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Introduction
Effective interventions targeting Substance Use Disorders 
(SUDs) among veterans are desperately needed. Substance mis-
use is a serious public health concern, with 20.3 million 
Americans 12 years and older meeting criteria for a SUD.1 
Veterans are particularly vulnerable to developing certain SUDs 
(eg, Alcohol Use Disorder) compared to the general population, 
and 17.1% of veterans meet criteria for a past-year SUD.2-5 
Lifetime SUD rates among veterans range as high as 39.2% for 
alcohol use and 5.7% for drug use in Vietnam veterans.6 
Veterans also have lower physical and mental health function-
ing than nonveterans.5 This is especially concerning as SUDs 
are associated with substantial psychosocial and health conse-
quences as well as increased psychiatric comorbidity.7,8

One of the major struggles in mental health has been in 
bringing scientific research to clinical practice.9,10 The gap 
between the two was originally considered mono-directional, 
from research to practice, and clinical practitioners were seen as 
being resistant to change.11 There was a predictable backlash 

from practitioners insisting that clinical researchers needed to 
learn from frontline clinicians, and eventually a bidirectional 
relationship was proposed, with science and clinical practice each 
informing the other.12

Bridging the gap between science and clinical practice has 
been particularly difficult in the area of SUD treatment.13,14 
Effective treatments for SUDs are of critical importance, but only 
a minority of individuals in need of addiction services receive any 
or adequate treatment.15,16 Many SUDs clinicians use treatment 
approaches that have not demonstrated effectiveness.17,18 Even if 
they have, that does not mean that these evidence-based treat-
ments (EBTs) are being implemented in the manner in which 
they were designed. It is common for community-based treat-
ment organizations to modify SUD EBTs to fit their setting, even 
though there are no guidelines for doing so.19 For example, 
Motivational Interviewing, one of the most widely studied EBTs 
for SUDs, has been implemented with a wide range of effective-
ness in community settings.20 Such modifications call into ques-
tion their effectiveness.
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Some EBTs such as Motivational Enhancement Therapy21 
are usually delivered in individual psychotherapy, while others 
such as Motivational Interviewing,22,23 12 Step Facilitation 
Therapy,24,25 and Cognitive-Behavioral Therapy for Substance 
Use Disorders (CBT-SUD)26,27 have both individual and 
group formats. The Veterans Health Administration (VHA) 
has successfully implemented individual CBT-SUD by includ-
ing elements of Motivational Interviewing and providing clini-
cians with both an initial training and six months of weekly 
group supervision to ensure that the treatment is implemented 
as designed.28 Most residential treatment centers (RTCs) and 
intensive outpatient programs (IOPs) for SUDs are based pri-
marily on group therapies, partly stemming from a belief that 
group therapies are more effective in people suffering from 
addictions,29 partly because of high demand in Veterans, and 
partly because it is less expensive to provide the same treatment 
to multiple individuals at the same time. The group versions of 
CBT-SUD, 12 Step Facilitation, and Motivational Interviewing 
are sequential; that is, each lesson or group of lessons build on 
the ones before them. These EBTs were designed, tested, and 
demonstrated to be effective when lessons or phases of treat-
ment are delivered in order.

The problem is that SUD group treatment is typically not 
provided in its intended sequential order, regardless of whether 
treatment is conducted in a weekly outpatient, intensive outpa-
tient, or residential setting. This is partly due to the need to 
“strike while the iron is hot,” when a client is most motivated to 
engage in treatment. However, it is also driven by a financial 
imperative and high demand for SUD treatment: RTCs need 
to fill beds each time one opens; IOPs need to fill desks; and 
weekly outpatient groups need to fill their slots as well. These 
groups are open groups, not cohorts in which all participants 
start and finish at the same time. The combination of these two 
factors mean that group SUDs EBTs are frequently not deliv-
ered as designed. Those who start later in the sequence lack the 
building blocks to use the skills and tools of later lessons. The 
mixture of timings when different clients start a group EBT 
may compromise treatment integrity, making that treatment 
potentially no longer evidence-based for a significant propor-
tion of the participants in the group.30 There has been one 
recent attempt to create a rolling admissions group version of 
an EBT. That trial used an open enrollment version of 
Mindfulness-Based Relapse Prevention (MBRP).31 However, 
MBRP is designed as a substance misuse treatment aftercare 
program, not an initial treatment program.32

Transcending Self Therapy: Group Integrative Cognitive 
Behavioral Treatment (Group TST-I-CBT) was developed to 
solve this problem.33 It arose from a dialog between science (CBT 
for SUDs) and the clinical reality of open SUDs treatment groups, 
which are common in the VHA despite the implementation of 
individual CBT-SUD. TST-I-CBT is a manualized integrative, 
holistic Cognitive-Behavioral Therapy,34,35 incorporating ele-
ments of Interpersonal Therapy,36 Motivational Interviewing,22 
Self Psychology,37 and Acceptance and Commitment Therapy.38 

TST-I-CBT is based on a biopsychosocial-spiritual model that 
posits the centrality of a person’s need to live a meaningful life in 
accordance with one’s values.33 TST-I-CBT adheres to a client-
centered perspective and acknowledges the need to better connect 
to others and develop a passionate pursuit that is in line with one’s 
moral compass and/or spiritual beliefs. The TST-I-CBT model 
itself is not spiritual, it simply operates in a culturally sensitive way 
to acknowledge the spiritual or moral beliefs of clients (similar to 
Pearce et al.39). Incorporating discussions of spirituality when clin-
ically indicated is perceived by clients to be appropriate and 
helpful.40

One of the first versions of TST-I-CBT was Transcending 
Self Therapy: Four-Session Individual Integrative Cognitive 
Behavioral Treatment (Individual TST-I-CBT).41 Individual 
TST-I-CBT was designed to be provided weekly as part of 
group-based intensive SUD treatment programs. A pilot rand-
omized clinical trial found that Individual TST-I-CBT par-
ticipants were twice as likely to complete treatment and to be 
abstinent in the final week of treatment compared to TAU par-
ticipants.42 Individual TST-I-CBT clients showed significant 
reductions in depression over time, while TAU clients did not. 
Compared to the TAU group, the Individual TST-I-CBT 
group also showed trends toward being less likely to transition 
to a higher level of SUD care and for quality of life scores to 
increase more over time.42 The success of Individual TST-I-
CBT, the use of treatment groups as the primary treatment 
modality for SUDs, and the problem of the lack of fit between 
design and implementation of SUDs group therapy, particu-
larly in IOPs and RTCs, spurred the development of Group 
TST-I-CBT, which is a different and much-expanded version 
of TST-I-CBT.

This investigation was designed to collect preliminary evi-
dence regarding the effectiveness of Group TST-I-CBT for 
clients with SUDs. It was conducted to help inform SUDs 
treatment programming in a Veterans Administration Medical 
Center (VAMC) and other VAMCs as well. Based on prior 
results from Individual TST-I-CBT,42 we hypothesized that: 
Group TST-I-CBT participants would be more likely to com-
plete treatment as well as have fewer positive urine drug screens 
(UDSs) during treatment and within one-month post-dis-
charge than TAU participants; Group TST-I-CBT partici-
pants would show significant gains in quality of life from 
pre- to post-treatment; and Group TST-I-CBT participants 
would show substantial knowledge acquisition about the treat-
ment and find Group TST-I-CBT to be helpful, understand-
able, and useful.

Methods
Participants

Participants were N = 68 veterans with SUDs who received 
substance misuse treatment at the Hunter Holmes McGuire 
VA Medical Center in Richmond, Virginia. They were enrolled 
in the Substance Abuse Residential Rehabilitation Treatment 
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Program (SARRTP), a 28-day residential treatment program 
for veterans with SUDs that includes group psychotherapy, 
individual case management, peer recovery support, spirituality 
groups, 12-step facilitation, vocational therapy, occupational 
therapy, and pharmacotherapy. Participants received either 
Group TST-I-CBT (N = 34) or treatment-as-usual group 
therapy (TAU; N = 34) as part of SARRTP treatment. 
Approximately 5% of SARRTP clients are mandated to treat-
ment (C. Paul, email communication, April 2020). As a result, 
both treatment groups included those who were mandated to 
treatment and those who participated voluntarily. There were 
no changes to the referral process and thus no expectation of 
differences in referrals between groups.

Procedures

An IRB waiver was sought and granted because Group TST-
I-CBT was developed and implemented as a SUDs treatment 
program improvement pilot. Clients were not randomized into 
treatment groups as they received the group therapy (Group 
TST-I-CBT or TAU) offered at the time they were enrolled in 
residential treatment. All data used for this project were col-
lected as part of standard care. Medical records were reviewed 
for all participants in the two treatment groups. Information 
collected from these records included the following: demo-
graphic information, UDS results, Quality of Life Inventory 
(QOLI) scores, and treatment completion status. For both 
therapy groups, sessions were approximately 50 minutes long 
and were conducted by one to two providers per session at 9 
am, Monday through Friday. The same SARRTP Coordinator 
oversaw both the TAU group and the Group TST-I-CBT 
group. Accordingly, the same philosophy governed the response 
to use while in treatment for both groups, which was to pro-
ceed as clinically indicated using relapse sensitive care.

Intervention group. The structure of Group TST-I-CBT is 
modular with an “open” group (or “rolling admission”) format, 
allowing participants to join the group at any point during the 
protocol. No lesson requires any knowledge from the previous 
lesson. The combination of subject repetition, mirroring of 
concepts across treatment modules, and having newer partici-
pants taught some concepts by clients who have been in the 
treatment longer is designed to provide each client the same 
overall treatment experience regardless of which lesson is their 
first. Group TST-I-CBT sessions begin by asking group mem-
bers the following two questions: “What do you remember 
from our last session?” and “What is the cognitive-behavioral 
therapy model?” These questions help to reinforce previously 
learned concepts and skills and introduce new members to 
important concepts while modeling a sincere investment in the 
process. Group TST-I-CBT participants who have been in 
treatment for longer are frequently called upon to describe 
behaviors and reactions from a CBT vantage point. These par-
ticipants are encouraged to make themselves available to help 

newer participants with home practice of concepts and skills, 
which is assigned at the end of each session.

As detailed in Table 1, there are four modules in Group 
TST-I-CBT, each containing five one-hour sessions for a 
total of 20 sessions provided over a four-week period. In addi-
tion to the structured content at each session, Group TST-I-
CBT involves in-the-moment processing of interactions and 
dynamics while utilizing CBT constructs. For example, cli-
ents are frequently asked to process their hot cognitions as 
they arise in session. Participants apply CBT in real time and 
when they do so incorrectly, the facilitator intervenes to show 
them the errors in the application of CBT and how to over-
come said errors.

Group TST-I-CBT participants were provided with a cli-
ent manual and groups were conducted by therapists who prac-
ticed in accordance with what is outlined in the facilitators 
book. TST-I-CBT providers consulted with or were supervised 
by Dr. Reisweber (Group TST-I-CBT co-developer) and all 
received a score of “Meets Expectations” or higher on their 
biannual clinical evaluations. Group TST-I-CBT sessions 
were facilitated by licensed clinical social workers, a licensed 
clinical psychologist, psychology interns, and psychology 
externs.

After the last session of Group TST-I-CBT, participants 
were asked to complete an optional knowledge and feedback 
form. The purpose of the form was to assess group comprehen-
sion and provide feedback on the provision of Group TST-I-
CBT. Participants were instructed not to write identifying 
information (eg, name) on the form, and to return completed 
forms to their social worker prior to discharge. Responses to 
anonymous forms were entered into a spreadsheet for aggre-
gate data analysis.

Comparison group. We selected a comparison group of veter-
ans, referred to as the TAU group, who did not have Group 
TST-I-CBT yet otherwise received almost identical care to the 
Group TST-I-CBT participants. The TAU participants were 
chosen for being the most recent veterans enrolled in SAR-
RTP who did not receive Group TST-I-CBT. The TAU group 
received treatment prior to the arrival of the invention of 
Group TST-I-CBT, and thus had no exposure to the Group 
TST-I-CBT protocol. Whereas Group TST-I-CBT was 
designed to be an open group, the TAU group was an open 
group as a function of the fact that all groups in SARRTP have 
to be open groups (as is typical of “real-world” treatment pro-
grams); the TAU group was not specifically designed for open 
enrollment. Instead of receiving Group TST-I-CBT, TAU cli-
ents received a non-manualized psychoeducational group that 
consisted of reading from handouts covering various topics (eg, 
CBT concepts, such as identifying and challenging maladap-
tive thoughts and behaviors; coping skills; and communication 
patterns), followed by group discussion. Similar to the Group 
TST-I-CBT group, TAU sessions were facilitated by licensed 
clinical social workers, a licensed clinical psychologist, as well 
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as psychology and social work trainees. Aside from the change 
in the provision of Group TST-I-CBT, there were no other 
significant staffing or treatment changes for Group TST-I-
CBT and TAU participants in SARRTP. The only notable 

programmatic change was that TAU participants were more 
frequently allowed the option to obtain weekend passes, 
whereas Group TST-I-CBT participants were less likely to 
obtain weekend passes.

Table 1. Group TST-I-CBT modules, sessions, and session descriptions.33

MODULE SESSION SESSION DESCRIPTION

Cognitive 
Conceptualizations for 
Recovery

Three C’s Group members learn how their thoughts influence their feelings and how to 
change their thoughts to more accurately cope with the situation.

 Timeline Experiences Group members discuss the way experiences influence our beliefs about 
ourselves and our thinking and behavior patterns.

 Cognitive 
Conceptualizations

Group members develop an understanding of how their past experiences 
influence their current thinking and behavior patterns.

 Feedback Form Participants provide anonymous and compassionate feedback to one another 
about factors that may contribute to their relapse or an unhappy life.

 Chain Analysis Group members learn about the cycle of relapse and opportunities to stop the 
cycle. Participants learn how to use contamination thoughts to reduce cravings 
and prevent relapse.

Behavioral Interventions 
for Recovery

Challenging Automatic 
Negative Thoughts

Group members learn how to challenge negative thoughts in addition to creating 
and implementing Coping Cards.

 Activity Monitoring, 
Behavioral Experiment, and 
Activation

Group members learn about behavioral activation and its role in recovery. 
Participants also identify potential enjoyable activities.

 Deep Breathing, Guided 
Imagery, and Progressive 
Muscle Relaxation

Group members learn grounding (deep breathing, guided imagery, and body 
scanning) to help them cope with overwhelming feelings and triggers (eg, urges).

 Relapse Prevention Participants learn about their warning signs of relapse, identify actions to prevent 
relapse, and complete the Transcending Relapse form.

 Transcending Self Plan41,43 Group members learn how to problem solve by challenging negative thoughts 
and implementing behavioral activation using the Transcending Self Plan tool.

Cognitive Interventions 
for Recovery

Three C’s Group members identify how situations, thoughts, and feelings are related.

 Urge Surfing Group members gain a better understanding of urges and learn “urge surfing,” a 
technique to help people overcome urges. This model has aspects that are 
similar to DeMarce et al.26

 Chain Analysis Group members review the cycle of relapse and opportunities to stop the cycle.

 Worry Time, Thought 
Stopping, and Coping Cards

Group members are provided a general description of worry and learn how to 
use the technique “worry time.”

 Assertiveness and 
Managing Anger

Group participants explore anger and identify healthy ways to manage anger.

Obstacles to Sustained 
Recovery

Pros and Cons of Substance 
Abuse Worksheet and 
Goodbye Letter

Participants identify the positive and negative aspects of their substance use and 
are asked to write a goodbye letter to their substance(s) of choice, if they feel 
comfortable doing so.

 Ports in the Storm and the 
Role You Play

Participants recognize the importance of interpersonal relationships and finding 
meaning in recovery.

 Making Your Relationships 
Work

Participants identify ways to repair their relationships and develop healthy ones.

 Weathering Storms and 
Grounding

Participants identify ways to prepare for future hardships by determining effective 
coping methods.

 Transcending Self Plan41,43 Participants identify problem-solving options for a specific problem, thoughts/
emotions associated with the problem, and methods of coping.
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Measures

Demographics. Participants’ self-reported race/ethnicity, age, 
and sex were collected from their medical records.

Urine drug screen (UDS). Results of UDSs collected during 
treatment and within one month post-discharge were reviewed. 
UDSs were collected as part of standard care for Aftercare, other 
SUD treatment, and/or through primary care and the Emer-
gency Department. Positive UDS results included any measure 
exceeding standard thresholds for drug concentrations or exceed-
ing standard detection time given the date of intake.44,45 For 
example, a UDS indicating the presence of cocaine within 
24 hours of entry to treatment was not considered a positive 
UDS. However, if a UDS indicated the presence of cocaine 
10 days after entry into residential treatment, it was coded as a 
positive UDS given that the standard detection time for cocaine 
metabolites is two to four days.44 Positive UDS results were then 
assessed for possible false positives; for example, the antidepres-
sant sertraline can produce a false positive for benzodiaz-
epines.46,47 Prescribed medication for SUDs and other conditions 
was also accounted for in the drug screening process.

Quality of life inventory. The Quality of Life Inventory 
(QOLI) is a 32-item measure of life satisfaction and well-being 
across 16 domains (reliability = 0.80).48,49 Group TST-I-CBT 
participants were administered the QOLI at intake and upon 
discharge from SARRTP. QOLIs were not administered to the 
TAU group. Responses to the QOLI were entered into Mental 
Health Assistant, a program used by the VA system of care to 
facilitate administration and scoring of assessment measures. 
The score reports are automatically generated following the 
guidelines recommended by the test publisher.49 The score 
report includes a weighted life-satisfaction T-score, which is 
derived by multiplying the raw score within each domain by 

the relative importance of each domain. The weighted scores 
are then standardized using normative data provided by the 
publisher. A T-score of 50 is considered average, and 40 to 60 
is considered within normal range.

Treatment retention. Participants’ SARRTP completion status 
(completed or not completed) was retrieved from their medical 
records.

Knowledge and feedback form. After their last session, Group 
TST-I-CBT participants were asked to complete an anony-
mous knowledge and feedback form. Completion of this form 
was voluntary. The questions assessed their level of comprehen-
sion of the Group TST-I-CBT material and how useful, under-
standable, and helpful they found various aspects of treatment.

Data analysis plan

Chi-square analyses and independent t-tests were used to 
determine if differences existed for demographic characteris-
tics, SARRTP treatment completion, and UDS data between 
the two treatment groups. A paired t-test was used to compare 
QOLI T-scores pre- to post-treatment for Group TST-I-CBT 
participants. Descriptive statistics were used to examine Group 
TST-I-CBT participant knowledge and feedback. All analyses 
were carried out using SPSS version 24. Individuals with miss-
ing information were excluded from analyses involving that 
specific item.

Results
Sample demographics and types of SUDs at intake

As shown in Table 2, the sample was almost all male (86.8%), 
roughly half African American (51.5%) and half Caucasian 
(45.6%). The mean age was 48.9 years (SD = 13.9).

Table 2. Client demographic characteristics and types of SUDs at intake (N = 68).

VARIABLE OVERALL GROUP TST-I-CBT (N = 34) TAU (N = 34) P-VALUE

Age (Mean (SD)) 48.9 (13.9) 48.2 (15.5) 49.7 (12.3) .65

Sex (% Male) 86.8% 82.4% 91.2% .28

Race/Ethnicity (%) .47

Caucasian 45.6% 41.2% 50%

African-American 51.5% 55.9% 47.1%

Types of SUDs at Intake (%)

Alcohol 72.1% 61.8% 82.4% .06

Cannabis 25% 14.7% 35.3% .05

Stimulant 50% 47.1% 52.9% .63

Opioid 35.3% 38.2% 32.4% .61

Other 7.4% 2.9% 11.8% *

*Only n = 5 participants met criteria for an other Substance Use Disorder.
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At intake, the sample predominantly met criteria for 
Alcohol Use Disorder (72.1%), followed by Stimulant Use 
Disorder (50%), Opioid Use Disorder (35.3%), Cannabis Use 
Disorder (25%), and Other Use Disorder (7.4%). No signifi-
cant differences were found between groups for demographic 
or type of SUD variables. However, TAU clients showed trends 
toward being more likely to have an Alcohol Use Disorder 
(82.4% versus 61.8%; P = .06) and Cannabis Use Disorder 
(35.3% versus 14.7%; P = .05) at intake compared to Group 
TST-I-CBT participants.

Substance use and treatment outcomes

As shown in Table 3, compared to TAU participants, Group 
TST-I-CBT participants were significantly less likely to have 
a positive UDS during treatment (17.6% versus 0%; P = .01) 
and within one month post-discharge (50% versus 17.6%; 
P = .04). No difference in residential treatment retention was 
found between groups. Among Group TST-I-CBT clients, 
QOLI T-scores significantly increased by an average of 
14 points from pre- to post-treatment, t(15) = –3.31, P = .005, 
d = 0.83.

Group TST-I-CBT knowledge and feedback

As displayed in Table 4, Group TST-I-CBT clients displayed 
knowledge about CBT skills at the end of treatment, with 
mean correct answers across items ranging from 92% to 100%. 
These clients also rated Group TST-I-CBT as helpful, under-
standable, and useful, with mean scores ranging from 9.3 to 9.6 
(out of 10). A total of 27 of 34 clients (79.4%) provided answers 
to the questions. Clients who did not complete the form either 
declined or did not have time to complete the form at the end 
of group.

Discussion
Principal f indings

The present project was a program evaluation of Transcending 
Self Therapy: Group Integrative Cognitive Behavioral Treatment 
(Group TST-I-CBT).33 Consistent with our hypothesis, 
Group TST-I-CBT clients were more likely to have fewer 
positive UDSs during treatment and within one month post-
discharge compared to TAU clients. Group TST-I-CBT cli-
ents reported significantly improved QOLI T-scores from 
pre- to post-treatment. Additionally, Group TST-I-CBT 

Table 3. Substance use and treatment variables by treatment group.

VARIABLE GROUP TST-I-CBT (N = 34) TAU (N = 34) PHI P-VALUE

Treatment retention (% completed) 85.3% 82.4% 0.04 .74

Positive UDS during treatment (%) 0% 17.6% –0.31 .01**

Positive UDS within one month post-discharge (%)† 17.6% 50% –0.34 .04*

*P < .05.
**P ⩽ .01.
†33 clients (n  =  17 Group TST-I CBT participants and n  =  16 TAU participants) did not provide a UDS within one month post-discharge.

Table 4. Group TST-I-CBT knowledge and feedback form results (n = 27).

QUESTION TYPE RESULTS

Core beliefs are the foundational beliefs you have about yourself and the world True/False 100% answered correctly

Can you name your core beliefs? Yes/No 96% said yes

What causes your feelings? Multiple Choice 92% answered correctly

When checking your thoughts, you want to ask yourself which of the following? Multiple Choice 92% answered correctly

Your experiences cause your core beliefs True/False 92% answered correctly

Did you find grounding helpful? Yes/No 100% reported yes

Do you find deep breathing helpful? Yes/No 100% reported yes

Can you name five or more behavioral coping skills (enjoyable or distracting 
activities) to decrease the likelihood of a relapse?

Yes/No 100% reported yes

On a scale of 0 to 10, how helpful were the CBT (9:00 am) groups? 0 to 10 Mean score of 9.6

On a scale of 0 to 10, how much of the material did you understand? 0 to 10 Mean score of 9.3

On a scale of 0 to 10, how useful was the material? 0 to 10 Mean score of 9.6
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clients displayed CBT knowledge at the end of treatment and 
found Group TST-I-CBT to be helpful, understandable, and 
useful. These results suggest that it is possible to develop an 
evidence-based modular integrative CBT treatment for 
SUDs with an “open group” format that is effective in a resi-
dential setting, the first one of which we are aware. Group 
TST-I-CBT treatment can be provided in a manner that is 
consistent with real-world settings in which SUDs clients 
begin treatment at different times than others with whom 
they are in treatment.

The current findings are similar to results from a previous 
clinical trial of Individual TST-I-CBT treatment.42 Findings 
from that investigation showed that Individual TST-I-CBT 
clients were more likely to have reductions in substance use, 
decreases in depression, and trend-level increases in QOLI 
T-scores compared to TAU clients in a SUDs Intensive 
Outpatient Program.42 Our current findings, combined with 
those from the previous study, suggest TST-I-CBT is poten-
tially an effective treatment for SUD. These results provide 
further support for the continued application and investiga-
tion of TST-I-CBT as part of VAMC treatment. Our find-
ings also provide support for investigation of TST-I-CBT 
treatment effectiveness in other settings and with other SUDs 
populations.

However, unlike the previous investigation of Individual 
TST-I-CBT, we found no difference between groups for treat-
ment retention. It was previously found that Individual TST-I-
CBT clients were twice as likely as the TAU group to complete 
treatment.42 One possible reason for this inconsistency is that 
Individual TST-I-CBT study participants were enrolled in an 
intensive outpatient treatment program while the current pro-
ject focused on clients in residential treatment. Retention rates 
are higher in inpatient SUD treatment programs than outpa-
tient programs,50 possibly as a result of barriers to treatment 
(eg, transportation) that are eliminated by residential treat-
ment.51 Another possible is that the individualized attention 
provided by the Individual TST-I-CBT format was the key 
factor in increasing treatment retention.

There are several possible reasons why TST-I-CBT was 
effective. We believe that the theoretical foundation of inte-
grative-CBT, the adherence to the biopsychosocial-spiritual 
model, and the modular format in which a person can begin 
treatment at any point in the treatment sequence and receive 
the same therapeutic benefits are possibly critical elements 
explaining the potential effectiveness of TST-I-CBT. 
Consistent with our belief that the CBT component of 
Group TST-I-CBT is a likely reason why it was effective is 
the recent finding by DeMarce and colleagues28 that large-
scale training and implementation of individual CBT-SUD 
in the VA was linked with improvements in substance use 
and other outcomes (eg, quality of life).

In accordance with the biopsychosocial-spiritual model, 
TST-I-CBT therapists view their clients as needing to seek 
meaning and develop a lifestyle and sense of self that is in line 

with their moral compass. This appears to be a powerful pro-
cess that promotes recovery. For some clients, this process 
includes discussions of spiritual beliefs. Discussing spirituality 
when clinically indicated is supported by the findings of 
Martinez, Smith, and Barlow40 that clients appreciate these 
discussions. TST-I-CBT therapists also process their clients’ 
hot (emotional) cognitions52 as they arise in session. This may 
help to facilitate the identification and adjustment of maladap-
tive thinking and behavior patterns that restrict their ability to 
connect to others and develop a more meaningful lifestyle or 
occupation.

We believe the open group design is possibly central to the 
effectiveness of Group TST-I-CBT as it accommodates the 
reality of rolling admissions SUD treatment programs. Group 
TST-I-CBT allows for clients to receive the same therapeutic 
benefit regardless of starting session because the model does 
not require prerequisite knowledge at any session. Furthermore, 
the modular format was designed so that clients who have been 
in treatment longer can relay knowledge to newer clients. This 
may help to maintain the positive therapeutic benefits for all 
group members. Our belief in the importance of open SUD 
groups is consistent with a recent finding by Roos and col-
leagues31 who conducted a non-randomized open trial of roll-
ing admission MBRP in residential SUD treatment. While 
total sessions attended did not predict end-of-treatment out-
comes, attending at least two sessions predicted better mental 
health and higher mindfulness.31 Furthermore, when sequen-
tial group therapies are implemented in treatment programs 
that require open groups, participants that start in the middle 
of the sequence miss the information and skills from earlier 
sessions. These participants therefore cannot benefit from 
treatment the same way someone would who began treatment 
in the beginning of the sequence. Such changes compromise 
treatment integrity, potentially rendering treatment no longer 
evidence-based.30 However, it should be noted that these pos-
sible reasons why TST-I-CBT was effective are hypotheses 
that should be explored in future research.

Limitations

There are several limitations to the present study. First, the 
sample was exclusively veterans at one VAMC in Virginia, 
potentially limiting the generalizability of study findings. 
Virginia is one of the most religious states in the United 
States.53 This could have contributed to the success and accept-
ability of Group TST-I-CBT, which adheres to the biopsycho-
social-spiritual model.33 However, Group TST-I-CBT 
operates in a culturally sensitive way to acknowledge the need 
to better connect to others and develop a passionate pursuit 
that is in line with one’s moral compass and/or spiritual 
beliefs.33 Accordingly, being religious does not necessarily 
mean someone is more likely to benefit from this model. 
Additionally, given both the increased rates of substance use 
and problems observed among veterans2 and that Group 
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TST-I-CBT was developed at a VAMC, this appeared to be an 
appropriate initial population for evaluation of Group 
TST-I-CBT.

Second, this was a program evaluation in which clients were 
not randomly assigned to treatment groups and the data avail-
able were exclusively collected as part of standard care. As a 
result, important differences between the two treatment groups 
could have potentially contributed to our findings. For exam-
ple, we found trend-level differences between groups for preva-
lence of Alcohol Use Disorder and Cannabis Use Disorder at 
intake. Despite this limitation, this design was determined to 
be suitable for an initial evaluation of Group TST-I-CBT, 
though future randomized clinical trials would improve our 
understanding of the efficacy of this treatment.

Third, as this was a program evaluation, therapist fidelity 
was not formally assessed. However, all TST-I-CBT providers 
were supervised by or consulted with Dr. Reisweber (TST-I-
CBT co-developer). These providers all received a designation 
of at least “Meets Expectations” on their biannual clinical 
evaluations.

Fourth, there were minor programmatic changes between 
the two treatment groups. The TAU group was more frequently 
allowed the option to obtain weekend passes, whereas Group 
TST-I-CBT clients obtained passes only under special cir-
cumstances. As a result, TAU clients who had more weekend 
passes were potentially more likely to have the opportunity to 
use substances and thus have a positive UDS during treatment. 
However, the likelihood of a positive UDS within one month 
after treatment concluded would not have been impacted by 
this policy. Additionally, both the QOLI and the knowledge 
and feedback form were administered only to Group TST-I-
CBT clients, which eliminated the possibility of comparing 
results to the TAU group and raises the possibility that QOLI 
T-score changes were due to the full residential treatment pro-
gram and not just the implementation of TST-I-CBT. Beyond 
those changes, there was remarkable consistency between the 
other areas of the SUDs residential treatment program for the 
two treatment groups.

Future research

As the present study provides preliminary evidence of the poten-
tial effectiveness of Group TST-I-CBT for treating SUDs in a 
small sample of veterans, a formal randomized controlled trial 
(RCT) of Group TST-I-CBT may be warranted. An RCT 
design would increase internal validity and a larger sample size 
would allow for subgroup analyses (eg, comparing treatment 
outcomes based on the starting session or module). This design 
would also allow for the collection of additional SUD treatment 
outcome variables, which would help in evaluating the effective-
ness of Group TST-I-CBT. A randomized controlled disman-
tling study could be valuable for evaluating the contribution of 
each component of Group TST-I-CBT to the overall treatment. 
Lastly, to evaluate generalizability, future trials could include 

implementation at multiple sites and as part of different types of 
treatment programs with different populations.

Conclusion
Our investigation examined the effectiveness of Group TST-I-
CBT among veterans receiving residential SUD treatment. Key 
findings were that, compared to the TAU group, Group TST-I-
CBT clients were less likely to have a positive UDS during treat-
ment (17.6% versus 0%) and within one month post-discharge 
(50% versus 17.6%). Group TST-I-CBT clients also reported 
significantly higher QOLI T-scores from pre- to post-treatment; 
demonstrated CBT knowledge; and rated Group TST-I-CBT 
as helpful, understandable, and useful. Our results provide pre-
liminary evidence supporting the potential effectiveness of 
Group TST-I-CBT as part of SUD treatment programs. Future 
investigations into Group TST-I-CBT for the treatment of 
SUDs could include a formal RCT and implementation at mul-
tiple sites and as part of different types of treatment programs.
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