Current Psychology
https://doi.org/10.1007/512144-022-03365-8

=

Check for
updates

Long-term cost-effectiveness of group unified protocol in the Spanish
public mental health system

0. Peris-Baquero'2 - J. D. Moreno? - Jorge Osma'%*

Accepted: 14 June 2022
© The Author(s) 2022

Abstract

The limited material and human resources available in the Spanish public mental health system, combined with the high
prevalence of emotional disorders nowadays, makes it necessary to search for and implement other more cost-effective for-
mats. The versatility of the Unified Protocol (UP) for the transdiagnostic treatment of emotional disorders allows its applica-
tion in group format, which could be a cost-effective solution for the system. The aim of the present study is to investigate
the cost-effectiveness of the UP applied in group format in specialized care units compared to the Treatment as usual (TAU)
in the Spanish public mental health system over a 15-month time period. The sample of this study consisted of 188 patients,
diagnosed with an emotional disorder, randomized to the UP condition in group format or to the TAU condition in individual
format. The findings of this study have shown the same beneficial results for the participants with symptoms of anxiety and
depression in both conditions and greater improvements in quality of life in the UP condition. Regarding cost-effectiveness
results, at the 15-month follow-up, participants in the UP condition received a greater number of sessions, with a lower total
economic cost compared to the TAU condition. Finally, reductions in the number of participants using antidepressants and a
reduction in medication burden were found in the UP condition over time. The results of this study show that UP applied in
a group format can be a cost-effectiveness solution for the Spanish public mental health system. Trial registration number:
NCT03064477 (March 10, 2017).
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Introduction

The functional model of Emotional Disorders (EDs; Barlow
et al., 2018), describe the three features that often occur
across all EDs: frequent, intense emotions (i.e., sadness,
guilt, anxiety, etc.), negative reactions to those emotions
(i.e., “I am a weak person”) and avoidance of emotions
strategies (i.e., avoiding social activities). The biological
vulnerability factor shared by EDs is high neuroticism (and
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in some cases low extraversion), which has been associ-
ated with the etiology and maintenance of these disorders
(Barlow et al., 2014; Bullis et al., 2019). These shared tem-
peramental dimensions could explain the high comorbidity
between EDs (Brown & Barlow, 2009), which has contrib-
uted to EDs being the most prevalent disorders nowadays.

Prevalence and cost of treatment of EDs

In Europe, it is estimated that 38.2% of the population suf-
fers from a mental disorder, with anxiety disorders (14%)
and depressive disorders (12%) being the most prevalent
disorders (World Health Organization [WHO], 2017). In
the case of Spain, in 2019, a total of 5.8% of the Spanish
population had been diagnosed with an anxiety disorder and
5.2% with depression (National Statistics Institute [NSI],
2020), which shows that we are dealing with an important
public health problem.

The high prevalence of EDs causes an increase in the
demand for medical and psychological care. This situation,
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added to the limited resources (economic, material and
human) available to the Spanish Health System (Gabilondo
et al., 2011), often leads to the saturation of public health
services. This situation is reflected in long waiting lists, as
shown in the study by Diaz et al. (2017), who found a total
delay of 74 days for the first mental health consultation.

The aforementioned high demand implies a high cost of
treatment for the public health settings. According to the
Organization for Economic Cooperation and Development
(OECD/EU, 2018), the total cost of mental health problems
represented about 4% of the gross domestic product (GDP)
of European countries in 2018, estimating a total cost of
113,405 million euros (€3,406 per person per year) derived
from mood disorders, and 65,995 million euros (€1,076 per
person per year) for anxiety disorders (Gustavsson et al.,
2011).

If we consider the data from Spain, it is estimated that the
total cost of mental health problems accounted for 4.2% of
GDP, and a total of 64,542 million euros in healthcare costs
(OECD/EU, 2018). Of this amount, it is estimated that a
total of 6,145 million euros (€3,402 per person per year) cor-
responds to the costs of mood disorders (Vieta et al., 2021)
and 6,219 million euros (€997 per person per year) to the
direct costs of anxiety disorders (Gustavsson et al., 2011).
Within these direct costs, the high usage of anxiolytics and
antidepressants stands out. According to data from the Min-
istry of Health, (2022), during 2021 a total of 59 million
packages of anxiolytics, at a cost of 107 million euros, and
49 million packages of antidepressants, at a cost of 607 mil-
lion euros, were prescribed, making Spain the second largest
consumer of anxiolytics and the fourth for antidepressants
in the European Union (Estrela et al., 2020).

Cost-effective interventions

However, despite the high demand for psychological assis-
tance and the high costs associated with the treatment, the
services mainly used in Mental Health Units are interven-
tions in individual format, even though it is not the most
cost-effective format (Norton, 2012). Individual face-to-face
intervention is the most commonly used treatment format
and the one that the National Health System users prefer to
receive. This is reflected in the study by Osma et al. (2019),
which analyzed the intervention format preferences of 267
users of mental health units with a primary diagnosis of
EDs. The results of this study showed that the majority of
the participants (85.4%) preferred psychological treatment
in an individual format and only 14.2% of users preferred
the group format. The arguments against the group format
were lack of privacy, difficulties of expression and low effi-
cacy. Similarly, the results of the study conducted by Bryde
Christensen et al. (2022) in the Danish health service on
patients' experience of group treatment, showed that most
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participants, before starting the group intervention, were
skeptical about the effectiveness of the group treatment.
However, after completion of the treatment, the partici-
pants were pleasantly surprised by the treatment received,
and by the care, understanding and support received by the
group and the therapist. Contrary to what patients seem to
think, especially before starting group treatment, group treat-
ments have proven to be equally or even more effective than
individual treatments, as well as being more cost-effective
(Ruiz-Rodriguez et al., 2018).

In addition to the group format, another way to reduce the
costs of treating EDs in public mental health settings may
be to use transdiagnostic psychological interventions. These
interventions focus on addressing the etiological and main-
tenance mechanisms shared by different disorders (Brown
& Barlow, 2009). With this approach, transdiagnostic psy-
chological interventions could be a cost-effective alternative
for public mental health settings because it facilitates their
application in a group format, since they allow the inclusion
of people with different diagnoses, but who share common
vulnerability mechanisms (Newby et al., 2015). This allows
a greater number of people to be cared for in a shorter period
of time, with the consequent economic and time savings,
which will reduce the long waiting lists of public mental
health settings. Additionally, through a single treatment pro-
tocol, we can treat users with different diagnoses and symp-
tomatology thus reducing the costs of training each therapist
in specific treatment protocols (Wilamowska et al., 2010),
and the structured and protocolized format of these treat-
ments facilitates the dissemination of the treatment, reducing
the costs derived from the implementation of evidence-based
treatments (McHugh & Barlow, 2010).

Finally, another solution to reduce costs may be related
to the reduction of pharmacological doses. Several system-
atic reviews have found that therapies such as Cognitive
Behavioral Therapy (CBT) facilitate the reduction of doses
and consumption of antidepressants and anxiolytics without
increasing the risk of relapse (van Dis et al., 2020).

Intervention needs and opportunities

Our research group is conducting a multicenter randomized
clinical trial with the aim of analyzing the efficacy and cost-
effectiveness of the Unified Protocol for the Transdiagnos-
tic Treatment of Emotional Disorders (UP; Barlow et al.,
2018), applied in group format in the Spanish public mental
health system (Osma et al., 2018). The UP is a cognitive-
behavioral treatment based on a transdiagnostic approach,
which focuses on addressing the vulnerability mechanisms
shared by people suffering from EDs, specifically in target-
ing neuroticism (Bullis et al., 2019).

So far, several systematic reviews and meta-analysis stud-
ies have shown that UP is a highly effective treatment for
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EDs, applied mainly in an individual format, but also when
applied in a group format (Carlucci et al., 2021; Sakiris &
Berle, 2019). Regarding the efficacy of the UP applied in
group format in SPMH settings, the efficacy results obtained
by our team showed that, at the six-month follow-up, the
improvements obtained by the UP condition are statistically
superior compared to the treatment as usual (TAU) condition
(non-structured CBT specific for each disorder in individual
format); specifically, changes in symptoms of depression, anxi-
ety and improvements in quality of life were higher (Cohen’s
d 0.69 to 0.87) (Osma et al., 2022). In addition, we have found
that there were statistically significant reductions in personality
outcomes such as neuroticism and negative affect, as well as
increases in extraversion and positive affect after the UP inter-
vention. Moreover, these changes were greater when initial
scores in neuroticism and negative affect were high, or low in
extraversion and positive affect (Osma et al., 2021).

Despite the good efficacy outcomes found, to our knowl-
edge, there is currently no data published about the different
costs derived by the application of the UP in specialized care
units in international or national public mental health systems.
For example, although studies such as the one carried out by
Steele et al. (2018) propose the reduction of costs associated
with the training of therapists, since a single treatment could
address a large number of disorders, there are no other studies
that have analyzed the cost-efficacy of the group UP for trans-
diagnostic treatment of EDs. The need and relevance of this
knowledge could have relevant implications for mental health
managers working in public mental health settings in Spain.

Purpose of the current study

The aim of the present study is to investigate the cost-effec-
tiveness of the UP applied in group format in specialized
care units in the Spanish public mental health system dur-
ing a 15-month time period. For this purpose, we will ana-
lyze the efficacy of the UP applied in a group setting for
the improvement of symptoms of depression, anxiety and
quality of life and we will calculate the cost associated with
the treatment sessions compared to the TAU condition in
an individual format. We hypothesize that an intensive UP
intervention applied in group format in two-hour sessions
held weekly for 12 weeks will be more cost-effective for the
Spanish public mental health system in comparison with
TAU over a 15-month period of time.

Method
Participants

The participants of this study were selected from the sample
of a main study, who were part of a multicenter randomized

clinical trial (Osma et al., 2018). This subsample consisted
of 188 specialized care users randomized in two conditions,
UP applied in group format (n=96) and TAU condition
(n=92). Participants in the UP condition had a mean age of
42.73 years (SD=12.15, range 18-65) and 77.1% (n=174)
were female. For TAU condition, the mean age of users was
43.08 (SD=13.42, range 18-72) and 78.3% of them (n=72)
were female. 78.1% of the participants in the UP condition
(n=75), and 78.3% (n=72) in the TAU condition, were tak-
ing psychotropic medication at the beginning of the inter-
vention. Regarding the main diagnoses of the participants,
and as can be seen in Table 1, 43.6% of the participants
(n=282) had a main anxiety disorder, being generalized anxi-
ety disorder (8.5%), unspecified anxiety disorder (6.4%) or
panic disorder without agoraphobia (6.4%) the most preva-
lent. Meanwhile, 31.4% of the participants (n=31.4%) had
a mood disorder, being major depressive disorder the most
prevalent (20.7%). Finally, 25% of the participants (n=47)
presented a mixed disorder, specifically an adjustment dis-
order. Table 1 shows the remaining sociodemographic char-
acteristics of the participants.

This subsample of the main study was selected based
on whether they presented data on the number of treatment
sessions received (at least 8 treatment sessions in the UP
condition and at least 4 in the TAU condition, throughout
the 15-month period) and data on pharmacological treatment
in at least two of the evaluation time points in order to have
as much complete information as possible to carry out an
estimate of the cost of both experimental conditions. The
flow diagram can be viewed in Fig. 1.

Measures

Anxiety Disorders Interview Schedule for DSM-IV (ADIS-
IV-L; Di Nardo et al., 1994) is the Spanish version (Botella
& Ballester, 1997). This semi-structured interview, based
on the DSM-IV diagnostic criteria (American Psychiatric
Association [APA], 1994), was used to assess whether the
study participants met diagnostic criteria for an emotional
disorder (generalized anxiety disorder, panic disorder, obses-
sive—compulsive disorder, agoraphobia, adjustment disor-
ders, major depression disorder, dysthymic disorder, among
others).

Sociodemographic data questionnaire This questionnaire
was developed ad hoc and was completed by the therapist.
It collected the sociodemographic information of the par-
ticipants, specifically: age, educational level, marital sta-
tus, employment status and primary and secondary clinical
diagnosis.

Clinical information The main and secondary diagnosis,
the number of treatment sessions received and whether
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Table 1 Baseline socio-
demographic characteristics and
baseline primary and secondary
diagnoses of the sample across
treatment conditions (N=188)
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UP (n=96) TAU (n=92) Total (N=188)
n(%) n(%) n(%)
Educational level
Less than 12 years of education 36 (37.5) 32 (34.8) 68 (36.2)
Primary studies or less 18 (18.8) 19 (20.7) 37 (19.7)
Secondary studies 18 (18.8) 13 (14.1) 31 (16.5)
More than 12 years of education 60 (62.5) 60 (65.2) 120 (63.8)
Vocational training 30 (31.3) 29 (31.5) 59 (31.4)
University studies 23 (24.0) 22(23.9) 45 (23.9)
High school 7(7.3) 9(9.8) 16 (8.5)
Marital status
Married/living with partner 45 (46.9) 44 (47.8) 89 (47.3)
Not Married/not living with partner 51 (53.1) 48 (52.2) 99 (52.7)
Single 27 (28.1) 37 (40.2) 64 (34.0)
Separated/ Divorced 22(22.9) 10 (10.9) 32 (17.0)
Widowed 2(2.1) 1(1.1) 3(1.6)
Job status
Working 33 (34.4) 29 (31.5) 62 (33.0)
Not working 63 (65.6) 63 (68.5) 126 (67.0)
Unemployed 17 (17.7) 22 (23.9) 39 (20.7)
Sick leave 26 (27.1) 21 (22.8) 47 (25.0)
Home-maker 6(6.3) 8 (8.7) 14 (7.4)
Student 9(9.4) 7(7.6) 16 (8.5)
Retired 5(5.2) 5(5.4) 10 (5.3)
Primary diagnosis
Anxiety disorders 44 (45.8) 38 (41.3) 82 (43.6)
Generalized anxiety disorder 8(8.3) 8(8.7) 16 (8.5)
Non-specific anxiety disorder 44.2) 8(8.7) 12 (6.4)
Panic disorder without agoraphobia 6 (6.3) 6 (6.5) 12 (6.4)
Panic disorder with agoraphobia 7(7.3) 4.(4.3) 11(5.9)
Obsessive—compulsive disorder 5(5.2) 6 (6.5) 11 (5.9)
Agoraphobia 6 (6.3) 1(1.1) 73.7)
Posttraumatic stress disorder 3@3.1) 4.(4.3) 73.7)
Hypochondria 3@3.1) 0(0.0) 3(1.6)
Social phobia 22.1) 1(1.1) 3(1.6)
Mood disorders 31(32.3) 28 (30.4) 59 (31.4)
Major depressive disorder 22 (22.9) 17 (18.5) 39 (20.7)
Dysthymia 44.2) 8(8.7) 12 (6.4)
Unspecified mood disorder 5(5.2) 33.3) 8(4.3)
Mixed disorders 21 (21.9) 26 (28.3) 47 (25.0)
Adjustment disorder 21 (21.9) 26 (28.3) 47 (25.0)
Secondary diagnosis
Anxiety disorders 18 (18.7) 9(9.8) 27 (14.4)
Non-specific anxiety disorder 44.2) 3(3.3) 73.7)
Generalized anxiety disorder 44.2) 1(1.1) 52.7)
Agoraphobia 22.1) 2(2.2) 4(2.1)
Obsessive—compulsive disorder 1(1.0) 22.2) 3(1.6)
Hypochondria 2(2.1) 1(1.1) 3(1.6)
Social phobia 22.1) 0(0.0) 2 (1.1)
Panic disorder without agoraphobia 2(2.1) 0(0.0) 2 (1.1)
Panic disorder with agoraphobia 1(1.0) 0(0.0) 1(0.5)
Mood disorders 6(6.3) 7 (7.6) 13 (6.9)
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Table 1 (continued)

UP (n=96) TAU (n=92) Total (N=188)
n(%) n(%) n(%)
Major depressive disorder 6 (6.3) 6 (6.5) 12 (6.4)
Unspecified mood disorder 0(0.0) 1(1.1) 1(0.5)
Mixed disorders 1(1.0) 3(3.3) 42.1)
Adjustment disorder 1(1.0) 33.3) 4(2.1)
Psychotropic medication
Taking psychotropic medication 75 (78.1) 72 (78.3) 147 (78.2)
No taking psychotropic medication 21 (21.9) 20 (21.7) 41 (21.8)

UP Unified protocol; TAU Treatment as usual

the participant was receiving pharmacological treatment,
the name of the pharmacological treatment and dosage
were collected at each evaluation point by the patients'
referring therapists.

Beck Depression Inventory (BDI-II; Beck et al., 1996;
Sanz et al., 2003). It consists of 21 items and evaluates
the presence and severity of depressive symptomatology.
The response scale is a four-point Likert-type scale rang-
ing from 0 "absence of depressive symptoms" to 3 "total or
severe presence of depressive symptoms", the maximum
score that can be obtained in the questionnaire is 63 points.
The internal consistency in the present sample is Cronbach's
alpha 0.89.

Beck Anxiety Inventory (BAI; Beck & Steer, 1993; Sanz
et al., 2012). This instrument consists of 21 items and evalu-
ates the presence and severity of anxiety symptoms. This
instrument uses a four-point Likert-type response scale rang-
ing from 0 "absence of anxiety symptoms" to 3 "total or
severe presence of anxiety symptoms". The maximum score
that can be obtained on the instrument is 63 points. The
Cronbach's alpha in the present sample is 0.92.

Quality of Life Index (QLI; Ferrans & Powers, 1985;
Mezzich et al., 2000). This questionnaire consists of 10
items assessing 10 domains related to quality of life, specifi-
cally: 1) physical well-being; 2) psychological and emotional
well-being; 3) independent functioning; 4) occupational
functioning; 5) interpersonal functioning; 6) social-emo-
tional support; 7) sociocommunity and service support; 8)
personal fulfillment; 9) spiritual fulfillment; and 10) global
perception of quality of life. The response scale is a 10-point
Likert-type scale ranging from 1 "Bad" to 10 "Excellent". In
the present sample, a Cronbach's alpha of 0.83 was obtained.

Client Satisfaction Questionnaire (CSQ-8, Larsen et al.,
1979). This instrument consists of 8 questions about cli-
ent satisfaction with the service received. A Likert-type
5-point response format is used, ranging from 0 "Not at
all" to 4 "Very much". In the present study only one of the
items referring to "To what extent has this treatment pro-
gram caused you discomfort?" has been included in order to

assess the degree of discomfort generated by the intervention
program.

Procedure

The public mental health system users who attended the
centers participating in the study were evaluated by their
referral psychologist to see if they met the inclusion criteria
for participation in the study. The inclusion criteria were:
a) Main diagnosis of emotional disorder (includes anxiety
disorders, unipolar mood disorders, and related disorders,
such as somatoform and dissociative disorders; Bullis et al.,
2019); b) To be over 18 years of age; c¢) To understand per-
fectly the language in which the therapy is carried out; d) Be
able to participate in the evaluation and treatment sessions
and sign the informed consent, and e) If receiving pharma-
cological treatment,, no changes had taken place in the three
months before the start of the treatment and they accepted
to not have any changes made during the treatment if pos-
sible. As for the exclusion criteria, these were: a) The patient
presents a severe mental disorder, current risk of suicide or
substance abuse in the previous 3 months, and b) The patient
has received, in the last 5 years, 8 or more sessions of psy-
chological treatment clearly based on the principles of CBT.

Once assessed, and after confirming that they met the
inclusion criteria, the participants were invited to enroll in
the study. Following the signing of the informed consent
form, participants completed the pre-treatment assessment,
were stratified according to their anxiety and depression
scores and randomized to the two treatment conditions: UP
in group format, which consisted of 8 treatment modules
applied intensively in 12 weekly sessions, each 2 h long
(3 months approximately), and carried out by a trained ther-
apist and co-therapist. All therapists who applied the UP
intervention followed the guidelines of the therapist manual
(Barlow et al., 2011b) and were previously trained in the
management of UP through group workshops with an aver-
age duration of 15 h (range 10—20 h). In addition, once they
started the first treatment group, they received individual-
ized supervision throughout the 12 treatment sessions, with
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Assessed for eligibility (n = 188)

[ Enrollment ]

A 4

Randomized (n = 188)

v

v [ Timel ] v
Allocated to UP intervention (n = 96) Allocated to TAU intervention (n = 92)
l [ Time2 ] l
Received allocated intervention (r = 90) Received allocated intervention (n = 85)
e Did not receive allocated intervention (n = 6) ¢ Did not receive allocated intervention (n = 7)
Dropout reasons: Asked for private treatment: n = 3; Asked for individual Dropout reasons: Asked for private treatment: n = 2, Incompatibility
treatment: » = 2; Incompatibility with work schedules: n = 1. with work schedules: » = 2; Did not answer to the phone: n = 3.
l [ Time3 ] v
Continued study (»=88) Continued intervention (#n=75)
e Lost to follow-up (n=2) e  Lost to follow-up (n=10)
Dropout reasons: Did not answer to the phone: n = 1, Perceived Dropout reasons: Did not answer to the phone: n = 7;
that treatment was no longer needed: n = 1. Perceived that treatment was no longer needed: n = 2;
Asked for private treatment: n = 1.

Vo Timed ]

Continued study (#=84) Continued intervention (#=58)
e Lost to follow-up (n=4) e Lost to follow-up (n=17)
Dropout reasons: Perceived that treatment was no longer Dropout reasons: Did not answer to the phone: n = 8;
needed: n = 2; Did not answer to the phone: n = 2. Perceived that treatment was no longer needed: n = 5;
No data available: n = 4.

Vo Times ]

Continued research (n=75) Continued intervention (n=54)

Lost to follow-up (#=9) Lost to follow-up (n=4)

Dropout reasons: Perceived that treatment was no Dropout reasons: Perceived that treatment was no 1
longer needed: n = 5; Did not answer to the phone: longer needed: n = 4.
n=4.

Fig. 1 CONSORT diagram illustrating participant flow in the study
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the aim of ensuring treatment fidelity. This supervision was
carried out by an expert supervisor in UP. Finally, the client
workbook (Barlow et al., 2011a) was given to all participants
in this condition.

The other condition was the TAU, which consisted of
a CBT non-protocolized intervention, in individual format
and specific for each disorder, with a duration and frequency
determined by the availability of the therapist and the public
mental health center where the treatment was carried out.

The psychological intervention was combined with the
prescribed pharmacological treatment, if the patient was
receiving it, in both conditions. For more information about
the procedure, please consult (Osma et al., 2018).

Over a time period of 15 months, we conducted 5 evalua-
tions of both conditions at the following time points: Timel:
pre-treatment; Time2: 3 months after treatment onset (coin-
ciding with the end of the UP treatment condition); Time3:
6 months after treatment onset; Time4: 9 months after treat-
ment onset; and Time5: 15 months after treatment onset.

In addition, in order to analyze the direct costs of treatments,
the study's collaborating therapists recorded: a) number of treat-
ment sessions received at each evaluation time; b) name and dose
of the pharmacological treatment at each evaluation time, where
applicable.

The direct costs associated with each psychological treat-
ment session were calculated on the basis of the data avail-
able in Conselleria de Sanitat de la Comunitat Valenciana
(Conselleria de Sanitat, Universal i Salut Pablica, 2021),
since most of the sample was recruited in that autono-
mous community of Spain (48.4%). This public document
describes the annual salaries of each professional according
to their seniority, that is to say, the number of years they
have been working in the same position, and with the same
responsibilities, within the health organization’s hierarchy
(e.g., clinical psychologist or director of the mental health
unit). In addition, this document also informed about the
working hours per year of each health professional. Con-
sidering this information, we could establish which amount
of money one hour of each clinical psychologist’s time cost
to the health organization and, therefore, the cost of each
treatment session. The mean from the salary without sup-
plements up to the salary with the highest number of spe-
cific supplements was calculated and divided by the num-
ber of working hours established for the personnel of the
health care institutions (Decreto 38/2016, de 8 de abril).
As a result, an average cost of €23.98 (per patient and ses-
sion) was obtained for the TAU condition. The cost of the
UP session was obtained by multiplying that value by the
cost per session of the 2 therapists needed to carry out the
treatment group and the two-hour duration, divided by the
average number of patients seen in the group (average of 8
participants), thus resulting in a cost of €11.99 (per patient
and session) for the UP condition.

Finally, regarding pharmacological treatment, pharmacologi-
cal usage was recorded and classified into antidepressants, antie-
pileptics, antipsychotics and anxiolytics. Next, the total medica-
tion burden was calculated by recoding the doses consumed of
each drug from 1 to 4, according to the minimum and maximum
recommended doses for each drug, where 1 was "minimum rec-
ommended dose or non-habitual consumption (use on demand
or as a rescue dose)" and 4 "maximum recommended doses",
as stated in the literature (Sackeim, 2001), and the mean score
of medication doses taken by each participant was calculated.

Data analysis

First, descriptive statistical analyses were carried out for the
analysis of the sociodemographic data of the participants.
Furthermore, mean comparison analysis between partici-
pants in the UP and TAU condition was carried out through
analysis of variance (ANOVA) and Chi-square test.

Next, differences in the percentage of pharmacological
usage between treatment conditions were analyzed through
a Chi-square test and over time through a Cochran's Q Test
(for categorical variables). Differences in medication burden
were also calculated between treatment conditions and at
each time point through the linear mixed model using the
SPSS program (version 26, IBM Corp, 2019).

Finally, for the cost-effectiveness analyses, the data were
analyzed with linear mixed effects models using the Ime4
package (version Ime4_1.1-13; Bates et al., 2015) for R sta-
tistical software (version 4.1.2; R Core Team, 2021). Five dif-
ferent models were fitted for each dependent measure: Depres-
sion (BDI), Anxiety (BAI), Quality of life (ICV), Number of
sessions and Treatment cost. For each model, Time (Timel vs.
Time2 vs. Time3 vs. Time4 vs. Time5), Condition (TAU vs.
UP) and their interaction term were entered as fixed effects.
Time was dummy coded, with Timel being the baseline. Con-
dition was also dummy coded, with TAU being the baseline.
Random intercepts for center and participants were included
in the random part of the nested models [i.e., Dependent
measure ~ Time X Condition + (1|Center/Participant)].

Results

Descriptive statistical results, number of sessions
of treatment received, psychotropic medication
usage and degree of discomfort generated

by the intervention program

Descriptive statistics for the five dependent measures as a
function of condition and time are provided in Table 2. In
terms of differences between treatment conditions, no statis-
tically significant differences were found (p > 0.05) between
treatment conditions in the sociodemographic variables
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(gender, age, primary and secondary diagnosis), neither
in the baseline Timel (pretreatment) scores of depressive
symptoms, anxiety nor quality of life (p >0.05).

Regarding the number of sessions received (see Table 2),
the average number of treatment sessions received during the
first 3 months (T2) was 10.20 (SD=2.17, range 8-16). Over the
15 months of follow-up (Time5), the number of sessions received
was 13.49 sessions (SD =2.84, range 8-20) in the UP condition.
Throughout this period, 17.71% (n=17) of the participants in
the UP condition required extra treatment sessions in individual
format, with a mean of 2.06 sessions (SD=1.08, range 1-5).

Concerning the TAU condition, the average number of
treatment sessions received during the first three months was
2.24 (SD=1.16, range 1-5), and a total of 7.65 sessions
(SD=3.23, range 4-14) over the 15-month follow-up.

Regarding psychotropic medication usage, differences
were found in the number of participants who consumed
the following types of psychotropic medication throughout

the treatment, specifically: antiepileptics in Timel (pre-treat-
ment) (x2 (1)=6. 75, p=0.009), Time4 (x2 (1)=5.425,
p=0.020) and Time5 (x2 (1)=3.811, p=0.044), and antip-
sychotics in Time3 (x2 (1)=7.88, p=0.005). In all of them,
the highest consumption was in the TAU condition. Finally,
we also found a reduction in the number of participants
taking antidepressants over time in the UP condition (y2
(4)=11.83, p=0.019), but not the other types of psycho-
tropic medication or in the TAU condition (p >0.05). The
frequencies of the total number of participants who con-
sumed psychotropic medication at each time point are shown
in Table 2.

Regarding the evolution of psychotropic medication doses
used throughout the course of treatment, a statistically sig-
nificant effect of time on medication burden was found in
the UP condition (F=2.54, p=0.042, dof=168.15, Cohen’s
d=0.23), but not in the TAU condition (F=0.93, p=0.447,
dof=172.19, Cohen’s d=0.14).

Table 2 Means and standard deviations for the five dependent measures as a function of Time, medication burden and psychotropic medication

usage throughout the course of treatment

Measure Timel Time2 Time3 Time4 Time5
M SD M SD M SD M SD M SD
BDI UP 28.36 10.73 21.11 12.97 17.25 11.99 19.31 14.54 16.68 12.64
TAU 31.82 11.93 24.76 13.32 22.99 14.07 23.29 16.16 22.05 15.48
BAI UP 26.55 11.73 21.98 14.20 18.48 14.42 19.79 15.99 16.98 13.71
TAU 29.43 14.67 26.62 15.77 23.05 14.15 23.39 15.08 21.02 15.79
QLI UP 4.42 1.60 5.41 1.80 5.77 1.54 5.74 1.87 5.82 1.79
TAU 4.22 1.49 4.63 1.65 4.97 1.90 4.89 1.84 5.07 1.91
Sessions UP 0 0.00 10.20 2.17 11.35 2.36 12.29 2.53 13.49 2.84
TAU 0 0.00 224 1.16 4.09 1.97 5.59 2.52 7.65 3.23
Cost Up 0 0.00 122.27 26.02 136.14 28.32 147.38 30.28 161.74 34.09
TAU 0 0.00 53.69 27.85 98.01 47.25 133.98 60.35 183.50 77.52
Medication burden UpP 2.31 0.71 2.30 0.69 2.12 0.58 2.38 0.70 2.07 0.74
TAU 2.24 0.59 2.32 0.65 2.33 0.75 223 0.55 2.21 0.61
Participants who made use of psychotropic medication throughout the course of treatment
Timel Time2 Time3 Time4 Time5
n (%*) n (%*) n (%*) n (%*) n (%*)
Antidepressants Up 65 (74.7) 49 (83.1) 30 (67.4) 35 (62.5) 28 (57.1)
TAU 59 (71.1) 41 (73.2) 30 (66.7) 37 (71.2) 34 (68.0)
Antiepileptics Up 6 6.9) 6 (10.2) 6 (13.0) 4 (7.1) 6 (12.2)
TAU 13 (15.7) 13 (23.2) 11 (24.4) 12 (23.1) 14 (28.0)
Antipsychotics Up 4 (4.6) 3 5.1 3 (6.5) 5 8.9) 6.1)
TAU 14 (16.9) 13 (23.2) 9 (20.0) 7 (13.5) (16.0)
Anxiolytics UP 51 (58.6) 36 (61.0) 30 (65.2) 28 (50.0) 25 (51.0)
TAU 52 (62.7) 39 (69.6) 26 (57.8) 33 (63.5) 31 (62.0)
Antidepressants Up 65 (74.7) 49 (83.1) 30 (67.4) 35 (62.5) 28 (57.1)
TAU 59 (71.1) 41 (73.2) 30 (66.7) 37 (71.2) 34 (68.0)

BDI Beck depression inventory, BAI Beck anxiety inventory, QLI Quality of life index, SESSIONS = Number of sessions, Cost=Treatment cost,
Timel =Pre treatment time, Time2: 3 months after treatment onset (coinciding with the end of the UP treatment condition); Time3: 6 months
after treatment onset; Time4: 9 months after treatment onset; and Time5: 15 months after treatment onset, UP Unified protocol, TAU Treatment
as usual, *Percentage calculated on available data
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Finally, if we consider the degree of discomfort gener-
ated by the intervention programs, the results have shown
low values in both treatment conditions. Specifically, a mean
value of 1.88 out of 4 (SD=0.88, range 1—4) in the UP
condition and a mean value of 1.64 out of 4 (SD=0.78,
range 1—4) in the TAU condition. No statistically signifi-
cant differences were found in the discomfort generated by
the interventions (F=1.57, p=0.214).

Number of sessions measure model
and effectiveness analyses on symptoms
of depression, anxiety and quality of life

In terms of the number of sessions measure model (see
Table 3), the results showed a statistically significant inter-
action between Condition (UP) and Time (Time2, Time3,
Time4, Time5) in all the time segments (b ranged from 7.96
to 5.84; f ranged from 29.04 to 21.30), which means that
participants in the UP condition received a higher amount of
sessions within the same time segments than participants in
the TAU condition, and also that the majority of these ses-
sions occurred in earlier time segments for the participants
in the UP condition (approximately within the first three
months of treatment), as shown in Fig. 2.

Regarding the model for Depression, and as can be seen
on Table 3 (and Figure 1 in the supplementary material),
the model showed a significant effect of Time in the five
time segments for both Conditions (b ranged from -6.41 to
-8.10; t ranged from -5.79 to -6.09), which points to lower
levels of depression as the sessions for both treatments (UP
and TAU) progressed, with both interventions achieving
statistically significant reductions in depression scores over
time. In addition, the model did not show a significant main
effect of Condition, which means no significant differences
in depression for both conditions, neither a significant inter-
action between Condition (UP) and Time (Time2, Time3,
Time4, Time5), so the scores evolved over time in a similar
way in both conditions. However, the effect sizes were larger
in the UP condition, despite the fact that large effect sizes
were obtained in both conditions when comparing Timel to
Time5: Cohen's d=-0.94 for the UP condition and Cohen's
d=-0.71 for the TAU condition.

According to the model for Anxiety, and as shown in
Table 3 (and Figure 2 in the supplementary material), results
showed a significant effect of Time in the five time segments
for both Conditions (b ranged from -3.34 to -7.79; t ranged
from -2.79 to -5.51), which points again to lower levels of
anxiety as the sessions for both treatments (TAU and UP)
progressed, with both interventions achieving statistically
significant reductions in anxiety scores over time. In addi-
tion, the model also did not show a significant main effect
of Condition, which means no significant differences in
anxiety for both conditions, neither a significant interaction

between Condition (UP) and Time (Time2, Time3, Time4,
TimeS5), with scores evolving over time in a similar way in
both conditions. Again, when comparing Timel to Time5,
moderate effect sizes were obtained in the UP condition
(Cohen's d=-0.71) and medium-moderate in the TAU con-
dition (Cohen's d=-0.60), being higher in the UP condition.

Finally, as can be checked on Table 3 (and Figure 3 sup-
plementary material), the model for Quality of life also
showed a significant effect of Time in the five time segments
for both Conditions (b ranged from 0.38 to 0.81; # ranged
from 2.44 to 4.44), pointing to higher levels of quality of
life as the sessions for both treatments (TAU and UP) pro-
gressed. In addition, the model did not show a significant
main effect of Condition, but it showed a significant inter-
action between Condition (UP) and Time (Time2, Time3,
Time4, Time5) in all the time segments (b ranged from
0.55 to 0.66; t ranged from 2.52 to 2.72), which means that
although both treatments were beneficial for quality of life,
the UP produced significantly higher improvements than
the TAU. Large effect sizes were obtained when comparing
Timel to Time5 for the UP condition (Cohen's d=0.85),
and moderate effect sizes for the TAU condition (Cohen's
d=0.51).

Note that the results presented for each model consider
the variability due to the different centers where the treat-
ments where applied, as random intercepts for Center and
Participants were included in the random part of the nested
models. It was found that the variability due to the center did
not modify the results obtained.

Costs of the treatments

The cost of treatment sessions received can be seen in
Table 2, the mean cost of treatment at 15-month follow-
up (TimeS) was €161.74 for the UP condition (SD =34.09,
range €95.92—€299.75), and €183.50 for the TAU condition
(SD=77.52, range €71.94—€335.72).

Taking into account the model for the treatment cost
measure, Table 4 and Fig. 3 show a significant interaction
between Condition (UP) and Time (Time2, Time3, Time4,
Time5) in all the time segments (b ranged from 68.58 to
-21.76; t ranged from 12.81 to -4.06), pointing that, although
the UP condition starts being more expensive than the TAU
condition within the first months of treatment, at the end of
both conditions (TimeS5), the TAU ends up being signifi-
cantly more expensive than the UP.

Discussion
The aim of this study was to analyze the cost-effectiveness

associated with the application of two different psychologi-
cal interventions for EDs in the Spanish public mental health
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Table 3 Mixed-effects model
estimates for number of
sessions, depression, anxiety
and quality of life

Number of sessions

Depression

Anxiety

Quality of life

Random effects

Group
Participant:Center
Center

Fixed effects

Intercept
Time2

Time3

Time4

Time5

UP

Time2*UP
Time3*UP
Time4*UP
Time5*UP
Random effects
Group
Participant:Center
Center

Fixed effects

Intercept
Time2

Time3

Time4

Time5

UP

Time2*UP
Time3*UP
Time4*UP
Time5*UP
Random effects
Group
Participant:Center
Center

Fixed effects

Intercept
Time2

Time3

Time4

Time5

UP

Time2*UP
Time3*UP
Time4*UP
Time5*UP
Random effects
Group
Participant:Center
Center

Variance
2.75
0.13

b

0.05
2.24
4.09
5.59
7.65
0.01
7.96
7.27
6.70
5.84

Variance
117.75
13.01

b

30.52
-6.41
-7.61
-7.88
-8.10
-1.96
-0.76
-2.87
-1.28
-3.34

Variance
135.59
16.95

b

30.01
-3.34
-5.49
-5.65
-7.79
-2.26
-1.95
-1.88
-1.42
-2.02

Variance
1.80
0.05

SD
1.66
0.36

95% CI

[-0.45; 0.55]
[1.86; 2.62]
[3.70; 4.47]
[5.20; 5.97]
[7.27; 8.04]
[-0.61; 0.62]
[7.42; 8.50]
[6.73; 7.80]
[6.17; 7.24]
[5.30; 6.37]

SD
10.85
3.61

95% CI
[26.92; 34.12]
[-8.58; -4.24]
[-9.85; -5.36]
[-10.35; -5.41]
[-10.71; -5.49]
[-5.74: 1.81]
[-3.79; 2.26]
[-5.95: 0.22]
[-4.55; 1.99]
[-6.77; 0.09]

SD
11.64
4.12

95% CI
[26.04; 33.99]
[-5.69; -0.99]
[-7.95; -3.03]
[-8.33; -2.97]
[-10.56; -5.02]
[-6.34;1.83]
[-5.24;1.34]
[-5.26;1.50]
[-4.99:2.15]
[-5.71;1.68]
SD

1.34

0.23

0.19

11.43
20.87
28.53
39.08
0.02

29.04
26.52
24.47
21.30

16.63
-5.79
-6.64
-6.25
-6.09
-1.02
-0.50
-1.82
-0.77
-1.91

14.80
-2.79
-4.37
-4.13
-5.51
-1.08
-1.16
-1.09
-0.78
-1.07

@ Springer



Current Psychology

Table 3 (continued)

Fixed effects
b 95% CI t

Intercept 4.37 [3.99; 4.75] 22.50
Time2 0.38 [0.07; 0.68] 2.44
Time3 0.61 [0.29; 0.93] 3.79
Time4 0.62 [0.28; 0.97] 3.53
Time5 0.81 [0.45; 1.17] 4.44
UP -0.06 [-0.54; 0.43] -0.23
Time2*UP 0.55 [0.12; 0.97] 2.52
Time3*UP 0.66 [0.23; 1.10] 2.99
Time4*UP 0.68 [0.22; 1.14] 2.90
Time5*UP 0.66 [0.18; 1.14] 2.72

Time2: 3 months after treatment onset (coinciding with the end of the UP treatment condition); Time3:
6 months after treatment onset; Time4: 9 months after treatment onset; and Time5: 15 months after treat-
ment onset, UP Unified protocol; Condition was dummy coded, being TAU the baseline; In bold: statisti-
cally significant effects based on confidence intervals

Number of sessions

Condition
— TAU
--

Number of sessions

Time1 Time2 Time3 Timed Time5
Time

Fig.2 Evolution of the number of sessions during the course of the
unified protocol and treatment as usual. Note: Model Estimates for
Number of sessions as a function of Condition (TAU vs. UP) and
Time (Timel vs. Time2 vs. Time3 vs. Time4 vs. Time5). Error bars
represent 95% Cls. Timel =Pre treatment time, Time2: 3 months
after treatment onset (coinciding with the end of the UP treatment
condition); Time3: 6 months after treatment onset; Time4: 9 months
after treatment onset; and Time5: 15 months after treatment onset,
UP = Unified protocol, TAU =Treatment as usual

system, the UP applied in group format compared to the
TAU applied in individual face-to-face format. The hypoth-
esis was that the UP would be more cost-effective than the
TAU, that is, that it would be effective in reducing emotional
symptomatology and that it would do so at a lower associ-
ated cost in comparison with the TAU. The results of this
study have demonstrated it.

Summarizing the block for the effectiveness analyses, it
can be concluded that, for Depression and Anxiety meas-
ures, the UP condition shows at least the same beneficial

Table 4 Mixed-effects model estimates for treatment cost

Random effects

Group Variance SD
Participant: Center 853.77 29.22
Center 71.18 8.44
Fixed effects

b 95% CI t
Intercept 0.51 [-9.33; 10.35] 0.10
Time2 53.69 [46.20; 61.19] 14.03
Time3 98.01 [90.51; 105.50] 25.62
Time4 133.98 [126.48; 141.47] 35.02
Time5S 183.50 [176.00; 191.00] 47.96
UpP 0.02 [-11.24; 11.29] 0.00
Time2*UP 68.58 [58.04; 79.07] 12.81
Time3*UP 38.13 [27.64; 48.63] 7.12
Time4*UP 13.40 [2.91; 23.90] 2.50
Time5*UP -21.76 [-32.25; -11.27] -4.06

Time2: 3 months after treatment onset (coinciding with the end of
the UP treatment condition); Time3: 6 months after treatment onset;
Time4: 9 months after treatment onset; and Time5: 15 months after
treatment onset, UP Unified Protocol; Condition was dummy coded,
being TAU the baseline; In bold: statistically significant effects based
on confidence intervals

results for the participants than the TAU condition, and
both interventions generate low discomfort in the patients
who receive them. However, for the Quality of life out-
come, the UP condition shows to be significantly more
effective in comparison with the TAU condition. These
results are similar to those found in other studies (Car-
lucci et al., 2021; Sakiris & Berle, 2019) and by our team
(Osma et al., 2022). Finally, it was found that the variabil-
ity due to the center did not modify the results obtained.
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Treatment cost

200

Condition
— TAU
-- uP

Treatment cost

Time1 Time2 Time3 Timed Times
Time

Fig.3 Evolution of the cost over the course of treatment. Note:
Model Estimates for Treatment cost as a function of Condition (TAU
vs. UP) and Time (Timel vs. Time2 vs. Time3 vs. Time4 vs. Time5).
Error bars represent 95% Cls. Timel =Pre treatment time, Time?2:
3 months after treatment onset (coinciding with the end of the UP
treatment condition); Time3: 6 months after treatment onset; Time4:
9 months after treatment onset; and Time5: 15 months after treatment
onset, UP =Unified protocol, TAU =Treatment as usual

Therefore, the possible variability in the application of the
intervention by therapists did not influence the outcomes
in each center.

Concerning the results of the cost-effectiveness block and
regarding the number of sessions received, we found a large
difference in the number of sessions received by each treat-
ment condition, especially in the first 3 months of interven-
tion. Participants in the UP condition received an average of
10 sessions, compared to 2 sessions in the TAU condition.
This outcome was expected because we implemented the UP
over 12 weekly 2-h sessions in group format, which allows
clinicians to treat a greater number of patients at the same
time and with greater frequency (Barlow et al., 2018).

If we consider the total number of sessions received over
15 months, we found that the UP had an average of 13 ses-
sions, an average of 3 more sessions than those carried out
during the first 3 months. This is mainly due to the design
of the UP implementation, in which we can distinguish two
phases. The first consists of the 12 treatment sessions in
which the therapist explains and instructs patients in the
training of adaptive emotional regulation skills. This phase
takes place during the first three months of treatment. The
number of sessions we applied is the same of those used
in other studies that have adapted and applied the UP in
group format (Bullis et al., 2015; de Ornelas Maia et al.,
2015), although lower than the 14 sessions of the study of
Laposa et al. (2017) or the 15 treatment sessions of Rein-
holt et al. (2017). The second part involves the patients'
autonomous practice of the techniques and skills learned,
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with supervision through follow-up sessions at 3, 6, and
12 months post-treatment. This structure facilitated patients
hardly requiring extra treatment sessions; in our study, only
17.7% required an average of 2 extra sessions in individual
format.

In contrast, we find that, in the TAU condition, the num-
ber of sessions during the first 3 months of treatment is
only about 2 sessions on average, which again highlights
the difficulties and consequences of the situation in our
national mental health system, which results in a shortage
of resources, long waiting lists, and the frequency of ses-
sions being greatly delayed over time (Diaz et al., 2017,
Gabilondo et al., 2011). In fact, in this treatment condi-
tion, an average of one psychological treatment session
is carried out approximately every month and a half. If
we look at the total number of sessions received over the
time period of 15 months, we found that, in the TAU con-
dition, participants have received between 7 and 8 treat-
ment sessions. This outcome is especially concerning if
we consider the recommendations of the NICE guideline
(National Collaborating Centre for Mental Health, 2011),
who state that, for a psychological treatment to be effective,
it should consist of approximately 8 sessions (depending
on the disorder) and should be applied on a weekly basis.
In this case, we find that these 8 sessions have taken place
over 15 months, a period of time in which people have had
to live with the discomfort generated by suffering from an
ED (Bullis et al., 2019).

In addition, individuals with EDs often feel an impact
on their work life, as can be seen in the study carried out by
Salvador-Carulla et al. (2011) in Catalonia (Spain), where
researchers found that the average number of days of sick
leave for a person diagnosed with depression is 103.5 days.
This also translates into an estimated productivity loss of
€6,013 per person, with an estimated total productivity loss
of 200 million euros per year as a result of work days lost
due to temporary disability caused by depression (Salvador-
Carulla et al., 2011). These outcomes highlight the urgent
need to find new ways of applying cost-effective psycho-
logical evidence-based treatments in the SPMH to cover the
great demands of society in relation to mental health care
and will also lead to an improvement in factors related to
work performance (Thara et al., 2021; Mahmud et al., 2022).

The second result obtained in this study is related to
reductions of medication burden over time in the UP condi-
tion. Several investigations have shown that with CBT-based
interventions, the number of relapses in patients is reduced
(van Dis et al., 2020), which could result, in the long term,
in a lower need for pharmacological doses. It should be
mentioned that this statistically significant reduction was
only found in the UP condition. In this sense, it should be
noted that many of the patients of the UP condition drasti-
cally decreased their emotional symptomatology in the first
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3 months of treatment (corresponding to the 12 sessions of
active treatment), as shown in the study carried out by our
research team (Osma et al., 2022). However, some of the
participants in the TAU condition continued to receive active
treatment due to the presence of symptomatology throughout
the 15-month time period of the study. This could explain
why the pharmacological treatment was maintained in the
TAU condition.

The final result obtained in this study is related to the cost
of treatment sessions. Although the initial cost of the UP
treatment is high (€122.27 per person, compared to €53.69
for the TAU condition), in the long term, individual face-to-
face treatment is more expensive (€163.74 per person for the
UP condition, compared to €183.50 for the TAU condition).
This result shows that other forms of treatment, such a trans-
diagnostic group treatment, are possible to treat a greater
number of people, in a shorter time, at a lower cost (Ruiz-
Rodriguez et al., 2018), and ensuring its effectiveness (Osma
et al., 2022). In addition, transdiagnostic treatments make
it possible to reduce training costs for therapists, as they
do not have to specialize in different protocols for each of
the diagnoses (Wilamowska et al., 2010), and would reduce
implementation and dissemination costs, since it is a struc-
tured and protocolized treatment (McHugh & Barlow, 2010).
This would have benefits both in terms of people's health and
in terms of public administrations' accounting.

Limitations

This study also has a number of limitations. The character-
istics of the context where the study was carried out, that is,
the Spanish mental health system, prevent us from general-
izing the results to other contexts, such as the private sector
or to public contexts in other countries that function differ-
ently from ours. Also, the characteristics of the context has
made it difficult to collect a greater number of additional
costs, for example indirect costs (days of sick leave, costs
of other therapists, costs derived from the space where the
intervention takes place, among others), that usually are
mentioned in the literature and that allow to perform more
specific analysis (e.g., quality-adjusted life years, Prieto and
Sacristan (2003). Another limitation to take into account
is that the sample of this study was selected from a larger
sample of which the project is a part, depending on whether
they had the necessary information to be able to carry out
the cost-effective analyses needed for this study. This may
result in a bias effect derived from the exclusion of the rest
of the participants, then the results obtained in the present
study should be interpreted with caution. The assessment of
the degree of fidelity to the treatment is another limitation
present in the study. Since this was a naturalistic setting,
it was not possible to record the treatment sessions, so we
could not guarantee that all the collaborating therapists in

the study applied the treatment in the same way. However,
all therapists in the UP condition were trained and super-
vised in order to ensure as much fidelity to the treatment as
possible and it was found that the variability concerning the
center did not modify the results obtained. Finally, this is a
multicenter randomized control trial and we have chosen the
financial information available only from the autonomous
community which has provide the largest percentage of the
sample, slight differences in the costs of psychological treat-
ment sessions in both conditions could emerge if we con-
sider the data of all autonomous communities represented.

Conclusions

In summary, the current situation of our national mental
health system makes it necessary to search for more cost-
effective psychological treatment formats. A possible solu-
tion to this problem could be a treatment based on the UP
which, given its transdiagnostic nature, allows its applica-
tion in group format, thus increasing the number of patients
who can benefit from treatment at the same time, increas-
ing the frequency of sessions and reducing waiting lists at a
lower cost than individual treatment. This is the first study
that has analyzed the cost-effectiveness of the UP when it is
applied in a group format in a public mental health setting.
The results of this study have contributed to increasing the
information available on the efficacy of the UP for the reduc-
tion of depressive and anxious symptomatology and the
increase in quality of life; as well as that, the group format
has allowed the participants of the UP condition to receive
a greater number of sessions, in a shorter period of time and
with a lower economic cost per treatment session. We hope
that future studies will explore the cost-effectiveness of this
treatment in other contexts and in other countries, since the
results of this study have shown that the UP is an efficient
solution when applied in group format in specialized care
that will improve the cost-effectiveness of our national men-
tal health system.
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