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Abstract
Background Transdiagnostic cognitive behavioral therapy (tCBT) has presented itself as an intervention proposal that aims 
to integrate the common processes of human functioning with the therapeutic strategies of conventional cognitive-behavioral 
therapy, considered the gold standard for treating numerous disorders.
Objective As far as we know, this review is the first to specifically evaluate transdiagnostic cognitive-behavioral interven-
tions in groups. This review aimed to systematically examine the evidence regarding the efficacy of cognitive-behavioral 
transdiagnostic interventions in groups for the adult population compared to the general interventions or no intervention 
(control/waiting list).
Method The report of the systematic review followed the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) statement. PsycINFO, PubMed, and Web of Science databases were searched, obtaining a total of 1,058 
records. After applying the inclusion and exclusion criteria, 32 articles, published between 2005 and 2022, were selected. 
Eligible studies were submitted to the assessment of the potential risk of bias through Cochrane's tool for risk assessment 
of bias (RoB 2).
Results The results suggest that transdiagnostic treatments are superior to waiting list conditions and the common treat-
ments, and are at least as effective as active control interventions and specific cognitive-behavioral treatments for diagnosis.

Keywords Cognitive behaviour therapy · Transdiagnostic · CBT · Groups

Introduction

The conceptualization and treatment of mental disorders 
have always been a controversial issue throughout the his-
tory of psychotherapy, and despite all the advances, it con-
tinues to generate valuable discussions, such as the debate 
between specific factors and common factors that influence 
the construction of scientific research and clinical practice.

The disorder-specific proposes that the main processes 
of initiation and maintenance of psychopathology are sig-
nificantly different between disorders, which means dif-
ferent interventions are necessary for the treatment of dif-
ferent disorders. In turn, there are several researchers who 

present an alternative and possibly complementary view to 
the disorder-specific by pointing out that there are certain 
etiological, maintenance cognitive and behavioral processes 
that are shared by different mental disorders, characterized 
as transdiagnostic processes (Mansell et al., 2009).

Predominant in the academic and clinical areas, with the 
support of the main diagnostic manuals, the disorder-specific 
presents great contributions and advances to the understand-
ing of psychopathology and evidence-based practice. A clas-
sification system for mental disorders is commonly justified 
as a way to describe individuals with psychological prob-
lems and thus simplify communication between profession-
als, providing a tool to develop and improve clinical science 
and interventions and a coding system for health care sys-
tems and insurance companies (Hayes & Hofmann, 2020).

However, despite their importance, diagnostic manuals 
present some conceptual and theoretical problems and there-
fore receive much criticism regarding their clinical validity, 
the excessive focus on symptoms, the pathologization of 
normality, the lack of objective measures, the heterogeneity 
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of categories, and especially the difficulty presented by clini-
cians to correctly frame their clients amidst so many combi-
nations of symptoms and comorbidities (co-occurrence of 
two or more diagnoses), exemplified by the predominance of 
“unspecified” diagnosis (Gornall, 2013; Hayes & Hofmann, 
2020; Pinto, 2020).

Criticism of disorder-specific becomes an urgent issue 
with a big impact in the face of clinical decisions. Espe-
cially in the presence of the dilemma of comorbidities, it 
is estimated that about 40% of people who experience a 
mental illness report more than one clinical diagnosis, and 
professional practice indicates that following the DSM, most 
people who present classificatory criteria for one disorder 
will also present criteria for a second or third (Pinto, 2020; 
Schaeuffele et al., 2021). Due to the data mentioned above, 
identifying the common factors among the various existing 
disorders has been the focus of a theoretical perspective that, 
by highlighting the similarities among the differences, pre-
sents a more parsimonious view regarding mental disorders 
and their comorbidities (Silva, 2016).

The transdiagnostic approach, still evolving, contextu-
alizes that some mental disorders (e.g., anxiety disorders 
and depression) share similar etiological and maintenance 
processes, as well as cognitive, affective, interpersonal, 
and behavioral characteristics. Studies in this area focus on 
identifying cognitive and behavioral processes common to 
various disorders and on developing models of interventions 
aimed at these processes (Mansell et al., 2009; Silva, 2016).

According to Harvey et al. (2011), these processes can be 
categorized as either “descriptively transdiagnostic,” mean-
ing common processes present across a range of diagnoses, 
or “mechanistically transdiagnostic,” reflecting a causal 
inter-relationship between the process and psychiatric disor-
ders. Mechanistically transdiagnostic constructs offer insight 
into the underlying causes and mechanisms of a group of 
mental health disorders. They have important clinical impli-
cations by focusing on the central features of disturbances 
and guiding the development of treatments aimed at these 
features. For example, studies have shown that rumination 
contributes to the onset and persistence of a variety of emo-
tional disorders, such as depression and anxiety, which has 
generated interest in the development of rumination-focused 
interventions (Harvey et al., 2011; Sauer-Zavala et al., 2017). 
Such evidence, incorporated with diagnostic heterogeneity 
and high prevalence of comorbidities, underpins the quest 
for understanding and developing treatments focused on the 
fundamental characteristics of mental disorders (Fusar-Poli 
et al., 2019; Hayes & Hofmann, 2020; Pinto, 2020).

As a dynamic field of study, numerous researchers have 
been pursuing a clear definition of transdiagnostic interven-
tions. According to Sauer-Zavala et al. (2017), three main 
categories of treatments can be recognized as transdiagnos-
tic, differing in terms of their focus and scope. The approach 

of universally applied therapeutic principles emphasizes the 
use of broad and general concepts and theories that can be 
applied to a wide spectrum of mental health conditions, such 
as Cognitive-Behavioral Therapy. The evidence-based mod-
ular strategies approach focuses on the utilization of specific, 
scientifically supported strategies for specific symptoms or 
disorders. The approach of targeting shared mechanisms 
across classes of disorders emphasizes addressing the under-
lying causes that are common across different mental health 
disorders, rather than focusing on the specific symptoms of 
each particular disorder.

It can be concluded that transdiagnostic interventions 
encompass a diverse group of treatments. These treatments 
can either be applied as a broad-spectrum approach to mul-
tiple disorders without being tailored to the individual “one 
size fits all”, or they can be individualized and customized 
to the specific problem presentation of the individual “my 
size fits me” (Schaeuffele et al., 2021).

For Mansell et al. (2008) it is important to recognize that 
transdiagnostic approaches and disorder-specific need not 
be exclusive, but potentially complementary. After all, both 
have the potential to contribute significantly to the under-
standing of psychopathology and evidence-based mental 
health care. The transdiagnostic approach presents several 
methodological challenges and practical implications that 
need to be evaluated empirically, as well as its theoretically 
agreed upon framework. Establishing the clinical efficacy 
of transdiagnostic interventions about specific treatments 
becomes an essential point, mainly because we know that 
specific treatment for disorders has proven clinical effects 
and wide dissemination in academic and professional circles 
(Clark & Taylor, 2009).

Currently, transdiagnostic cognitive behavioral ther-
apy (tCBT: transdiagnostic cognitive behavioral therapy) 
has been presented as an intervention proposal that aims 
to integrate the common processes of human functioning 
(e.g., emotion regulation) with the therapeutic strategies of 
conventional cognitive behavioral therapy, considered gold 
standard for the treatment of numerous disorders (Boswell, 
2013). The main advantages of tCBT approaches refer to 
the possibility of offering a unique and flexible treatment 
to comorbidities and heterogeneous conditions, as well as 
allowing greater accessibility and dissemination of evi-
dence-based practice (Almeida & Marinho, 2021).

The systematic review with meta-analysis performed 
by Pearl and Norton, (2017) identified that tCBT provides 
equally strong effects for the treatment of anxiety when com-
pared to traditional cognitive-behavioral therapy focused 
on the specific diagnosis, and that comorbidity rates do not 
appear to affect treatment outcomes in tCBT. As well as the 
Unified Treatment Protocol (UP: Unified Protocol) devel-
oped by Barlow et al. (2011), which by focusing on shared 
transdiagnostic processes between emotional disorders, 
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presents results as effective as those achieved by treatments 
considered the gold standard for anxiety disorders.

The growing interest in this field has stimulated the 
development of different tCBT protocols and treatments, 
applied in search of empirical evidence in the clinical con-
text, in internet-based treatments and in group interven-
tions (Barlow et al., 2020; Bullis et al., 2015; Díaz-García 
et al., 2021; Talkovsky et al., 2017). Group cognitive-
behavioral therapies (GCBT: group cognitive behavioral 
therapy) are deployed as effective strategies to increase 
efficiency and cost-effectiveness in treating common men-
tal health problems. This format also makes it possible to 
share similar experiences that favor learning, cognitive 
restructuring, the search for problem solutions, engage-
ment, and the reduction of feelings of isolation (Santana 
et al., 2014). The vast majority of these therapies are dis-
order-specific, but in recent years there has been growing 
interest in transdiagnostic GCBT (Kristjánsdóttir et al., 
2019).

In the case study by Harris and Norton (2018), a trans-
diagnostic group intervention was developed for people 
experiencing emotional disturbances (depressive and 
anxiety disorders). The content of the 12-week program 
includes typical CBT strategies such as psychoeducation, 
self-monitoring, and cognitive restructuring; and the 
results support the feasibility and application of group 
tCBT by providing effective and efficient treatment, with 
reduced waiting time, to a range of clients with differ-
ent disorders. The study carried out by (Kristjánsdóttir 
et al., 2019) is also worth mentioning. It showed that a 
low-intensity transdiagnostic GCBT treatment (6 weeks) 
was able to offer similar effects on general and specific 
symptoms of patients diagnosed with depression and/
or anxiety disorders, compared to traditional GCBT. In 
this way, tCBT interventions in groups are postulated as 
a promising path for evidence-based mental health care, 
since by focusing on shared characteristics rather than dif-
ferences, these interventions can remove dependence on 
diagnostic labels and reduce the list of waiting associated 
with specific treatments by allowing groups to be filled 
and performed more quickly and flexibly, thus increas-
ing accessibility to evidence-based treatments (Harris & 
Norton, 2018).

However, research in the area is still limited and more 
research is needed to assess the effectiveness of tCBT 
interventions in groups compared to traditional CBT and 
other interventions, and a more comprehensive assessment 
of the factors underlying the changes is equally important 
(Almeida & Marinho, 2021; McEvoy et al., 2009). There-
fore, the objective of this study is to provide an up-to-
date review of the evidence on the effectiveness of group 
cognitive-behavioral transdiagnostic interventions for the 
adult population, compared to usual interventions or no 

interventions. The comprehensive nature of this review 
justifies the choice to examine transdiagnostic interven-
tions for sub-clinical populations.

Methods

This systematic review was conducted in accordance with 
the guidelines of PRISMA statement (Preferred Reporting 
Items for Systematic Reviews and Meta-analyses) (Page 
et al., 2020). The protocol of this study is registered on 
the PROSPERO platform and can be accessed through the 
code: CRD42022299257.

This study aims to provide an up-to-date review of 
the evidence regarding the effectiveness of group-based 
cognitive-behavioral transdiagnostic interventions for the 
adult population, compared with usual interventions or no 
intervention (control/waiting list). To identify the research 
question, the PICO strategy was used (Moher et al., 2010): 
adult population (over 18 years old), what is the effect of 
group transdiagnostic interventions compared to alterna-
tive interventions or no intervention, is it expected effects 
on transdiagnostic processes focus of treatment (e.g., 
rumination, emotion regulation) or improvement in met-
rics related to mental health and well-being presented as 
moderators of results.

The search strategy in the electronic databases was 
developed jointly by the researchers after identifying the 
studies relevant to the research question and allowed the 
definition of the keywords and the search equation used in 
this review, namely: “transdiagnostic” OR “unified” treat-
ment” AND “CBT” OR “Cognitive Behavior Therapy” OR 
“Cognitive Behavioral Therapy” AND “group therapy” 
OR “group treatment” OR “group intervention”. The data-
bases chosen for consultation were PsycINFO, PubMed, 
and Web of Science. Scientific articles were analyzed in 
three screening stages, based on the title, abstract and full 
text, according to the inclusion and exclusion criteria.

The inclusion and exclusion criteria were defined 
according to the population, the design of the studies, the 
characteristics of the interventions evaluated, and also the 
characteristics of the published articles. The initial inclu-
sion criteria were: studies conducted with adults (over 
18 years of age), randomized controlled trials comparing 
group tCBT interventions with no intervention, in which 
the control condition received no intervention other than 
that provided for the treatment condition, or with minimal 
treatment (very brief or minimal intensity interventions); 
non-specific active control (active conditions in which no 
change mechanism or clear justification for treatment is 
provided) and specific active control (specific therapeutic 
mechanisms contained in a theoretical/treatment logic, e.g. 
mindfulness meditation therapy).
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Studies comparing a group tCBT intervention to sev-
eral other groups were included if they met the criteria 
described above; peer-reviewed articles, in Portuguese, 
English, or Spanish and with full text. The exclusion cri-
teria applied to case studies were; non-randomized stud-
ies; transdiagnostic interventions that did not include CBT 
components (e.g., exposure or cognitive strategies); stud-
ies with unavailable data; and studies in languages other 
than English, Spanish, or Portuguese.

The inclusion and exclusion criteria were applied gradu-
ally, to identify and select the largest possible number of 
relevant studies available in the literature. The evaluation 
of the results according to the title and abstract allowed the 
removal of duplicates and studies that did not comply with 
the criteria mentioned above. The full text was checked 
whenever doubts about the eligibility of an article were 
raised. Studies that met the initial selection criteria were 
read in full and analyzed to answer the research question, 
quantitatively, descriptively, and with double-checking 
among the investigators. Disagreements were discussed with 
the senior author until a consensus was reached. In total, 
32 studies that met all the inclusion criteria were accepted 
(Fig. 1—PRISMA flow diagram).

In the follow-up, the mapping of the information obtained 
and the classification of the studies according to the main 

characteristics and contributions underlying the initial 
question of this investigation were carried out. For this, the 
articles were inserted into an Excel spreadsheet, from the 
Microsoft Office package, with the main information about 
the characterization of the studies; the characterization of the 
participants; characterization of interventions, and charac-
terization of metrics to assess effect size. Finally, the studies 
were summarized, compared, and categorized to present the 
results found regarding the effectiveness of group transdiag-
nostic cognitive-behavioral interventions.

Quality Assessment and Risk of Bias

Eligible studies were submitted to the assessment of the 
potential risk of bias using the Cochrane Risk of Bias Tool 
2 (Cochrane Risk of Bias Tool—RoB 2). This tool consists 
of five domains used to assess the different types of bias 
that may be present in experimental studies. The above-
mentioned domains are: bias in the randomization process, 
deviations from the intended intervention, bias due to miss-
ing data, bias in the measurement of outcomes and bias in 
the reporting of outcomes. For each of these domains, the 
risk of bias is assessed, being classified as high risk of bias, 
some concerns, and low risk of bias (Sterne et al., 2019). In 
this review, the risk of bias of the studies was evaluated and 

Fig. 1  PRISMA flow diagram demonstrating included and excluded studies and the reasons for exclusion in the systematic review of transdiag-
nostic group interventions
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classified at an individual level and also at a general level. In 
the latter case, low risk of bias is judged (if most of the infor-
mation is from studies classified as low risk of bias), some 
concerns (if most of the information is from low-risk and 
uncertain-risk studies) and high risk of bias (if the amount of 
high-risk information is sufficient to affect the interpretation 
of results) (Carvalho et al., 2013).

Results

The search strategy in the electronic databases resulted in 
1058 records. After removing duplicates, titles and abstracts 
of 685 articles were selected. Of these, 534 were excluded, 
and 141 articles were read in full. One hundred and fourteen 
studies were rejected for the following reasons: (1) the study 
was based on secondary analyses of another study and pro-
vided duplicate data (n = 13); (2) consisted of protocol publi-
cations (n = 13); (3) the trials were not randomized (n = 65); 
(4) the transdiagnostic interventions did not present CBT 
components in the group (n = 16); (5) publications were not 
peer-reviewed (n = 5), and (6) the article was not available 
in full text (n = 1). There were then 27 articles left for com-
plete analysis. In addition, another 11 studies were identified 
through the citations of the included articles—from these, 
the non-randomized (n = 3) and those that did not character-
ize CBT interventions in groups (n = 3) were excluded. Thus, 
32 randomized clinical trials (RCTs) were analyzed for the 
present review, of which 27 resulted from the search of elec-
tronic databases and 5 through other methods. Figure 1 pre-
sents the flowchart that describes the inclusion of studies.

Characteristics of the Included Studies

The characteristics of the 32 studies included in this review 
are shown in Table 1. All of them were published between 
2005 and 2022. Regarding the place of origin of the stud-
ies, the largest number of studies was carried out in Europe 
(43.8%, n = 14), followed by the United States of America 
(18.8%, n = 6), Iran (15.6%, n = 5), Australia (12.5%, n = 4), 
Canada (6.3%, n = 2) and Brazil (3.1%, n = 1). About treat-
ment settings, transdiagnostic interventions were mainly 
deployed in outpatient clinics and public health centers 
(n = 16). They were also evaluated in academic research 
centers (n = 14), specialized clinics (n = 1), and in a thera-
peutic community (n = 1).

In total, 4452 participants were randomized into two 
conditions: tCBT transdiagnostic or control group. Most 
studies examined predominantly female samples (n = 29); 
two used exclusively male samples (Garland et al., 2016; 
Kananian et al., 2020); and one used a predominantly male 

sample (Wuthrich et al., 2016). Only 9 studies included eth-
nic and racial information, in which most patients identi-
fied as Caucasian. These data—female predominance and 
Caucasian ethnicity of the majority of patients treated in 
transdiagnostic interventions—point to the need for future 
research aimed at including a larger and more representative 
sample. In addition, three studies evaluated group tCBT only 
in samples of older adults (60–88 years) and the remainder 
included adults of working age over 18 years of age.

Overall, the studies analyzed tCBT interventions tar-
geted at participants who met diagnostic criteria for anxi-
ety, depression, and/or related disorders (n = 12); different 
anxiety disorders (e.g., generalized anxiety disorder, social 
anxiety disorder and panic disorder) (n = 5); major and resid-
ual depression (n = 2); eating disorders (n = 1); personality 
disorders (n = 1); and substance use disorder (n = 1). In addi-
tion, two studies applied interventions to address emotional 
sequelae present in medical disorders such as multiple scle-
rosis (n = 1) and infertility (n = 1); and there have also been 
studies applied to processes not classified as diagnostic in 
the DSM-5 (e.g., excessive worry).

The main instruments used for the diagnostic evaluation 
were the Anxiety Disorders Interview Program (ADIS-IV) 
(Brown et al., 1994), the Structured Clinical Interview for 
DSM-IV Axis I Disorders (SCID-I) (First et al., 1996) and 
the Mini International Neuropsychiatric Interview (MINI) 
(Sheehan et al., 1998). Primary outcomes were evaluated 
mainly through the severity indices of the instruments men-
tioned above and also through measures for anxiety and 
depression, such as the Beck Anxiety Inventory (BAI) (Beck 
and Steer, 1993) and the Beck Depression Inventory (BDI) 
(BDI-II; Beck et al. 1996).

Most studies evaluated outcomes after the intervention 
(n = 13), with subsequent follow-up at 3 months (n = 6), 
6 months (n = 5), 9 months (n = 2), or up to 12 months 
after completion of the intervention (n = 5). Only one 
study reported outcome data after 1 month of intervention. 
Results were primarily evaluated based on the effect sizes 
of estimated means, and observed means, and derived from 
intent-to-treat data (computed using different methods such 
as mixed effects, baseline, or last-observation methods).
Adherence to group transdiagnostic CBT, expressed as the 
number of participants who completed the prescribed num-
ber of modules within the established number of weeks, was 
described by only 11 studies, with considerable variations 
between interventions. Only 10 studies used standardized 
metrics to assess treatment integrity; the other studies only 
indicated the performance of supervision, training, and the 
use of clinical manuals as indicators of integrity. Future 
research should examine the effects of treatments supported 
by integrity and adherence measures.
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Risk of Bias and Study Quality

The risks of bias of the 32 included studies were assessed 
using the Cochrane RoB 2.0. Figure 2 presents the details 

of the risk of bias assessment for the 32 included studies. 
Primary outcomes related to mental health, and psychologi-
cal well-being metrics were the focus of this assessment. 
Furthermore, to ensure that the results presented in the 

Fig. 2  Risk of Bias Summary of 
the included studies (Cochrane 
Risk of Bias Tool 2)
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studies are attributed to the interventions carried out and 
not to extrinsic factors, the “intention to treat” (ITT) strategy 
was used. This strategy aims to minimize the risk of bias in 
the evaluation of results, taking into account factors such as 
participant dropout or group changes.

Regarding randomization bias, twelve studies were char-
acterized as “some concern” for not providing sufficient 
information about the allocation blinding process. For the 
domain of intended interventions, 30 RCTs were assessed as 
“low risk of bias”, considering the impossibility of blinding 
participants or treatment providers in the evaluated interven-
tions and the fact that no serious flaws pointing to possible 
deviations from the intended interventions were found. Only 
two studies were classified as having “some concerns” due 
to the lack of information regarding this domain.

“Low risk of bias” was found for missing data in most 
studies, as the researchers employed adequate techniques to 
deal with missing data, and comparison between groups did 
not show significant differences between these data. Only 
four studies were characterized by “some concerns”, for not 
sufficiently detailing this information. In this domain, a sin-
gle study (Chen et al., 2013) was classified as “high risk of 
bias”, because data from the control condition were lost on 
two important assessment measures, possibly affecting the 
results.

For the domain related to outcome measurement, most 
studies used self-report scales as an outcome measure, a 
practice widely used in psychometrics. For this reason, 
the domain “some concerns” was considered for studies in 
which self-report scales were appropriate, disregarding the 
automatic “high risk” assessment performed by the RoB 2.0 
tool algorithm.

In the domain referring to the description of the results, 
the possibility of comparing the results of the studies with 
previously published protocols and the consistency between 
the methods of statistical analysis and the results presented 
allowed the classification of the studies as “low risk of bias”. 
Figure 3 presents the overall of the risk of bias assessment 
for the included studies.

Characteristics of Control/Comparison Conditions

Most included studies compared treatment groups with non-
active control conditions, such as waiting lists (n = 11). Eight 
studies used specific active controls such as disorder-specific 
(dCBT) a variation of CBT that is tailored specifically to 
treat a particular mental health condition, such as depres-
sion, anxiety, or obsessive–compulsive disorder; (n = 4), 
relaxation training (n = 1), discussion group (n = 1), social 
support group (n = 1) and activity-based support group 
(n = 1). Seven studies used usual care (TAU) control condi-
tions such as psychotherapy and medical consultations with/
without pharmacological interventions. Additionally, five 
studies compared two types of interventions: Mindfulness-
Oriented Recovery Enhancement (MORE) versus Cogni-
tive Behavioural Therapy (CBT), Affect Regulation Training 
(ART) versus a Common Factor Control Condition (CFC), 
Multi-Modal Intervention (MMI) versus CBT, individual 
Unified Protocol (UP) versus group UP, and Mindfulness-
Based Stress Reduction Program (MBSR) versus UP with 
some control conditions (waiting list or TAU). Finally, one 
study used only pharmacological intervention (antidepres-
sants and/or anxiolytics) as a control condition.

Characteristics of tCBT Interventions in Groups

Most transdiagnostic CBT interventions aimed to address 
common processes across various disorders, resulting in 
a “one size fits all” approach to treatment. The number of 
modules ranged from 6 to 16 and most studies contained 
around 12 modules. The duration of the intervention ranged 
from 6 to 14 weeks. Since most of the interventions in the 
RCTs were guided by psychologists—except for two that 
were guided by nurses and social workers—the therapists’ 
experience ranged from supervised students to experienced 
psychologists.

Fig. 3  Risk of Bias Graph of the 
included studies (Cochrane Risk 
of Bias Tool 2)
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Summary of Results

It was not possible to perform a statistical summary of the 
outcome variables due to the heterogeneity of measures and 
methods. Consequently, the present review focused on nar-
rative synthesis. The effectiveness of the interventions was 
categorized based on their objectives and effects on primary 
and secondary outcomes and is presented below.

tCBT Interventions for Comorbid Anxiety 
and Depression Disorder/Symptoms

Eleven randomized clinical trials (RCTs) evaluated the 
Unified Protocol (UP) for the transdiagnostic treatment of 
emotional disorders. Barlow et al. (2011) developed the Uni-
fied Protocol to treat emotional disorders, which comprise 
a group of conditions that share common mechanisms of 
onset and maintenance. These disorders are characterized 
by heightened emotionality, negative reactions to emotions, 
and efforts to reduce their intensity. Examples of emotional 
disorders include anxiety and depressive disorders, eat-
ing disorders, borderline personality disorder, and somatic 
symptom disorders (Bullis et al., 2019).

Three studies compared group the UP with dCBT 
(Mohammadi et al., 2013; Osma et al., 2022; Reinholt et al., 
2022). Osma et al. (2022) evaluated the effect of the UP 
intervention in public mental health facilities in Spain com-
pared to usual care (TAU: specific CBT applied in an indi-
vidual format). Results from the 488 participants indicated 
significant improvements in measures of depression, anxiety 
and quality of life for both conditions, except for extraver-
sion in the TAU. Improvements were greatest in the UP con-
dition, which also produced reductions in neuroticism and 
negative affect, supporting the idea that the UP is a useful 
intervention for dealing with emotional dysregulation. After 
treatment, improvements were maintained during subsequent 
follow-ups (6 and 9 months) across all study outcomes. It is 
important to note that even though most participants in the 
UP condition (92.86%) did not receive any additional treat-
ment during the follow-up periods (6 and 9 months after the 
start of treatment), the changes were still sustained.

The effectiveness of the UP compared to dCBT applied 
in a specific group format was evaluated by Reinholt et al. 
(2022) in a sample of 291 outpatients from the mental health 
service in Denmark. The results indicated that the UP group 
was not inferior to dCBT regarding acute-phase well-being 
and symptom outcomes for patients with major depressive 
disorder, social anxiety disorder, panic disorder, or agora-
phobia. After a 6-month treatment period, dCBT was found 
to have a statistically significant advantage over UP. How-
ever, the difference in effectiveness between UP and dCBT 
was not significant enough to establish that UP was inferior 
to dCBT by a margin of at least 9 WHO-5 points. Results for 

the long-term effect of the UP group about dCBT on subjec-
tive well-being were inconclusive and need further investi-
gation. In addition, at the end of treatment, 53 participants 
(50%) in the UP group and 47 (50%) in the dCBT group 
achieved remission from their principal diagnosis, while 39 
(40%) in the UP group and 39 (42%) in the dCBT group 
achieved remission from any diagnosis, whether principal 
or comorbid. These results coincide with the study carried 
out by Mohammadi et al. (2013) who compared an adapted 
version of the UP with group dCBT in university students 
(n = 33). The post-test results of the two groups showed no 
significant differences, except for measures of anxiety, which 
were higher in the UP group.

Two studies compared the UP with other active inter-
ventions: the Mindfulness-Based Stress Reduction Program 
(MBSR) (Mousavi et al., 2019) and social support interven-
tion (TAU) (Nazari et al., 2020). Mousavi et al. (2019) found 
similar results between the UP and MBSR in reducing symp-
toms of anxiety and depression in women receiving in vitro 
fertilization (IVF) compared with a control (waiting list) 
group. Reported in the results was a significant reduction in 
symptoms of depression and general anxiety across various 
stages of pre-test, post-test, and follow-up (3 months), with 
an increasing trend observed in the control group (p < 0.05). 
The results suggest that the UP and MBSR interventions 
were effective in reducing measures of depression and anxi-
ety when implemented with infertile women. Nazari et al. 
(2020) found that the UP significantly improved depression, 
anxiety, positive and negative affect, emotion regulation, and 
worry scale scores compared to TAU in women with Multi-
ple Sclerosis. In addition, treatment gains were maintained 
at the three-month follow-up and the participants showed a 
high degree of adherence to the treatment protocol, which 
was well-tolerated. In the UP group, 90% of the participants 
completed all treatment sessions and filled out all measures 
at both post-treatment and follow-up.

Two studies compared the UP with TAUs based on phar-
macological interventions (Corpas et al., 2022; de Ornelas 
et al., 2017). Ornelas et al. (2017) investigated changes in 
quality of life and sexual functioning of 48 patients with 
unipolar depressive disorder and anxiety disorders allocated 
to receive the UP or TAU treatment (anxiolytics and/or anti-
depressants). Results indicated significant improvements in 
quality of life, anxiety, and depression among participants 
treated with the UP, with an improvement in sexual function-
ing also observed.

In the study by Corpas et  al. (2022), a brief, group-
adapted the UP intervention was more effective than medica-
tion (anxiolytics and/or antidepressants) in reducing all clini-
cal symptoms (p = 0.007 for generalized anxiety; p = 0.000 
for somatization; p = 0.000 for panic disorder; p = 0.041 for 
depression) and in the emotional modification of regulation 
strategies and cognitive processes, with moderate/high effect 
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sizes. In addition, it was found that these variables acted as 
predictors of therapeutic change.

Corpas et  al. (2021) conducted a study to assess the 
effectiveness of a group-format brief Unified Protocol (UP) 
intervention and an individual-format brief UP interven-
tion compared to treatment as usual (TAU) with anxio-
lytics and/or antidepressants. The study included patients 
with mild to moderate emotional disturbances, excluding 
severe mental disorders, severe depression (as measured by 
Patient Health Questionnaire PHQ-9 scores ≥ 20), severe 
anxiety (as measured by General Anxiety Disorders GAD-7 
scores ≥ 15), recent suicide attempts, substance use disor-
ders, and intellectual disability. The study had a sample size 
of 102 participants.

Participants were assessed before and after the interven-
tions, and results indicated that both brief individual psy-
chotherapy and brief group psychotherapy demonstrated a 
significant decrease in all symptoms of emotional disorders 
(EDs) in both per protocol and intention-to-treat analyses. 
In contrast, treatment as usual (TAU) only resulted in a sig-
nificant reduction in depressive symptoms.

A study by Zemestani et al. (2017) compared the Unified 
Protocol with a waiting list control group. The sample com-
prised 43 participants with comorbid depression and anxiety 
symptoms, and the study demonstrated that the UP has the 
potential to reduce these symptoms while improving the use 
of effective emotion regulation strategies over three months. 
These results suggest that UP may be a valuable group treat-
ment option for individuals with comorbid depressive and 
anxiety symptoms. However, further studies with a larger 
sample size and an active control group are necessary to 
confirm these promising initial findings.

Two studies assessed emotional distress through other 
tCBT interventions. Cano-Vindel et al. (2021) investigated 
a total of 1061 adults in 22 primary care centers in Spain 
allocated to group tCBT treatment or regular consultations 
(TAU). Post-treatment outcomes were significantly better 
in the tCBT group compared to TAU (anxiety: p < 0.001; 
depression: p < 0.00; somatic symptoms: p < 1; 0.001). The 
tCBT group also had significantly better outcomes in the 
domains of functioning and quality of life, with sustained 
improvement at 12-month follow-up. In the study by Ejeby 
et al. (2014) two group interventions were compared with 
usual care (CAU) in primary care. Patients (n = 278) diag-
nosed with anxiety, depression, or related disorders were 
randomized to CAU, group dCBT administered by psy-
chologists, or Multi-Modal Intervention (MMI). The MMI 
group was based on a protocol comprising a mix of exist-
ing group interventions and exercises borrowed from mul-
tiple techniques and therapeutic schools and administered 
by assistant nurses with brief training. The results indi-
cated that MMI and CBT were more effective than CAU in 
improving patients' quality of life, supporting the idea that 

transdiagnostic group treatment can be effective for patients 
with common mental disorders when performed in a primary 
care setting.

Two studies evaluated the effectiveness of a group tCBT 
program designed to treat comorbid anxiety and depression 
in older adults, Aging Wisely. Wuthrich and Rapee (2013) 
evaluated the effectiveness of Aging Wisely compared to a 
waiting list in adults over the age of 60 years (n = 62). The 
results of the analysis showed that the treatment condition 
had a significantly higher primary disorder recovery rate at 
post-treatment, with 53% of participants showing recovery 
compared to 11% in the waitlist condition. Furthermore, this 
recovery rate was maintained and increased to 67% at the 
three-month follow-up. Additionally, the tCBT group had 
significantly greater reductions in symptoms of anxiety and 
depression compared to the waitlist group. However, there 
were no significant differences between the two groups in 
measures of worry and well-being.

The program was also evaluated against a discussion 
group (Wuthrich et al., 2016), where 133 elderly participants 
diagnosed with unipolar depression and/or anxiety were ran-
domly allocated to the Aging Wisely group or a discussion 
group. Participants were assessed pre-post and at a 6-month 
follow-up. Both conditions resulted in significant improve-
ments over time in all diagnoses, symptoms, and measures 
of well-being. The recovery rate for CBT was sustained at 
46% at 6 months follow-up, while the recovery rate for the 
discussion group improved to 36%, resulting in no signifi-
cant differences between the groups.

Group tCBT Interventions for Anxiety Disorders

In the study by Erickson et al. (2007), a unique protocol 
based on CBT techniques was developed to treat patients 
with different anxiety disorders in the same group. In total, 
152 patients with different disorders (e.g., generalized 
anxiety disorder, social anxiety disorder, panic disorder 
and agoraphobia) were randomly assigned to immediate 
treatment (CBT—11 weeks) or to a control group (waiting 
list). The Beck Anxiety Inventory (BAI) was applied and 
the results showed significant improvements for the tCBT 
group, defined as a 20% or 40% improvement. Reductions in 
BAI scores continued at follow-up (6 months). As a result, 
a group cognitive-behavioral therapy (CBT) protocol for 
mixed anxiety disorders could potentially provide more 
accessible and effective treatment options.

Norton and Hope (2005) also developed a tCBT program 
for anxiety disorders, characterized by focusing on common 
features among anxiety disorders rather than their specific 
diagnoses. In this first RCT, 23 participants were randomly 
assigned to immediate treatment (tCBT in group—12 weeks) 
or control group (waiting list). At the end of the treatment, 
six out of nine participants no longer met the criteria for a 



317Cognitive Therapy and Research (2023) 47:303–326 

1 3

clinically significant anxiety disorder diagnosis. In contrast, 
none of the waitlist control participants experienced spon-
taneous remission of their symptoms to sub-clinical levels. 
Although the results were preliminary and based on a small 
sample, they supported the effectiveness of tCBT in meas-
ures of anxiety and fear prevention. However, the results 
were less favorable for tCBT on measures of self-reported 
anxiety and negative affect.

Norton and Hope's (2005) tCBT intervention was also 
compared with other active interventions such as relaxa-
tion training (Norton, 2012) and dCBT (Norton & Barrera, 
2012). In the RCT conducted to examine the effectiveness of 
tCBT for anxiety (12 weeks) compared to relaxation training 
(12 weeks), results from the 87 participants suggested signif-
icant and statistically equivalent/non-inferior improvements 
across all conditions. Although relaxation was associated 
with a higher dropout rate, no differences in treatment cred-
ibility were reported between the groups. No evidence was 
found for any differential effects of tCBT for any primary or 
comorbid diagnoses (Norton, 2012).

Norton and Barrera (2012) evaluated the efficacy of tCBT 
(12 weeks) compared to dCBT protocols considering the 
gold standard for anxiety disorders (generalized anxiety dis-
order, social anxiety disorder and panic disorder). Prelimi-
nary results from the 46 participants suggested equivalent 
improvements between CBT-specific and transdiagnostic 
conditions, and no difference in treatment credibility. In 
the study by Roberge et al. (2020), 231 participants who 
met the criteria for anxiety disorders were randomized to 
group tCBT or TAU from Canadian public health services 
(e.g., psychotherapy and/or psychotropic medication), both 
groups continued on TAU. Results from mixed-effects 
regression models showed superior improvement post-
treatment for participants on tCBT + TAU compared to 
TAU for measures of anxiety (BAI, p < 0.001) and depres-
sion (ADIS-p, < 0.001).

tCBT Interventions for Other Disorders

The study by Wade et al. (2017) evaluated the effectiveness 
of an enhanced cognitive-behavioral treatment for eating 
disorders (CBT-E) adapted to a group format. In total, 40 
participants with different eating disorders were randomized 
to CBT-E or control (waiting list) condition. Global Eating 
Disorder Examination Questionnaire (EDE-Q) scores, Body 
Mass Index (BMI), and measures of Clinical Perfectionism, 
Self-esteem, Interpersonal Difficulties, and Mood Intol-
erance were measured during treatment and at follow-up 
(3 months). According to the authors, a good result (a Global 
EDE-Q within 1 SD of Australian community norms plus 
BMI ≥ 18.5) was achieved by 67.9% of those who completed 
the treatment, 66.7% of the total sample on the EDE-Q, and 
significant reductions in clinical perfectionism, self-esteem, 

interpersonal difficulties, and mood intolerance were also 
observed.

In the randomized clinical trial performed by Gar-
land et al. (2016), the Mindfulness-Oriented Recovery 
Enhancement (MORE) intervention was compared with 
a dCBT group and with TAU for formerly homeless men 
residing in a therapeutic community. MORE combines the 
complementary aspects of mindfulness training, CBT, and 
positive psychology to form a unified treatment plan. It 
sets itself apart from other mindfulness-based interven-
tions by incorporating structured mindfulness meditation, 
as well as strategies for cognitive reappraisal and enhanc-
ing positive experiences (Hanley & Garland, 2021). Study 
participants had psychiatric disorders with concomitant 
substance use, in addition to extensive trauma histories. 
Study results indicated that from pre- to post-treatment, 
MORE was associated with modest but significantly 
greater improvements in substance craving, post-traumatic 
stress, and negative affect than CBT, and greater improve-
ments in post-treatment stress traumatic and positive affect 
than the TAU.

In their study, Amirpour et  al. (2018) assessed the 
effectiveness of adapting the Unified Protocol (UP) for 
reducing subclinical symptoms of paranoia in a group of 
30 university students. The study evaluated the impact of 
the intervention on individuals’ mental and social perfor-
mance by assessing paranoid thoughts and their effects 
before and after the therapy, using the Paranoid Scale and 
the Work and Social Adjustment Scale. The preliminary 
results were encouraging, as they showed a decrease in 
paranoid ideation (p = 0.003) and improvement in general 
function (p = 0.001), which suggests that transdiagnostic 
therapy can be effective in reducing paranoid thoughts. 
Further research is needed to confirm these findings.

Culturally Adapted tCBT (CA‑CBT+)

The Culturally Adapted Cognitive Behavioral Interven-
tion (CA-CBT) is a group intervention designed for refu-
gees that incorporates psychoeducation, meditation, and 
stretching exercises. The program is transdiagnostic and 
involves modifying CBT techniques to align with the cul-
tural beliefs, values, and experiences of the individual. 
This culturally-sensitive approach acknowledges that cul-
ture can influence an individual’s perception and response 
to mental health concerns, and that culturally-sensitive 
therapy may result in better treatment outcomes (Hinton 
& Patel, 2017).In the study by Kananian et al. (2020), 
problem-solving training was added to CA-CBT and the 
intervention was evaluated with male refugees diagnosed 
with PTSD, major depression, and anxiety disorders. Par-
ticipants (n = 24) were randomly assigned to CA-CBT+ or 
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a control condition (waiting list). Participants were 
assessed pre-post and at a 12-month follow-up. Following 
the intervention, all participants in the treatment group 
met the criteria for a clinically significant response on 
the General Health Questionnaire (GHQ-28), compared 
to only 8.3% of individuals in the wait-list control group. 
The findings indicated an improvement in both qualities of 
life and problem-solving, which persisted in the long term. 
Furthermore, the group delivery approach resulted in an 
exceptionally low dropout rate, with only one participant 
withdrawing from the study.

Interventions Focused on Transdiagnostic Processes

Ten randomized clinical trials evaluated interventions aimed 
at transdiagnostic processes. The study by Hvenegaard et al. 
(2020) tested the addition of a rumination-focused group 
CBT (RFCBT: Rumination-focused cognitive-behavioral 
therapy) program compared to group dCBT, both conditions 
continued with routine medical treatment. In total, 131 out-
patients with major depression were randomly allocated to 
the RFCBT or dCBT group. The results showed that RFCBT 
significantly improved depressive symptoms compared to 
the CBT group after treatment. At the 6-month follow-up, 
there were no differences in rumination or depressive symp-
toms between the groups. However, the study’s primary lim-
itation is the missing data on secondary outcomes and the 
high rate of follow-up attrition at 6 months, which restricts 
the conclusions that can be drawn for these outcomes.

Rumination was also a transdiagnostic process evaluated 
in the study by Teismann et al. (2014), who investigated 
whether group CBT focused on depressive rumination 
would be effective in reducing residual depression. Partici-
pants (n = 60) were randomly assigned to group treatment 
or control condition (waiting list). Treatment significantly 
improved depressed moods, rumination, perceived control 
over rumination, and dysfunctional metacognitive beliefs 
compared to the control condition. Treatment gains were 
maintained during the follow-up period (1 year). A similar 
result reached the study by Ekkers et al. (2011), who inves-
tigated Competitive Memory Training (COMET) for depres-
sive rumination. COMET is a form of cognitive-behavioral 
therapy (CBT) that utilizes a technique called contracondi-
tioning to challenge negative self-perceptions and promote 
the development of more positive, nuanced perspectives 
(Balci et al., 2022). In that study, a total of 93 outpatients, 
aged over 65 years, were randomized to two treatment con-
ditions: COMET + TAU versus TAU alone. Results were 
favorable for the COMET + TAU group, which showed a 
significant improvement in depression and rumination com-
pared to TAU alone.

COMET was assessed in two additional studies, but with 
a different emphasis: low self-esteem. Despite the lack of a 

unifying theory that solidifies low self-esteem as a mecha-
nistically transdiagnostic process, its presence in various 
disorders makes it descriptively transdiagnostic (Sauer-
Zavala et al., 2017). As a result, interventions targeting 
this construct have also been incorporated into the current 
review. Korrelboom et al. (2009) evaluated this interven-
tion for the treatment of low self-esteem in patients with 
eating disorders. In total, 52 patients with eating disorders 
and low self-esteem were randomized to receive 8 weeks 
of COMET + TAU or TAU alone. Indicator effects in favor 
of COMET + TAU were found for two measures of self-
esteem and depressive moods. Korrelboom et al. (2011) also 
evaluated whether COMET for low self-esteem would be an 
effective intervention for patients with personality disorders. 
In these RCTs, 91 patients with personality disorders who 
were already in therapy at a regular mental health institution 
were randomly assigned to a COMET + TAU or TAU group. 
Compared with patients who received only TAU, patients 
in the COMET + TAU condition improved significantly and 
with large effect sizes on indices of self-esteem and depres-
sion. Significant improvements in measures of autonomy 
and social optimism also favored COMET but had small to 
intermediate effect sizes.

Two studies evaluated interventions aimed at emotion 
regulation. Neacsiu et al. (2014) investigated the DBT-ST: 
Dialectical Behavior Therapy Skills Training, developed by 
Linehan (1993). In this study, DBT-ST was evaluated as 
a stand-alone transdiagnostic treatment for emotional dys-
regulation and using DBT skills as an outcome mediator. 
Forty-four anxious and/or depressed adults without bor-
derline personality disorder and with high emotional dys-
regulation were randomized to 16 weeks of DBT-ST or an 
activity-based support group (ASG). Participants completed 
measures of emotional dysregulation, DBT skill use, and 
psychopathology every 2 months until 2 months after treat-
ment. Longitudinal analyses indicated that DBT-ST was 
superior to SGA in decreasing emotional dysregulation, 
increasing skill use, and decreasing anxiety but not depres-
sion.In the study by Berking et al. (2019), the effectiveness 
of general affect regulation as a stand-alone, group-based 
treatment for depression was investigated. In total, 218 sub-
jects who met the criteria for major depression were rand-
omized to Affect Regulation Training (ART), a control con-
dition (waiting list), or a common factor control condition 
(CFC). Multi-level analyzes indicated that participation in 
ART was associated with a greater reduction in the severity 
of depressive symptoms than on the waiting list (d = 0.56), 
while the slight superiority of ART over CFC (d = 0.25) was 
not statistically significant. Mediation analyses indicated that 
changes in emotion regulation skills mediated the differ-
ences between ART/CFC and waiting list. Thus, the results 
provide evidence of improving emotion regulation skills as 
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a common mechanism of change in psychological treatments 
for depression.

Repetitive negative thinking (RNT) is considered an 
important transdiagnostic process in the onset, course, and 
recurrence of depressive and anxiety disorders. Rogiers 
et al. (2022) evaluated a transdiagnostic group intervention 
designed for the treatment of RNT compared with TAU in 
80 patients with major depression and/or anxiety general-
ized disorder, both conditions continued their usual mental 
health care. The results showed that although all outcomes 
improved after the intervention, only the uncontrollability 
of rumination, worry, detachment from thoughts, and qual-
ity of life remained statistically significant compared to the 
control group. According to the results, the group interven-
tion improves the RNT and the quality of life of patients 
treated for major depression and/or anxiety generalized dis-
order. Improvements remained stable up to 9 months after 
treatment.

Excessive worry is also a common feature of many dis-
orders and represents an ideal process for transdiagnostic 
intervention. The study by Chen et al. (2013) examined the 
effectiveness of a behavioral activation treatment (BAW) in 
49 individuals who showed signs of excessive worry. Par-
ticipants were randomized to an 8-week group intervention 
(BAW) or waitlist. The results demonstrated that BAW was 
successful in reducing excessive worry, depressive symp-
toms, cognitive avoidance, uncertainty intolerance, and 
improving problem-solving orientation. Despite sample 
size and power limitations, this study shows promising sup-
port for BAW as a practical transdiagnostic treatment for 
concern.

False security behaviors are considered processes com-
mon to different anxiety disorders. In the study by Schmidt 
et al. (2012) the effectiveness of the Therapy to Eliminate 
False Safety Behaviors (F-SET) was evaluated in 96 patients 
with anxiety symptoms who were randomly assigned to 
F-SET or a control group (waiting list). The study found that 
F-SET is a successful intervention for patients with anxiety 
in mixed diagnostic groups, with reduced anxiety sensitivity 
and less impairment compared to the control group. Moreo-
ver, the improvements observed at posttreatment were sus-
tained at follow-up after 6 months, indicating the enduring 
effectiveness of F-SET.

Discussion

Summary of Evidence

The present review aimed to systematically examine the evi-
dence regarding the effectiveness of group cognitive-behav-
ioral transdiagnostic interventions for the adult population 
compared with non-active control conditions (e.g., waiting 

list), usual treatment conditions (e.g., regular appointments), 
or specific active interventions (e.g., dCBT). The evaluated 
outcomes correspond to the primary results presented by 
empirical studies in general, effects on symptoms of depres-
sion, anxiety, quality of life, and other measures related to 
mental health and psychological well-being. Of the 32 RCTs 
evaluated, most compared group tCBT with a wait-list con-
trol condition (n = 10). In these studies, the results indicated 
superior and significant improvements for tCBT interven-
tions in different outcomes, such as reductions in depressive 
and anxiety symptoms (Wuthrich & Rapee, 2013; Zemestani 
et al., 2017), in anxiety symptoms (Erickson et al., 2007; 
Norton & Hope, 2005; Schmidt et al., 2012), in the sub-
clinical symptoms of paranoia (Amirpour et al., 2018), in 
excessive worry (Chen et al., 2013), in depressive rumina-
tion (Teismann et al., 2014), in the psychopathology of eat-
ing disorders (Wade et al., 2017), as well as in improving the 
quality of life and problem solving for refugees (Kananian 
et al., 2020).

Overall, the results are promising and support the efficacy 
of group tCBT for the treatment of different clinical popula-
tions. However, it should be noted that these are preliminary 
studies, with reduced sample size and power, and the lack of 
control with active interventions does not allow us to assess 
whether the positive results refer to the intervention itself 
or to other therapeutic factors present in a format of group 
therapy, such as socializing with others and the therapeutic 
relationship. In addition, conducting comparisons between 
different types of interventions can enable researchers to 
identify the most effective treatment for a specific context 
or population, which can inform clinical decision-making 
and health policy. Therefore, future research can further 
investigate the effectiveness of group tCBT interventions 
compared to other active treatments and evaluate their poten-
tial benefits for various populations.

The reported results were also favorable to tCBT when 
compared to usual treatments (TAU) such as pharmacologi-
cal interventions or regular consultations with general prac-
titioners. However, it is important to note that TAUs can 
vary significantly according to different institutions, clinical 
guidelines, and countries. For example, in the study car-
ried out by Osma et al. (2022), the group tCBT intervention 
was compared with the TAU, which consists of individually 
applied CBT, considered a gold standard intervention for 
many disorders; whereas, in other studies, TAU is character-
ized only as pharmacological interventions or regular medi-
cal consultations. Providing a clear definition of usual treat-
ments (TAU) is essential for comprehending the contextual 
factors surrounding the evaluation of the tCBT intervention 
and for facilitating more precise comparisons.

Considering these particularities, studies that compared 
tCBT with TAU based only on pharmacological treatment 
showed significant improvements favorable to tCBT in 
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symptoms of depression, anxiety, and emotion regulation 
strategies (Corpas et al., 2021, 2022). tCBT also showed 
significant results in the quality of life and sexual function-
ing compared to pharmacological treatment in the study by 
Ornelas et al., (2017).In studies that evaluated tCBT with 
TAU based on regular medical consultations or psychologi-
cal and social interventions, the results indicated signifi-
cant improvements in measures of depression, anxiety, and 
quality of life when compared to individual CBT (Osma 
et al, 2022, Cano-Vindel et al. al., 2021), improvements in 
depression, anxiety, and emotion regulation when compared 
to social support (Nazari et al., 2020), and improvements 
in symptoms of anxiety, depression, and quality of life 
when compared to regular consultations with physicians at 
the health center (Ejeby et al., 2014; Roberge et al., 2020). 
When compared to usual treatments based on psychiatric 
consultations with or without supportive treatment (e.g. 
psychotherapy or psychosocial support), tCBT showed sig-
nificant improvements in measures of depression and rumi-
nation (Ekkers et al., 2011), in repetitive negative thinking, 
and the quality of life of patients treated for major depression 
and/or anxiety generalized disorder (Rogiers et al., 2022), 
in measures of self-esteem for people with eating disorders 
(Korrelboom et al., 2009) and measures of self-esteem and 
depression in people with personality disorders (Korrelboom 
et al., 2011).

In the meta-analysis performed by Watts et al. (2015), the 
impact of CBT on clinical outcome was similar in studies 
that aimed to treat anxiety or depression compared to TAU, 
suggesting that CBT is superior to TAU in these outcomes; 
however, the effect was smaller in studies of transdiagnostic 
therapies. According to the authors, the few comparisons of 
transdiagnostic treatments versus TAU could be a possible 
explanation for these findings, in addition to the great hetero-
geneity of TAU interventions. The meta-analysis performed 
by Newby et al. (2015) found similar results by identifying 
only small differences in studies that compared tCBT with 
TAU, which could also be explained by the heterogene-
ity of TAU interventions, as well as the influence of other 
therapeutic factors nonspecific factors associated with the 
improvement of symptoms, such as the therapeutic alliance.

In the present review, the findings are similar to those of 
Watts et al. (2015) and Newby et al. (2015) regarding the 
heterogeneity of TAU; however, our study suggests favorable 
results for tCBT. Although we do not have the necessary 
quantitative analyzes to confirm this hypothesis, an impor-
tant point to consider is that most of these studies compared 
group tCBT + TAU with TAU applied alone. Thus, the 
design of these studies and the results found suggest the 
addition of group tCBT to usual care as a co-intervention 
capable of reducing the severity of symptoms presented by 
the population and supporting the dissemination of evidence-
based practice. It is noteworthy that future meta-analytic 

reviews are needed to examine in detail the impact of new 
treatments compared to TAU and its particularities.

Studies comparing tCBT interventions with active 
control conditions found similar and statistically equiva-
lent/non-inferior results in reducing symptoms of anxiety 
and depression (UP vs MBSR, Mousavi et al., 2019); on 
symptoms and measures of psychological well-being in 
older adults (tCBT vs Discussion Group, Wuthrich et al., 
2016), despite the most rapid and sustained improvements 
being from tCBT; and on anxiety symptoms among dif-
ferent anxiety disorders (tCBT vs RLX, Norton, 2012). 
The results were favorable to tCBT in decreasing emo-
tion dysregulation and anxiety symptoms (STD-DBT vs 
CFC, Neacsiu et al., 2014) and in emotion regulation and 
decreasing depressive symptoms (ART vs CFC vs Waiting 
List, Berking et al., 2019). These findings are consistent 
with the review by Newby et al (2015), who found large 
differences in outcomes between transdiagnostic treat-
ments compared to waiting-list control conditions and 
active control conditions (e.g., psychoeducation, discus-
sion forums, relaxation training).

Compared with specific dCBT interventions, tCBT had 
similar (non-inferior) results on primary outcomes for most 
of the studies investigated. The tCBT results were equivalent 
to improving well-being and reducing anxiety and depres-
sive symptoms (Mohammadi et al., 2013; Reinholt et al., 
2022) and anxiety symptoms (Norton & Barreira, 2012). 
These effects are consistent with the meta-analysis per-
formed by Pearl and Norton (2017), which found that the 
estimated effect of transdiagnostic treatments was similar 
to diagnostic-specific CBT treatments.

Only two studies showed superior results of a tCBT 
intervention compared to the results of group dCBT, such 
as group therapy focused on rumination (RFCBT), which 
showed significant improvements in depressive symptoms 
compared to the dCBT group, but these results were not sus-
tained over the 6-month follow-up (Hvenegaard et al., 2020). 
In turn, the MORE intervention (Garland et al., 2016) was 
associated with modest improvements in substance craving, 
pre-traumatic stress and negative affect compared to dCBT, 
but unfortunately, the study was compromised by not meet-
ing the standards of integrity approved by the developer of 
the dCBT intervention. For more information, see the same 
study, corrected by Garland et al. (2018).

To advance the field, future research should focus on 
identifying the specific components of tCBT interventions 
that are most effective and exploring which populations and 
problems are best suited for tCBT interventions. Further-
more, investigating the use of tCBT in combination with 
other treatment modalities and improving the methodologi-
cal rigor of studies assessing the efficacy of tCBT interven-
tions are also essential.
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Of the 32 studies included, all were characterized by 
“some concerns” in assessing the risk of bias. Key reasons 
include lack of reports of allocation concealment, blind-
ing, and lack of analysis of large groups or dropouts who 
did not complete the study. The evaluation considered the 
particularities inherent to pragmatic studies, such as the 
impossibility of blinding those who provide and receive the 
interventions and the use of self-report measures to evalu-
ate the results, a common practice in psychometrics. Thus, 
all studies that used only self-report measures were classi-
fied as having “some concerns.” Only 1 study was classified 
as “high risk of bias” because it presented methodological 
inconsistencies that cast doubt on the integrity of the results. 
Some restrictions on the quality of evidence from the stud-
ies included in this review and these limitations should be 
considered for interpretation purposes.

The results presented by the analyzed studies suggest 
that transdiagnostic treatments are superior to waiting-list 
conditions and usual treatments, and are at least as effec-
tive as active control interventions and diagnostic-specific 
cognitive-behavioral treatments. Although these results are 
preliminary and no conclusions can be drawn about the 
effectiveness of tCBT from this study—as the findings are 
analyzed in a narrative fashion and without the support of a 
meta-analysis—the results indicate that group transdiagnos-
tic interventions can be an important tool for the treatment 
of comorbid mental disorders and are in agreement with the 
main reviews and meta-analyses performed to date (McE-
voy et al., 2009; Newby et al., 2015; Pearl & Norton, 2017; 
Reinholt & Krogh, 2014). However, these reviews are not 
specific to group tCBT interventions. As such, the practice 
and research implications for this format will be discussed 
in the following section.

Implications for Practice and Research

To the best of our knowledge, the present review is the first 
to specifically assess transdiagnostic cognitive-behavioral 
interventions in groups. Results on the overall effectiveness 
of tCBT treatments are comparable to previous narrative 
reviews and meta-analyses (McEvoy et al., 2009; Newby 
et al., 2015; Reinholt & Krogh, 2014), however, they have 
different implications when evaluating this format’s specific 
delivery. As expected, most of the tCBT interventions evalu-
ated addressed comorbid anxiety and depression disorders, 
anxiety disorders, and symptoms of anxiety and depression. 
However, there were studies focusing on eating disorders, 
substance use, personality disorders, specific studies for the 
elderly population, a study that evaluated sexual functioning 
and studies that investigated the emotional sequelae present 
in medical disorders such as multiple sclerosis and infertil-
ity. In addition, studies with an interest in transdiagnostic 

processes as the focus of group interventions, such as exces-
sive worry and emotional regulation, were also found.

The tCBT interventions evaluated were modular and tar-
geted at common processes among “one size fits all” inter-
ventions (Schaeuffele et al., 2021). The number of modules 
ranged from 6 to 12 and the duration of treatments also 
ranged from 6 to 14 weeks. However, the content of the 
interventions was similar and mostly based on cognitive and 
behavioral models, applying a basic set of CBT principles 
and techniques (e.g., cognitive restructuring and gradual 
exposure) as well as specific strategies and techniques for 
emotion regulation and acceptance and mindfulness.

It should be noted that studies have shown promis-
ing and favorable results for tCBT interventions, but few 
have investigated interpersonal interactions between group 
members and between members and therapist(s), factors and 
processes that can influence the effects of group therapy, 
such as patient characteristics (e.g. attachment style), group 
therapy processes (e.g. preparatory sessions, group com-
position, group cohesion) and leader characteristics (e.g. 
therapeutic style, co-leadership) (Barkowski et al., 2020). 
The studies that evaluated the Unified Protocol (UP) were 
the ones that highlighted the characteristics of the patients 
and not only the symptomatologic manifestations such as 
affection and temperament. This is because UP has neuroti-
cism as a therapeutic target. Neuroticism is a tendency to 
experience intense and frequent negative emotions that are 
associated with a sense of uncontrollability or a perception 
of inadequate coping in response to stressors (Barlow et al., 
2014). Results indicated that in addition to improvements 
in symptoms of depression and anxiety, UP produced large 
reductions in neuroticism and negative affect (de Ornelas 
et al., 2017; Osma et al., 2022).

Group cohesion and therapeutic alliance were factors 
investigated through questionnaires in the study by Wuthrich 
et al. (2016), which compared tCBT with an active discus-
sion group in the elderly population. The two groups did not 
differ significantly on these measures. Reinholt et al. (2022) 
and Roberge et al. (2018) cited the exploratory investigation 
of procedural factors such as group cohesion, but these data 
were not presented in the published studies. Indeed, future 
research should strive to incorporate these analyses to assist 
in understanding the therapeutic value of non-specific thera-
peutic components, such as social connection and sharing 
experiences with others.

Empirical assessments of the therapeutic factors and 
processes involved in interventions are essential to promote 
the advantages of group therapy and provide solutions for 
the possible disadvantages of this format. For example, for 
some people with anxiety disorders, a group intervention 
may seem like a very challenging scenario, implying avoid-
ance, in which case a possible solution would be to offer 
introductory sessions to address doubts and motivational 
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issues (Barkowski et al., 2020). In the study by Ornelas et al. 
(2017), at each initial session, two former patients who had 
completed previous group treatment sessions were invited 
to talk to new participants about their experiences, and 
according to the authors, the inclusion of former participants 
motivated the new patients. Including different strategies for 
patient engagement may be the answer to increasing adher-
ence, acceptability, and optimizing the delivery of group 
interventions.

Most of the interventions were conducted by experienced 
psychologists and psychology students, but there was also 
the participation of other professionals in the design and 
application of the groups, such as doctors, nurses, and social 
workers. Only one study investigated whether the therapist's 
experience would affect the results found (Schmitd et al., 
2012), where half of the groups were purposely led by grad-
uate students in clinical psychology at the master’s level and 
the other groups were led by an experienced postdoctoral 
fellow. No differences were found between the groups in the 
results, but no specific measure was used to assess the thera-
pists’ experience either. Therefore, these are preliminary and 
inconclusive results.

Although the studies did not present enough information 
to assess whether the professionals’ experience interfered 
with the outcomes and quality of interventions, the research 
carried out by Norton et al. (2014) examined the impact of 
therapists’ experience on the results of clients who partici-
pated in a group tCBT intervention for anxiety disorders. 
The results showed that participants showed significant 
improvement and that the amount of therapist experience 
was not related to improvement. However, future studies are 
needed to better assess the causal relationships between the 
training/experience of the professionals involved and the 
clinical results of the participants, especially since the need 
for extensive training on the part of therapists involves high 
costs and constitutes a major limitation for the feasibility and 
accessibility of evidence-based interventions.

Furthermore, the advantages of group tCBT interventions 
appear to be the same as group psychotherapy in general, 
such as facilitating training and clinical application and serv-
ing a greater number of patients with fewer sessions, with 
better cost/benefit without losing the effectiveness of the 
individual form (Oliveira, 2019). The main difference cor-
responds to the extra advantages over these factors, consid-
ering that by focusing on shared characteristics rather than 
differences between disturbances, it is possible to further 
reduce the waiting list and the high training costs associ-
ated with treatments aimed at specific diagnoses (Harris & 
Norton, 2018).

Finally, it was observed that the studies with the larg-
est number of participants were those carried out in public 
health centers, with interventions aimed at primary care. 
The results of more than 2500 participants, followed for 

up to 12 months, confirm the hypotheses raised about the 
advantages of tCBT applied in a group format for these 
environments. By addressing psychiatric comorbidities, 
promoting the efficient use of professional resources, and 
optimizing therapist training time, tCBT presents itself as 
a cost-effective approach with the potential to significantly 
improve clinical treatments for different disorders (Cano-
Vindel et al., 2021). According to the authors, group tCBT 
can be a viable, ethical and effective alternative because 
it includes a wide range of diagnoses and allows treating 
several individuals at the same time with few additional 
resources (Osma et al., 2022), in addition to providing a 
model that can help overcome barriers to large-scale imple-
mentation of evidence-based psychotherapy (Roberge et al., 
2020).

Strengths and Limitations

The strengths of the present review include the methodo-
logical advantages of pre-registration of the study protocol 
before conducting the research; a comprehensive and inclu-
sive strategy applied across multiple databases; the survey 
in three different languages: English, Portuguese and Span-
ish; the inclusion of studies without the restriction of dates; 
conducting risk of bias assessment and inclusion of a large 
number of studies, all RCTs.

However, many limitations deserve consideration. In this 
review, studies with a large number of participants and good 
methodological quality were found, however, most of the 
studies evaluated were carried out in outpatient settings or 
specialized clinics, with small sample sizes. Another limita-
tion was the lack of detailed data on the ethnic, cultural, and 
racial aspects of the participants. It is therefore suggested 
that future investigations should include these data to ensure 
a larger and more representative sample.

The heterogeneity of methods and measures used by stud-
ies to assess primary and secondary outcomes prevented a 
concrete assessment of the effects of interventions. Although 
there are previous meta-analyses that evaluated measures 
such as depression, anxiety, and quality of life in transdiag-
nostic interventions (Newby et al., 2015), the present study 
included many other metrics in addition to these. Therefore, 
it was not possible to perform a meta-analysis. Most studies 
used self-report measures to assess the impact of interven-
tions, which directly implies the risk of bias. It is therefore 
suggested that future studies include instruments evaluated 
by clinicians and self-reported.

Although the choice to use only RCTs has advantages 
in terms of study quality, the investigators of the present 
review limited the evaluation of numerous non-experimental 
studies that could significantly contribute to a more compre-
hensive understanding of tCBT interventions. Additionally, 
the choice to include only transdiagnostic interventions with 



323Cognitive Therapy and Research (2023) 47:303–326 

1 3

CBT components also limited the evaluations. As hypoth-
esized, the lack of a specific theoretical framework implied 
difficulties for researchers to identify which interventions 
would or would not be tCBT, since many interventions 
appear to be CBT, but are not. In these cases, emails were 
sent to the authors of the studies and/or the developers of the 
interventions to clarify these doubts and correctly categorize 
the interventions as transdiagnostic CBT.

The main focus of the interventions analyzed were emo-
tional disorders such as depression and anxiety. However, 
despite the common goal, many interventions were differ-
ent. The creation of different protocols and adaptations of 
tCBT interventions is justified for scientific evidence, but 
they put its main advantage compared to specific treatments 
at risk: the promise of being a single treatment applicable 
to many clinical presentations. In this way, we believe that 
future studies should increasingly investigate the common 
processes between different disorders, effective therapeu-
tic techniques and strategies between different therapeutic 
demands, and the interpersonal factors that act as mediators 
of results in group therapeutic interventions, thus bring-
ing together necessary efforts for the construction of an 
evidence-based, integrative and accessible psychological 
practice.

Conclusion

Despite the limitations presented, the results found confirm 
the initial hypotheses of this review and the studies carried 
out previously. Available evidence suggests that group tCBT 
interventions have similar and/or superior results to other 
interventions and may offer advantages in terms of thera-
pist training time, cost, and accessibility. These findings are 
especially important given the high prevalence of mental 
disorders in our society. According to the most recent report 
by the World Health Organization (2022, June 17), in 2019, 
nearly a billion people—including 14% of the world's teen-
agers—were living with a mental disorder.

Mental disorders affect the lives of children, adolescents, 
and adults, both in developed and developing countries, 
cause enormous suffering and disability, and are respon-
sible for high costs for individuals, families, and societies 
(Almeida et al., 2013). Given the high comorbidity among 
mental disorders and the need to optimize and disseminate 
evidence-based practice, group transdiagnostic interven-
tions can have great benefits, especially as an integrative 
approach capable of expanding evidence-based care to com-
munity health services. For these reasons, tCBT must con-
tinue its evolution in terms of effectiveness and theoretical 
understanding, with the ultimate objective of responding 
to the limitations related to the focus on specific diagnoses 

and including evidence-based practice in the elaboration 
and implementation of policies, plans, and mental health 
services.
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