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Abstract
To date, the utility of behavioral activation (BA) as a treatment for depression has been primarily demonstrated in an individual
therapy format, with few empirical investigations exploring group-based delivery. In addition, little is known about the utility of
such interventions within veterans, a population known to have increased rates of depression. To this end, the purpose of the
proposed study was to examine the potential therapeutic benefits of BA delivered in a group-based format to an outpatient sample
of veterans with a primary depressive diagnosis. The sample consisted of 32 veterans presenting for psychological services within
a general mental health clinic at a large, Southeastern Veterans Affairs (VA) hospital. Depression and quality of life symptoms
were measured pre- and post- delivery of the Brief Behavioral Activation Treatment for Depression-Revised (BATD-R; Lejuez
et al. Behavior Modification, 35(2), 111–161, 2011), a 10-session manualized protocol designed to address depressive symptoms
by increasing patient contact with reinforcing environmental contingencies. Consistent with prediction, engagement in BATD-R
led to reductions in depression symptoms and increases in overall life satisfaction from pre- to post-treatment. The present study
provides preliminary support for the effectiveness of BATD-R delivered in a group-based format among an outpatient sample of
veterans.
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Depressive disorders, characterized by the presence of sad,
empty, or irritable mood, along with somatic and cognitive
changes, are a prevalent yet pernicious category of mental
illnesses (American Psychiatric Association 2013). With a
lifetime prevalence rate of 21% (Kessler et al. 2005), depres-
sive disorders have been identified as a leading cause of global
disease burden and a significant contributor to suicide (Ferrari

et al. 2013). Depressive disorders are often associated with
decreased physical, social, and occupational functioning
(American Psychiatric Association 2013). In addition, when
direct (e.g., medical and suicide related mortality) and indirect
(e.g., decreased work productivity) costs are considered, the
economic burden of depression is estimated at 83 billion dol-
lars annually (Greenberg et al. 2003). As such, the need to
identify and understand risk and prognostic factors that con-
tribute to the onset and maintenance of depressive disorders is
salient.

Exposure to extremely traumatic or stressful life events is
one of the most well-known and recognizable risk factors for
depression (Kendler et al. 1999). Unsurprisingly, exposure to
combat has been found to be a persistent and powerful pre-
dictor of depressive disorders (Grieger et al. 2006). Indeed,
prevalence rates of depression among combat veterans may be
comparable to, or even higher than, rates of posttraumatic
stress disorder (PTSD). For example, depressive disorders
(45%) were the second most common mental health diagnosis
following PTSD (55%) found among newly returning vet-
erans evaluated within the Department of Veterans Affairs
(VA) from 2002 to 2015 (Epidemiology Program 2015).
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Moreover, in a large outpatient sample of veterans drawn from
the VA (N = 2160), researchers found screening rates were
31% for depression and 20% for PTSD (Hankin, Spiro,
Avron, Miller, & Kazis, 1999). Considering the risk for in-
creased healthcare utilization and mortality among depressed
patients (Trivedi et al. 2015), the treatment of such disorders
has become a top priority within the VA.

Fortunately, there are a number of effective treatments for
depressive disorders including biological (e.g., selective sero-
tonin reuptake inhibitors) and psychological (e.g., interperson-
al psychotherapy) interventions (Gelenberg 2010). One psy-
chological intervention that has received increasing empirical
support is Behavioral Activation (BA). BA is defined as a
therapeutic process in which patients engage in personally
meaningful activities that are congruent with their values
and goals to increase contact with reinforcing elements of their
environment (Lejuez et al. 2011). BA treatments evolved from
both behavioral theories of depression and research demon-
strating that depressed individuals engage in few pleasurable
activities, leading to a decrease in positive reinforcement and
subsequent depressive affect (Lewinsohn 1974). Jacobson
et al. (1996) were the first to find evidence for the efficacy
of a BA intervention in the acute treatment of depression.
Since that time, support for BA has been found across a wide
range of populations relative to wait-list and active control
conditions (for review and meta-analysis see, Mazzucchelli
et al. 2009). For example, using 26 randomized controlled
trials (N = 1524), Ekers et al. (2014) conducted a meta-
analysis of BA for depression. The authors found BA to be
superior to various control conditions (including waitlist, pla-
cebos, and usual care) and antidepressant medications with
between group effect sizes in the large (Hedges g = −0.74) to
moderate (Hedges g = −0.42) range, respectively. Notably, de-
spite variability in delivery mode across studies (i.e., individ-
ual, group, and self-help formats), there was no evidence that
the number of sessions was associated with effect size.

Recently, researchers also have found evidence for the utility
of BA among veterans (Gros and Haren 2011; Luxton et al.
2016). For example, Mulick and Naugle (2004) investigated
the utility of BA to treat a 37-year-oldmilitary veteran presenting
with comorbid PTSD and depression. Using both self-report and
observer-rated data, the authors found that the client no longer
met diagnostic criteria for either disorder at post-treatment.
Notably, these gains were maintained throughout a brief one-
month follow-up period. Extending upon this research,
Jakupcak et al. (2010) examined treatment satisfaction and po-
tential therapeutic benefits of BA in a primary care-based setting
using a small sample of Iraq and Afghanistan war veterans.
Despite the diagnostic complexity of patients (i.e., comorbid
PTSD and depression), BA was associated with high patient
satisfaction and meaningful decreases in depression that were
maintained throughout a three-month follow-up period. More
recently, Egede et al. (2015) examined the effectiveness of BA

delivered either in-person or via telemental health into the home
using a large sample of older veterans. Treatment response did
not differ significantly between groups with both tolerating and
clinically benefiting from the treatment.

Although there is strong evidence for the use of BA, many
veterans receive treatment after years of impairment or no treat-
ment at all (Hoge et al. 2004; Wang et al. 2005). According to a
VA audit, the largest barrier to care is an acute shortage of mental
health care providers (US Department of Veterans Affairs 2014).
One practical and cost-effective solution to solving this access
issue is to increase use of group-based empirically supported
treatments. However, there is limited research on group-based
BA treatments for depression and even less within veteran
samples. For example, Kellett et al. (2017) recently conducted
an implementation pilot study of group-based BA within com-
munity clients receiving care at family practice (n= 25) and stu-
dents presenting to a university counseling center (n = 46). The
authors found BAwas acceptable and effective (d’s = .73 to .74)
with 20% of patientsmeeting criteria for reliable recovery. To our
knowledge, only one study to date has examined the effective-
ness of such an intervention among veterans. Hershenberg et al.
(2017) examined the acceptability, feasibility, and utility of a 12-
week group-based BA protocol among veterans presenting to a
specialty PTSD clinic at a large VA medical facility. Among the
64 veterans who attended Session 1, 54 (84%) completed treat-
ment, attending an average of 10 sessions (SD = 1.66). In terms
of clinical outcomes, the authors found statistically significant
improvements in depression (d= 1.19) and PTSD (d= .69) from
pre- to post-treatment. Though promising, further studies are
needed to test the utility of this potentially cost-effective inter-
vention in veteran samples, particularly among those with prima-
ry depressive disorders.

To this end, the primary purpose of the current investigation
was to assess the potential therapeutic benefits of the Brief
Behavioral Activation Treatment for Depression- Revised
(BATD-R; Lejuez et al. 2011) delivered in a group-based format
to an outpatient sample of veterans with a primary depressive
diagnosis. Consistent with previous research, it was hypothesized
that engagement in the BATD-R would lead to reductions in de-
pression symptoms. Further, in line with previous investigations, it
was hypothesized that BATD-R would lead to increases in overall
life satisfaction frompre- to post-treatment. To our knowledge, this
is only the second study to date to examine a group-based BA
protocol among veterans, despite increased rates of depression in
such samples (Epidemiology Program 2015).

Method

Participants

All data was collected as part of routine clinical care among 32
veterans presenting for psychological services within a
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general mental health clinic at a large VA facility in the
Southeastern United States. Veterans were primarily male
(87.5%) with a mean age of 56.97 years (SD = 14.79). The
racial/ethnic breakdown was as follows: 68.8% African-
American; 28.1% Caucasian; and 3.1% Asian/Pacific
Islander. Regarding marital status, 43.8% of the sample was
divorced, 28.1%married, 21.9% never married, 3.1% separat-
ed, and 3.1% widowed. In terms of military characteristics,
most of the sample served in the Army (37.5%), followed by
Marine Corps (18.8%), Navy (15.6%), and Air Force (15.6%),
with 12.5% serving in some other capacity (i.e., Coast Guard
or National Guard). Further, the majority of individuals served
in combat operations in Vietnam (37.5%), followed by Desert
Storm (12.5%), Iraq and Afghanistan (9.4%), Korea (3.1%),
and other (3.1%; e.g., peace keeping missions), with 3.1%
serving in multiple war zones, 25.0% never having served in
a war zone, and 6.3% failing to respond.

Procedure

Veteranswere referred to theBAgroup after completing an initial
intake evaluation with a provider (i.e., psychiatrists, psycholo-
gists, and social workers) in the general mental health clinic. To
be referred, veterans had to meet diagnostic criteria for a primary
depressive disorder (i.e., Persistent Depressive Disorder, Major
Depressive Disorder). All diagnoses were made using unstruc-
tured or semi-structured interviews depending on provider pref-
erence. While formal inclusion or exclusion criteria were not
used, veterans are generally not referred for group psychotherapy
in this outpatient clinic if they are actively psychotic, suffer from
uncontrolled bipolar disorder, or display evidence of serious sui-
cidal intent that would require immediate hospitalization. Given
the routine nature of data collection, no other inclusion or exclu-
sion criteria were used; further, diagnostic status was not
confirmed.

Upon receipt of a referral, veterans were contacted via tele-
phone by the group leaders. Veterans were informed of the
purpose and duration of the group as well as the start date
and time. Treatment consisted of 10 group-sessions, delivered
once weekly, lasting approximately one hour in duration.
Veterans were treated in one of five groups from August
2016 to August 2017. The groups ranged in size from five
to eight veterans, with an average group size of 6.40 (SD =
1.14). All groups were led by the first author (who at the time
was a clinical psychology post-doctoral fellow) and the sec-
ond author (who at the time was a clinical psychology intern)
and supervised by two licensed clinical psychologists (authors
four and five) as part of a general mental health rotation. The
first author was trained to deliver BATD-R by one of the
developers of the treatment protocol (Carl Lejuez, Ph.D.)
and had previous experience delivering this treatment in an
individual format. Veterans completed a brief battery of self-
report questionnaires pre- and post-treatment to assess

symptom change. Upon completion of the group, veterans
were referred back to the referral source for further treatment
planning as clinically indicated. Given that the data was col-
lected as part of routine clinical care, informed consent was
not obtained. Nevertheless, the VA Institutional Review Board
approved the use of this data for research purposes.

Measures

Patient Health Questionnaire (PHQ-9)

The PHQ-9 is a nine-item self-report questionnaire designed
to assess depression diagnostic criteria and other leading ma-
jor depressive symptoms (Kroenke et al. 2001). Veterans were
asked to rate how often they have been bothered by a list of
depressive symptoms within the past two weeks using a four-
point Likert-type scale ranging from zero to three. The PHQ-9
has been found to have strong psychometric properties
(Kroenke et al. 2001). In the current study, the PHQ-9 dem-
onstrated good internal consistency pre- and post-treatment
(α = 0.84 and α = 0.90, respectively).

Quality of Life Inventory (QOLI)

The QOLI is a 32-item self-report questionnaire designed to
assess overall life satisfaction and dissatisfaction in 16 areas of
life (e.g., love, work, and health; Frisch et al. 1992). Veterans
were asked to rate each area in terms of importance to their
overall happiness and in terms of their satisfaction with the
area. Weighted satisfaction ratings range from −6 to 6 and are
the product of satisfaction ratings (scale of −3 to 3) multiplied
by importance ratings (scale of 0 to 2). A raw score is then
created by averaging the weighted satisfaction ratings. QOLI
raw scores are then converted to T scores, which have a mean
of 50 and standard deviation of 10. The QOLI has been found
to have strong psychometric properties including test-retest
reliability, internal consistency, convergent, and discriminant
validity (Frisch 1994).

Treatment

The BATD-R is a 10-session manualized protocol designed to
address depressive symptoms by increasing patient contact with
reinforcing environmental contingencies. It has been noted that
BA is particularly adaptable to group delivery due to its parsi-
monious nature (Kellett et al. 2017). In line with this notion, the
protocol was not altered in any way for group-based delivery.
Consistent with the individual protocol, treatment began with an
overview and assessment of depressive symptoms followed by
an introduction to the treatment rationale for BA. Because a
primary focus of the treatment is to increase healthy behaviors,
patients were taught early on to monitor already occurring daily
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activities. This information was then used to provide a baseline
assessment of activity level and to generate ideas of behaviors to
target during treatment. Following the monitoring phase, the em-
phasis of treatment shifted to identifying values within 10 life
areas (i.e., family, social, intimate relationships, education, em-
ployment/career, hobbies/recreation, physical health, psycholog-
ical health, spirituality, and daily activities) and translating these
values into activities. An activity hierarchy was then created in
which patients rank ordered each item from “easiest” to “most
difficult” to accomplish. Using the daily monitoring forms, pa-
tients progressively moved through their hierarchy scheduling in
new behavioral activation goals each week. Towards the end of
treatment, patients were prepared for termination and relapse
prevention was discussed. Of note, at the beginning of each
session homework was examined and reviewed.

Data Analytic Plan

First, means, standard deviations, and zero-order correlations
for all self-report measures were examined. Second, Chi-
square test for independence and independent samples t-tests
were used to compare pretreatment differences in basic demo-
graphic (i.e., age, race) and psychological variables (i.e., base-
line PHQ-9 total) between those individuals who did and did
not complete treatment. In the current study, treatment com-
pletion was defined as completing at least 60% of the treat-
ment (i.e., six out of 10 ten sessions of BA). This benchmark
was selected based on previous depression treatment research
(Gortner et al. 1998; Jacobson et al. 1996). Third, paired-
samples t-test were conducted to compare pre-post treatment
effects on symptoms of depression (as measured by the PHQ-
9 total score) and overall quality of life (as measured by the
QOLI) for the entire intent-to-treat (ITT) sample using multi-
ple imputation and for the treatment completers sub-sample.

Fourth and finally, to determine if reductions in depression
were meaningful, reliable change index (RCI) scores and clin-
ically significant change was calculated using the criteria set
forth by Jacobson and Truax (1992). In the current study,
clinically significant change was defined as a decrease of at
least two standard deviations from the average pre-treatment
PHQ-9 score following treatment (i.e., Jacobson and Truax
1992 a criteria). Individuals were considered to be recovered
if they began with a clinical level PHQ-9 score at pre-
treatment and then crossed the a criteria threshold to subclin-
ical levels at post-treatment. Additionally, the clinically sig-
nificant change a criteria was supplemented by established cut
scores delineating thresholds of the level of depression sever-
ity for the PHQ-9 (Kroenke et al. 2001) including: 1 to 4
(None-Minimal), 5 to 9 (Mild), 10 to 14 (Moderate), 15 to
19 (Moderately Severe), and 20 to 27 (Severe). The second
approach to presenting indicators of meaningful change in
depression was the RCI. The RCI is a test statistic that pro-
vides criteria for a decision to be made regarding whether the

amount of change in individual symptom scores is sufficiently
large to be considered a reliable change (i.e., more than would
be expected by chance alone), with values larger than 1.96
indicating that a patient has improved (Evans et al. 1998;
Jacobson and Truax 1992). Of note, improvement and recov-
ery ratings were calculated only for those individuals who had
pre and post-treatment data (n = 21).

Results

Preliminary Analyses

Zero-order correlations for all self-report measures can be
found in Table 1. The mean pre-treatment PHQ-9 total score
was in the moderately severe range (M = 17.14, SD = 5.68,
Range 9–26). All constructs of interest were positively and
moderately correlated at pre-treatment.

Twenty-one veterans (65.6%) met criteria as treatment
completers. The mean number of sessions for treatment com-
pleters was 8.71 (SD = 1.39). Eleven individuals discontinued
treatment (34%). The mean number of sessions for those who
dropped was 2.64 (SD = 1.43). The mean number of sessions
for the total sample was 6.63 (SD = 3.24). Results revealed
that there were no significant differences in veteran age be-
tween those who did (M = 60.38, SD = 11.80) and did not
complete treatment (M = 50.45, SD = 18.14), t (30), −1.87,
p = .071, two-tailed. Similarly, there were no significant asso-
ciations between veteran race χ2 (1, n = 32) = .11, p = .737,
phi = .13, and completer status. Regarding psychological var-
iables, there were also no significant differences in pre-
treatment PHQ-9 total scores between those who did (M =
17.14, SD = 5.69) and did not (M = 15.90, SD = 7.05) com-
plete treatment, t (29), −.53, p = .602, two-tailed.

Primary Analyses

ITT Analyses

Results revealed a statistically significant decrease in PHQ-9
scores for the ITT sample from pre- (M = 16.74, SE = 1.06) to
post-treatment (M = 11.06, SE = 1.05), t (2138), 4.91,

Table 1 Zero-order correlations for all self-report variables

1 2 3 4

1. Pre PHQ-9 –

2. Post PHQ-9 .59** –

3. Pre QOLI −.50* −.67** –

4. Post QOLI −.22 −.64** −.66** –

* p < .05, ** p < .01

J Psychopathol Behav Assess (2020) 42:306–313 309



p < .001, two-tailed. The mean decrease was 5.69 with a 95%
confidence interval ranging from 3.41 to 7.96. Further, there
was a statistically significant increase in overall life satisfac-
tion from pre- (M = 29.32, SE = 2.69) to post-treatment (M =
36.05, SE = 2.47), t (1191), −2.49, p = .013, two-tailed. The
mean increase was 6.73 with a 95% confidence interval rang-
ing from −12.02 to −1.43.

Treatment Completer Analyses

Consistent with findings for the ITT sample, results revealed a
statistically significant decrease in PHQ-9 scores from pre-
(M = 17.14, SD = 5.68) to post-treatment (M = 10.95, SD =
6.90), t (20) = 4.90, p < .001, two-tailed, among completers.
The mean decrease was 6.19 with a 95% confidence interval

ranging from 3.56 to 8.82. There was also a marginally sig-
nificant increase in overall life satisfaction from pre- (M =
27.76, SD = 16.27) to post-treatment (M = 34.58, SD =
17.61), t (16) = −2.01, p = .062, two-tailed. The mean increase
was 6.82 with a 95% confidence interval ranging from −14.02
to .37.

Reliable and Clinically Significant Change

Improvement, recovery, and reliable change ratings are sum-
marized in Table 2. The mean PHQ-9 score decreased from
pre- (M = 17.14, SD = 5.68) to post-treatment (M = 10.95,
SD = 6.90) resulting in an average RCI of 2.37 (SD = 2.21)
for the 21 treatment completers. A total of 12 veterans
(57%) were considered reliably improved following

Table 2 Indicators of
improvement, recovery, and
change in depression level
symptoms on the PHQ-9
following treatment

Subject Pretest Posttest RCI Improved Recovered Symptom Level
Pretest

Symptom Level
Posttest

1 15 10 1.91 NO NO Moderately
Severe

Moderate

2 24 1 8.79 YES YES Severe None-Minimal

3 26 17 3.44 YES NO Severe Moderately Severe

4 25 26 −.38 NO NO Severe Severe

5 15 6 3.44 YES NO Moderately
Severe

Mild

6 9 3 2.29 YES YES Mild None-Minimal

7 17 8 3.44 YES NO Moderately
Severe

Mild

8 20 17 1.15 NO NO Severe Moderately Severe

9 25 24 .38 NO NO Severe Severe

10 11 14 −1.15 NO NO Moderate Moderate

11 10 3 2.68 YES YES Moderate None-Minimal

12 18 5 4.97 YES YES Moderately
Severe

Mild

13 12 6 2.29 YES NO Moderate Mild

14 12 6 2.29 YES NO Moderate Mild

15 9 9 0 NO NO Mild Mild

16 21 10 4.20 YES NO Severe Moderate

17 17 15 .76 NO NO Moderately
Severe

Moderately Severe

18 17 10 2.68 YES NO Moderately
Severe

Moderate

19 12 10 .76 NO NO Moderate Moderate

20 24 21 1.15 NO NO Severe Severe

21 21 9 4.59 YES NO Severe Mild

Mean 17.14 10.95 2.37 – – – –

SD 5.68 6.90 2.21 – – – –

%
Tot-
al

– – – .57 .19 – –

Pretest = PHQ-9 score prior to treatment, Posttest = PHQ-9 score following treatment, RCI = Reliable Change
Index, Improved = Did the patient improve according to the RCI?, Recovered = Did the patient recover according
to clinically significant change criteria?, Symptom Level Pretest = Category of depression level prior to treatment
according to Kroenke et al. (2001), Symptom Level Posttest = Category of depression level following treatment
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treatment. With regard to clinically significant change, four
veterans (19%) were considered recovered and eight were
considered improved (38%), while nine (43%) were neither
improved nor recovered. Based on PHQ-9 thresholds of de-
pression severity, there was a downward trend in patient clas-
sification severity from pre- to post-treatment including: se-
vere (5 to 2), moderately severe (6 to 1), moderate (4 to 5),
mild (2 to 6), and none-minimal (0 to 3).

Discussion

To date, the utility of BA has been primarily demonstrated in
an individual therapy format, with few empirical investiga-
tions exploring group-based delivery. As such, the primary
purpose of the current investigation was to assess the potential
therapeutic benefits of BATD-R delivered in a group-based
format to an outpatient sample of veterans with a primary
depressive diagnosis. Consistent with prediction, engagement
in BATD-R led to reductions in depression symptoms and
increases in overall life satisfaction from pre- to post-treat-
ment. These findings are consistent with the larger BA litera-
ture base (Cuijpers et al. 2007; Hopko et al. 2003b) and pro-
vide support for the effectiveness of BA in a group-based
format (Hershenberg et al. 2017; Kellett et al. 2017).

Although there was clear indication that veterans benefit-
ted from the treatment, there is reason to believe that the
number of individuals identified as recovered would be
higher with a larger sample. Indeed, clinically significant
change is based on the level of sample variation. As such,
the inclusion of additional subjectswould likely decrease the
amount of symptom decline necessary to cross the threshold
for recovery. Further, under the conditions in the current
study, the a criteria would be considered a conservative esti-
mate to indicate patient recovery, and the use of the b (two
standard deviations from the normative sample mean for
PHQ-9) or c (the halfway point between the clinical and nor-
mative sample means) criteria would likely yield additional
recovery. To this end, one veteran had a PHQ-9 score that
decreased from 21 to 9, equating to a reduction of 57%, but
was not considered recovered. However, when consulting
the cutoffs established by Kroenke et al. (2001), this veteran
moved from the severe depression level pre-treatment to the
mild depression level post-treatment. As a whole, the move-
ment in depression level categories from pre- to post-
treatment indicated a clear trend towards decreased depres-
sion symptoms across the sample.

A host of study specific factors including the type of pop-
ulation, measures and levels of depression at baseline, and
treatment intensity make it difficult to directly compare out-
comes across BA trials. All things considered, it is still useful
to evaluate the efficacy of the current study in light of the trials
that predate it. To facilitate comparisons between studies, d-

type effect sizes (wherein the post-treatment score was
subtracted from the pre-treatment score and divided by the
pooled standard deviation) were calculated for the current
and previous trials. Effects for depression in the current study
were large with a d of 1.09. This level of change is comparable
to other BA trails where large effects (d’s range from 1.17–
1.56) were also observed (Gros and Haren 2011; Hopko et al.
2003a; Jakupcak et al. 2010). In addition, rates of dropout in
the current study (i.e., 44%) were similar to those found in
previous research (i.e., 40%; Gros and Haren 2011). Unlike
the previous interventions, the current study utilized a group-
based delivery format allowing for multiple patients to be seen
during the same therapy hour. Given that one of the largest VA
barriers to care is an acute shortage of mental health providers
(US Department of Veterans Affairs 2014), group-based pro-
tocols may be a cost effective and efficient solution to solving
access issues. In addition, such protocols are likely to be more
attractive to clinicians than time intensive individual therapies
and thus easier to implement and “roll out.” Although more
research is needed, this is particularly salient as the VA has
invested heavily in the dissemination of other evidence-based
treatments for depression (e.g., Interpersonal Psychotherapy
[IPT] and CBT-D).

It is also useful to compare findings from the current inves-
tigation to those found in the only other study to date to ex-
amine a group-based BA protocol among veterans. As previ-
ously noted, Hershenberg et al. (2017) evaluated a 12-week
group BA treatment among veterans (N = 64) seeking services
within a PTSD specialty clinic at a large, urban VA medical
center. Consistent with findings from the current investigation,
the authors found statistically significant reductions in depres-
sion and improvements in overall quality of life from pre- to
post-treatment with large effect sizes (d’s = 1.19 and .95, re-
spectively). In addition, when examining treatment response,
over half of all veterans were considered recovered or im-
proved (58%). Results in the current study were comparable
with 57% of patients classified as recovered or improved. This
is noteworthy given the equivalence of pre-treatment PHQ-9
means across studies (M = 17.14; SD = 5.68 compared toM =
18.70; SD = 4.30). Importantly, the treatment provided in the
current study was briefer (i.e., 10 sessions vs. 12 sessions and
60 min vs. 90 min, respectively) and the sample size was
considerably smaller; thus, rendering the equivalency in find-
ings across the protocols even more notable.

Like any study, the current investigation has several limi-
tations worth noting. First and foremost, all data were collect-
ed as part of routine clinical care. As such, the study lacked a
comparison or control group. Although we observed overall
reductions in depression symptoms and increases in life satis-
faction, we cannot conclusively rule out that veterans merely
improved due to the passage of time. Subsequent investiga-
tions should utilize wait-list and/or control groups to further
investigate the effectiveness of this intervention and in
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particular mechanisms of change among veterans. Second,
given the routine nature of data collection, the reliability of
depression diagnoses is unclear as it was not validated upon
receipt of referral. Similarly, information on comorbid diag-
noses and/or medication at the time of referral was not record-
ed. Future research should seek to utilize standardized diag-
nostic tools to improve the validity of patient diagnoses in
addition to gathering information on other variables that may
influence treatment response (e.g., co-morbid diagnoses).
Third, measures of treatment fidelity were not utilized.
Measures of provider adherence are critical to evaluating the
reliability and validity of the intervention and should be used
in future investigations.

Fourth, the sample was somewhat small and comprised pri-
marily of male veterans. Whereas men comprise 85% of our
armed forces, the number of female military personnel has in-
creased in recent years (Patten and Parker 2011). Thus, future
investigations should seek to replicate these findings in larger,
more diverse samples to assess generalizability. Fifth, all con-
structs of interest were measured using self-report. Despite use
of well-validated assessment instruments, future research would
benefit from multi-method approaches including gold standard
diagnostic interviews to confirm symptom remission. Sixth and
finally, given the naturalistic treatment setting, follow-up data
was not collected. Consequently, it is unknown if gains were
maintained beyond the initial treatment period. A much larger
sample followed over longer intervals will be needed to examine
the effects on factors like depression diagnoses.

Despite these limitations, the present study provides pre-
liminary support for the effectiveness of BATD-R delivered in
a group-based format among an outpatient sample of veterans.
Consistent with prediction, results revealed significant reduc-
tions in depression and increases in overall life satisfaction
from pre- to post-treatment. To our knowledge, this is only
the second study to date to examine a group-based BA proto-
col among veterans, despite increased rates of depression in
such samples. Although findings were promising, future re-
search is needed to test the efficacy of this intervention com-
pared to wait-list and/or control groups.
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