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Abstract

Background: The Unified Protocol (UP) is a promising transdisgnostic treatment for emotional 

disorders; limited data exists with trauma-exposed populations. This study compared effectiveness 

of the UP, Presented Centered Therapy (PCT), and treatment as usual (TAU) in trauma-exposed 

veterans presenting to routine care.

Method: Trauma-exposed veterans with one or more emotional disorder diagnoses participated 

in a pilot hybrid-1 effectiveness/pre-implementation study. Thirty-seven male and female veterans 

were randomized to one of three conditions.

Results: Multilevel growth curve modeling demonstrated improvement over time across 

conditions with large effect sizes (range: −2.15 to −3.32), with the UP demonstrating the greatest 

change. The between group effect sizes for reductions in number of comorbid diagnoses were 

medium to small and statistically significant (TAU and UP, d = 0.49, p = .056; TAU and PCT d = 

0.18, p = .166, UP and PCT d = 0.31, p = .229). Only the UP led to a decrease in the number of 

comorbid diagnoses (d = −.71). Psychosocial functioning varied by group, with slight increases in 

impairment in PCT and TAU, and medium effect size reduction in the UP. Only the UP exhibited 

significant decreases in self-reported anxiety and depression. Between group differences for UP 

and PCT were medium to large and statistically significant for depression across two measures (d 
= −.72 to d = −1.40).

Conclusions: This represents the first trial examining effectiveness of the UP, PCT and TAU 

in trauma-exposed veterans. Despite a small sample, large effect size differences demonstrated 

promising advantages for the UP.
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Complex mental health presentations are costly, debilitating (Kessler & Greenberg, 2002; 

McHugh et al., 2009), and often result in drift from evidence-based approaches toward 

eclectic approaches (Von Ranson et al., 2013) to treat multiple co-occurring concerns. The 

Veterans Health Administration (VHA) has completed various evidence-based mental health 

treatment rollouts that are largely disorder specific (Karlin et al., 2010, 2012, 2013), which 

can create challenges for treating common comorbidity and complexity (Kessler at al., 2005; 

Rytwinski et al., 2013).

Transdiagnostic cognitive behavioral therapies (CBTs) have the potential to meet the diverse 

needs by utilizing one protocol for a range of primary and comorbid disorders (McHugh 

et al., 2009). Furthermore, a transdiagnostic approach that targets common neurobiological 

mechanisms (Barlow et al., 2014) may optimize both patient and clinician time (Barlow, et 

al., 2020). The Unified Protocol for the Transdiagnostic Treatment of Emotional Disorders 

(UP; Barlow et al., 2017; Barlow et al., 2017; Farchione et al., 2012) has demonstrated 

promise across a range of emotional disorders compared to single diagnosis protocols 

(SDPs). The strongest data are in White females with anxiety and depressive disorders, 

which is not representative of the larger population, and underscores the need for research 

representative of routine care (Cassiello-Robins et al., 2020). Additionally, trauma-exposed 

populations have been under-represented in UP trials and other transdiagnostic treatments 

despite the frequent cooccurrence with other emotional disorders (Gutner & Presseau, 2019). 

Evidence on the UP and trauma-exposed populations is limited because it has not been the 

focus of prior trials.

The VHA provides mental health treatment to a range of veterans presenting with 

PTSD and trauma exposure that results in other diagnoses including, but not limited 

to anxiety, depressive and obsessive-compulsive disorders. The diverse presentations to 

mental health services including diagnoses that are common in trauma-exposed populations 

suggest that there may be benefits to providing the UP in VHA mental health service 

settings. A treatment that can address symptoms and underlying problems that occur 

after trauma exposure (e.g., depression, anxiety, post-traumatic stress) may be effective 

and efficient in treatment settings that serve diverse diagnostic and treatment needs. This 

study examined the effectiveness of the UP in trauma-exposed veterans presenting for 

routine mental health care within the VHA, who agreed to participate in a pilot hybrid 

type-1 effectiveness-implementation study (Curran et al., 2012; see Gutner et al., 2019 for 

qualitative implementation-related findings). The aims of the study were to evaluate the UP 

for a trauma-exposed veteran population with a range of emotional disorders, and examine 

changes in primary diagnosis and functioning after treatment with the UP compared to 

transdiagnostic present centered therapy (PCT; Lang et al., 2017), or treatment as usual 

(TAU). Given the promise of PCT with trauma-exposed populations, we predicted that the 

UP would outperform TAU, but not PCT, and that the UP would demonstrate advantages 
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in terms of changes in comorbid symptoms (clinical severity rating [CSR], comorbid 

diagnoses, depression, anxiety) and functioning.

Materials & Methods

Participants

Participants were part of a pilot hybrid type 1 trial that examined clinical outcomes, 

feasibility, and acceptability of the UP. Thirty-seven trauma-exposed veterans presenting 

for routine care were recruited via clinician referral between January 2017 and July 2018.

Recruitment was intended to be inclusive and reflect routine care. Participants were included 

if they were: 18 years of age or older, enrolled in the VA Boston Healthcare System 

(VABHS); met current criteria for a DSM-5 diagnosis (APA, 2013) for one or more of 

the following: anxiety disorders, PTSD, or unipolar depression (depressive disorder, not 

otherwise specified diagnoses were included); experienced trauma exposure during their 

lifetime (civilian or military); and were willing to discontinue current psychotherapy for 

emotional disorders if randomized to the UP or PCT condition. Participants were excluded 

if they: exhibited significant cognitive impairment; had current substance dependence (not 

abuse) diagnosis requiring medical attention; were seeking treatment for a primary diagnosis 

of bipolar disorder; had a current diagnosis of psychosis; were at high suicide risk, assessed 

by the MINI suicidal risk module (Sheehan et al., 1998); or had changed their psychotropic 

medication within the month prior.

A CONSORT chart (Figure 1) describes participant flow. Demographic information is 

provided in Table 1 for the intent to treat (ITT) sample who were randomized to UP (n 
= 13), PCT (n = 13), or TAU (n = 11). Most of the ITT sample was male (81.1%), White 

(73.3%), and non-Hispanic (83.3%) with a mean age of 46.85 (SD = 13.70).

Procedures

Following clinician referral, participants completed a telephone pre-screen for initial 

eligibility. All initially eligible individuals were scheduled for an intake appointment, 

which included written informed consent and a comprehensive diagnostic assessment. 

Once final eligibility was determined, participants were randomized to treatment condition. 

All participants were assessed at baseline, posttreatment (3–4 months after baseline), and 

at 3-month follow-up. Participants were compensated $75 for the baseline assessment, 

and $50 each for the posttreatment and the 3-month follow-up assessments. Weekly self-

report measures were collected from participants randomized to UP and PCT. Participants 

randomized to the UP and PCT group were offered 12-weekly individual therapy sessions 

and were asked to complete all 12 sessions within 21 weeks of the baseline assessment. 

All procedures comply with the ethical standards of the relevant national and institutional 

committees on human experimentation and with the Helsinki Declaration of 1975, as revised 

in 2008, and all procedures were approved by VABHS Institutional Review Board.
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Randomization

A research assistant who was uninformed of participants’ study condition scheduled baseline 

assessments. After consent and eligibility was confirmed, participants were randomized 

to one of the three conditions using a computerized block randomization with an equal 

chance of being randomized to each condition. The study assessors remained uninformed of 

randomization through 3-month follow-up.

Interventions

UP and PCT treatment sessions each lasted 50-minutes and participants were asked to 

refrain from additional psychotherapy. The TAU condition allowed flexibility in treatment 

that participants received within routine care.

Unified Protocol (Barlow et al., 2017).—The UP is a modular-transdiagnostic CBT 

treatment. The UP contains similar treatment components to traditional CBT protocols; 

however, these strategies are applied to the reactions to emotional experiences regardless of 

diagnosis. It consists of 8 modules: (1) enhancing motivation, (2) psychoeducation on the 

adaptive nature of emotions, (3) mindful emotion awareness, (4) cognitive flexibility, (5) 

identifying and preventing patterns of emotional avoidance, (6) increasing awareness and 

tolerance of emotion-related physical sensations, (7) emotion-focused exposures, and (8) 

relapse prevention. In this hybrid study, adaptations were first made to the UP manual 

and patient workbook to improve fit with a veteran population based on previously 

collected qualitative data that demonstrated examples were not relatable for veterans and the 

amount of workbook text was too lengthy. Adaptations included veteran relevant worksheet 

examples, shorter text in the patient workbook, and simplified language and sentence 

complexity. All core UP elements were retained.

Present Centered Therapy (Lang et al., 2017).—PCT is a manualized supportive 

therapy that focuses on current symptoms and functioning. PCT was used as a comparison 

condition because it has been successfully used in trauma-exposed veterans with varied 

diagnoses before (Lang et al., 2017), and it allows for the control of nonspecific effects 

of psychotherapy (Schnurr et al., 2007). PCT involves: (1) education about responses to 

distressing symptoms, (2) daily monitoring of problems, (3) and active problem-solving of 

day-to-day difficulties. Therapist provide support and empathetic acceptance of the patients’ 

concerns throughout treatment.

Treatment as Usual.—Participants were randomized into TAU to allow an evaluation 

of whether the UP and/or PCT yielded additional benefits to veterans above and beyond 

what is commonly received in routine care. Participants randomized to TAU were instructed 

to continue to seek care within VABHS and/or in the community without limitations on 

treatment type or duration (Table 1). TAU occurred in VABHS routine care and ranged from 

monthly psychiatry appointments to weekly individual and/or group psychotherapy. Because 

treatment occurred outside of the study, collection of weekly data was not feasible.

Therapists & Treatment Fidelity.—To eliminate differences in experience, therapists 

administered both the UP and PCT. They included psychology interns, postdoctoral fellows, 
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and licensed psychologists at VABHS. One therapist had previous experience with PCT and 

one had previous experience with the UP; however, most were new to both interventions. 

Therapists ranged from 0 to 10+ years of manualized treatment experience. UP and 

PCT therapists attended gold standard trainings and received weekly supervision for both 

treatments throughout the study. Fifteen percent of treatment sessions were rated for fidelity 

by a team of external expert raters using standardized fidelity measures for each of the 

protocols. Average fidelity for UP and PCT was good to excellent (4.34/5 and 4.32/5, 

respectively).

Measures

Clinician-Rated Symptom Severity.—Participants completed clinician-administered 

semi-structured interviews to assess symptom severity at baseline, posttreatment, and 

3-month follow-up. The Anxiety and Related Disorders Interview Schedule for DSM-5 

(ADIS-5; Brown & Barlow, 2014) was used to diagnose anxiety, mood, obsessive 

compulsive, and related disorders (e.g., somatic symptom, substance use). The ADIS-5 

provides a continuous measure of symptom presentation for differential diagnoses and 

results in a 0–8 dimensional clinical severity rating (CSR), where CSRs 4 and above are 

indicative of clinical diagnoses. The PTSD section of the ADIS was replaced with the 

Clinician Administered PTSD Scale for DSM-5 (CAPS-5; Weathers et al., 2012). The 

CAPS-5 assessed for the presence and severity of PTSD or a diagnosis of otherwise 

specified traumatic stress disorders if full PTSD diagnostic criteria was not present. This 

data was also rated on the CSR scale to align with the ADIS-5 diagnoses.

Self-report Measures.—Several self-report measures were included at all timepoints. At 

baseline, trauma exposure and index trauma were assessed with the Life Events Checklist 

for DSM-5 (LEC-5; Weathers et al., 2013). Psychosocial functioning was measured by the 

Inventory of Psychosocial Functioning (IPF; Rodriguez et al., 2012), an 80-item measure 

that assesses impairment over the past 30 days across 7 domains. The PHQ-9 (Kroenke 

& Spritzer, 2002) was administered as a brief validated depression measure. Participants 

in the UP and PCT condition also completed two 5-item weekly measures, the Overall 

Anxiety Severity and Impairment Scale (OASIS; Norman et al., 2006) and the Overall 

Depression Severity and Impairment Scale (ODSIS; Bentley et al., 2014), to assess clinical 

and nonclinical levels of anxiety symptoms and mood impairment. The 5-item client 

satisfaction questionnaire (CSQ; Larsen et al., 1979) was administered at posttreatment to 

assess overall treatment satisfaction.

Analytic Plan

To examine change in outcome from baseline to three-month follow-up, and whether these 

changes significantly varied across conditions, we conducted multilevel modeling in R (R 

Core Team, 2018) using the lme4 (Bates et al., 2015) and lmerTest (Kuznetsova et al., 2017) 

packages. The lmer function’s maximum likelihood estimation allowed for the ITT analyses 

without data imputation procedures. We included the nesting level of patients (random 

effects) and modeled time as the number of days between baseline and each assessment. 

Prior to examining the impact of treatment condition on change, we evaluated various 

unconditional growth models to determine the most reliable manner to model time. After 
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we compared the log-likelihood estimates to identify the most appropriate unconditional 

growth model, we added the interaction of treatment condition by time to test the impact 

of treatment condition on change in outcome variables. We computed effect sizes (d) for 

differences in change between the treatment conditions following the procedures described 

by Feingold (2009), with d = 0.20, 0.50, 0.80 indicating small, medium, and large effect 

sizes, respectively.

Results

Index trauma information is available in Table 3, and primary diagnoses across time are 

presented in Table 4. The average number of traumas experienced by the participants at 

baseline was 17 (SD = 7.53). Figure 1 reports that 5/13 (38.5%) veterans in PCT dropped 

out, while none dropped out of UP (X2 (1, N = 26) = 3.96, p = .047). Missing data 

were minimal, with only two participants from the PCT condition lost to follow-up. At 

posttreatment, a slightly larger proportion of participants did not meet diagnostic criteria on 

their primary diagnosis in the PCT (45.5%) and UP (46.2%) conditions relative to the TAU 

condition (36.4%), but a chi-squared test indicated that this proportion did not significantly 

vary across conditions, χ2 (2, N = 35) = 0.73, p = .693 (Table 2). There was only one 

change between posttreatment and follow-up; one participant in the UP condition who did 

not meet criteria for diagnostic criteria at the posttreatment assessment did meet criteria at 

the follow-up assessment, changing the proportion in this group to 53.8%. At the follow-up, 

the proportion did not significantly vary across groups, χ2 (2, N = 35) = 0.28, p = .871. At 

the posttreatment assessment, mean CSQ scores were 29.88 (SD = 2.75) for PCT and 30.15 

(SD = 2.85) for UP, with no statistically significant difference, t(19) = .22, p = .828, d = 

0.10.

Preliminary unconditional change models indicated that a non-linear change model using the 

natural log transformation fit the data best at baseline, posttreatment, and follow-up (CSR, 

PHQ-9, number of comorbid diagnoses, IPF) and a linear change model for session-level 

outcomes (OASIS, ODSIS). The results of multilevel modeling with the interaction of 

treatment condition by time are in Table 5, with the results of the CSR analyses in Figure 

2. As hypothesized,the between-group effect sizes for the differences in change were large 

and significant for TAU-UP (d = 1.26, p = .043), large but nonsignificant for UP-PCT (d = 

0.95, p = .086), and small-to-medium but nonsignificant for TAU-PCT (d = 0.31, p = .641). 

All three conditions exhibited large within-group effect size decreases in CSRs (d’s ranging 

from −1.97 [TAU] to −3.23 [UP]).

The between-group effect sizes for reductions in number of comorbid diagnoses were small 

and nonsignificant for TAU-PCT (d = 0.18, p = .166) and contrary to our hypothesis, for the 

UP-PCT (d = 0.31, p = .229). However, the TAU-UP difference was medium and approached 

statistical significance (d = 0.49, p = .056). All three conditions exhibited significant within-

group reductions in number of comorbid diagnoses which ranged from small to medium 

effect sizes, d’s = −0.17, −0.35, and −0.66 for the TAU, PCT, and UP, respectively (p < .001, 

p’s = .010, .012, for the TAU, PCT, and UP; Table 5).
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The between-group effect size estimates for change in functional impairments on the IPF fell 

in the medium range and as we predicted, were significant for TAU-UP (d = 0.57, p = .001) 

and PCT-UP (d = 0.64, p < .001). The TAU-PCT difference was small and nonsignificant (d 
= 0.07, p = .347). The TAU (d = 0.02, p = .313) and PCT (d = 0.09, p = .173) conditions 

exhibited slight increases in functional impairments that were not statistically significant, 

while the UP condition exhibited a medium, statistically significant reduction (d = −0.55, p 
= .002).

As we expected, the between-group differences in depression symptom reduction were 

larger and statistically significant for UP-PCT (d = 1.72, p = <.001), UP-TAU (d = 0.99, p 
< .001), and were lower forTAU than forPCT (d = 0.73, p < .001), and. The UP (d = −1.55) 

and TAU (d = −0.56) conditions both exhibited statistically significant (p < .001) decreases 

in the PHQ-9 from baseline to 3-month follow-up. The PCT condition exhibited minimal 

and nonsignificant change (d = 0.17, p = .081).

The between group effect size estimates for PCT-UP were medium to large and statistically 

significant for both anxiety (d = 0.52, p = .003) and depression (d = 0.68, p < .001). 

Consistent with our hypothesis, only the UP condition exhibited medium to large decreases 

in self-report weekly anxiety (d = −0.48, p = .006) and depression (d = −0.60, p = < .001). 

Individuals receiving PCT exhibited minimal changes in weekly OASIS (d = 0.04, p = .214) 

and minimal but significant increase in weekly ODISIS (d = 0.08, p = .044).

Discussion

The current study represents the first randomized effectiveness study of the UP for 

trauma-exposed veterans. Although designed as a pilot, results demonstrate great promise 

for the UP in diagnostically complex trauma-exposed individuals. We anticipated that 

the UP would outperform TAU but not PCT and that the UP would demonstrate some 

advantages in comorbidity and functioning. However, the UP and PCT did not to perform 

equally. Importantly, results suggest that PCT, which was originally developed as an active, 

non-trauma-focused treatment for PTSD, might not be optimal for people with multiple 

presenting problems.While TAU can help trauma-exposed populations with depression, 

anxiety, or PTSD, our findings suggest that, structured treatments targeting emotional 

disorders may be more beneficial.

The intention of this pilot was to examine differences in effect sizes between groups. When 

examining change over time, the UP, compared to the TAU group, demonstrated a large 

effect size difference, with greater change in primary diagnosis occurring in the UP group. 

The difference between the UP and PCT also approached a large effect size, whereas the 

difference between PCT and TAU only approached a medium effect size. Thus, preliminary 

data suggest an advantage of the UP in this population, which is notable for several reasons. 

First, the UP has traditionally been examined in efficacy studies (Barlow et al., 2017; 

Farchione et al., 2012) with samples that have primary diagnoses of anxiety disorders and 

low or unreported rates of trauma. As a result, when patients seek treatment for symptoms 

common in trauma-exposed populations including PTSD, anxiety, and depression, the UP is 

rarely considered. These data suggest it could be an effective treatment option to consider, 
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and further, fully-powered studies to evaluate its benefits for trauma-exposed populations are 

warranted.

Second, PCT has shown lower dropout for trauma-exposed groups compared to trauma-

focused treatments (Imel et al., 2013) and has been used transdiagnostically (Lang et al., 

2017). Our results suggest that the UP may outperform PCT and TAU for trauma-exposed 

veterans with a variety of presenting symptoms. This points to a need for more research 

to consider the UP as a strong viable option for trauma-exposed populations, especially 

for people who may not want to focus only on their traumatic event(s). The UP also had 

significantly less dropout compared to PCT which is an important factor to consider and 

research further.

Participants in the UP group experienced the largest reduction in comorbid diagnoses, 

though the differences from the other groups were nonsignificant. One of the UP’s goals 

is to address multiple diagnoses by targeting core mechanisms responsible for disorder 

development and maintenance. The data provide evidence that the UP can achieve what 

it is theorized to do, although importantly this study does not test the hypothesized 

mechanisms. From an implementation perspective, training clinicians to deliver one protocol 

that effectively reduces symptoms across all diagnoses is highly efficient compared to 

training in multiple SDPs.

An advantage of the UP was seen with psychosocial functioning with significantly greater 

change for individuals in UP than those in PCT. Previous studies have demonstrated 

that following PTSD treatment functional impairment remains an issue (Feingold, 2009). 

Although most trials focus on reduction in symptom severity as a key indicator of success, 

functioning and quality of life are arguably equally or more important.

As we expected, this study also demonstrated an advantage of the UP with respect to 

reductions in weekly anxiety and depression measures. Comparison was not possible with 

TAU because those participants did not attend weekly study visits. However, compared 

to PCT, participants who received UP demonstrated significantly greater change during 

treatment in anxiety across one measure and in depression across two measures. This 

differential response is notable because the UP has limited published data on mood 

symptoms. This strong preliminary data suggests the UP can decrease symptoms across 

emotional disorders, including symptoms related to mood and trauma-exposure. It also 

supports exploratory research demonstrating that UP reduces depressive symptoms in adults 

with depressive disorders (Sauzer-Zavala et al., 2020).

A common criticism of clinical trials is that the therapists do not represent those who deliver 

routine psychotherapy. Importantly, this study utllized clinicians in routine care clinics 

who represented a vast range of training and experience--from trainees who had never 

used a manualized treatment to experienced licensed psychologists who regularly provide 

manualized treatments. The range in therapeutic experience demonstrates that the UP and 

PCT can be delivered by clinicians in routine care settings with strong fidelity and result in 

large effect size differences between treatments when trained and supervised by experienced 

clinicians.
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Despite the strong preliminary support for transdiagnostic treatment in trauma-exposed 

veterans in routine care, there are several notable limitations. First, the study has a small 

sample size and was not powered to detect small differences in effect sizes. Rather, it was 

designed to examine a potential signal of effectiveness across treatments. The large effect 

size differences between conditions suggest that further research on the UP is warranted. 

Future studies will require a larger sample size to examine potentially important, but 

smaller differences in effects between the UP and comparison conditions. Although TAU 

is an important comparison group, another limitation is the variability in the treatment 

received in the TAU group. Although TAU patients experienced some symptom reduction, 

the current services may not be structured to produce optimal change. The choice to 

compare the UP to another transdiagnostic treatment versus an SDP for PTSD allowed 

exploration about whether this approach may be beneficial where comorbidity is common. 

Future research should include SDPs for PTSD to elucidate potential non-inferiority for 

those with PTSD as a primary diagnosis. Finally, although the study oversampled women 

relative to their representation in the VA patient population, it was challenging to recruit 

female veterans. Female representation in studies with the veteran population is necessary, 

as 9.4% of the United States veteran population are women (Department of Veterans Affairs, 

2017). Additionally, representation of veterans of color is lacking and is important in future 

research.

This study demonstrates the promise of the UP for trauma-exposed individuals with multiple 

diagnoses. It also represents the first attempt to systematically examine the UP in a routine 

care setting. If replicated with a larger sample, the findings may suggest that the UP can 

serve as a transdiagnostic protocol to train clinicians in one evidence-based CBT that can be 

applied across diverse patient populations. Thus, the UP may provide an important solution 

for challenges that are encountered when implementing SDPs.
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Figure 1. 
CONSORT Diagram
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Figure 2. 
Trajectories of Clinical Severity Ratings (CSR) for Primary Diagnosis as a Function of 

Treatment Condition

Note. TAU = Treatment as Usual, PCT = Present Centered Therapy, UP = Unified Protocol.

Gutner et al. Page 14

Depress Anxiety. Author manuscript; available in PMC 2023 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Gutner et al. Page 15

Table 1

Descriptive information on mental health services received in TAU Group

Participants Average number of sessions

n % Mean (SD)

Individual treatment only 5 62.5 8.3 (7.29)

Group treatment only 1 12.5 5.7 (4.04)

Both individual and group treatment 2 18.2 --

Psychiatry/medication management 3 27.3 4.0 (0.0)
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Table 2

Descriptive Information and Primary Diagnosis Status at Pretreatment, Posttreatment, and Follow-up

Assessment Variable Treatment condition

TAU PCT UP

Pre Sample Size, n 11 13 13

Age, M (SD) 51.04 (12.65) 48.08 (13.08) 42.08 (14.72)

Gender, n (%)

 Female 0 (0.0) 2 (15.4) 5 (38.5)

 Male 11 (100.0) 11 (84.6) 8 (61.5)

Race, n (%)

 Asian 0 (00) 0 (0.0) 1 (7.7)

 Black 5 (45.5) 3 (23.1) 1 (7.7)

 White 6 (54.5) 10 (76.9) 11 (84.6)

Ethnicity, n (%)

 Hispanic/Latino 1 (9.1) 0 (0.0) 2 (15.4)

 Non-Hispanic/Latino 7 (63.6) 10 (76.9) 8 (61.5)

 Unknown 3 (27.3) 3 (23.1) 3 (23.1)

Number of traumas 14.27 (5.89) 16.77 (6.58) 19.54 (9.16)

Post Sample Size, n 11 11 13

Primary dx, n (%)

 CSR < 4 4 (36.4) 5 (45.5) 7 (46.2)

 CSR >= 4 7 (63.6) 6 (54.5) 6 (53.8)

3MFU Sample Size, n 11 11 13

Primary dx, n (%)

 CSR < 4 4 (36.4) 5 (45.5) 6 (53.8)

 CSR >= 4 7 (63.6) 6 (54.5) 7 (46.2)

Note: TAU = Treatment as Usual, PCT = Present Centered Therapy, UP = Unified Protocol, Pre = pretreatment assessment, Post = posttreatment 
assessment, 3MFU = 3 month follow-up assessment, CSR = Clinical Severity Rating, n = sample size per condition, M = Mean, SD = Standard 
Deviation.
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Table 3

Index Trauma and Diagnoses at Pretreatment, Posttreatment, and Follow-up

Index trauma Treatment condition

TAU PCT UP

Natural disaster 0 (0.0) 1 (7.7) 2 (15.4)

Transportation accident 0 (0.0) 0 (0.0) 1 (7.7)

Assault with a weapon 0 (0.0) 1 (7.7) 0 (0.0)

Sexual assault 0 (0.0) 5 (45.5) 1 (7.7)

Combat or exposure to a war-zone 0 (0.0) 1 (7.7) 2 (15.4)

Life-threatening illness or injury 3 (27.3) 1 (7.7) 0 (0.0)

Severe human suffering 1 (9.1) 1 (7.7) 2 (15.4)

Sudden violent death 3 (27.3) 1 (7.7) 1 (7.7)

Sudden accidental death 1 (9.1) 1 (7.7) 1 (7.7)

Other 3 (27.3) 1 (7.7) 1 (7.7)

Note. TAU = Treatment as Usual, PCT = Present Centered Therapy, UP = Unified Protocol.
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Table 4

Index Trauma and Diagnoses at Pretreatment, Posttreatment, and Follow-up

Assessment Primary diagnosis Treatment condition

TAU PCT UP

Pre Adjustment disorder 0 (0.0) 0 (0.0) 1 (7.7)

Generalized anxiety disorder 1 (9.1) 1 (7.7) 1 (7.7)

Major depressive disorder 3 (27.3) 4 (30.8) 4 (30.8)

Other-specified trauma & stress
related disorder

0 (0.0) 1 (7.7) 0 (0.0)

Other-specified depressive disorder 1 (9.1) 0 (0.0) 1 (7.7)

Panic disorder 0 (0.0) 0 (0.0) 1 (7.7)

Persistent depressive disorder 3 (27.3) 2 (15.4) 1 (7.7)

Posttraumatic stress disorder 2 (18.2) 5 (38.5) 2 (15.4)

Social anxiety disorder 1 (9.1) 0 (0.0) 1 (7.7)

Substance use disorder 0 (0.0) 0 (0.0) 1 (7.7)

Post Adjustment disorder 0 (0.0) 0 (0.0) 1 (7.7)

Generalized anxiety disorder 1 (9.1) 1 (9.1) 1 (7.7)

Major depressive disorder 3 (27.3) 3 (27.3) 4 (30.8)

Other-specified trauma & stress
related disorder

1 (9.1) 1 (9.1) 0 (0.0)

Other-specified depressive disorder 0 (0.0) 0 (0.0) 1 (7.7)

Panic disorder 0 (0.0) 0 (0.0) 1 (7.7)

Persistent depressive disorder 3 (27.3) 1 (9.1) 1 (7.7)

Posttraumatic stress disorder 2 (18.2) 5 (45.5) 2 (15.4)

Social anxiety disorder 1 (9.1) 0 (0.0) 1 (7.7)

Substance use disorder 0 (0.0) 0 (0.0) 1 (7.7)

3MFU Adjustment disorder 0 (0.0) 0 (0.0) 1 (7.7)

Generalized anxiety disorder 1 (9.1) 1 (9.1) 1 (7.7)

Major depressive disorder 3 (27.3) 3 (27.3) 4 (30.8)

Other-specified trauma & stress
related disorder

1 (9.1) 1 (9.1) 0 (0.0)

Other-specified depressive disorder 0 (0.0) 0 (0.0) 1 (7.7)

Panic disorder 0 (0.0) 0 (0.0) 1 (7.7)

Persistent depressive disorder 3 (27.3) 1 (9.1) 1 (7.7)

Posttraumatic stress disorder 2 (18.2) 5 (45.5) 2 (15.4)

Social anxiety disorder 1 (9.1) 0 (0.0) 1 (7.7)

Substance use disorder 0 (0.0) 0 (0.0) 1 (7.7)

Note. TAU = Treatment as Usual, PCT = Present Centered Therapy, UP = Unified Protocol, Pre = pretreatment assessment, Post = posttreatment 
assessment, 3MFU = 3 month follow-up assessment.
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