT which showed non-inferiority to diagnosis-specific group CBT and transdiagnostic
group relaxation. Furthermore, data collapsed across open studies and RCTs suggested that
transdiagnostic group CBT may be associated with superior results for comorbid anxiety
symptoms when compared to disorder-specific CBT. The unified protocol intervention was
also associated with positive results for emotional disorders, although it was noted that
the number of studies of this approach was very small. Newby et al. (2015) conducted a
meta-analysis of transdiagnostic clinician-guided computerized or face-to-face psychological
interventions for anxiety and depression in group or individual format. Using this broad
criteria for interventions they included 50 studies, predominately exploring transdiagnostic
CBT or CBT-informed interventions (n = 40) with the remaining studies examining
mindfulness or acceptance-based interventions or psychodynamic therapy. Overall, there were
large, significant effects for anxiety and depression (g = 0.87 and g=0.91, respectively).

In light of these positive findings for anxiety and depression, consideration has been
given to the utility of transdiagnostic interventions for other diagnoses. For example,
Larsen-Barr & Glynn Owens (2013) conducted a study of transdiagnostic psychological
intervention for participants with self-identified comorbid schizophrenia spectrum disorders
and problematic anxiety. Despite a very small sample size (n = 9) and no statistically
significant conclusions being drawn, the authors suggested that the group had potential
benefits for individuals experiencing psychosis. Another study that explored the utility of
patient-led appointment scheduling also provided some information about the effectiveness
of a transdiagnostic intervention for individuals in a community mental health team (Carey
et al. 2013). Participants were patients referred to a psychology clinic irrespective of diagno-
sis, who received ‘Method of Levels’ therapy; a transdiagnostic cognitive therapy. The results
showed an effect size of 1.45 that the authors concluded was similar to effect sizes in studies of
disorder-specific interventions. Furthermore, this effect was produced with a low mean num-
ber of sessions (3.6), suggesting that the intervention was also more efficient than some other
types of therapy that the study cited. However, the main focus of the study was patient-led ap-
pointment scheduling where patients selected the frequency and duration of their intervention.
It is therefore difficult to attribute these results solely to the content of the intervention.

The findings and conclusions of these studies and reviews suggest that transdiagnostic
interventions are effective and have the potential to be more efficient than some disorder-
specific interventions. This study aims to follow on from this research by evaluating the
effectiveness of a transdiagnostic CBT group intervention, plus three individual sessions, held
within a secondary-care mental health setting. The intervention was open to anyone under the
care of this service irrespective of diagnosis and, as such, this study used a real-world sample
of individuals and problems typically seen by clinicians in community mental health services.

https://doi.org/10.1017/S1754470X16000015 Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X16000015


A transdiagnostic CBT intervention 3

Table 1. Participants’ characteristics

Cohort 1 2 3 4 5 Total

Excluded due to missing
data, n

1 0 1 2 1 5

N 11 11 10 11 8 51
Female, n (%) 8 (72.7) 7 (63.6) 6 (60) 7 (63.6) 3 (37.5) 31 (60.8)
Primary diagnosis: anxiety
disorder, n (%)

2 (18.2) 0 (0) 0 (0) 1 (9.1) 0 (0) 3 (5.9)

Primary diagnosis:
affective disorder, n (%)

7 (63.6) 6 (54.5) 8 (80) 7 (63.6) 5 (62.5) 33 (64.7)

Primary diagnosis:
psychotic disorder, n (%)

2 (18.2) 5 (45.5) 2 (20) 3 (27.3) 3 (37.5) 15 (29.4)

Comorbid diagnosis, n (%) 4 (36.4) 3 (27.3) 1 (10) 2 (18.2) 0 (0) 10 (19.6)
Attrition, n (%) 1 (9.1) 2 (18.2) 4 (40) 2 (18.2) 0 (0%) 9 (17.6)
CORE-10: pre-group, 20.66 23.64 25.2 21.73 23.63 22.88
mean (S.D.) (8.64) (6.76) (7.5) (10.13) (9.81) (8.42)

WSAS: pre-group, 25.09 23.91 25.8 26.18 24.38 25.1
mean (S.D.) (7.4) (6.56) (7.63) (8.93) (7.8) (7.43)

CORE-10, Clinical Outcomes in Routine Evaluation-10; WSAS, Work and Social Adjustment Scale.

Method

Participants

Participants were adults under the care of a secondary-care mental health team and were,
therefore, experiencing significant mental health difficulties requiring multi-disciplinary
professional support. Participants were referred to the group by a clinician in the team and
were then assessed by a group facilitator. Inclusion criteria were that the group facilitator
judged that the individual was motivated to engage and would be able to commit to regular
attendance. There were no exclusion criteria relating to diagnosis and the group accepted
participants with a range of difficulties typical of this population including anxiety, depression,
bipolar disorder, substance use difficulties, psychosis and personality disorders.

A total of 56 participants in five cohorts started the group between 2010 and 2013 and group
facilitators routinely collected outcome data. Unfortunately no data are available regarding
referral and acceptance rates for this period. Participants’ characteristics are displayed in
Table 1. Data were missing for five participants who were therefore excluded from analysis,
leaving a total sample of 51 participants, 31 of whom were female. No data on age or ethnicity
were collected. Participants were categorized into diagnosis type based on their primary
diagnosis which was obtained from a detailed clinical assessment prior to the group, but
this was not based upon a clearly identified or validated diagnostic tool. Some participants
had more than one diagnosis listed in the group records. In such cases the first diagnosis
listed was considered to be the primary diagnosis. Diagnoses were divided into two groups;
common mental health problems (anxiety disorders and depression) or severe mental illness
(psychotic disorders, bipolar disorder and personality disorders) and represented 70.6% and
29.4% of the sample, respectively. Comorbidities were recorded in 19.6% of participants.
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Measures

Outcome measures were administered at pre-group individual sessions and during the final
group sessions.

Clinical Outcomes in Routine Evaluation-10 (CORE-10; Connell & Barkham, 2007)

The CORE-10 is a short self-report measure of general subjective clinical outcome and
distress. Connell & Barkham (2007) reported that the CORE-10 has good discriminate
validity between clinical and non-clinical samples (t = 37.3, p<0.001), to show good internal
consistency (Cronbach’s α=0.81 and 0.82 for women and men, respectively) and to be
sensitive to change post-therapy (t=38.1, p<0.001). The CORE-10 also demonstrated good
convergent validity with the original 34-item CORE-OM in a clinical sample (r = 0.94, 95%
confidence interval 0.93-0.95) and to be acceptable for use with patients in primary care
(Barkham et al. 2013).

Work and Social Adjustment Scale (WSAS; Mundt et al. 2002)

The WSAS is a five-item self-report measure of general functional impairment. In a study
of participants with either obsessive compulsive disorder (OCD) or depression the WSAS
was demonstrated to be reliable, with a test–retest correlation coefficient of 0.73 in a sample
with OCD, internally consistent (Cronbach’s α=0.942 and 0.882 at week 30 in participants
with depression and OCD, respectively) and to have convergent validity with other validated
outcome measures (Mundt et al. 2002).

Procedure

A CBT therapist and a clinical psychologist designed the group structure and content.
The intervention was not based on a specific transdiagnostic model, but rather was an
amalgamation of aspects of CBT that are transdiagnostic in nature. The content was
identified based upon the current evidence-based interventions for specific disorders,
namely CBT protocols for anxiety and depression, as well as the clinical experience of
those involved in developing the group (see Table 2). Sessions included psychoeducation,
behavioural activation, identifying negative automatic thoughts and considering productive
and unproductive worry. Treatment consisted of 12 weekly 1½-h sessions, with a booster
session delivered 4 weeks after session 12. In addition, each participant was also offered
three 1-h individual sessions. The group and individual sessions were facilitated by clinical
psychologists, nurses, social workers and occupational therapists who received group
supervision from a clinical psychologist on a monthly basis.

The first individual session was held before the start of the group and provided participants
with information about the group and individual requirements such as homework. Pre-group
outcome measures were completed at this point. Two further individual sessions were held
between sessions 3 and 4, and 6 and 9, and offered support in developing and applying
the skills introduced in the group, as well as problem-solving any difficulties that arose.
The content of these two sessions was guided by what the individual participant wanted to
discuss.
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Table 2. CBT group plan

Session 1 Introduction to group format and the CBT model
Session 2: ‘What we do’, part 1 Discussions about behaviour and its impact on emotions

Introduction to mindfulness
Session 3: ‘What we do’, part 2 Home practice review and mindfulness

Reiteration of the CBT cycle
Introduction to the Achievement, Closeness and
Enjoyment (ACE) log for monitoring how behaviour
affects mood

Session 4: ‘What happens in our bodies’ Home practice review and mindfulness
Overview of link between cognitions/emotions and
physiology

Discussions about the fight-flight-freeze response
Introduction to stress-reduction strategies (using ‘stress
bucket’ analogy)

Session 5: ‘What we think’, part 1 Home practice review and mindfulness
Introduction to Negative Automatic Thoughts (NATs)
Accessing and identifying NATs

Session 6: ‘What we think’, part 2 Home practice review and mindfulness
Introduction to unhelpful thinking patterns
Thought analysis strategies

Session 7: Self-esteem Home practice review and mindfulness
Overview of self-esteem

Session 8: Assertiveness Home practice review and mindfulness
Introduction to assertiveness
Strategies for developing assertiveness

Session 9: Anxiety Home practice review and mindfulness
Overview of anxiety and social anxiety
Five areas model

Session 10: Depression Home practice review and mindfulness
Overview of depression and effect of depression on
motivation

Worry and rumination
Session 11: Anger Home practice review and mindfulness

Anger and the anger thermometer
Session 12: Recovery plan Home practice review and mindfulness

Review of skills
Developing individual recovery plans

Session 13: Booster Mindfulness
Review of individual recovery plans

Results

Attrition

Nine (17.6%) participants did not complete the group programme. Rates of attrition did not
differ for gender (Fisher’s exact test yields p=0.223 indicating no difference) or diagnosis
type [χ ²(1, n = 51)=0.272, p = 0.602].
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Fig. 1. Mean pre- and post-group outcome measure scores. CORE-10, Clinical Outcomes in Routine
Evaluation-10; WSAS, Work and Social Adjustment Scale.

Further analysis of pre-group outcome measure scores indicated no significant differences
between those who completed the group (CORE-10: mean=22.45, S.D. = 8.45; WSAS:
mean=24.60, S.D. = 7.51) and those who did not (CORE-10: mean=24.89, S.D. = 8.43;
WSAS: mean=27.44, S.D. = 6.98; CORE-10: t49 = 0.79, p = 0.436; WSAS: t49 = 1.05,
p = 0.301). This was also reflected in the descriptive statistics of clinical cut-offs for these
measures (clinical cut-off for the CORE-10 and WSAS was a score of �10). One hundred
per cent of participants who did not complete the group met the clinical cut-off for both the
CORE-10 and WSAS while in completers these figures were 92.5% and 100%, respectively.

Baseline characteristics of completers

One-way between-subjects ANOVAs were conducted to explore the baseline CORE-10 and
WSAS scores of participants who completed the group (n=42). Using the significance level
p<0.05 there was not a significant difference between groups on baseline CORE-10 scores
(F2,39 = 1.36, p = 0.270) or WSAS scores (F2,39 = 0.21, p = 0.814).

Primary analysis: CORE-10 and WSAS outcomes

The pre- and post-group scores for outcome measures are shown in Figure 1. A paired-
samples t test was conducted on CORE-10 scores of completers (n=42) at pre-group
(mean=22.45, S.D. = 8.45) and post-group (mean=14.92, S.D.=7.68) and found a significant
decrease at the end of the group (mean=7.52, S.D. = 9.96; t41 = 4.9, p<0.001). This
represents a large effect size (Cohen’s d = 0.93), indicating that, over the course of the
intervention, distress experienced by participants significantly reduced.

A significant decrease (mean=8.0, S.D. = 6.92) was also found between WSAS scores
at pre-group (mean=24.6, S.D. = 7.51) and post-group (mean=16.6, S.D. = 7.4; t41 = 7.49,
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Table 3. Mean pre- and post-group outcome scores

CORE-10, mean (S.D.) WSAS, mean (S.D.)

Pre-group Post-group Pre-group Post-group

Common mental health problems (n = 29) 23.34 (8.05) 15.10 (7.49) 25.10 (7.11) 17.07 (8.13)
Severe mental illness (n = 13) 20.46 (9.31) 14.54 (8.39) 23.46 (8.52) 15.54 (5.58)
Total sample (n = 42) 22.45 (8.45) 14.92 (7.68) 24.6 (7.51) 16.6 (7.40)

CORE-10, Clinical Outcomes in Routine Evaluation-10; WSAS, Work and Social Adjustment Scale.

p<0.001), with a large effect size (Cohen’s d = 1.07). This indicates that the general
functioning of participants was significantly improved at the end of the intervention.

An intention-to-treat analysis was also conducted with pre-group scores carried forward
for participants who did not complete the group. A paired-samples t test found the significant
decrease in CORE-10 scores remained with the inclusion of these participants (pre-group:
mean=22.88, S.D. = 8.42: post-group: mean=16.69, S.D. = 8.6; difference: mean=6.20,
S.D. = 9.47; t50 = 4.68, p<0.001, d = 0.73), as well as for WSAS scores (pre-group:
mean=25.10, S.D. = 7.43; post-group: mean=18.51, S.D. = 8.37; difference: mean=6.59,
S.D. = 6.99; t50 = 6.74, p<0.001, d = 0.83).

Secondary analysis: effect of intervention on different diagnostic groups

As per the analysis protocol, statistical analysis showed a significant improvement in scores
on the CORE-10 and WSAS at post-treatment compared to baseline scores. Further ANOVAs
were conducted to explore effects of the intervention across the two diagnostic groups whilst
controlling for baseline scores (see Table 3). An ANCOVA was conducted with diagnostic
group as the between-group factor and post-group CORE-10 and WSAS scores as dependent
variables. Pre-group scores were included as covariates. This analysis showed no significant
difference between the groups on post-group CORE-10 scores (F1 = 0.001, p=0.98) or
WSAS scores (F1 = 0.09, p=0.77), indicating that participants benefited from the intervention
irrespective of their diagnostic group.

Internal validity

Correlations were conducted to explore the relationship between CORE-10 and WSAS scores
at pre-treatment and at post-treatment. The pre-treatment scores were moderately correlated
(r=0.742, p<0.01) but at post-treatment the association was weaker (r = 0.469, p<0.01).
These results suggest that symptoms and general functioning were somewhat related before
the intervention, but at post-treatment the two measures were assessing different outcomes.

Discussion

Evidence is increasingly being gained for the use of transdiagnostic group CBT interventions
for mental health problems, with positive outcomes demonstrated in a range of diagnoses with
a particular focus on anxiety disorders. This study evaluated a transdiagnostic intervention
within a secondary-care mental health service that accepted participants irrespective of their
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diagnosis. The data from five cohorts show that the intervention was associated with signifi-
cant improvements in subjective distress and functioning, irrespective of broad diagnosis type.
Although the effect sizes of the mean decrease in symptom severity and functional impairment
are smaller than the pre- to post-treatment effect size of d=1.58 reported in a previous meta-
analysis by Norton & Philipp (2008), they still indicate large effects.

The study was conducted in routine clinical practice and as such provides an ecologically
valid account of the effect of this intervention. The study also demonstrates internal validity,
as measured by correlations of the CORE-10 and WSAS at pre- and post-intervention.
The moderate positive correlation at pre-treatment is to be expected when considering
the symptoms and general functioning of participants under secondary-care mental health
services, whereas the weak positive correlation at post-treatment suggests that the intervention
was associated with positive outcomes on two different measures that assessed separate
indices of improvement.

However, there are a number of limitations that should be considered. First, the lack of
information about the referral and acceptance rates of the group is a significant weakness
of the study, although it nevertheless represents the clinical reality. Furthermore, the data
available regarding diagnosis of participants was unfortunately very limited and it was not
possible to collect data retrospectively. Consequently, although the results show no difference
in outcomes between the broad diagnostic groups employed, the validity of these groups
is unknown. Ideally all participants would have undergone a diagnostic screening process
to determine their primary and comorbid diagnoses. Instead diagnosis was determined by a
clinician who used information gained at the pre-group interview, through review of patient
records or from referral information. This variance in diagnostic procedure undermines the
validity of the diagnostic groups and the conclusions about the effect of the intervention
across diagnoses. This limitation is further highlighted by the unusually low rates of
anxiety disorders and comorbidities reported here, as well as the unequal numbers of
participants in the two diagnostic groups. It is therefore not possible to conclude whether
the intervention is particularly beneficial to any specific diagnosis. Additionally, limited
demographic information for the participants was collected, preventing statistical analysis
of potential confounding effects of variables such as age, employment status, adjunctive
medication, and previous or current additional psychological therapy.

Second, the effects of the group intervention must be interpreted with caution due to the
lack of a control condition. The findings suggest that the group contributed to an improvement
in symptom severity and general functioning, but without a control condition it is not
possible to determine the processes involved. For example, the group in itself may have
served to normalize the experience of participants, leading to an improvement in distress and
functioning. Wolfensberger & Tullman (1982) discussed the ways in which normalizing can
minimize the effect of feeling different to others in society. For the participants, being in a
group setting with a number of other individuals experiencing similar difficulties might well
have served this function and reduced psychological distress associated with feeling different
and ‘abnormal’. The effect of this and other potential confounding variables are unknown due
to the lack of control condition.

Although the pre- and post-group outcome measures provide information on the effect of
the group as a whole, no session-by-session outcome data was collected. This prevented an
analysis of the change associated with individual sessions and the identification of specific
transdiagnostic processes that the group targeted. It is therefore not possible to determine
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the components of the group that affected the positive changes observed. We can, however,
hypothesize about the factors that may have been involved. For example, the group may have
acted on the presenting problem of participants while also affecting comorbid difficulties and
symptoms below the clinical threshold that may have served to exacerbate the presenting
problem. Rather than addressing one particular problem through a psychological intervention,
a broader approach as employed in the group might allow skills to be generalised and
applied to lower level difficulties. For example, the thought challenging skills developed by an
individual with depression may also be applied to anxious cognitions and result in a decrease
in comorbid anxiety.

Despite the limitations of the study and the lack of clarity regarding the important processes
involved, the results arguably offer good ecological validity. The real-world sample of
participants with the diagnoses, comorbidities and complexities typical of a secondary-care
mental health service suggests that transdiagnostic CBT groups are a promising treatment
option. In addition, these groups were run by clinicians from a range of disciplines within the
service and the group facilitators followed a protocol devised by the clinicians based on their
experience of a substantial range of diagnoses. Feedback from the facilitators suggests that
the group represents a good first-line treatment that is cost-effective due to it being delivered
by a small number of staff. The potential for more cost-effective and efficacious services in
which patients can more rapidly access evidence-based treatment is an exciting prospect for
the NHS and patients alike and further research into transdiagnostic CBT group interventions
in secondary-care services is clearly justified.

Summary of main points

This study evaluated the effectiveness of a 13-session transdiagnostic CBT-based group
intervention, with three individual sessions. Unlike much of the literature on transdiagnostic
groups that has focused on anxiety disorders, the current study included participants with a
range of diagnoses typical of a secondary-care mental health service and the results therefore
have good ecological validity.

The group was associated with reductions in subjective distress, as measured by the CORE-
10, and increases in general functioning, as measured by the WSAS. Significant differences
were found between pre- and post-group outcomes and these remained in an intention-to-treat
analysis.

These positive initial findings highlight the need for more rigorous research into the clinical
utility of transdiagnostic groups for individuals with any mental health diagnosis in order to
explore the potential cost and time benefits, both to patients and to the NHS.
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Learning objectives

(1) To outline the available literature on transdiagnostic group interventions.
(2) To outline features of a transdiagnostic CBT-based intervention.
(3) To highlight the flexible application of transdiagnostic group intervention across

diagnoses.
(4) To illustrate the potential of a transdiagnostic CBT-based intervention approach to

produce positive results for less cost and with reduced waiting times.

https://doi.org/10.1017/S1754470X16000015 Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X16000015

	Introduction
	Method
	Participants
	Measures
	Clinical Outcomes in Routine Evaluation-10 (CORE-10; Connell & Barkham, 2007)
	Work and Social Adjustment Scale (WSAS; Mundt et al. 2002)

	Procedure

	Results
	Attrition
	Baseline characteristics of completers
	Primary analysis: CORE-10 and WSAS outcomes
	Secondary analysis: effect of intervention on different diagnostic groups
	Internal validity

	Discussion
	Summary of main points
	Ethical standards
	Acknowledgments
	Declaration of Interest
	Recommended follow-up reading
	References

