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Abstract
While modular and transdiagnostic approaches may address implementation challenges, there remains limited investigation 
into the fit within large healthcare systems. The current study examines qualitative interviews from patients, clinicians and 
administrative stakeholders in the Veterans Administration about experiences with, and views of, the Unified Protocol (UP; 
Barlow et al. in The unified protocol for transdiagnostic treatment of emotional disorders: therapist guide, Oxford Univer-
sity Press, New York, 2011) to understand potential for implementation. Qualitative interviews were conducted based on 
an established implementation framework and speak to implementation of transdiagnostic treatment in veterans, including 
insight into barriers, facilitators, intervention characteristics, patient characteristics, and system level variables. The UP 
demonstrated promise for improving efficiency, satisfaction and personalizing mental healthcare.
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Over the past decade, there has been an increased call to con-
sider a pivot away from single diagnosis protocols (SDPs) 
towards transdiagnostic and modular approaches to treat-
ment (e.g., Barlow et al. 2014; Chorpita et al. 2005; Martin 
et al. 2018; McHugh et al. 2009). SDPs have moved the field 
of psychosocial intervention forward in enormous ways, yet 
they rarely provide guidance on treating multiple disor-
ders, which ignores the overlap in the developmental and 
maintenance factors of these disorders. Furthermore, SDP 
implementation assume that providers have the time and 
capacity to be trained to deliver multiple SDPs effectively. 
However, we know comorbidity is common (Kessler et al. 
2005), there are common developmental and maintenance 
factors responsible for emotional disorders (Barlow et al. 

2014), and clinician training time and resources are limited 
(Ruzek and Rosen 2009). While SDPs serve an important 
role in specialty care, their limited uptake and penetration in 
large healthcare systems (Grubbs et al. 2017; Maguen et al. 
2018), coupled with high dropout rates suggest a need for 
an alternative approach.

A shift towards thinking about psychosocial treatments 
from a modular and transdiagnostic approach has surged in 
the recent years (e.g., Chorpita et al. 2005; Chorpita and 
Weisz 2005; Sauer-Zavala et al. 2017). Within the child lit-
erature, extensive work has been done to develop and utilize 
modular treatments. These treatments, sometimes referred 
to as “common elements” approaches, infuse more prescrip-
tive treatment approaches with the flexibility to incorporate 
systemic design decisions through treatment to improve fit 
to the context (Chorpita et al. 2005). The growth of trans-
diagnostic and modular approaches in the child literature is 
impressive, with widespread implementation and dissemina-
tion within some routine care systems (e.g., Chorpita et al. 
2004; Hersh et al. 2016). Treatment interventions like the 
Modular Approach to Therapy for Children with Anxiety, 
Depression, or Conduct Problems (MATCH; Chorpita and 
Weisz 2005) utilize components of evidence-based treat-
ments for commonly occurring problems into modules that 
can be individualized based on an individual patient, which 
directly incorporates consideration of context into treatment.
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Research in modular and transdiagnostic approaches has 
also been investigated in low- and middle-income countries 
with limited mental health infrastructure (Knapp et al. 2006; 
Murray et al. 2014; Patel et al. 2007; Saraceno et al. 2007) 
where implementing SDPs makes less sense in efforts to 
maximize treatment reach. Initial data supports its utility 
(e.g., Bolton et al. 2014; Murray et al. 2014), although often 
clinicians are still required to decide what to prioritize in 
treatment as modular approaches do target underlying devel-
opmental and maintenance factors. A transdiagnostic treat-
ment for eating disorders (Fairburn 2008) has been used 
extensively in the United Kingdom, a system with substan-
tial infrastructure, providing an efficient protocol to address 
eating disorders across a national healthcare system. While 
other transdiagnostic treatment protocols have emerged to 
treat the full spectrum of anxiety disorders (e.g., Creed et al. 
2016; Lang et al. 2012, 2017; Norton 2012; Schmidt et al. 
2012), many efforts to implement evidence-based psycho-
therapies (EBPs) for adults have focused on protocols that 
target single diagnoses. The reliance on diagnostic catego-
ries may restrict real world applicability due to diagnostic 
and statistical manuals’ diagnostic constraints (Hofmann 
2014) and negatively impact the efficiency of healthcare 
systems.

The Veterans Administration (VA) has spent substantial 
effort implementing several SDPs, two of which have spe-
cifically focused on posttraumatic stress disorder (PTSD) 
and three on depression, which is commonly comorbid with 
PTSD (Stander et al. 2014). Although these SDPs have been 
shown to decrease symptoms to subclinical levels when uti-
lized (Eftekhari et al. 2013; Karlin et al. 2012), they also 
have some drawbacks. First, training clinicians to implement 
SDPs is costly (McHugh et al. 2009), particularly when it 
is necessary to train providers to treat a variety of symp-
tom presentations and co-occurring disorders. Comorbid-
ity is the rule rather than the exception (Brown et al. 2001; 
Kessler et al. 1995) with rates of comorbidity in veterans 
estimated to be between 25 and 35% (Forman-Hoffman 
et al. 2005; Seal et al. 2007). Second, research has demon-
strated that these SDPs are not used frequently in routine 
VA mental healthcare (Sripada et al. 2018; Sripada et al. 
2018). One study demonstrated that only 20.2% of veter-
ans with PTSD received at least one session of an SDP for 
PTSD over approximately 15 years (Maguen et al. 2018). 
Furthermore, veterans presenting to community-based out-
patient clinics for PTSD treatment are rarely receiving an 
SDP for PTSD (Grubbs et al. 2017) which suggests that 
they are underutilized. This may be in part due to veterans’ 
refusal of trauma-focused treatments, and to the presence 
of comorbidity and complex symptom presentations, which 
can make clinicians feel unprepared to effectively use evi-
dence-based interventions (Osei-Bonsu et al. 2017; Zubkoff 
et al. 2016). As a result, there is room for an alternative, 

perhaps transdiagnostic, approach to treating trauma-related 
psychopathology.

Given the potential barriers to SDPs in routine care, it 
is possible that transdiagnostic treatments may be a ben-
eficial option within the VA system. Transdiagnostic treat-
ments, which aim to decrease symptoms across a variety of 
domains, may minimize clinician training costs by offering 
one flexible protocol applicable to a broad range of symptom 
presentations rather than requiring clinicians’ proficiency 
in multiple SDPs. Furthermore, the results of the recent 
Acceptance and Commitment Therapy study demonstrat-
ing modest effects (Lang et al. 2017) paired with the high 
rates of comorbidity in trauma-exposed veterans, suggest a 
need for further research into understanding the potential of 
a transdiagnostic treatment within routine care. The utility 
of a transdiagnostic treatment that targets underlying mecha-
nisms, as opposed to universally applying principles across 
symptom presentations (see, Sauer-Zavala et al. 2016), is 
an understudied path that may yield important information 
in routine care.

Taking stakeholder needs and preferences into account 
when implementing a new protocol into a healthcare sys-
tem is essential (Vastine et al. 2005). In fact, understanding 
local context and putting in place a bidirectional flow of 
information is crucial for successful implementation and is 
recommended by the National Institute of Health (2017). 
Implementation frameworks provide a structure for evalu-
ating system-, provider-, and patient-level needs. Including 
patient preference in this process is often overlooked given 
the structure of many implementation frameworks; however, 
it is important for successful translation into routine care 
(Rosen et al. 2016). The Consolidated Framework for Imple-
mentation Research (CFIR; Damschroder et al. 2009) is a 
widely used framework to study these factors as it provides 
guidance on assessment of variables at various levels, and 
includes consideration of patient needs and resources. CFIR 
guided interviews are utilized in the current study to guide 
assessment of a variety of factors that may influence a deci-
sion to implement the Unified Protocol for Transdiagnostic 
Treatment of Emotional Disorders (UP; Barlow et al. 2011) 
including feasibility, tolerability, satisfaction, perceptions of 
clinic and patient fit, and barriers and facilitators. The cur-
rent study, guided by CFIR constructs of inner and outer set-
ting, focuses on examining and understanding local context 
and intervention feasibility and acceptability through pre-
implementation research. Following Pettigrew et al. (2001) 
and Damschroder et al. (2009) inner setting includes aspects 
of structural, political and cultural context in which the 
implementation process is being studied. Additionally, outer 
context includes the economic, political, and social context 
that the organization resides in. The aim of the study is to 
examine qualitative data from interviews with patients, cli-
nicians and stakeholders in the VA about experiences with, 
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and views of, the UP, a mechanistic approach to emotional 
disorders, to better understand factors impacting potential 
future implementation within the larger system.

Methods

Treatment

The UP is a transdiagnostic, emotion-focused treatment that 
is grounded in traditional cognitive behavioral therapy with 
the goal of treating underlying negative affect. The flexible 
protocol, which takes place over 12–16 sessions, allows cli-
nicians to utilize traditional therapeutic techniques, includ-
ing cognitive therapy and behavioral exposures. Rather 
than focusing on a specific diagnosis, the UP focuses on 
the broader emotional experience and the impact it has on 
the patient’s daily life, which allows for comorbidities to be 
treated simultaneously. The UP has demonstrated promising 
results in several studies with community samples seeking 
treatments at university clinics, covering a wide range of 
primary anxiety disorders, including posttraumatic stress 
disorder (Barlow et al. 2017; Ellard et al. 2010; Farchione 
et al. 2012).

Participants

Clinician participants at VA Boston and VA Puget Sound 
Healthcare Systems were recruited (N = 18) and enrolled 
(N = 15) in the study. Clinician participants identified as 
serving a primary clinical role (N = 7), primary research 
job with a small amount of clinical work (N = 1), clinical 
trainees (N = 3), a clinic director (N = 2), a VA Local Evi-
dence-Based Practice coordinator (N = 1), and an administra-
tor (N = 1). There were no notable differences among those 
serving as clinicians versus the varying administrative roles. 
Veteran participants (N = 7), were part of the intent-to-treat 
sample for the UP and attended at least four sessions prior 
to participation in the qualitative interview. Two additional 
veteran participants participated in the parent study, but did 
not provide qualitative interviews as they did not completed 
more than four sessions of the UP. Four veteran participants 
completed 16 sessions of the UP. One participant dropped 
out after session 4, one after session 5, and one after ses-
sion 9. Four participants were male and three were female, 
with an average age of 44.14 (SD = 15.48) and the majority 
identified as White (N = 5).

Procedure

Data were collected as part of an IRB-approved pilot Hybrid 
I open trial assessing pre-implementation and effectiveness 
of the UP in trauma-exposed veterans. The parent study 

identified the UP as a protocol that had potential to target 
comorbid presentations frequent in trauma exposed indi-
viduals, a frequent presentation in the VA, and one that 
has been understudied outside of efficacy trials. Given the 
pilot nature of this study and the limited scope, the study 
was presented to one site, which accepted, and one other 
site approached the PI about participating in the study. The 
current study focuses on the CFIR-based qualitative inter-
views (Damschroder et al. 2009) in two groups: clinicians 
and administrative stakeholders, and veterans. Purposive 
sampling (participants selected based on characteristics 
that could speak to the objective of the study) was used to 
recruit for in-depth, semi-structured qualitative interviews 
from VA Boston and VA Puget Sound Healthcare Systems 
clinician and administrative stakeholders with the inten-
tion of collecting data on personnel perspectives on the UP, 
training experiences, and contextual factors that influence 
key implementation outcomes related to inner and outer 
setting. Stakeholders were recruited and interviewed until 
theoretical depth was reached (Nelson 2017). A subset of 
these clinician participants from VA Boston Healthcare Sys-
tem also delivered the UP as study therapists (N = 4) in an 
open UP trial. After providing informed consent, clinician 
and administrative stakeholder participants completed a 1-h 
qualitative interview to examine factors such as feasibility, 
acceptability, perceived fit and satisfaction in clinic settings, 
using an interview guide that was based on CFIR constructs. 
Interviews were conducted in person when feasible or over 
the phone. Stakeholder participants from the VA Boston 
Healthcare System were compensated with a gift card or a 
small gift (e.g., book, magazine subscription for the waiting 
room) valued at up to $50. Stakeholder participants from the 
VA Puget Sound Healthcare System were not compensated 
for participation due to IRB regulations.

All treatment-seeking veteran participants that partici-
pated in qualitative interviews were enrolled in the open trial 
at VA Boston Healthcare System and were recruited through 
clinician referrals from routine care. Veteran participants 
were compensated with $50 cash for participation in the 
post-treatment assessment session that included the qualita-
tive interview. Veteran participants were interviewed regard-
ing their perception of, and satisfaction with the UP at their 
post-treatment assessment using a CFIR interview guide that 
was tailored to assess patient perspectives. Veteran partici-
pant interviews were designed to evaluate potential fit of the 
UP for this population and the individual being interviewed. 
Specifically, it inquired about constructs relevant to the suc-
cess of potential future implementation efforts, including the 
intervention (perceptions of evidence strength and quality), 
outer setting (patient needs and resources), characteristics 
of the individuals potentially implementing the UP, and 
potential treatment manual modifications. Process was not 
the primary focus of these interviews given the overall aim 
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of the study was to assess effectiveness of the UP in a new 
context, and to gather pre-implementation data to inform 
future implementation efforts. The CFIR interview guides 
were created from the CFIR wiki page interview generator 
and edited to best fit the study content. Notably, not all of 
these participants completed a full course of the UP, but all 
participated in the final assessment.

Data Analysis

All interviews were digitally recorded, transcribed, and 
checked for accuracy. Eleven hours and 23 min of qualita-
tive interviews were collected. There was a total of 9 h and 
42 min of qualitative interviews from 15 clinician partici-
pants and a total of 1 h and 41 min of qualitative interviews 
from seven veteran participants. Clinician interviews aver-
aged 39 min and veteran interviews averaged 15 min. We 
employed a directed content analysis, which entailed both 
deductive coding based on an a priori set of codes defined 
by our conceptual model, and inductive coding to capture 
emergent themes outside our existing framework (Hsieh and 
Shannon 2005). A preliminary codebook to operationalize a 
priori codes based on the CFIR framework was developed. 
Codes were derived deductively by identifying categories 
at the beginning of the research (e.g., elements of the CFIR 
framework to inform research questions) and inductively by 
identifying those that emerged gradually from the data. We 
developed a codebook with operational definitions of each 
code. Using constant comparison, we updated the coding 
model to reflect further refinement. Using NVivo10 soft-
ware, three raters coded the transcripts and identified addi-
tional codes where needed through consensus. Transcripts 
were coded using open coding followed by focused coding, 
with disagreements in assignment of codes resolved through 
discussion and consultation between raters with the code-
book. Central themes were determined through triangula-
tion across stakeholders and the frequency with which codes 
were identified.

Results

Qualitative interviews were conducted with 83% of the cli-
nicians contacted to participate in the study, and 100% of 
the veteran participants contacted to participate in an inter-
view, with an overall study response rate of 88%. Analysis 
from the qualitative data obtained from the semi-structured 
interviews with clinicians and administrative stakeholders 
revealed critical information that might impact potential 
implementation of the UP. Overall, data demonstrate a con-
sistency in responses across CFIR constructs of inner and 
outer setting. More specifically, the interviews highlight 
overlap between local- and system-level factors that impact 

the perceptions of the UP. Perceptions of the innovation 
fall under three broad categories: perceived efficiency/cost-
effectiveness, perceived compatibility, and perceived align-
ment with VA priorities. Key themes across stakeholders 
revealed the overwhelming impression of a need and good 
fit for the UP within the VA. Several potential organizational 
barriers were also identified.

Characteristics of the Intervention

Perceived Efficiency and Cost‑Effectiveness

The perception of the UP as potentially more efficient and 
cost-effective treatment intersected with perceptions of the 
VA system’s priorities. The increased number of veterans 
seeking mental health treatment in the VA was commonly 
noted throughout interviews and the UP was consistently 
viewed as a protocol with potential to decrease the number 
of courses of treatment an individual needed, which may 
yield overall cost saving for the VA. One participant stated: 
“I think, especially in these settings where they’re under-
staffed…they’re all about wanting to be cost effective, so 
if you can cut down on the amount of different episodes of 
care or sessions or whatever, then that’s cost savings for VA 
and for the federal government” [provider]. This quote high-
lights the widely held view that the UP is packaged in a way 
to promote efficiency in care by providing one intervention 
for use across a variety of mental health concerns and its 
financial benefit to the larger system. Improving effective-
ness and efficiency is also valued at the clinic level, “We are 
really trying to figure out how we can balance effectiveness 
of care and efficiency and the UP seems to be a potentially 
good route” [provider]. A theme across interviews was a 
perception that there was a need for the UP, specifically to 
increase efficiency in clinics, “…there’s a push for increased 
evidence-based care in the mental health clinics, which is 
wonderful. This [the UP] seems like a good place to start. 
We are already providing evidence-based groups for disor-
der-specific presentations, but I think, in terms of increasing 
efficiency, there seems to be a lot of openness [to the UP]” 
[provider].

Patient Needs and Perceptions

Patient perspective has not been prominently captured in 
most studies (Rosen et al. 2016) despite being a critical 
factor in successful implementation. Veteran participants 
overwhelmingly had a positive experience with the UP. All 
of them identified finding it helpful, especially having the 
ability to discuss multiple mental health concerns with one 
provider rather than having to seek multiple people either 
simultaneously or sequentially. Interviews consistently 
revealed commonly-held belief that the components of the 



664	 Administration and Policy in Mental Health and Mental Health Services Research (2019) 46:660–669

1 3

UP allowed veterans to discuss all their concerns, while each 
treatment component built off of one another. The general 
consensus was that the same skills carry over into multiple 
parts of life and that going through the treatment enabled 
them to see how the treatment components and difficulties 
with their mental health, regardless of diagnosis, were inter-
connected. Streamlined mental health treatment was impor-
tant to the veterans we interviewed. One participant captured 
the overall theme that there is a benefit to the treatment pack-
age being efficient by discussing the UP as a way to support 
veterans’ willingness to initiate treatment, “I know a lot of 
veterans sometimes feel… like it’s a weakness to have to 
go to a psychologist at all … I think more Veterans, if you 
could give them …more bang for their buck in treatment 
per hour they spend here, I think that they would appreciate 
the fact that they’re actually getting more than [treatment 
for] just one thing. And I think that would be a good selling 
point, would be that you know, ‘we can treat you for this, 
but why don’t we do the entire process’” [patient]. These 
interviews supported the notion that the UP holds potential 
to guide mental health treatment effectively and efficiently 
while helping support veterans working with one clinician 
for their mental health needs rather than needing to seek 
multiple providers across clinics.

Perceived Compatibility

Given the number of VA hospitals, culture (e.g., norms, val-
ues, and basic assumptions of the organization) likely varies 
despite system-wide policies, procedures, and standards of 
care. Although, within the current study, we demonstrated 
consistent statements around how the UP fits within the 
overall VA culture of taking an evidence-based approach. 
In general, there was a sense that the longstanding focus 
on EBPs lays a solid foundation for fit of the UP within 
the VA; however, at a local level, some may not share the 
prioritization of EBPs. Clinicians who do not fully believe 
in the larger mission around EBP implementation in the VA 
may have a hard time with the UP as a result of a lack of 
appreciation for EBPs more broadly:

“I think the colleagues of mine that are… likeminded 
in terms of evidence-based practice and who have 
experience in training in foundational CBT and EBPs 
are all really taking to the Unified Protocol and really 
like the model. There are also providers in VA who 
have less experience with EBPs, and with exposure 
therapy in general, … [they might] need some warm-
up time or additional assistance learning foundational 
CBT and exposure therapy and getting comfortable 
themselves with providing that type of treatment” 
[provider].

Another participant echoed this stating, “there are people 
who have been trained in different eras of psychotherapy, so 
maybe people whose training predated the advent of manual-
ized treatment would be less inclined to use it” [provider]. 
These data highlight the potential implementation barriers 
to using the UP in the VA that may be largely non-specific 
to the UP and would still impact potential implementation 
efforts.

Perceived Alignment with VA Priorities

The importance of matching treatment with the VA system’s 
policies and incentives was a common theme across mental 
health staff interviews. It was broadly noted in the majority 
of interviews that the UP aligned well with the VA patient-
centered care approach, or “treating the whole veteran.” As 
one stakeholder expressed, “I think that there is a big push 
for…patient-centered approaches and patient-driven treat-
ment plans, and …a lot of time veterans really want the full 
range of their symptoms to be addressed, so I think this is 
really in the spirit of that” [provider]. Overall, stakeholders 
endorsed a sense that the UP could be used to provide one 
course of treatment to address multiple needs of veterans 
and internal policies. This theme was illustrated across many 
provider interviews highlighting the match between the UP 
and the VA’s I-CARE core values, which stands for Integ-
rity, Commitment, Advocacy, Respect, and Excellence, and 
guides the culture and values of the VA when serving those 
who have served the country. Many reported a consistency 
between the UP and I-CARE: “it’s this whole ‘I CARE’ this 
patient-centered thing. You know, if you’re treating a patient 
holistically, I think that’s a major goal of the VA, so I think 
[the UP] meets that call” [provider].

Readiness for implementation technically focuses on tan-
gible and immediate indicators of a commitment to imple-
mentation of an intervention at an organization level. This 
theme overlaps with climate and may also speak to organi-
zational readiness. All clinicians and administrative partici-
pants indicated that their leadership was on board with the 
use of the UP within their clinics, likely due to the nature of 
our sampling at two VAs that had participated in the study. 
However, it is important to note that despite existing infra-
structure that would make training in a treatment like the UP 
easier within a setting where EBPs are common, there were 
important barriers that would significantly limit implemen-
tation if they were not addressed on a larger scale. The lack 
of space and trained personnel were commonly cited across 
interviews, and captured by one participant: “Space!…it’s 
a big VA problem…I’m sure there could be a training in 
the basement. I guess it’s really just the personnel: who’s 
knowledgeable in it [the UP], who can do the training, I’m 
not sure” [provider]. The other common concern was the 
amount of time it takes to get trained and the competing 
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demands that would be seen in any VA with any new treat-
ment, unrelated to the UP. One participant stated, “I guess 
a more pressing need that would get in the way, it’s not spe-
cific to the UP, it’s just specific to trying to roll out anything 
new, which is it’s just hard for providers and clinicians to 
prioritize time for one of our trainings when they have such 
a load of patients to get through. I think that is really the only 
thing I can imagine being a barrier, but it’s not specific to the 
UP. It’s just for any kind of roll out” [provider].

However, most participants directly noted that due to 
the climate being friendly to learning EBPs, there is exist-
ing infrastructure for training in new protocols, consulta-
tion, didactics, and implementing measurement-based care. 
However, about a third of participants noted the limited 
number of people already training in the UP and how that 
might limit opportunities to extend training in the protocol 
and/or provide necessary supervision for trainees that come 
in with experience with the UP but need a knowledgeable 
supervisor. Yet, there is also a limitation in the implemen-
tation climate around having few, if any, clinicians trained 
in the UP to provide supervision, “…it might even be that 
grad students are trained in it [the UP] in grad school now, 
but people here providing supervision are not, and so those 
trainees can’t do it because their supervisors don’t know 
enough about it” [provider].

Relative Priority

The potential fit of the UP with VA policies yielded realis-
tic concerns across a number of interviews with respect to 
the current infrastructure of the VA mental health services. 
The VA has engaged in national efforts to roll out specific 
single disorder evidence-based protocols (EBPs) over the 
past 10–15 years (Karlin and Cross 2014). Several inter-
views yielded concern that training is largely focused on 
these rollout efforts and the UP may be seen as a threat to 
some of these EBPs if there is overlap between the UP’s 
“consolidated manual” across presenting problems and the 
SDPs already rolled out in the VA. This concern is captured 
in the following quote, “…they already have these [EBPs] 
that they’re rolled out. I think that this could be a legitimate 
threat to those … and if this really does encompass a lot 
of those [EBP rollouts], then this may be seen as redun-
dant with those things that they’ve already invested a lot in, 
or that could unseat some of those treatments that they’ve 
invested so strongly in” [provider].

Despite it seeming like a natural fit to address needs and 
increase efficiency, there was a common theme that for clini-
cians with limited time for training, the UP could potentially 
be overshadowed by the priority of the existing EBP rollouts 
across the VA: “there are a lot of different rollouts for a lot 
of different treatments, and it’s a matter of manpower. If 
everybody’s doing some sort of evidence-based treatment 

that requires them to meet a certain number of times with 
people or to receive consultation…it’s going to be hard…
there seem to be competing opportunities that limit the num-
ber of people that can probably realistically receive training 
in and implement some of these newer treatments at any 
given time” [provider]. Similarly, clinician and administra-
tor participants raised the question of whether a protocol 
that is not part of the larger VA EBP rollout could be widely 
implemented without a top-down mandate. This was a theme 
that came up across approximately half of the interviews. 
One participant captured this concern, “It has to be…a VA 
rollout, basically, and you know, there’s a lot of training 
activities already for the trainees here, and [clinicians are] 
spread pretty thin…I think it would be a choice, basically. 
You couldn’t do that [UP training] and CPT in the same 
training year, you’d have to pick…that’s a tough call for a 
lot of people” [provider].

However, it was also explicitly noted by one participant 
that “we do have the ability to offer more—not VA rollouts 
trainings—to interested providers at our site. So that’s kind 
of how the Unified Protocol has really taken root and gotten 
traction at our site, through some of these more informal 
grassroots efforts” [provider]. In settings where implemen-
tation climate is strong, the UP is used despite no formal or 
systemic rollout.

Characteristics of the Individual

Individual characteristics of the individuals implementing or 
potentially implementing the UP demonstrated consistency 
in this study. All stakeholders expressed enthusiasm for the 
UP in the VA and with trauma-exposed individuals with 
one stakeholder noting “I’m confident that it [UP] will be 
useful” [provider], and another stating, “I think it’s great…it 
seems it holds a lot of promise; it seems to be cutting edge” 
[provider]. The majority of the stakeholders also expressed 
motivation to use the UP as an EBP within the VA setting. 
However, 60% of stakeholders expressed concern that barri-
ers at the organization level, such as time and current work-
load, could hamper use of the UP.

Discussion

Our study intended to examine the potential fit of the UP 
within the VA through CFIR-based interviews to assess 
administrator, provider, and veteran perspectives on the 
UP. To our knowledge, this is the first qualitative study to 
examine the potential utility of a transdiagnostic treatment 
for emotional disorders for veterans. Overall, we found the 
UP to be highly acceptable and feasible within the VA, with 
some common potential barriers identified that may play a 
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key role in implementation for any EBP that is not part of a 
formal VA rollout.

Some of our findings suggest ways in which perspectives 
of the UP may be related to aspects of the broader VA set-
ting (the CFIR outer context) such as policies and incentives, 
recommendations and guidelines. The VA is a government 
institution characterized by external policies and incentives 
that impact day-to-day processes across a spectrum of ser-
vices. In the current study, we found that the UP fit with the 
overarching expectation within the VA system that veterans 
have access to mental healthcare that addresses their per-
ceived needs. Research on sustainability has highlighted that 
contextual fit of an intervention is key for sustainment of 
implementation efforts. Our findings support the importance 
of considering the perceptions of fit of intervention to the 
context, within clinics and within organizations, to increase 
the likelihood of successful implementation and to maximize 
sustainment (Stirman et al. 2012).

Furthermore, our interviews revealed that in addition 
to aligning with VA policies and incentives, the UP was 
viewed as efficient in treating multiple problems that veter-
ans might present for treatment with. Although the current 
study did not include a cost analysis of using a transdiag-
nostic treatment like the UP, the potential financial impact 
of using a single protocol within a system to treat complex 
presentations is important and requires further research. The 
potential efficiency in training and cost has previously been 
discussed (e.g., McHugh et al. 2009), but costs to the sys-
tem remain unstudied. However, regardless of the potential 
cost or time savings that may accompany a transdiagnostic 
treatment, our findings indicated some concerns over navi-
gating the implementation of the UP in the VA if it was not 
implemented through a formal rollout by VA Central Office. 
This is an understandable limitation and one that some of 
the participating stakeholders in our study overcame at their 
local sites.

A major theme was the natural translation of the UP 
into VA mental healthcare given that clinics are already 
set up to deliver EBPs and have a structure to support 
delivery and assessment of such effort, suggesting that 
the UP may be more easily implemented in settings with 
higher readiness and stronger implementation climates. 
Additionally, it was noted that many administrators are 
open to finding more efficient ways to deliver effective 
treatment, so if the UP could serve that role, decision mak-
ers within the clinical context would be even more open to 
its implementation. However, this positive finding should 
not discount the concern for obstacles supporting train-
ing efforts in the UP with a limited number of trained UP 
providers and trainers at the current time. Research on 
implementation leadership has demonstrated that without 
a leader’s involvement (e.g., support, knowledge of the 
intervention, proactive problem solving) providing some 

centralized support, the implementation success is limited 
(Aarons et al. 2014). Implementation leadership is likely 
to be important to implementation and sustainment despite 
favorable perceptions of the UP (Aarons 2006; Aarons and 
Sommerfeld 2012; Moullin et al. 2017).

Fit with individual therapist and patient needs, as well as 
the broader context, also emerged as an important theme. 
Research has demonstrated that even in healthcare systems 
with substantial support for implementing interventions, a 
significant number of providers modified manuals through 
tailoring or lengthening (Cook et al. 2014). While there is 
a debate around the role of treatment fidelity and adapta-
tions in promoting optimal patient level outcomes, (e.g., 
Dearing 2009; Palinkas et al. 2008; Schoenwald et al. 2004) 
approaches that allow greater flexibility, which is inherent 
in the UP, and increased compatibility with diverse patient 
needs have been proposed and investigated with success 
(Borntrager et al. 2009). Our study support for the potential 
benefit of flexible treatment approaches to increase compati-
bility for both providers and patients in a veteran population.

Patient needs and satisfaction are often not directly 
assessed in implementation research despite being central 
to successful implementation (Rosen et al. 2016). In the cur-
rent study, patient participants in the open trial were asked 
about their own needs and resources in relationship to the 
UP. Support for the UP was expressed across interviews, 
with participants noting that the UP allowed them to address 
multiple symptoms without being forced to focus on a single 
problem or diagnosis. As a result, participants acknowledged 
that the UP could broadly be useful for other veterans. This 
endorsement is important to note in light of previous litera-
ture on SDPs suggesting that some patients may “vote with 
their feet” (Cook et al. 2018; Hamblen et al. 2015). Imple-
mentation success and sustainment may require sufficient 
consumer demand and satisfaction, which this study offers 
preliminary support for with the UP. This demand may be 
complementary to leadership support and is an important 
area to consider in future research.

This study had several strengths, including its novelty in 
exploring perspectives on a transdiagnostic treatment within 
the VA and examining multiple stakeholder perspectives, 
including that of the veteran. However, there are also sev-
eral limitations to note. First, the sampling for this study 
was purposive. While this allowed us to achieve concep-
tual depth that we needed to answer our questions, this may 
limit generalizability. In particular, providers at both settings 
were interested enough in the UP to participate in interviews 
and/or UP treatment delivery, and all endorsed administrator 
support of the UP. The VA system is quite diverse and these 
sites are likely not representative of programs across the VA 
Healthcare System and the therapists and administrators who 
work there. It is also important to note that the purposive 
sampling in the current study likely yielded a sample where 
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there was a high degree of implementation leadership, ulti-
mately influencing the findings.

Additionally, reliance on answers that were from specific 
interview questions grounded in the CFIR may have lim-
ited identification of other constructs that may be important 
for the potential of the UP within the VA system, although 
our coding system did allow for identification of emergent 
codes and themes. However, the use of the CFIR allowed 
us to assess potential determinants of implementation more 
systematically, and may have allowed us to capture perspec-
tives about specific factors that stakeholders may not have 
identified or articulated through a less structured interview. 
Our approach revealed a perceived need for a transdiagnostic 
approach such as the UP, and a perceived fit with some VA 
priorities. While local support was strong in the two VA 
settings that were sampled, an acknowledgement that other 
priorities may negatively impact implementation at the sys-
tem level reflects the reality that in large healthcare system, 
alignment of leadership and policy support at multiple levels 
are necessary for broad and sustained implementation. Addi-
tionally, we did not directly assess cos-effectiveness in the 
study and are therefore unable to directly speak to whether 
the perceptions of benefits of the UP being more efficient are 
backed by quantitative data.

The current study provides strong preliminary support 
for the UP for veterans from clinicians, administrators, and 
patients. The aim is to use this information to yield success-
ful implementation of the UP in VA. Ensuring consumer 
demand and satisfaction is high is important for implemen-
tation success, yet full implementation in the VA would 
require other factors including centralized support and align-
ment of policies. However, these data could represent an 
opportunity for VA to apply lessons learned and advances in 
implementation science to increase the likelihood of success. 
Following some of the Expert Recommendations for Imple-
menting Change (ERIC; Powell et al. 2015) would facilitate 
better uptake of the UP. Specifically, altering incentives to 
adapt and implement the UP system-wide, documenting edu-
cational meetings central to core CBT principals in the form 
of on going trainings, and leveraging facilitation to problem 
solve and support clinicians trying to use the UP in clinic 
would further support successful implementation. The find-
ings suggest that despite the use of an intervention intended 
to be more compatible with general mental health contexts, 
which could be applied to a greater variety of primary and 
comorbid presenting problems, perceptions of additional 
barriers, similar to those found for other EBPs, remain sali-
ent. Even with a flexible and more broadly applicable pro-
tocol, efforts will need to be made to address barriers at the 
system and organization level. Furthermore, this study is 
among the first to examine the UP for trauma exposures in a 
general mental health treatment settings, rather than PTSD 
treatment settings, in the VA. Identification of potential 

determinants in these settings is important to establish in 
specialty care settings outside PTSD clinical teams. Fur-
ther consideration and examination of the UP for veterans 
is necessary to understand the full impact of the UP on cost, 
efficiency of treatment, and symptoms reduction in veterans 
seeking treatment in the VA.
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