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 “Personalized medicine can only be developed when researchers 

and clinicians have information to guide treatment selection based on pre-

treatment characteristics”  

Wolitzky-Taylor, Arch, Rosenfield & Craske, 2012. Journal of Consulting 

and Clinical Psychology  
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ABSTRACT 

Cognitive behavioral therapy (CBT) has shown to be an effective psychological treatment for 

anxiety and depression disorders, showing large and moderate effect sizes compared to other 

treatments. CBT have been recommended as the first line intervention to treat anxiety and mood 

disorders. However, despite its effectiveness, some patients do not respond to treatment. Several 

efforts in clinical psychology try to explain why some people respond to treatments and others 

do not. First, since diagnostic categories do not provide information about etiological nor 

maintaining variables, not all individuals receiving the same diagnosis necessarily constitute a 

homogeneous category and share the same maintenance variables, as there might be different, 

not yet identified, causal processes. Second, categorical systems for classifying mental disorders 

do not reflect the dimensional nature of disorders, leading to high levels of comorbidity. The 

development of transdiagnostic psychological treatments identifying psychological processes 

common to different diagnostic categories represents an alternative to address the above 

difficulties. The most widely investigated treatment is the Unified Protocol for transdiagnostic 

treatment of emotional disorders (Barlow et al., 2017; Bullis, Fortune, Farchione, & Barlow, 

2014; Farchione et al., 2012). One possible step forward in the design of more individualized 

treatments, would be matching specific modules aimed at particular causal processes to 
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individual needs. One challenge is the development of a methodology to identify and measure 

individual transdiagnostic processes. Another challenge is the validation of an emotional 

processing profile approach to identify a methodology to classify patients depending on their 

reactions threatful stimulus. 

The present dissertation has three main goals. First, to evaluate the effects of specific 

modules of the UP matched to specific transdiagnostic individual characteristics on measures of 

specific common processes and measures of emotional disorder. Second, to evaluate the 

differential response of individuals with different patterns of emotional processing (top-down, 

bottom-up or mixed) to each treatment condition. Third, to validate the Multidimensional 

Emotional Diagnostic Inventory (MEDI) in the Colombian context to identify transdiagnostic 

individual characteristics. 

 For the fulfilment of the first aim the differential effects of specific modules of the UP 

was evaluated through a single case experimental design (SCED) in 12 patients with mixed 

anxiety and depression disorders. Individual emotional processing styles were established 

through self-report measures and functional analysis yielding three profiles: bottom-up, top-

down and mixed. Three different experimental conditions were established on the basis of  type 

and order effect of specific modules: (1) Baseline (BL) - Psychoeducation (PE) - Emotional 

Awareness (EA) - Exposure (EX); (2) BL- PE – Cognitive Reappraisal (CR) -EX; (3) BL  - PE – 

EX. Individuals depicting each emotional processing profile were matched to each of the 

experimental conditions to balance for individual differences, in order to assess differential 

response to specific modules. Results suggest that cognitive reappraisal and emotional awareness 

modules of the UP may be more specific as they trigger specific transdiagnostic processes 

depending on emotional processing profile of patients. For the MEDI validation, an 808-
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community sample was analyzed using Exploratory Structural Equation Modeling (ESEM). 

Results shown a good model fit of a 48-item MEDI version with eight dimensions This 

dissertation could lead to a better understanding of mechanisms of change in transdiagnostic 

treatments as the UP. Also, may contribute to the development of a classification system based 

on emotional processing profiles facilitating clinical judgment in the assignment of modular 

treatments and targeting the lack of specificity of psychological treatments. Finally, the current 

results contribute to the creation of the first Colombian validated version of a multidimensional 

transdiagnostic measure for emotional disorders 
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INTRODUCTION 

Cognitive behavioral therapy (CBT) has shown to be an effective psychological treatment 

for anxiety and depression disorders, showing large and moderate effect sizes compared to 

other treatments (Bandelow, Reitt, Rover, Michaelis, Gorlich, Wedekind, 2015; Hofmann, 

Asnaani, Vonk, Sawyer, & Fang, 2012). CBT have been recommended as the first line 

intervention to treat anxiety and mood disorders (American Psychiatric Association, 2017; 

National Institute of Mental Health, 2017). Like other pharmacological and psychological 

interventions (Burghardt, Sullivan, McEwen, Gorman, & LeDoux, 2004; Cheniaux, 

Zusman, de Freitas, de Carvalho, & Landeira-Fernandez, 2011; Pierz & Thase, 2014; 

Segool & Carlson, 2008; Wada, 2000) Despite its effectiveness, some patients do not 

respond to treatment (Thompson et al., 2014): 34 – 36% of patients who receive CBT as a 

treatment for anxiety disorders (Steven Taylor, Abramowitz, & McKay, 2012), and 45 – 

50% for Mayor Depression Disorder (MDD) do not respond (Loerinc, Meuret, Twohig, 

Rosenfield, Bluett & Craske, 2015). Moreover, relapse in anxiety and mood disorders is 

estimated in average at around 40% (Ginsburg et al., 2014; Heldt et al., 2011; Layard, 

2006). Three possible explanations from clinical science and neuroscience could be 

examined. 

 First, since diagnostic categories do not provide information about etiological nor 

maintaining variables (American Psychiatric Association, 2013; Kupfer, First, & Rieger, 

2002), not all individuals receiving the same diagnosis necessarily constitute a 

homogeneous category as they do not share the same maintenance variables nor the same 

mechanisms, and there might be different, not yet identified, causal processes. Therefore, 
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the same diagnosis-driven intervention without addressing specific individual factors, may 

differentially affect individuals in the same diagnostic category.  

 Second, categorical systems for classifying mental disorders do not reflect the 

dimensional nature of disorders, leading to high levels of comorbidity (Brown, Campbell, 

Lehman, Grisham, & Mancill, 2001; Craske, Farchione, Allen, Barrios, Stoyanova & Rose, 

2007). In fact, empirical research has shown commonalities rather than differences among 

emotional disorders (Bernstein et al., 2010; Broman-Fulks et al., 2010; Brown & Barlow, 

2005, 2009). Additionally, current trends in the study of psychopathology emphasize the 

need to use classification methods based on causal and high order processes (Kotov et al., 

2017). Regarding the limitation of categorical classification of mental disorders, individuals 

with different diagnoses have shown to respond similarly to the same treatment while 

individuals with the same diagnosis may respond differently to the same intervention. One 

clear example is the mix effect of Serotonin Selective Reuptake Inhibitors (SSRI) for 

anxiety and depression disorders (Hetrick, Purcell, Garner, & Parslow, 2010; Pierz & 

Thase, 2014) suggesting similar neurobiological mechanisms. Likewise, cognitive 

interventions have shown to be effective with a variety of diagnoses like panic disorder, 

Major Depressive Disorder (MDD and social anxiety disorder (SAD) (Clark & Beck, 2010; 

Clark & Beck, 2010). Furthermore, the same intervention may have different effects in the 

same diagnostic category. For example, in anxiety disorders, cognitive restructuring 

techniques are more effective in social anxiety than in specific phobias (Barlow, 2014). 

This may suggest that the same processes may give rise to different clusters of reactions 

making difficult to apply psychological treatments to specific diagnostic categories.  

The above difficulties have given rise to common processed based, transdiagnostic 

approaches. Transdiagnostic models in psychopathology are intended to be applicable 
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across principal anxiety and depressive diagnoses, as well as with comorbid anxiety 

(Norton & Paulus, 2017). Specifically, transdiagnostic models in psychopathology aimed at 

psychological processes common to different diagnostic categories represent an alternative 

to categorical classification and comorbidity problems (Brown & Barlow, 2009; Mansell, 

Harvey, Watkins, & Shafran, 2008; McLaughlin & Nolen-Hoeksema, 2011; Norton & 

Paulus, 2017; Rosellini et al., 2015). Even though the term “transdiagnostic” has been used 

with different meanings (Sauer-Zavala et al., 2017), transdiagnostic models have given rise 

to the development of interventions targeted to maintaining factors which are common to 

different diagnostic categories rather than to specific diagnostic categories (Barlow et al., 

2011; Fairburn et al., 2015; Norton & Paulus, 2017). One of the most widely investigated 

transdiagnostic interventions is the Unified Protocol for transdiagnostic treatment of 

emotional disorders, UP (Barlow et al., 2011; Ellard, Fairholme, Boisseau, Farchione, & 

Barlow, 2010; Farchione et al., 2012).  

 One possible step forward in the design of more individualized treatments, would be 

matching specific modules aimed at particular causal processes to individual needs. Even 

though, modular treatments have been proposed (Chorpita, Daleiden, & Weisz, 2005; 

Murray et al., 2013) they are still based on specific problems and symptoms, rather than on 

transdiagnostic causal processes. The design of modular treatments based on 

transdiagnostic causal processes would then be a promising area of research and further 

development of individually tailored intervention. 

However,  as most assessment instruments have been focused on diagnostic 

categories rather than on transdiagnostic mechanisms, in order to answer the question on 

how individuals may respond differently to the same specific intervention based on their 

emotional processing profile, the first challenge is to design a methodology to identify and 
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measure individual transdiagnostic characteristics. Recently, several measures addressing 

specific transdiagnostic characteristics have been developed: Intolerance to Uncertainty 

(Einstein, 2014; Freeston, Rheaume, Letarte, Dugas, & Ladouceur, 1994), Anxiety 

Sensitivity Index (McNally, 1996; Taylor, 1999) and Ruminative Response Scale 

(Carleton, Norton, & Asmundson, 2007; Deacon, Abramowitz, Woods, & Tolin, 2003; 

Nolen-Hoeksema, 1991). However, there are not as yet specific instruments addressing 

emotional processing styles. Therefore, the development and validation of an instrument 

identifying emotional processing profile would be necessary in order to determine 

differential responses to psychological interventions addressing different transdiagnostic 

processes.  

The Multidimensional Emotional Diagnostic Inventory (MEDI) was developed not 

only to assess dimensionally the phenotypes and vulnerabilities related with emotional 

disorders, but also to reduce the burden of completing different self-report questionnaires 

that assess independently the symptoms and processes involved in one or more emotional 

disorders (Rosellini, 2013; Rosellini & Brown, in press). The MEDI could have a potential 

utility for identifying the specific phenotypes and vulnerabilities maintaining the emotional 

disorders, leading to targeted treatments.    

Considering this background, the present dissertation has three main goals. First, 

evaluate the differential effects of specific modules of the UP through a single case 

experimental design (SCED) in 12 patients with mixt anxiety and depression disorders. 

Second, to evaluate the differential response of individuals with different patterns of 

emotional processing (top-down, bottom-up or mixed) to each treatment condition. Third, 

to validate the Multidimensional Emotional Diagnostic Inventory (MEDI) in the 

Colombian context to identify transdiagnostic individual characteristics. 
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Theoretical Background 

Limitations to the currents classification systems in psychopathology 

Classification  

The dominant systems for classifying psychological disorders are the Diagnostic and 

Statistical Manual for Mental Disorders (DSM-5; American Psychiatric Association, 2013) 

and the International Classification of Diseases (ICD-11; World Health Organization, 

2018). Classification systems provide advantages in terms of the use of a common language 

among mental health professionals, researchers and clinicians. In the same way, 

classification systems helps to find literature about different psychopathologies based on 

diagnostic labels in the data bases (Harvey, Watkins, Mansell, & Shafran, 2004).  

 Nonetheless, classification systems have several disadvantages. First, when 

assigning a diagnosis people can be stigmatized and experience discrimination across 

different contexts  (Harvey et al., 2004). Second, diagnostic categories are limited in terms 

of the problematics of the patients, so a diagnosis does not include their entire clinical 

reality. Third, categorical systems of diagnostics do not give information about the causes 

nor etiology of psychopathologies because are based on clusters of symptoms. In the same 

way, as they do not gives information about causal variables neither has treatment 

implications (Mansell et al., 2008). Four, the classification of mental disorders is done 

using discrete categories with arbitrary cut-offs points leading to problematic distinctions 

between “normal” and “abnormal behaviors”. Those are not the only limitations of the 

categorical classification. In fact, the most discussed limitations are related with the 

comorbidity problem, homogeneous assumption and reliability of categorical 
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classifications. Throughout the next sections those problems will be explain with their main 

controversies in the context of psychological disorders.  

Comorbidity and the problem of the categorical classification.   

One limitation of categorical approaches to classification relates to high levels of 

comorbidity between anxiety disorders and major depression disorders (MDD). (Arch et al., 

2012; Kircanski, Lemoult, Ordaz, & Gotlib, 2017; Mineka, Watson, & Clark, 1998). 

Although each disorder has distinct manifestations, as well as different triggers, research in 

psychopathology has established that there are similar etiological, vulnerability, and 

maintenance factors in all emotional disorders (Beck & Bredemeier, 2016; Brown & 

Barlow, 2009; Brown et al., 1998; Clark & Beck, 2010; Rosellini et al., 2015; Rosellini & 

Brown, 2014). The observed high comorbidity between emotional disorders, as well as the 

similarities in their vulnerability and maintenance factors, suggest limited differences 

between them. Specifically, 55% of patients diagnosed with an anxiety or MDD disorder 

have at least one other anxiety or mood disorder at the time of assessment (Brown & 

Barlow, 2009). Similarly, the probability that a person who has an emotional disorder has 

another anxiety or mood disorder throughout their life increases to 76% (Bolton et al., 

2014). The categories that have more frequent comorbidities are post-traumatic stress 

disorder (PTSD), MDD and generalized anxiety disorder (GAD) (Kircanski et al., 2017; 

Mineka et al., 1998). 

Comorbidity between these disorders might be related to their similar shared 

vulnerability or maintenance factors (Barlow et al., 2004). Research suggests that  

comorbidity between social anxiety disorder (SAD) and MDD could be related to a 

dimension of vulnerability that both share such as neuroticism or negative affect  (Barlow, 

Sauer-Zavala, Carl, Bullis, & Ellard, 2014; Griffith et al., 2010; Paulus, Vanwoerden, 
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Norton, & Sharp, 2016). Similarly, comorbidity between panic disorder (PD) and PTSD 

has been explained by both presenting a high physiological activation, a factor that could 

make a person with PTSD more vulnerable to PD or vice versa (Brown & McNiff, 2009). 

Also, it has been shown that people with GAD have a 90% chance of developing MDD at 

some point in their lifetime (Mineka et al., 1998).  

One limitation of the DSM classification is that it conceptualizes emotional 

disorders as qualitatively different, even though literature strongly suggest they have 

similar etiological, acquisition and maintenance factors (Brown & Barlow, 2009; Rosellini 

et al., 2015). Moreover, this classification system is of limited utility for treatment. Since 

different emotional disorders are strongly associated and share similar factors, the selection 

of treatment should not follow a categorical classification, but rather depend on common 

causal processes. Furthermore, risk factors should be linked to specific therapeutic 

strategies (Craske, 2017). For example, patients with problems in over general memory 

should receive specific training in consolidate memories (Hitchcock, Werner-seidler, 

Blackwell, & Dalgleish, 2017), or patients with attentional bias toward threat stimulus, 

should receive specific skills in attentional bias modification (Macleod & Mathews, 2012). 

This approach leads to greater treatment specificity (Rosellini et al., 2015) because it can 

identify the risk factors or critical processes and suit the targeted treatment strategies 

without using general treatments to diagnostic categories which are heterogeneous (Craske, 

2017). In summary, given the high comorbidity between emotional disorders, and common 

factors between them, categorical classification of emotional disorders and their treatments 

based heavily on such classification, should take into account dimensional factors at play 

on emotional disorders instead of focusing simply in diagnostic classification.  
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First, this classification considers the symptoms but not the maintaining, nor 

etiological factors. Moreover, the categorical approach assumes that there must be different 

treatments for each disorder separately (Rosellini et al., 2015). Second, classification 

systems are based on groups of symptoms but not on causal relationships, which hinder 

clinical decisions in cases where comorbidities are present between disorders (Todd J. 

Farchione & Bullis, 2014). In addition, classification of clusters of reactions in different 

disorders imply that treatments should be aimed at each disorder independently, without 

taking into account the transdiagnostic factors or common elements that they share (Craske, 

2017).  

Diagnostic Validity and Reliability  

In general, the reliability estimates are favorable in most anxiety and mood disorders 

(Brown, Di Nardo, Lehman, & Campbell, 2001). However, as Brown and Barlow (2009) 

explain, some studies shown problems related with diagnostic disagreements. In some 

cases, there are differences in reports given by patients with their interviewers. In other 

cases, interviewers disagree whether the symptoms manifested by patients are enough to 

cause sufficient interference and distress to satisfy the threshold for a clinical disorder 

according to DSM criteria. Even more, related with comorbidity, interviewers disagree 

whether symptoms are attributable to a co-occurring disorder. The limitations mentioned 

had open new proposals in psychopathology and epidemiology that try to solve those 

issues. The next section will be focus on a general description of the alternatives to current 

classification systems.  

Alternatives to current classification systems 

Research Domain Criteria project: following the way of a dimensional classification 
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The general dissatisfaction with current methods of classification of psychological 

disorders has led to a new proposal from the former Director of NIMH: the Research 

Domain Criteria (RDoC) (Insel et al., 2010; Kotov et al., 2017). This project create a 

framework for research on pathophysiology hoping that, in the future, will lead 

classification of mental disorders classifying mental disorders with an emphasis on the 

underlying mechanisms rather than symptoms (Insel et al., 2010). The main purpose of 

RDoC is to provide researchers and clinical practitioners with a better match between 

research findings and clinical decisions making (Lilienfeld, 2014). That is, to promote a 

development of an interdisciplinary science of psychopathology that consist of dimensional 

constructs integrating elements of psychology and biology, especially neuroscience and 

genetics (Kozak & Cuthbert, 2016). The RDoC is also an initiative of evidence-based 

medicine to target and identify phenotypes, psychophysiological variables and 

psychobiological markers for mental disorders (Lilienfeld, 2014; Maestripieri & Lilienfeld, 

2016), including psychological constructs or concepts, human behavior and functioning, 

and units of analysis (molecular, genetic, neurocircuit) (Fluyau, 2018). 

RDoC classification rests on three assumptions. First, RDoC framework 

conceptualizes mental illness as brain disorders (Insel et al, 2010). However, it does not 

mean that mental disorders are caused by brain damages, as in neurological illness, but are 

mediated by circuits in the brain (Sanislow et al., 2010). Second, RDoC recognize the 

importance of clinical neuroscience tools such as electrophysiology or neuroimaging to 

identify neural dysfunctions (Kozak & Cuthbert, 2016). Third, the RDoC framework 

assumes that data from genetic and clinical neuroscience will show the specificity of certain 

markers of symptoms and processes, leading to a better clinical management (Beauchaine 

& Thayer, 2014; Milad, Rosenbaum, & Simon, 2014).  
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The RDoC project recognizes the several limitations of classic categorical 

classification systems (DSM and the ICD) which includes (but is not limited to) a focus on 

identifying symptoms (Brown, Di Nardo, Lehman, & Campbell, 2001; Brown & Barlow, 

2005), the extensive comorbidity (Cramer, Waldorp, van der Maas, & Borsboom 2010; 

Vaidyanathan, Patrick, & Iacono, 2011), the imposition of a categorical measurement 

model (Haslam, Holland, & Kuppens, 2012), inadequate construct validity (Brown et al., 

1998; Rosellini et al., 2015), heterogeneity (Galatzer-Levy & Bryant, 2013) and not 

otherwise specified diagnosis (Westen, 2012). The current systems of classification and 

diagnosis are far from optimal, mainly because they are mostly descriptive rather than 

explanatory (Lilienfeld, 2014). Despite the RDoC project eventually could help identifying 

the processes affected in a particular disorder leading to new targeted treatments, it is not 

expected to replace the DSM or ICD (Hofmann, 2014; Insel et al., 2010; Lilienfeld, 2014; 

Vanden et al., 2017) at least in the near future. Instead, RDoC can be seen as a 

complementary tool that helps clinicians to understand the particularities of specifics 

problematics, facilitating the treatment decision process and hopefully solving must of the 

issues of current classification systems (Buff et al., 2016; Sharp, Miller, & Heller, 2015; 

Zilverstand, Parvaz, & Goldstein, 2017).  

Indeed, the current limitations in the classification systems has led to a new 

understanding of psychopathology. RDoC brings a new framework to conceptualize 

emotional disorders from different perspectives and levels of analysis. However, RDoC 

major concern is in the basics biological processes but its coverage of clinical phenomena is 

neither highly detailed nor comprehensive, making it limited to clinical use. For that reason, 

experts in clinical psychology postulate another alternative model to classify psychological 

disorders with an intent to be more useful in clinical context.  
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The Hierarchical Taxonomy of Psychopathology (HiTOP): A dimensional alternative 

to traditional nosologies. 

The Hierarchical Taxonomy of Psychopathology (HiTOP) consortium brings together a 

group of clinical researchers who aim to develop an empirically driven classification 

system based on advances in quantitative research on the organization of psychopathology 

(Kotov et al., 2017). The HiTOP approach has three main objectives. First, integrate 

psychopathology research generated in recent years. Second, produce a system that reflects 

a synthesis of existing studies. That means, build a model which integrates dimensional 

analysis to current diagnosis. The main reason for articulating the HiTOP system is to 

facilitate translation of findings on quantitative classification to other research areas and to 

clinical practice. To that end, and in third place, this model also seeks to identify measures 

that can be used to assess HiTOP dimensions. Moreover, it is expected that this system will 

stimulate and guide a new classification system. the HiTOP is a useful tool for testable 

hypotheses that would encourage exploration in psychopathological mechanisms rather 

than constrain it.  

HiTOP taxonomy respond to some of the classification limitations of the DSM and 

the ICD. Despite their substantially refined psychiatric classification, reduced national 

variations in prevalence estimates, improved the diagnostic process, and provided a 

common language for the field (Kendell & Jablensky, 2003), these classification systems 

also have significant limitations that has been explained previously and can be summarized 

in fifth reasons.  

First, these traditional systems consider all mental disorders to be categories, 

whereas the evidence to date suggests that psychopathology exists on a continuum with 
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normal-range functioning; in fact, not a single mental disorder has been established as a 

discrete categorical entity (Kotov et al., 2017). Second, as arbitrary categories are built to 

fit with dimensional phenomena, traditional diagnoses generally show limited reliability 

(Chmielewski, Clark, Bagby, & Watson, 2015; Markon, 2013). For example, the DSM–5 

Field Trials found that 40% of diagnoses did not meet even a relaxed cutoff for acceptable 

interrater reliability (Regier et al., 2013), although the same disorders often showed 

excellent reliability when operationalized dimensionally (Markon et al., 2011; Shea et al., 

2002). Third, many existing diagnoses include multiple pathological processes, showing 

heterogeneous rather than homogeneous processes (Clark, Watson, & Reynolds, 1995; 

Hasler, Drevets, Manji, & Charney, 2004; Zimmerman, Ellison, Young, Chelminski, & 

Dalrymple, 2015). Traditional taxonomies attempt to address heterogeneity by specifying 

disorder subtypes. However, most subtypes have been defined rationally rather than being 

derived from structural research, and fail to demarcate homogenous subgroups (Watson, 

2003a). Fourth, comorbidity that is the co-occurrence among psychopathologies, is one of 

the most common problems in clinical and community samples (Andrews, Slade, & 

Issakidis, 2002; Bijl, Ravelli, & van Zessen, 1998; Brown, Campbell, Lehman, Grisham, & 

Mancill, 2001; Grant et al., 2004; Kessler, Chiu, Demler, Merikangas, & Walters, 2005; 

Ormel et al., 2015; Teesson, Slade, & Mills, 2009). Comorbidity complicates research 

design and clinical decision-making, and in terms of nosology suggest that several 

diagnoses share high-order variables. Fifth, many patients meet criteria for any disorder, 

even if the person does not manifest significant distress or impairment. The DSM–5 tries to 

address this problem by providing Other Specified/Unspecified (previously Not Otherwise 

Specified) categories (APA, 2013). More important, these cases represent a shortcoming of 

the current system, as such diagnoses provide little information (Kotov et al., 2017). 
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HiTOP model has several limitations that are clearly summarized in three parts by 

Rosellini and Brown (2019). First, a lot of internalizing components and traits reflect 

circumscribed features of specific emotional disorders, leading to a limited clinical utility. 

Second, HiTOP components and traits cannot be measured using a single assessment tool 

leading to several specific questionnaires to capture the dimensions. This problem as the 

first one, makes difficult to use it in clinical practice. Third, HiTOP does not operationalize 

nor integrate any diagnostic category in dimensional conceptualizations. Summarizing, 

HiTOP is a valuable theoretical approach to integrate psychopathological findings but 

currently is limited in its clinical use.  

Dimensional and Higher Order Model Classification 

The limitations of the diagnostic classification systems have been recognized for many 

researchers and clinicians, leading to new proposals of dimensional classification. One of 

the alternative models that represent this conceptualization is the higher order model. This 

model has as its main characteristic the use of biologically and environmentally constructs 

(e.g., temperament, personality) to explain the acquisition of psychopathology as a result of 

biological and psychosocial diathesis (Barlow, 2002; Clark, Watson, & Mineka, 1994; 

Mineka & Zinbarg, 2006). Then, this model incorporate two key genetically based core 

dimensions of temperament in the etiology and course of emotional disorders: 

neuroticism/negative affectivity and extraversion/positive affectivity (Brown & Barlow, 

2009). There is a growing evidence indicating the strongly hereditable tendency and 

stability over time of these dimensions (Brown & Barlow, 2009; Clark et al., 1994; 

LaSalle-Ricci et al., 2006; Naragon-Gainey, Gallagher, & Brown, 2013; Rosellini & 

Brown, 2014). Summarizing, this approach includes neuroticism/negative affect as 
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etiologically relevant to the full range of emotional disorders and extraversion/positive 

affect as a more specific dimension to the development of MDD, SAD and mania. This 

dimensional approach also corresponds with Gray’s studies which founds similarities in the 

constructs of neuroticism/negative affect with behavioral inhibition and 

extraversion/positive affect with behavioral activation (Barlow, 2002; Brown, 2007).  

Recognizing the limitations of the currents classification systems (e.g., comorbidity, 

categorical classification), Brown and Barlow (2009) develop a ten transdiagnostic 

dimensional model for emotional disorders. This hybrid dimensional-categorical profile 

approach includes the research and factors associated with the developmental, expression, 

maintenance and treatment of emotional disorders (Rosellini & Brown, in press). This 

model includes two high-order dimensions (neurotic temperament and positive 

temperament) that has a strong genetically base. Both are variables associated with a course 

of numerous emotional disorders and related symptoms (Brown et al., 1998; Brown & 

Barlow, 2009; Rosellini et al., 2015; Sharp et al., 2015). This proposal also includes several 

lower-order transdiagnostic phenotypes to specify the nature of the problem and facilitate 

the treatment planning: depress mood and mania, autonomic arousal, somatic anxiety, 

social anxiety, intrusive cognitions, traumatic re-experimentation and avoidance. The 

parsimony of this model and its clinical utility was demonstrated on two studies where 

treatment decisions based on the score of dimensions correspond with positive outcomes on 

the same dimensions and other self-report questionnaires (Rosellini & Brown, 2014). In 

fact, after doing latent class analysis this model shows convergent validity with current 

DSM diagnosis identifying similar “profile types” (Rosellini et al., 2015).  

Moreover, recognizing the clinical and theoretical utility of this approach, new 

questionnaires that assess the high-order and low-order dimensions have been proposed 
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(Rosellini, 2013; Rosellini, in press). In fact, when comparing the different alternative 

classification systems, the Brown and Barlow (2009) is the only one that has a clear 

implication for treatment planning and opens the door for new dimensional questionnaires. 

Those measures (e.g., MEDI) inform about the core transdiagnostic dimensions associated 

with the acquiring and maintaining of emotional disorders without administrating several 

battery questionnaires about specific disorders or symptomatology.  

Transdiagnostic approaches: An alternative to diagnostic models 

Research on cognitive behavioral processes in psychological disorders is currently 

dominated by a ‘disorder-focus’. Researchers have tended to target one specific disorder 

and have tried to understand their etiology, maintenance and develop more effective 

strategies to treat the disorder. This approach has greatly advanced our understanding of, 

and ability to treat, several psychological disorders (Clark and Fairburn 1997). However, it 

is notable that this work is often done in relative isolation from parallel work on other 

psychological disorders. A striking trend to emerge from the disorder-focused research is 

the marked similarity in the cognitive behavioral processes identified as important across 

the different psychological disorders (Harvey et al., 2004).  

 Cognitive behavior therapy is now the treatment of choice for many psychological 

disorders (Nathan & Gorman, 2002). To date, the field has progressed largely by adopting a 

“disorder–focused” approach. This approach has been hugely successful in generating a 

large body of research, as well as effective treatments, for a range of specific disorders. 

However, there are at least three advantages to also adopting a transdiagnostic approach. 

First, it may help to understand why so many psychological disorders are comorbid. 

Indeed, the evidence suggests that around half of all psychological disorders are comorbid 
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(Kessler, Chiu, Demler, & Walters, 2005).Furthermore, the evidence suggests that when 

one disorder is treated with cognitive behavior therapy, the comorbid disorders that are not 

the specific target of the intervention improve (e.g., Brown, Antony & Barlow, 1995; Tsao, 

Mystkowski, Zucker, & Craske, 2005). One possible explanation for these two sets of 

findings is that the processes that maintain one disorder also maintain the comorbid 

disorders. In other words, they are transdiagnostic processes. 

 A second advantage of a transdiagnostic approach is that it may help the continued 

generalization of knowledge from established models of psychological disorders to new 

disorders that are yet to be fully investigated. For example, early advances in the theory and 

treatment of OCD (Salkovskis, 1985) and PD (Clark, 1986) are evident in recent advances 

in the theory and treatment of psychosis (Morrison, Haddock, & Tarrier, 1995), insomnia 

(Harvey, 2002) and bipolar disorders (Mansell, Morrison, Reid, Lowens, & Tai, 2007). 

Consequently, a transdiagnostic perspective will lead to the more rapid transfer of advances 

to a broader range of disorders.  

The third advantage of a transdiagnostic approach is that it might eventually lead to 

treatment components that are effective across a wide range of disorders. Already, certain 

therapies seem to be developing this promise, including Attentional Training (ATT, Wells 

& Mathews, 1994), mindfulness training (Baer, 2003), Acceptance and Commitment 

Therapy (ACT; Hayes, Luoma, Bond, Masuda, & Lillis, 2006) and a Unified Treatment for 

emotional disorders (Barlow, Allen, & Choate, 2004). 

Process-Based Approach 

Hayes and Hofmann (2018) recognized the enormous contribution that cognitive, 

behavioral, acceptance, mindfulness and related therapies, has done in the development of 
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psychological treatments for most of psychopathologies. In fact, they think that the 

question once Eysenck asked about the efficacy of psychological treatments is no longer 

the focus of clinical psychology. Instead, the important question is about how 

psychological treatments work, that is a question about mechanisms and not about efficacy. 

In this context, the process-based CBT approach assume that effective therapy may change 

the structure of the network from a pathological to a nonpathological state by targeting core 

processes. The possibility of combining strategies, such as RDoC, functional analysis, the 

complex network approach, and longitudinal design, allows researchers making progress in 

identifying the core processes of change in psychotherapy and psychological intervention 

(Hayes et al., 2006). In fact, researchers are trying to identify the components and processes 

across psychological treatments (e.g., Levin, Hildebrandt, Lillis, & Hayes, 2012). As Hayes 

and Hofmann (2018) said, the goal is to learn which core biopsychosocial processes should 

be targeted with a given client who has a given goal in a given situation, and then to 

identify the component methods most likely to change those processes. That implies a 

detachment of the traditional classification systems and a focus on the psychological 

process and not in the symptoms or diagnostic criteria: 

The identification of core processes in psychotherapy will guide psychotherapists 

into the future. These processes will allow us to avoid the constraints of treatment 

protocols based on a rigid and arbitrary diagnostic system and will directly link 

treatment to theory. This vision is what animates the present volume—that is, 

creating a more process-based form of CBT and evidence-based therapy. This 

vision pulls together many trends that already exist in the field and builds on the 
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strengths of the many traditions and generations of work that make up the cognitive 

and behavioral approaches to therapy (Hayes & Hofmann, 2018. Pp. 18). 

Clearly a process-based approach has more similarities than differences with the 

transdiagnostic approach. First, both recognized the limitations of the traditional 

classification systems (e.g., DSM of ICD) and even more, the biomedical model that focus 

the treatment on the symptoms and not in the core processes of disorders. Second, a focus 

on maintaining factors facilitates treatments in case of comorbidity, a common 

characteristic of psychological disorders (Brown, Campbell, et al., 2001; Mineka, Watson, 

& Clark, 1998; Tsao, Mystkowski, Zucker, & Craske, 2002). Third, researchers can 

identify the core processes or higher order factors that maintain psychopathological 

responses, leading to new proposals of treatments that target this processes (Barlow et al., 

2017; Barlow, 2011). Possibly, the main difference between both approaches is the clear 

clinical application of the transdiagnostic, while the process-based is, for now, more 

descriptive in terms of the psychological processes involved in CBT interventions.  

The description about the classification characteristics, limitations and the new 

alternatives to classic categorical systems are valuable to all psychological disorders. 

However, most research have been focused on anxiety and mood disorders. That is not only 

because their high comorbidity, but also because their prevalence rates around the world. 

Therefore, it is important to define what are emotional disorders and describe their 

characteristics.  

Emotional Disorders: Processes and common factors 



 
 

36 
 

Emotions are characterized by changes in physiology, subjective experience, and behavior 

in response to an activating event (Gross, 2015; Bullis et al., 2019; Lewis, Haviland-Jones 

& Barret, 2008). Emotions are different from affect, which is a general term that refers to 

emotions, moods, and stress responses. Also, emotions are different from mood, which is 

last longer and a more generalized state that usually occurs without a specific cause (Gross, 

2015). Emotions are subjective experiences strongly associated with action tendencies and 

facial expressions (Gross et al, 2011). Specific emotions are also associated with specific 

behaviors, as in fear which presents fight, flight, freeze responses, or in sadness emotions 

with slumped body posture or withdraw behaviors. Finally, emotion regulation refers to 

“the goal-driven process of influencing the intensity, duration, or quality of a current or 

future emotion, and can be either automatic or effortful in nature” (Bullis et al, 2019. Pp. 

2). 

Emotional disorders, as a whole, comprise a number of disorders that are associated 

with intense emotional states that generate an interference in patient’s everyday lives during 

a long period of time (Barlow, Allen, & Choate, 2004). Disorders such as anxiety, MDD, 

obsessive compulsive disorders or post-traumatic stress disorder are usually classified 

within this category due to their highly emotional valence.  

Emotions have played an important role in the evolutionary process of humans, 

facilitating their adaptation to different environments through behaviors that favor the 

survival of individuals (Clark & Taylor, 2009; Izard, 2013; Izard 1992). These behaviors 

are known as Emotional Drive Behaviors (EDB) and naturally occur in response to 

emotional states helping the individuals to adapt to a specific demands situation (eg, anger, 

fear, anxiety, sadness, etc.) (Barlow, 2002; 2011). However, when EDBs occur at 

inappropriate times, such as context in where there are no danger or stressful situations, 



 
 

37 
 

they can contribute to emotional disorders (Barlow, 2002). The way in which emotional 

disorders manifest in individuals depends on genetic (Clark, 2005; Krishnan & Nestler, 

2008; Zannas & West, 2014), psychological (Chorpita & Barlow, 1998) and environmental 

vulnerabilities (Zannas & West, 2014). Both anxiety and depressive disorders have a 

negative impact on patients quality of life (Kohn, Saxena, Levav, & Saraceno, 2004; 

Murray et al., 2013) affecting their self-esteem (Dichter, Felder, & Smoski, 2010), 

generating suffering, unhappiness and increasing suicide probability (Bash, 2008). 

The prevalence of emotional disorders has increased significantly in recent years. 

Specifically, between 1990 and 2013, the number of people suffering from anxiety and 

depression disorders has increased by 50%, from 416 to 615 million people affected in the 

world (WHO, 2017). In Colombia, results from the most recent national survey of mental 

health showed that anxiety and depression disorders are the most prevalent mental issues, 

regardless of the socio-economic status, age or region (Gomez-Restrepo, 2015). For this 

reason, it is important to develop research that provides information on the etiology of these 

problems, as well as on the potential treatments use to treat these disorders. In fact, the 

World Health Organizations intends to reduce the prevalence of anxiety and depression 

disorders to one third by 2030 (WHO, 2017). 

Despite the huge number of publications using the term emotional disorders, there 

has not been defined until recently (Bullis, Boettcher, Sauer‐Zavala, & Barlow, 2019). 

According to the definition used by Bullis and their colleagues, any disorder could meet the 

category of emotional disorders if meets the following criteria: first, the disorder is 

characterized by the experience of frequent and intense negative emotions; second, there is 

an aversive reaction to the emotional experience itself that is driven by the individual's 

diminished sense of control and negative appraisal of the emotion; and third, the individual 
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engages in efforts to dampen, escape, or avoid the emotional experience, either 

preemptively or in reaction to the onset of a negative emotional state (Bullis et al., 2019).  

Common processes in emotional disorders  

Emotions and the primacy of affect/cognition. The discussion about the order in which 

the emotional response occurs is not new (Barlow, 2002). In fact, Zajonc reiterated that 

affect and cognition are under the control of separate and partially independent systems 

(Zajonc, 1980, 1984), an idea that has received experimental support in experimental 

psychology and neuroscience (Ledoux, 1996; Lang, Davis & Ohman, 2000). Moreover, 

Zajonc shows that affect can be aroused without the participation of cognitive processes 

and that separate neuroanatomical structures can be identified for affect and cognition 

(Izard 1984, Zajonc 1984). Contrary to Zajonc’s vision, Lazarus (1984) affirmed that 

changes in the environment are appraised in terms of their potential impact on the 

individual. Therefore, the appraisal and cognitive interpretation of stimulus are the ones 

who elicited the emotional responses (Barlow, 2002). The next sections will describe some 

of the works done after this controversy, emphasizing in the distinction between brain 

pathways associated with emotion stimulus. 

Two early theories proposed to explain the neurobiological basis of emotion. One 

emphasized on the importance of feedback from bodily responses to an emotionally salient 

stimulus without paying attention to the identification of the emotive stimulus nor the 

affective state produced in response to this (Cannon, 1914; Lang, 2010; Phillips, Drevets, 

Rauch, & Lane, 2003). The other emphasized that appraisal or identification of stimulus 

salience precedes the generation of emotional response (Folkman, 1984; Phillips et al., 

2003). Emotion processing always occur within three response channels: physiological, 



 
 

39 
 

cognitive and behavioral (Barlow, 2002), but neurobiological studies in animal (Pare, 

Quirk, & LeDoux, 2004; Savander, Go, LeDoux, & Pitkanen, 1995) and humans studies 

(Delgado, Jou, LeDoux, & Phelps, 2009; LeDoux, 1993) had established two distinct 

pathways associated with the response to threat stimulus: a ventral and a dorsal system.  

The ventral system including the amygdala, insula, ventral striatum and ventral 

regions of the anterior cingulate gyrus and prefrontal cortex, is important for the activation 

of the defense systems. In fact, recently the amygdala, hypothalamus and periaqueductal 

gray matter (PGA) appeared to be linked in a serial defense circuit responsible to 

autonomic responses, HPA axis activation and fight or flight response (Ledoux, 2015). The 

dorsal system, involves the hippocampus and dorsal regions of the anterior cingulate gyrus 

and prefrontal cortex is important for the cognitive processes associated with the emotional 

response including selective attention, planning, and effortful rather than automatic 

response (Phillips et al., 2003). It is important to recognize that both systems are involved 

in emotional processing of stimulus. People with emotional disorders then, has problems in 

the way these systems active in response to a real or perceive stimulus.  

As it was mentioned, classic approach in psychopathology assume that diagnostic 

categories differ from each other in their symptoms. Nowadays, dimensional approach 

recognized the common processes involve in emotion processing including these two 

neurobiological systems (Brown & Barlow, 2009; Insel et al., 2010; Kotov et al., 2017). 

Those systems including the distinct neurobiological pathways in emotional processing 

recognized that different processes may produce different clusters of reactions, ones 

automatic with a high physiological response (ventral system), and the other with a 

cognitive processing of the stimulus before the behavioral response (dorsal system). That 

means, individuals with emotional disorders may process information in different ways 
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even if they belong to the same diagnostic category. In the next section, a classification of 

emotional disorders based on emotional processing is explain.  

The study of emotional disorders as well as the development of alternatives 

classification systems in psychopathology leads to important implications for treatment. 

First, because integrate research related with the etiological and maintenance of emotional 

disorders solving some of the issues around the categorical classification. Second, the new 

alternatives to the classification of psychological disorders helps to propose treatments with 

a different focus. In other words, not just specific treatments for each emotional disorder 

but treatments that target the common process around emotional disorders. The next section 

will focus on the treatment implications of the integration between emotional processes 

research and the new proposals for classification in psychopathology.  

Emotional processes research and alternatives in current classification systems: 

Treatment implications 

Diagnosis-specific treatments for emotional disorders: Strengths and limitations 

A number of evidence-based treatments targeting specific anxiety and depression have been 

developed over the last 20 years (Bandelow et al., 2015; Lincoln et al., 2003; Nacasch et 

al., 2015; Ponniah, Magiati, & Hollon, 2013). The successful development of these 

interventions has led to a proliferation of diagnosis-specific treatment manuals (Craske & 

Barlow, 2006; Foa, Yadin, & Lichner, 2012; Gilson, Freeman, Yates, & Freeman, 2009; 

Hope, Heimberg, & Turk, 2010; Zinbarg, Craske, & Barlow, 2006). On the one hand, these 

manuals have helped to the standardization of treatments in specific disorders, facilitating 

the decision process of therapist (Norton & Barrera, 2012) and its dissemination among 

practitioners. Likewise, diagnostic-specific treatments target the core processes and 
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symptoms involved in the disorders making the treatment process faster and effective (Pearl 

& Norton, 2017).  

However, given the high levels of comorbidity among emotional disorders (Brown 

& Barlow, 2009), most patients present more than one specific diagnosis. Therefore, 

diagnostic-specific treatments would place a significant burden on clinicians as they would 

have to apply several different protocols for each patient (Todd J. Farchione & Bullis, 

2014). Furthermore, clinicians would need specific training for each protocol, which 

renders inefficient the intervention (Murray, Dorsey, et al., 2013). 

Diagnostic-specific treatment manuals for emotional disorders are designed with the 

assumption of homogeneity, thus a lot of non-respondent cases (Loerinc et al., 2015) as 

well as relapses had been reported (Ginsburg et al., 2014; Heldt et al., 2011; Layard, 2006; 

Steven Taylor et al., 2012). In the same way, research emerging from the fields of 

neuroscience, emotion science, and psychopathology has begun to identify common, 

higher-order factors that underlie emotional disorders (Brown, Chorpita, & Barlow, 1998; 

Ellard et al., 2010; Norton & Paulus, 2017). Those studies also show that single-diagnosis 

treatments for emotional disorders also share common features, such as cognitive 

restructuring, prevention of avoidance, and exposure based procedures (Chorpita, Daleiden, 

& Weisz, 2005; Norton & Paulus, 2016; Norton & Roberge, 2017). Consequently, the 

application of different single-diagnosis treatments manuals in patients with comorbidity in 

emotional disorders may be redundant (Mchugh, Murray, & Barlow, 2009), thus, a 

parsimony and pragmatism transdiagnostic approach is feasible.  

CETA and Modular treatments the “One-size fits all” empirical approach  
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Modular interventions, sometimes referred to as common elements treatments were 

proposed as a result of a model referred as distillation and matching model (DMM) that 

describes how evidence-based treatment operations can be conceptualized at a lower order 

level of analysis simply by their manuals (Chorpita, Becker, Daleiden, & Hamilton, 2007). 

Common elements treatments are thought to lead to greater efficiency by allowing 

clinicians to craft a unique treatment for each patient by selecting from a wide bank of 

evidence-based therapeutic strategies (Sauer-Zavala et al., 2017). The “matching” part of 

the model suggest that following distillation, clinicians can select the practice elements that 

apply to particular patients (Chorpita, Becker, Deleiden & Hamilton, 2007). Moreover, 

common elements interventions specifically include opportunities for flexibility and 

adaptation to particular context. Thus, rather than a new intervention, it is a new approach 

that leads to an easier way to select and apply the treatment focus, sequences and doses in 

clinical populations where there is no possibility to do specific assessments that lead to 

single-diagnosis CBT treatment selection (Murray, et al., 2013). 

Modular interventions have shown important evidence mostly in child literature 

(Chorpita, Taylor, Francis, Moffitt, & Austin, 2004) and in mental health applications in 

low and middle-income countries (Murray et al., 2013). This approach rises as a response 

of the limited flexibility of single-diagnosis CBT protocols in context where mental health 

providers do not have prior mental health training, background or experience on which 

treatments strategies to apply. Common elements interventions include opportunities for 

flexibility and adaptation, allowing for treatment without specifying a disorder 

classification, and include guidance for delivering specific elements to patients with 

comorbidity (Murray et al., 2013). Notwithstanding modular treatments have shown 

evidence in certain situations (Chorpita et al., 2004; Chorpita, Becker Daleiden & 
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Hamilton, 2007; Murray et al., 2013), they are still based on specific problems and 

symptoms, rather than on transdiagnostic causal processes. The design of modular 

treatments based on transdiagnostic causal processes would then be a promising area of 

research and further development of individually tailored intervention.  

Transdiagnostic Treatments 

The term “transdiagnostic” was first used in the context of eating disorders (Fairburn, 

Cooper, & Shafran, 2002; Fairburn, Cooper, & Shafran, 2003). First, Fairburn and his 

colleagues identified the core elements of eating disorders noticing that anorexia nervosa, 

bulimia nervosa, and the atypical eating disorders share the same distinctive 

psychopathology, and patients move among these diagnostic states over time. Second, their 

shared clinical features seemed to be maintained by similar psychopathological processes, 

suggesting common mechanisms involved in the maintenance of eating disorders (Fairburn 

et al., 2003).  

The transdiagnostic treatment developed for eating disorders had the following 

characteristics. The treatment has been designed to be suitable for all forms of clinical 

eating disorders. The patient’s specific eating disorder diagnosis is not of relevance to the 

treatment, rather its content is dictated by the particular psychopathological features present 

and the processes that appear to be maintaining them. The treatment has been designed to 

be practicable under normal outpatient conditions. Thus, it does not matter if it is applied 

by a women or male therapist (Fairburn et al., 2003). 

In the field of emotional disorders, the increasing complexity of the classification of 

anxiety and depression disorders has led to the development and refinement of diagnosis-

specific CBT treatment protocols that emphasize the symptoms and problems 
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independently, incurring in the limitations already mentioned: burn of clinicians and 

homogeneity assumption (Norton & Roberge, 2017). Like in eating disorders, 

transdiagnostic models of emotional disorders hold that the similarities across the different 

diagnosis outweigh the differences. Research in the fields of genetics, neurobiology, 

learning theory, cognitive science and developmental psychology highlights commonalities 

across diagnoses. In genetic (Barlow, Ellard, Sauer-Zavala, Bullis, & Carl, 2014; Caspi et 

al., 2003; Firk & Markus, 2007), as well as in neurobiology studies (Graeff & Zangrossi, 

2010; LeDoux, 2012; Oathes, Patenaude, Schatzberg, & Etkin, 2015), results suggest that 

biological characteristics of emotional disorders transcend the boundaries of the DSM 

categories (Smoller, Gardner-Schuster, & Covino, 2008). Evidence indicate that genetic 

susceptibility to emotional disorders is not diagnosis specific, and may be a share general 

vulnerability (Firk & Markus, 2007; Norton & Roberge, 2017). In the same way, although 

the neurobiology pathways associated with emotional disorders have been implicated 

separately for different anxiety disorders diagnosis (Shin & Liberzon, 2010), the central 

role of the amygdala-cortical circuitry is maintained (Ledoux, 2015), as well as the 

dysregulation of the hypothalamic pituitary axis (Graeff & Zangrossi, 2010; McEwen et al., 

2015). In the same case, studies of functional magnetic resonance imaging (fMRI) (which 

will be better explained later) had shown similar activation of brain areas during emotion 

matching task (Ochsner, Bunge, Gross, & Gabrieli, 2013).  

Developmental psychology and psychopathology studies examining risk factors to 

the development of anxiety or depression disorders suggest no differences between single 

diagnoses (Beesdo, Knappe, & Pine, 2009). Variables such as behavioral inhibition and 

neuroticism and parenting styles including controlling/overprotectiveness are general 

pathways that explain the acquisition of emotional disorders (Brown, 2007; Clark, Watson, 
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& Mineka, 1994; Naragon-Gainey, Gallagher, & Brown, 2013; Norton & Roberge, 2017). 

Moreover, behavioral and cognitive variables had critical similarities shared in anxiety and 

emotional disorders as attentional biases (Cisler & Koster, 2010), rumination (McLaughlin 

& Nolen-Hoeksema, 2011), and cognitive appraisal of non-treating stimulus (Ehlers & 

Clark, 2000; Huppert, Pasupuleti, Foa, & Mathews, 2007;  O’Connor, & Aardema, 2007). 

Similarly, behavioral fear acquisition and maintaining mechanisms tend to be the same in 

most of anxiety disorders (Bouton, Mineka, & Barlow, 2001b; Culver, Vervliet, & Craske, 

2015; Phelps & LeDoux, 2005; Quirk, 2006). Therefore, psychopathology field and 

psychology process had shown more similarities than differences between emotional 

disorders.  

Single diagnosis CBT treatments for emotional disorders has been criticized for 

their difficulties in the adaptation to patients individual characteristics (Murray, Dorsey, et 

al., 2013; Schenberg, 2010). In the last decade transdiagnostic treatments for emotional 

disorders have shown effectiveness in treating different anxiety and mood disorders (Ellard 

et al., 2017; Norton & Paulus, 2016; Wilamowska et al., 2010). The main feature of 

transdiagnostic treatments is that they recognize that many of the core elements of 

diagnostic-based treatments for emotional disorders contain similar mechanisms (e.g., 

increased emotional awareness, reduction of experiential avoidance, exposure to 

physiological sensations evoked by interoceptive or exteroceptive stimuli, among others).  

There are three main transdiagnostic treatments which are currently showing 

evidence for the treatment of emotional disorders: group formats (Norton & Barrera, 2012), 

the Unified Protocol for emotional disorders (UP)(Ellard et al., 2010; Farchione et al., 

2012) and a brief transdiagnostic CBT protocol focusing predominantly on exposure and 

response prevention (Schmidt et al., 2012). Those treatments can be divided into two 
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groups based on implementation. On the one hand, integrative treatments that focus on the 

implementation of a single unified process across pathology (Gros, 2014; Norton, 2012; 

Schmidt et al., 2012). On the other hand, modular mechanism focused treatments that use a 

discrete set of treatment mechanism that are implemented across disorders (Barlow et al., 

2011).  

All of the treatments mentioned (Barlow et al., 2011; Gros, 2014; Norton & Barrera, 

2012; Schmidt et al., 2012) had in common that the main active principles are directed to 

decreasing behavioral and experiential avoidance, or what the UP had call emotion-driven 

behaviors (Ellard et al., 2010). In fact, this core piece is consistent not only between 

transdiagnostic treatments but also across disorder-specific CBT (Antony, Craske, & 

Barlow, 2006; Hope et al., 2010; Zinbarg et al., 2006) and acceptance and commitment 

therapies (Hayes, Levin, Plumb-Vilardaga, Villatte, & Pistorello, 2013). Similarly, many of 

transdiagnostic treatments include one or more emotion regulation strategies, such as 

cognitive restructuring (Norton, 2012) or mindfulness (Barlow et al., 2011). 

Transdiagnostic integrative treatments. In the transdiagnostic group CBT 

protocol (Norton, 2012) the treatment elements of psychoeducation, cognitive restructuring, 

and exposure therapy are incorporated. This treatment typically focuses on a single set of 

procedures that are repeatedly implemented across various situations or experiences that are 

relevant to clients (Meidlinger & Hope, 2017). Thus, after the psychoeducation, patients 

must practice the cognitive restructuring ability during three or four sessions. In the same 

way, they must expose their selves to different kind of stimulus during four more sessions 

(Norton & Roberge, 2017). Similarly, to this protocol, other focus more exclusively on 

reducing avoidance (Gros, 2014; Schmidt et al., 2012). This kind of format is simpler, thus, 

for clinicians and patients is easier to understand and internalize it. This simplicity in the 
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application and practicing of the format lead to enormous advantages in cases where 

patients had cognitive deficits that may impact learning, memory and application skills 

(Meidlinger & Hope, 2017).  

 The other protocol that follows the integrative transdiagnostic characteristic, was 

developed by Schmidt and colleagues (2012). The core element of this protocol is the 

exposure and response prevention without any cognitive restructuring component. 

Originally, it was evaluated in a 10-session format (Schmidt et al., 2012) but later was 

shortened to 5 sessions in a later study (Riccardi, Korte, & Schmidt, 2017). This protocol 

emphasizes reduction and elimination of safety behaviors, such as avoidance and 

compulsions, and engagement in antiphonic behaviors though situational, interoceptive and 

cognitive exposure activities (Norton & Roberge, 2017).  

Unified Protocol for the Transdiagnostic Treatment of Emotional Disorders. The UP is 

similar to the others transdiagnostic treatments because it contains cognitive and exposure 

treatment elements. Nevertheless, the emphasis of the UP is the reduction of emotions-

driven behaviors through exposure and response prevention like activities (Ellard et al., 

2010). The main difference within the protocol between the UP and the group format 

protocols (Norton, 2012) is that the UP is organized into eight ordered modules that are 

applied in order with certain flexibility across sessions depending on patient progress 

(Norton & Roberge, 2017). The UP (Barlow et al., 2011) focused in five skills (Emotional 

Awareness, Cognitive Appraisal, Emotion Avoidance and Emotion-Driven Behaviors, 

Awareness and Tolerance of Physical Sensations, Interoceptive and Situational Emotion 

Exposure) involving most of the transdiagnostic phenotypes that were characterized by 

Barlow and Brown (2009). The second characteristic of this protocol is that it recognizes 

the high comorbidity that exists in emotional disorders; thus, it focuses on the dimensions 
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that are common in their processes. As it was previously mentioned, the UP has shown 

improvement in emotional disorders in a short period of time with a diversity of emotional 

disorders (Allen et al., 2012; Farchione et al., 2012); with positive outcomes maintained 

over time (Bullis et al., 2014); across different cultural contexts (Ito et al., 2016), with 

different age populations (Bilek & Jill Ehrenreich-May) and in different formats of delivery 

(Bullis et al., 2015). Moreover, it has sown to have comparable effects and less relapse 

rates than specific disorder protocols (Barlow et al., 2017). 

Although transdiagnostic treatments, especially the UP has shown high rates of 

efficacy for the treatment of emotional disorders (Ellard et al., 2010; Todd J. Farchione et 

al., 2012; Wilamowska et al., 2010), it can be potentiated if we can know the specific 

effects of their modules in the psychological and brain characteristics of patients. It seems 

that a possible next step in transdiagnostic treatments, is to assess individually the effects of 

the UP modules in patients with different psychological processes affected. In that way, the 

treatment can trigger precisely the maintaining factors leading to the emotional disorders. 

Also, it leads to the identification of the cerebral structures and functional connections 

affected by specific modules.  

 As previously mention, there is scarcity of information about effects of 

transdiagnostic psychological treatments on common processes or mechanisms. One 

possible reason is that common processes have not been identified yet, and specific 

measures have not been used (Bullis, et al., 2019; Rosellini & Brown, 2015). Although the 

UP allows some flexibility in terms of dosage of each module according to individual 

needs, all modules are implemented in the same order for all individuals regardless of 

different participation of causal processes in different individuals. For that reason, there is a 

need to evaluate individual modules in different processes. Even more, it is important to 
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develop a methodology to identify and measure individual transdiagnostic properties and 

their effects on emotional processing. In fact, the change in common processes, particularly 

related with the emotional processing in emotional disorders, has not been assess after 

psychological interventions. The next section will propose a classification based on 

emotional processing that hopefully contribute to a better decision making of clinicians.  

Classification based on emotional processing: A proposal 

Emotional processing theories and neuroscience research has stablished that emotional 

processing does not occur in the same way within all individuals, specially coping with 

threatful stimulus (Armony & LeDoux, 1997; Comte et al., 2016; LeDoux, Sakaguchi, & 

Reis, 1984; van Marle, Hermans, Qin, & Fernández, 2009). There is evidence showing that 

depending on the threatful stimulus and its context (e.g, distance, previous experiences) 

people can respond in a more directly conditioned representing a direct thalamic-

amygdaline lower pathway (Bottom-up) (Ledoux et al, 1984; Ledoux, 2015), e.g., threat 

response in specific phobias, ( or cognitively mediated reaction or thalamic-cortical-

amygdaline higher pathway (Top-down), e.g.,  social anxiety (McRae, Misra, Prasad, 

Pereira, & Gross, 2012). Bottom-up direct threat reaction represents an automatic response 

involving emotions originated on limbic/basal brain structures and then processed by 

cortical structures leading to typical fear responses such as fight or flight (Graeff, 2011; 

Graeff & Zangrossi, 2010). This emotional processing profile had been typically associated 

with emotional disorders such as panic disorder, specific phobias and some forms of 

posttraumatic stress disorder (Krystal & Neumeister, 2009; McNaughton, 2011). The 

indirect-mediated top-down profile refers to emotional responses first involving higher 

anterior cortical structures and then activating limbic/basal brain structures leading to a 
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more cognitive response with rumination and worry with a less autonomic arousal 

activation (Hong, 2007). Conditions such as general anxiety disorder and MDD have been 

considered as emotional disorders with top-down processing (Ansseau, Fischler, Dierick, 

Mignon, & Leyman, 2005; Krishnan & Nestler, 2008). Considering these differences in 

emotional processing, specific interventions could be targeted to particular profiles of 

emotional processing. In the next section, a classification of emotional disorders based on 

emotional processing is explain.  

Classification based on emotional processing  

Although classification systems exist to differentiate mental disorders based on their 

symptoms or psychological processes involved, less attention has been giving to systems 

that differentiate emotional disorders based on the emotional processing of patients. In 

other words, classification systems such as DSM of CID focused on the presence of 

symptoms regardless it orders, causal pattern or functional relation across them. That is, in 

complex analysis such as case formulation including functional analysis, the clinician 

recognizes the order and influence of each symptoms associated with specifics behaviors 

responsible for the maintaining the emotional problem. This information is relevant because 

having a clear notion of the causal relation of symptoms, clinicians can elaborate a specific 

treatment triggering the variables responsible for the maintaining of the problem.  

One way to classify emotional disorders not by their symptoms nor processes 

involved, but by the order and functional relation of the emotional response associated with 

the symptoms, is based on the type of emotional processing of patients. A growing body of 

literature coming from neuroscience and basic research suggest that humans and non- 

human animals have individual differences in their emotional expression (Graeff, 2011; 
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Lawrence et al., 2004; LeDoux, 1992, 2000; Phelps, Connor, Gatenby, Gore, & Davis, 

2001) as well as in emotional regulation (McRae, Misra, Prasad, Pereira, & Gross, 2012; 

Ochsner et al., 2009). Creating a systematic way to assess the type of emotional processing 

of each individual and to match it with the symptoms and psychological processes involved 

in a certain emotional disorder, would lead to targeted treatments which integrate individual 

differences in emotional responses. 

Most of studies focusing on different patterns of emotional processing distinguish 

two neurobiological circuits of emotional processing: top-down and bottom-up (Comte et 

al., 2016; Ochsner et al., 2009; Öner, 2018). Despite the interest in this issue direct 

evidence of separable bottom-up and top-down processes in emotion generation is 

remarkably scare (Ochsner et al., 2009). Some neurobiological studies has pointed that 

bottom-up emotions can be generated in response to inherently emotional perceptual 

properties of a stimulus, and top-down in response to cognitive appraisal of an event 

(McRae et al., 2012). Also, it has been proposed that these two types or emotion generation 

instantiate emotions using separable psychological processes and neural systems which 

may make them differentially malleable by subsequent emotion regulation (McRae et al., 

2012; Ochsner et al., 2009; Phelps et al., 2001; Teasdale et al., 1999).  

Regardless the research performed on differentiate emotional processing and its 

mechanisms associated with emotional regulation, it is not clear how it can be used in 

clinical practice. One possible step in this direction is create an validate a systematic way to 

differentiate the type of emotional processing of patients and, based on that, applied the 

best therapeutic approach with skills that trigger the origin of the emotional response. For 

example, on the one hand, patients which emotional processing tend to be 

conditioned/bottom-up with high autonomic arousal and behavioral avoidance when coping 
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with threat stimulus, may benefit more for CBT modules based on exposure and countering 

emotional behaviors. On the other hand, patients with a mediated/top-down emotional 

processing associated with high rumination, worry and low autonomic arousal, may benefit 

more for CBT modules based on cognitive reappraisal or even mindfulness prior to the 

exposures. Although this is a hypothetic scenario, combining this emotional processing 

assessment with specific questionnaires of symptoms and transdiagnostic processes 

involved in the emotional disorder may help clinicians to create targeted treatments who 

acknowledge the maintenance hypothesis and the type of emotional processing of the 

patient.  

Also, as it was previously noticed, RDoC approach encourage the use of multiple 

assessment tools to get a better understanding of a specific condition (e.g., emotional 

disorders). Ideally to get the best targeted treatment, therapist should base their decision on 

several systems such as case formulation, symptoms, transdiagnostic, psychophysiological 

(e.g., heart rate variability, skin conductance) and neurobiological measures (e.g., fMRI, 

EEG) measures, diagnostic criteria, type of emotional processing and clinical judgment. 

Before all these things can be put together in clinical practice, the first step will be testing a 

mechanism to differentiate emotional processing in a homogeneous sample of patients with 

emotional disorders. 

Multidimensional Emotional Disorders Inventory development 

Given the important limitations mentioned above, the reliability of DSM-5 

categorical classification of emotional disorders has been questioned. Analysis of structural 

equations modeling has shown that many of the emotional disorders should be 

conceptualized as dimensional and non-categorical constructs since they share similar 
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processes (Rosellini, 2013). In fact, Rosellini, et al (2015) created a dimensional 

classification instrument called the multidimensional emotional disorders inventory 

(MEDI) in which they analyze emotional disorders not by their symptoms, as in the 

classification of DSM-5, but by the similarity in their psychological processes. Particularly, 

Rosellini (2013) proposed a classification system based on a dimensional approach as 

Barlow and Brown (2009) suggest.  

Specifically, the MEDI assesses in a 49 items questionnaire the following processes: 

temperament / personality (eg. neuroticism and positive affect), mood (eg depression), 

anxiety (eg, somatic anxiety, social concern, trauma re-experimentation, intrusive thoughts) 

and avoidance (active/passive avoidance behaviors) (Rosellini, 2013). The MEDI has been 

validated in a clinical sample showing a good fit model based on the nine-dimension 

solution and was designed to efficiently assess traits and phenotypes associated with the 

development, expression and maintenance of a range of DSM emotional disorders 

(Rosellini & Brown, 2019). One of the utilities of the MEDI is it capacity for efficiently 

assess the emotional disorder dimensions proposed by the Brown and Barlow approach 

(2009). Without the MEDI, researchers would need to select several different measures to 

assess those emotional disorders dimensions, falling in the two problems previously 

described: the assessment of symptoms rather that transdiagnostic factors and fatigue of 

patients spending a lot of time answering the questionnaires. Another strength of the MEDI 

is it utility in psychopathology research and in a clinical context. Most of the dimensions of 

the MEDI are also assessed by others measures that typically use 20 or more items. With 

the MEDI researchers and clinicians can assess in a more parsimonious and briefly way 

those dimensions. In fact, they can use those results along with functional analysis to build 

the cognitive-behavioral treatment plan.  
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Thinking MEDI in a clinical practitioner scenario, the scores of each individual 

would allow to create a profile of each patient indicating the main processes that maintain 

the emotional disorders. Thus, for example, if there are individuals who present a high level 

of avoidance of their physical sensations, regardless of whether they have or have had 

diagnoses of panic disorder, specific phobias or social anxiety, their treatment should be 

oriented to techniques that contribute to decrease interoceptive avoidance. In other words, 

regardless of the diagnosis that can be obtained according to a categorical classification, 

finding the transdiagnostic processes that are maintaining the disorder (eg. interoceptive 

avoidance) leads to a more specific and personalized treatment plan (Barlow, Allen & 

Choate, 2004; Craske, 2017; Gallagher, 2017). This not only contributes to a clearer 

conception of the factors that maintain the emotional disorder, but also to solve the problem 

of comorbidity since it allows a better notion of processes involved in each patient. A 

dimensional classification would have implications in the use of transdiagnostic treatments, 

targeting the processes that are involve in the emotional disorders instead of simple 

diagnosis. 

Since the validity of the MEDI had been proved, a logical next step in their 

dissemination and implementation is the cultural adaptation and validation of this measure 

in different contexts with different populations. That would allow to see the universality of 

transdiagnostic constructs of emotional disorders and the factorial structure of the measure 

in a different population. That is why one of the aims of this study was to validate of the 

MEDI in Colombia. Hopefully, the results of this validation will allowed to have a briefly 

specific questionnaire who will measuring the core transdiagnostic processes involved in 

the maintenance of emotional problems, leading to best treatment planning decisions and 

better clinical outcomes.  
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Research Questions 

1. What are the isolated effects of some specific modules of the UP in transdiagnostic 

processes and diagnostic criteria of emotional disorders? 

2. What are the differential responses of individuals with different patterns of 

emotional processing (top-down, bottom-up or mixed) to three different 

experimental conditions? 

Study Aims 

1. To assess the isolated effects of some specific modules of the UP in transdiagnostic 

processes and diagnostic criteria of emotional disorders. 

2. To evaluate the differential response of individuals with different patterns of 

emotional processing (top-down, bottom-up or mixed) to three different 

experimental conditions: (1) Baseline (BL) - Psychoeducation (PE) - Emotional 

Awareness (EA) - Exposure (EX); (2) BL- PE – Cognitive Reappraisal (CR) -EX; 

(3) BL  - PE – EX.  

3. To validate the multidimensional instrument of emotional disorders (MEDI) in the 

Colombian context. 
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Methodology 

Validation of the MEDI in the Colombian Context 

For the validation of the MEDI, the original instrument (Rosellini, et al, 2013) was 

translated into Spanish, making the relevant cultural adaptations. Then, the scale was sent 

to the original authors to perform the back translation and compare it with the original 

version. Once the authors approved the translation of the instrument, it was applied to a 

non-clinical population (an approximate sample of 800 healthy people). 

Efficacy of modular CBT in reducing MEDI scores in patients with emotional 

disorders 

Experimental Design  

As shown in Figure 1, In order to evaluate the specific effects of isolated modules, 

three experimental conditions within a single-subject experimental design were 

implemented with identical characteristics, except for the specific modules under study in 

12 individuals. Therefore, all three conditions shared a first stage of three-week baseline 

phase, when measures were collected without any active treatment. The second stage, 

comprised two sessions of motivation enhancement and two sessions of psychoeducation 

on emotions, as described in the UP protocol.  After the second stage, differences in 

specific modules were introduced.  In order to evaluate the specific effect of the emotional 

awareness module, in condition 1, the third stage comprised two sessions of the emotional 

awareness module of the original protocol, followed by a fourth stage of 4-6 sessions of 

emotional exposure (without the cognitive reappraisal module). In condition 2, in order to 

evaluate the specific effects of the cognitive reappraisal modules, the third stage consisted 

of two sessions of cognitive reappraisal of the original protocol followed by the final stage 
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of 4-6 sessions of emotional exposure (without the emotional awareness module).  In 

condition 3, in order to evaluate the differential contribution of both the emotional 

awareness and cognitive reappraisal modules, the third stage was comprised of 4-6 sessions 

of emotional exposure (without the modules of emotional awareness and cognitive 

reappraisal).  

In order to evaluate the differential effects of specific emotional processing profiles 

to different modules, participants with three different emotional processing profiles: top-

down, bottom-up and mixed were assigned to each of the three experimental conditions to 

maintain balance in each condition.   
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Figure 1: Single case experimental design 

 
Note. Patients were classified in different profiles based on their emotional processing (e.g., bottom-up, top-down, mixt) and then 

randomized to a treatment condition. Treatment differs in the specific module applied (e.g., emotional awareness, cognitive 

reappraisal, exposure). All patients had a 3-week baseline period. Then they received the common modules (Motivation enhancement 

(2 sessions) and psychoeducation (2sessions). Then, they received the specific module (2 sessions). Finally, they received the exposure 
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module (4-6 sessions). Patients receiving exposure as a specific module had a long period of only exposure without other skills. 

P#=Patient code; B-U= bottom-up; T-D= Top-down; MXT=mixt.  
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There are several advantages of using a single case study design. Unlike randomized 

control trials (RCT), single case study designs allow to isolate with a lot of specificity 

individual responses. That is, RCT designs are unique in their capacity to assess efficacy 

but they do not allow to stablish individual responses. Accordingly, for answering research 

questions related with individual differences the single case study design was 

recommended rather than the RCTs (Shahar, Bar-kalifa, & Alon, 2017). It was expected 

that during the baseline period, patients do not show significant differences. Second, once 

the modular treatment began, it was anticipated an improvement in measures that 

correspond with a transdiagnostic processes, compared with the baseline period. The 

improvement corresponded with a clinically and statistically significance difference 

between the baseline and the treatment phase 

In addition, this methodological design allows the evaluation of the therapeutic 

approach effectiveness for each individual separately (Boswell, Anderson, & Barlow, 

2014). Research has shown that using an ideographical approach, specifically the single 

case study, is an acceptable way of measuring change over time as the modular treatment 

progress (Holman & Koerner, 2014). 

Participants 

Participants were 12 patients seeking psychological attention at the Psychological 

Center of the university. They were all of legal age and voluntarily accepted to be part of 

the study and accept the conditions stipulated in the informed consent of both 

Psychological Center and the study. This study also has de IRB approval of Los Andes 

university.  

Inclusion Criteria. Patients report an impairment in their everyday life due to 

emotional disorders. 
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- Patients, who after assessment using structured questionnaires, showed a current 

emotional disorder (anxiety, depression, or obsessive compulsive) following DSM-V 

criteria.  

Exclusion Criteria. Patients who had current suicidal ideation.  

-Patients who had current comorbidity with one of the following disorders: substance abuse 

disorder, schizoid disorders, bipolar disorders, personality disorders, PTSD or eating 

disorders.  

- Patients receiving another kind of psychological treatment at the same time. 

-Patients receiving a pharmacological treatment to their emotional disorders (e.g., 

antidepressant or anxiolytic medication). 

-Patients with current neurological disorders (e.g., brain lesions, seizures, dementia, autism, 

neurodevelopmental disorders). 

-Patients with current comorbidity with relevant medical conditions (e.g., chronic illness, 

cancer, HIV, hormonal imbalance).  

Procedure 

After the IRB approval of the faculty, participants were recruited and screened to 

verify inclusion and exclusion criteria. During the assessment patients completed different 

questionnaires to determine whether they meet diagnostic criteria for anxiety or depression 

disorder. After that, patients answered three transdiagnostic measures corresponding to the 

baseline state of the psychological processes involved in emotional disorders (neuroticism, 

positive affect, depression, autonomic arousal, anxiety to illness, social concern, intrusive 

thoughts, traumatic re experimentation, avoidance, and sensitivity to anxiety and 

intolerance to uncertainty). In addition to performing these measures, the therapist 

performed a semi-structured interview, in which the therapist explained the details and 



 
 

62 
 

structure of the treatment to patients. All patients, besides signing this research informed 

consent, must signed the Casa Espinosa informed consent.  

Emotional processing profiles selection. Once the patients had been relucted and 

accepted the research terms, they were classified as a top-down, bottom-up or mixed 

patient. The classification procedure includes two criteria: functional analysis of specific 

problems behaviors and scores on transdiagnostic measures.  

Functional analysis. Functional analysis is considered one of the most reliable ways 

to measure specific behaviors (Castro, 2014; Hayes, Wilson, Gifford, Follette, & Strosahl, 

1996; O’Brien, 2010). They allowed to identify specifics triggers of dysfunctional 

behaviors within their antecedents, short-term and long-term consequences. Specially the 

functional analysis format created by Castro (2014) allowed to identify the order in where 

the emotional response was occurring, helping the therapist to identify the functional 

relation of the emotional response in the behavioral response. Moreover, the format and 

instructions of the functional analysis allowed therapist to have a standardized record of 

several dysfunctional behaviors and to identify patterns in their functional relation (Figure 

2).  

In order to have a first hypothesis of the emotional processing of patients, each 

therapist had to make a list of ten (10) functional analysis of different dysfunctional 

behaviors. With this, therapist quantified the number of mediated or conditioned responses 

of their functional analysis and give a percentage (e.g., 7 of 10 functional analysis within 

mediated responses, had a 70% of mediated response in dysfunctional behaviors). The 

assignment of the profiles was performed in the following way: (a) scores between 70- 

100%: top-down responses; (b) scores between 70-100%: bottom-up conditioned response; 
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(c) functional analysis with no clear pattern (e.g., 40-60% conditioned or mediated) were 

mixed. 

Scores on transdiagnostic measures. Besides the ten-functional analysis, patients 

were classified based on their first transdiagnostic measures scores. Despite transdiagnostic 

measures had as a principal aim to identify the core processes involved in emotional 

disorders, it was hypothesized that certain scores on specific measures could be related with 

specifics types of emotional processing. The measures used to classify emotional 

processing profiles were used in the following way:  

1. Button-up: High scores in these measures: 

• MEDI: Autonomic Arousal – Avoidance – Neuroticism – Traumatic Re 

experimentation (Rosellini, et al., 2013). 

• Anxiety Sensitivity Index (Sandin, Valiente, Chorot & Santed, 2007). 

2. Top-Down: 

• High scores MEDI: Depression – Somatic Anxiety – Intrusive Cognition 

Rumination Scale – Intolerance Uncertainty  

• Low Scores MEDI: Positive Affect – Cognitive Flexibility   

3. Mixed:  

• Social Concern – Somatic Anxiety 

• Contradictory pattern on previous measures 

Final profile selection. It is worth mentioning that when mismatch between 

measures occurred, the decision of what profile should be assigned to the patient was taken 

based on functional analysis quantification scores. That is, functional analysis was the most 

important criteria for the selection because, as previously mentioned, transdiagnostic 

measures where not created with the original intention of identifying emotional processing. 

However, it is recognized that some measures, as the MEDI, may have the potential not 

only of identifying transdiagnostic processes involved in emotional disorders, but also of 

identifying  the emotional processing of patients with score similarities in some scales (e.g., 

high MEDI scores on Autonomic Arousal, Avoidance, Social anxiety, Neurotism and low 
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scores on Depression, Intrusive thoughts and Positive affect may suggest a patient with a 

bottom-up profile).
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Figure 2: Guide of functional analysis.  
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Note. Each therapist must perform ten of these formats, one for each dysfunctional behavior and identified the functional relation. This 

format of functional analysis was developed by Castro (2014). In order to use it just as a classification tool but not as part of a case 

formulation format, therapist use this section of the format. For more details of the instructions of this format go to Appendix 1.
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Assessment. During baseline phase, consisting on a 3-week period for all patients, they 

did not receive any active treatment, but they answered repeated measures during each week, 

which measured symptoms and interference during the last week associated with anxiety and 

depression.  

Common Modules. The common modules were part of the first phase of treatment that 

was the same for all patients. They are evidence based modules who have shown high rates of 

effectiveness in emotional disorders (Ellard et al., 2010; Todd J. Farchione et al., 2012; 

Wilamowska et al., 2010), specifically anxiety (Orsillo & Roemer, 2005; Zalta & Foa, 2012) and 

depression (Carl, Fairholme, Gallagher, Thompson-Hollands, & Barlow, 2014). Regardless of 

whether patients have specific anxiety disorders such as SAD, OCD, GAD, or depression 

disorder, these modules provided them with minimum skills to begin their treatment process. The 

common modules where based on the first modules of the UP (Barlow et al., 2011) which are 

central in the change process of patients with emotional disorders. The common modules are 

described below: 

Motivation: Engagement in the Treatment. In this module, the therapist performed a 

motivational interview. This consisted in the identification of the goals and values that were 

important for each patient. Research in this field suggests that this procedure enhances patient’s 

commitment (Westra, 2004). It started from the premise that patients were having difficulties 

living a life according to their values; therefore, they must change the factors that were keeping 

their emotional problems leading to a fulfillment life. 

Motivational interviews are one of the most important components of clinical psychology. 

First, because it enhances the establishment of therapeutic relationship (Arkowitz & Westra, 

2004) and secondly, because it improves patient’s motivation and commitment to their process of 

change (Westra, 2004). 
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The motivation module done in the UP (used in the current study) (Barlow et al., 2011) 

balances between the pros and cons of changing. At that point, patients must realize that changing 

is a difficult process where they must expose themselves to situations who cause greater distress 

in the short term but bring benefits in the long term (Barlow et al., 2011). This module is key, for 

that reason, literature strongly suggests that this module should be applied at the beginning of 

treatment and will be performed to all patients. It consisted of two weekly sessions. 

Psychoeducation. In this module, patients learned about principles of cognitive behavioral 

therapy, evidence-based psychology and the biopsychosocial model. In addition, they learned 

about primary and secondary emotions, and their importance in evolutionary history. Therapist 

taught patients why, in certain situations as in emotional disorders, some emotional states 

generate problems in patient’s everyday life. Due to this module, it was expected patients 

understand their disorder and how certain psychological treatments can help to alleviate those 

symptoms and improve their quality of life. The module consisted in two weekly sessions 

because it not only consisted in a general explanation about the nature of emotions, but also it 

included an analysis of how each patient coped with its emotional states. Moreover, this helped 

patients to identify if their behaviors were adaptive (Barlow et al., 2011). This module has shown 

to be important in the treatment of all emotional disorders (Beck, 2011); therefore, it was one of 

the common modules. 

Specific Modules. So far, all patients received the same treatment after going through 

their baseline. After that, each patient received specific modules that respond to their particular 

emotional disorders. The specific modules were randomly selected before the intervention began. 

All specific modules consisted in two weekly sessions of the module selected and had the same 

structure as in the UP (e.g., emotional awareness; cognitive reappraisal, exposure).  
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In the emotional awareness module, patients learned to observe thoughts, 

feelings/physical sensations, and behaviors that occur in response to emotions. After that, patients 

accepted their emotions allowing them to occur without trying to change or manage them, just 

observing. In this case, patients learned specific mindfulness skills that help them to begin 

practicing observing their emotional experience (Barlow et al., 2011).  

In the cognitive reappraisal module, patients identified their automatic thoughts and their 

common thinking traps: overestimation and catastrophizing. During this module, patients learned 

the importance of flexibility in appraising situations. In addition, it was expected that patients 

learned to reevaluate their thinking in stressful situations (Barlow et al., 2011). 

Exposure – based modules. In the exposure module, patients learned to understand how 

physical sensations are contributing to uncomfortable emotional experiences. Besides that, 

patients became more aware and comfortable with their internal physical feelings. In addition, 

during the emotional exposures patients gradually confront internal and external stimuli that may 

produce strong or intense emotional reactions. They learned to cope this without using avoidance 

strategies, leading them to new opportunities to change maladaptive EDB (Barlow et al., 2011) 

Final Assessment. During the final assessment, it was used the same measures applied 

during the initial assessment, to capture the changes in the diagnostic labels and transdiagnostic 

processes. A statistically and clinically significant change, showing an improvement in the 

quality of life of each patient, a change in its transdiagnostic processes and a reduction in their 

symptoms was expected.  

Measures. Patients received pre-post and repeated measures. On the one hand, pre-post measures 

refer to instruments that were only applied before and after the treatment to assess the change in 

anxiety and depression symptoms. On the other hand, patients answered repeated measures in all 

sessions to record changes between sessions. There were others repeated measures who were 
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answered by patients after specifics phases of the treatment to record changes duo to specific 

treatment phases. The measures were the following:  

Pre-Post measures 

- Hamilton Anxiety Scale (Hamilton, 1959): it measures the level of interference and 

symptoms associated with anxiety. 

- Hamilton Depression Scale (Hamilton,1960): it measures the level of interference and 

symptoms associated with depression. 

Repeated measures responded each session 

- Overall Depression Severity and Impairment Scale (ODSIS, Bentley, Gallagher, Carl & 

Barlow, 2014) 

- Overall Anxiety Severity and Impairment Scale (OASIS, Norman, Cissell, Means-

Christensen & Stein, 2006).  

Repeated Measures responded at baseline, after common modules, after specific modules 

and at the end of the treatment. 

- MEDI (Rosellini, et al, 2013): it measures transdiagnostic processes associated with the 

emotional disorders (translated and in progress validation measure can be seen at 

Appendix 2). 

- Anxiety sensitivity index (Sandin, Valiente, Chorot & Santed, 2007): this instrument 

measures the patient’s sensitivity to anxiety.  

- Intolerance to uncertainty scale IUS (Freeston, Rheaume, Letarde, Dugas & Ladouceur, 

1994): this instrument measures intolerance to uncertainty.  

- Ruminative Scale (Treynor, Gonzalez, & Nolen-Hoeksema, 2003). 
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- Cognitive Flexibility Index (Martin & Rubin, 1995). 

Treatment and Therapist. The treatment was developed in tree parts, one corresponding 

to the common modules (motivation and psychoeducation), the second corresponding to the 

specific modules according to patient’s needs, and the last one corresponding to exposure-based 

modules. All these modules have shown positive evidence for the treatment of emotional 

disorders (Barlow et al., 2011). Specific modules were obtained from the UP and are considered 

as core modules in the treatment for emotional disorders. Therapists were graduate students in 

clinical psychology from Universidad de los Andes. All of them have received training in the UP, 

so they were experienced with the modules and structure of the treatment. A professor of clinical 

psychology of Universidad de los Andes performed supervision of the cases in a group format. 

The function of the supervisor acknowledged the clean applications of the modules. A group of 

psychologists, independent of the therapists, and blind to experimental conditions and hypothesis, 

applied the measures during the assessment period and the follow-up.   

Data Analysis 

MEDI Validation into the Colombian context.  

Data were analyzed using the same approach used by original authors (Rosellini & Brown, 2019) 

using M-Plus 7.1 (Muthén & Muthén, 1998-2013) with robust maximum likelihood minimization 

functions to account for non-normal and missing data. The MEDI structure was examined in the 

sample using exploratory structural equation modeling (ESEM; Marsh, Morin, Parker, & Kaur, 

2014). ESEM was used rather than traditional exploratory factor analysis (EFA) to inspect 

solutions for localized area of strain (i.e., standardized residuals, modification indices). Notably, 

an ESEM model with a fully saturated factor-loading matrix and no localized areas of strain (e.g., 

no correlated residuals) is statistically equivalent to traditional maximum likelihood EFA with a 
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fully saturated factor-loading matrix. ESEM was used instead of confirmatory factor analysis 

(CFA) because the specification of a CFA measurement model in this context would be overly 

restrictive and unrealistic (i.e., 50 items loading on 9 factors where cross-loadings and error 

covariances are fixed to zero). For instance, research suggests that CFA of a measure with 50+ 

items or five or more factors is unlikely to fit the data well (cf. studies of the NEO Personality 

Inventory, Marsh et al., 2014). Given the high rates of comorbidity in emotional disorder patient 

samples (Brown, Campbell, et al., 2001), we expected there to be several items with cross-

loadings ≥ .30.Model fit was examined using the root mean squared error of approximation 

(RMSEA)and its test of close fit (C-Fit), Tucker Lewis Index (TLI), comparative fit index (CFI), 

and standardized root mean square residual (SRMR). Multiple goodness-of-fit indices were 

evaluated to examine various aspects of model fit (i.e., absolute fit, parsimonious fit, fit relative 

to the null model, Brown, 2015). Conventional guidelines for acceptable model fit include 

RMSEA near or below 0.06, C-Fit above .05, TLI and CFI close to or above .95, and SRMR near 

or below .08 (Hu & Bentler, 1999). 

Efficacy of modular CBT in reducing MEDI scores in patients with emotional disorders. 

Data was analyzed following established guidelines for single–case experimental designs 

(Barlow, Nock, & Hersen, 2009; Bentley, Nock, Sauer-Zavala, Gorman, & Barlow, 2017; Tate et 

al., 2016). Visual inspection was the primary method used to describe the data and make 

inferences about the reliability of changes. It entailed visually examining the graphs within 

subjects and between subjects to evaluate the magnitude and rate of changes across periods. 

Visual inspection is often considered a more conservative approach than using statistical tests 

because visual inspection relies on very potent and consistent effects that are readily seen (Au et 

al., 2017). The types of visual analysis performed were: Standard Deviation Bands, Estimating 
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and Projecting Baseline Trend and Non-Overlap Indices (PND), following the single case data 

analysis software resources for applied research (Manolov & Evans, 2014)  

In addition, to study whether there was a statistically significant change in each patient's 

symptoms and processes, there was analyzed whether there was a clinically significant change as 

measured by the RCI using the method reviewed by Jacobson and Traux (1991). Specifically, the 

RCI for each patient was obtained, looking at the difference in the scores of the measures 

between the pre-and post-measures divided by the standard deviation of the difference of each 

measure (Jacobson & Truax, 1991).  
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Results 

Validation of the MEDI in Colombian population.  

The MEDI in its original validation has a factor structure with nine dimensions (Neurotic 

Temperament, Positive Affect, Depression, Autonomic Arousal, Somatic Anxiety, Anxiety in 

Social situations, Intrusive Cognitions, Traumatic Re-experimentation and Avoidance) and 49 

items with good fit to data  χ2(771) = 1,679.9, p < .001, RMSEA = 0.04 (C-Fit p = 1.0), TLI = 

0.92, CFI = .94, SRMR = .02. These are results from a clinical sample of patients with anxiety 

and related disorders from the city of Boston.  

 The present study replicates the validation analysis with a non-clinical, community 

sample (808 students from Universidad de los Andes and Universidad Sergio Arboleda) from 

Bogota, Colombia. The nine-factor model ESEM solution with 49 items was re-estimated. First, 

different models were considered because its acceptable fit (Table 1). However, all the possible 

solutions of this models with 6,7,8 or 9 factors appear to have a non-satisfactory organization of 

dimensions based on the original MEDI solution and theoretical sense. That is, some of these 

solutions included an isolated dimension in where only the item 46 was present (46= “Although I 

know they are unrealistic, I have thoughts about losing control of my actions” “Aunque no es 

real, pienso que puedo perder el control de mis actos”). Item 46 did not have strong correlations 

with other items. Also, the meaning of the phrase those not had a direct and clear translation to 

Spanish, so it was excluded for the final analysis. The 48 ESEM solution with 6,7,8 and 9 

dimensions without item 46 also had an acceptable model fit (Table 2) and organization between 

items forming dimensions with more theoretical sense.  

Table 1: ESEM 49 items solution with 6-9 factors.  

 6 Factors  7 Factors  8 Factors  9 Factors 

Chi-Square Test of Model Fit (χ2) 1636.327* 1581.69* 1385.70* 1347.94* 
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Degrees of Freedom 897 854 812 771 

RMSEA 0,046 0,047 0,043 0,044 

CFI 0,91 0,911 0,93 0,93 

TLI 0,882 0,878 0,898 0,892 

SRMR 0,032 0,029 0,027 0,025 

Note: The table shows model fit statistics of 6,7,8 and 9 factors of the 49 ESEM solution. *= 

p>0.0001. RMSEA= Root Mean Square Error of Approximation. CFL = Comparative Fit Index. 

TLI = Tucker Lewis Index. SRMR = Standard Root Mean Square Residual. 

 

Table 2: ESEM 48 items solution with 6-9 factors.  

 6 Factors  7 Factors  8 Factors  9 Factors 

Chi-Square Test of Model Fit (χ2) 1549.52* 1493.64* 1341.191* 1326.04* 

Degrees of Freedom 855 813 772 732 

RMSEA 0,046 0,047 0,044 0,046 

CFI 0,913 0,915 0,929 0,926 

TLI 0,885 0,882 0,896 0,885 

SRMR 0,032 0,029 0,027 0,025 

Note: The table shows model fit statistics of 6,7,8 and 9 factors of the 48 ESEM solution. *= 

p>0.0001. RMSEA= Root Mean Square Error of Approximation. CFL = Comparative Fit Index. 

TLI = Tucker Lewis Index. SRMR = Standard Root Mean Square Residual 

 

In order to improve the model fit of the 48-items ESEM solution, modification indices 

and standardized residuals were inspected. Specifically, items 40 (“I have thoughts or images that 

I find unacceptable”) and 21(“Inappropriate or nonsensical thoughts enter my mind that are 

difficult to dismiss”) showed strong correlations and because their theoretical similarities a model 

with their modification indices (MI) was calculated. This final 48-items ESEM solution with MI 

provided a good fit to the data χ2 (771) = 1316.706, p<0.001, RMSEA = 0,043, TLI = 0.90, CFI 

= 0,932, SRMR = 0,027, with strong loading (≥.30) for most items (Table 3). A parallel analysis 
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was performed in Mplus to add another tool to the selection of the number of factors. Results of 

this analysis showed that a model between 5 and 8 factors could fit the data (Appendix 3), 

supporting the decision of using a model with eight factors. 
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Table 3: Factor Loadings from 8-Factor ESEM solution (48 items) 

Item (#) Spanish Translation Trau/IC Neuro SocAn PosT SomA Depr AutAr Avoid 

Easily Upset (1) Irritación cosas triviales 0.155 0.226 0.123 -0.189 0.005 0.066 0.128 -0.051 

Easily laughs (2) Facilidad al reirse -0.095 0.201 0.035 0.457 -0.075 0.142 0.023 -0.103 

Disappointed in self (3) Decepción de si mismo 0.024 0.156 0.099 -0.155 0.012 0.655 -0.063 -0.049 

Experiencing 

breathlessness (4) 

Sensación ahogo, falta 

de aire 

0.095 0.090 -0.069 -0.033 0.098 0.175 0.475 -0.004 

Odd thoughts (5) Pensamientos Raros 0.100 -0.028 0.077 0.084 0.088 0.396 0.012 0.091 

Fears physical 

sensations (6) 

asusta sentir sensaciones 

físicas inesperadas 

0.144 0.101 0.152 0.047 0.308 0.034 0.085 0.048 

Uncomfortable 

mingling (7) 

incomodidad hablando 

personas en eventos 

sociales 

0.025 0.031 0.794 -0.044 0.047 0.042 -0.115 -0.082 

Thinking about horrific 

experiences (8) 

parar de pensar cosas 

horribles vividas o vistas 
0.628 0.120 0.048 0.013 -0.052 0.183 -0.027 0.014 

Distraction coping (9) distracción para manejar 

pensamientos, 

sentimientos o imágenes 

desagradables 

0.067 0.199 0.080 0.221 -0.033 0.159 0.004 0.179 

Always been worrier 

(10) 

tendencia a preocuparse 

por todo 

0.034 0.577 0.115 -0.008 0.095 0.036 0.133 -0.012 

Feel sad (11) sentimiento triste y 

melancólico 

0.118 0.174 0.097 -0.101 0.057 0.417 0.141 0.048 

Unpleasant 

thoughts/images (12) 

llegan a mente imágenes, 

pensamientos, recuerdos 

desagradables 

0.594 0.132 -0.017 -0.088 0.011 0.085 0.092 0.202 

Feeling 

trembling/shaky (13) 

tremulo o tembloroso 0.265 0.066 0.036 0.006 0.039 0.202 0.429 -0.089 

Uncomfortable center 

of attention (14) 

incomodidad en 

situaciones centro 

atención 

0.081 0.179 0.574 -0.100 -0.049 0.027 -0.023 -0.043 

Avoids upsetting 

places/things (15) 

dificultad lugares o cosas 

que hacen sentir mal 

-0.122 0.251 0.211 0.126 0.112 0.095 0.040 0.317 
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Poor stress coping (16) trabajo controlando 

estrés 

0.097 0.452 0.065 -0.062 0.088 0.002 0.195 0.085 

Optimistic person (17) persona optimista -0.083 -0.102 -0.029 0.725 0.046 -0.088 0.046 0.056 

Sudden rushes fear (18) picos repentinos de 

miedo 

0.278 0.113 0.100 0.076 0.058 0.112 0.311 0.035 

Worry about health (19) preocupación por la 

salud 

-0.045 -0.005 0.054 0.038 0.687 0.071 0.203 -0.155 

Disturbing dreams of 

past events (20) 

sueños molestos sobre 

eventos horrorosos del 

pasado 

0.785 0.049 0.043 0.127 0.072 -0.051 0.012 -0.180 

Inappropriate/nonsensic

al thoughts (21) 

entran en la mente 

pensamientos 

inapropiados que no se 

pueden quitar 

0.503 0.068 0.133 -0.081 0.012 0.049 0.068 0.187 

Anxious with strangers 

(22) 

ansieadad ante personas 

desconocidas 

-0.007 -0.011 0.742 0.051 0.083 0.114 0.047 0.003 

Carries protective 

objects (23) 

portar cosas para 

protegerse de situaciones 

o sentimientos 

incomodos 

0.086 -0.187 0.298 0.131 0.030 0.264 0.215 0.102 

Cheerful and happy 

person (24) 

persona alegre y jovial  0.036 -0.012 -0.094 0.786 -0.036 -0.092 0.051 0.003 

Loss of interest (25) pérdida del interés por 

actividades que se 

disfrutan  

0.195 0.055 -0.092 -0.044 0.075 0.407 0.131 -0.033 

Felt 

dizzy/lightheaded/faint 

(26) 

sensación de 

mareos,vertigo,desmayo 

0.020 0.087 -0.072 0.059 0.241 0.048 0.527 -0.046 

Gets rid of unpleasant 

feelings (27) 

quitarse sentimientos 

desagradables 

0.262 0.109 -0.071 -0.036 0.201 0.103 0.002 0.395 

Preoccupied by 

illnesses (28) 

preocupación por 

enfermedades 

0.017 0.038 -0.008 -0.075 0.918 -0.007 -0.039 0.042 
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Intrusive images of past 

trauma (29) 

entran imágenes de 

eventos pasados 

traumáticos de forma 

inesperada 

0.858 0.017 -0.017 -0.075 0.073 -0.055 -0.002 -0.030 

Actions driven by 

thoughts (30) 

acciones a menudo 

impulsadas por 

pensamientos o imágenes 

que no quiero tener 

0.575 -0.114 0.096 0.000 -0.027 0.189 0.117 0.047 

Tries to suppress 

upsetting thoughts (31) 

evitar pensar en cosas 

molestas 

-0.076 0.160 0.031 0.321 0.076 0.139 0.018 0.310 

More keyed up than 

average (32) 

nervioso y tenso de lo 

normal 

0.037 0.155 0.202 -0.102 0.092 0.179 0.244 0.134 

Always motivated (33) motivación emprender 

cosas nuevas 

0.079 -0.022 0.033 0.619 0.028 0.051 -0.130 -0.110 

Avoids feared objects 

(34) 

no contacto cosas que 

dan miedo 

0.036 0.146 0.236 0.127 0.086 0.093 -0.027 0.151 

Feelings hurt easily 

(35) 

persona a quien hieren 

sentimientos facil 

0.177 0.305 0.198 0.019 -0.057 -0.081 0.118 0.215 

Satisfied when 

finishing jobs (36) 

sensación bienestar 

terminar trabajo 

0.048 0.214 -0.046 0.507 0.006 -0.038 -0.172 0.091 

Nothing to look 

forward to (37) 

nada ilusiona -0.002 -0.174 0.052 -0.050 -0.002 0.576 -0.021 0.015 

Closely monitor health 

(38) 

atención a salud por 

miedo a enfermarse 

0.054 -0.039 -0.013 0.124 0.728 -0.085 -0.074 0.040 

Feels like reliving 

trauma (39) 

sensación de revivir 

horribles eventos del 

pasado 

0.704 -0.070 0.016 0.021 0.002 0.086 0.078 0.048 

Unacceptable 

thoughts/images (40) 

pensamientos o imágenes 

inaceptables 
0.565 -0.015 -0.012 -0.019 0.070 0.159 0.009 0.222 

Nervous when talking 

to others (41) 

nervios hablar personas -0.031 0.059 0.851 0.023 -0.027 -0.028 0.044 0.014 

Routine actions taken to 

cope (42) 

actos rutinarios para 

afrontar sentimientos o 

situaciones incómodas 

0.063 -0.005 0.232 0.082 0.183 0.062 0.146 0.317 
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Life not worth living 

(43) 

pensando que no vale la 

pena vivir  

0.110 -0.028 -0.026 -0.048 -0.048 0.609 0.124 0.099 

High resting heat rate 

(44) 

corazón late rapido 

incluso no actividad 

física 

0.093 0.087 0.105 -0.047 -0.009 -0.060 0.644 0.079 

Believes has 

undiagnosed illness 

(45) 

podría tener enfermedad 

no diagnosticada 

0.055 -0.034 0.035 -0.075 0.367 0.091 0.278 0.139 

Nervous in social 

situations (47) 

siento nervios 

situaciones sociales 

0.016 -0.053 0.933 -0.061 -0.025 -0.051 0.011 0.031 

Distressed by trauma 

reminders (48) 

enojo altero cuando me 

acuerdo cosas horribles 

que he vivido o visto 

0.485 -0.028 0.160 -0.063 -0.009 -0.025 0.153 0.178 

Fears prevent day-to-

day tasks (49) 

miedos no dejan realizar 

tareas cotidianas 

0.184 -0.080 0.354 -0.008 0.077 0.099 0.105 0.256 

Note. Completely standardized factor loadings are presented. Exploratory structural equation modeling was conducting with robust 

maximum likelihood estimation and quartimin rotation. Factor loadings ≥ |.30| are bolded. ESEM = exploratory structural equation 

modeling; Tra/IC = traumatic re-experiencing/Intrusive cognitions; Neuro= neurotic temperament; SocAn = social anxiety; PosT = 

positive temperament; SomA = somatic anxiety; Depr = depressed mood; AutAr = autonomic arousal; Avoid = Avoidance.
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Factor and Scale Correlations and Reliability Five of the nine MEDI dimensions 

had large factor determinacies (Trauma and Intrusive Cognitions = 0.92; Social anxiety = 

0.87; Somatic Anxiety = 0.81; Depression = 0.80 and Autonomic Arousal = 0.84) 

indicating acceptable validity of the factor scores (Grice, 2001). The other dimensions did 

not show a good validity (Neurotic Temperament = 0.72; Positive Affect = 0.75 and 

Avoidance = 0.69) suggesting that replication with a bigger sample is needed as well as a 

validity with clinical sample. Also, the lower reliability score of avoidance can be 

explained because the poor factor loading of their items (Table 3).  

 Correlations between MEDI dimensions were statistically significant for all of them 

(Table 4) except for Positive Affect with Avoidance (0.07, p = 0.133) and Positive Affect 

with Somatic Anxiety (0.017, p = 0.739). As expected, correlations between Positive Affect 

and the others phenotype dimensions were negative, and correlations between Neurotic 

Temperament with the other phenotype dimensions (except Positive affect) were positive. 

Descriptive statistics showed similar means between dimensions as well as expected values 

for a non-clinical population (Table 5). 

Table 4: Correlations between MEDI dimension. 

MEDI factor  Trauma 

Intrusive 

Cognitio

n 

Neurotic 

Tempera

ment 

Social 

Anxie

ty 

Possi

tive 

Affe

ct 

Som

atic 

Anxi

ety 

Depres

sion 

Autono

mic 

Arousa

l 

Avoid

ance 

TraumaIntru

Cog 

1 ,600** ,578** -

,182*

* 

,509
** 

,675** ,723** ,557** 

NeuroticTem

perament 

,600** 1 ,575** -

,138*

* 

,433
** 

,508** ,642** ,528** 

SocialAnxiet

y 

,578** ,575** 1 -

,228*

* 

,398
** 

,558** ,571** ,536** 

PossitiveAffe

ct 

-,182** -,138** -

,228** 

1 .017 -,272** -,139** .077 
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SomaticAnxi

ety 

,509** ,433** ,398** .017 1 ,404** ,604** ,483** 

Depression ,675** ,508** ,558** -

,272*

* 

,404
** 

1 ,637** ,472** 

AutonomicAr

ousal 

,723** ,642** ,571** -

,139*

* 

,604
** 

,637** 1 ,569** 

Avoidance ,557** ,528** ,536** .077 ,483
** 

,472** ,569** 1 

Note. Correlations were derived from the exploratory structural equation modeling solution 

for the 49-item MEDI. Robust maximum likelihood estimation and quartimin rotation were 

used. **p < .001. ESEM = exploratory structural equation modeling; MEDI = 

multidimensional emotional disorder inventory. 

Table 5: Descriptive statistics of MEDI dimensions 

Dimension Mean Standard Deviation 

Traumatic Re-Exper /Intrusive Cognitions 23.7143 15.93612 

Neurotic Temperament 17.9558 7.19669 

Social Anxiety 26.3610 13.99933 

Positive Temperament 31.1532 7.84517 

Somatic Anxiety 17.1584 9.30716 

Depression 19.1195 9.74446 

Autonomic Arousal 17.3688 10.49326 

Avoidance 21.2338 8.49678 

Note. Means and standard deviation of each dimension in a community sample. 

In summary MEDI validation confirms a good reliability of most scales and a god fit of the 

model performed by the ESEM analysis. An 8-dimension model with 48-item was the best 

solution and confirms most of dimensions identified by Rosellini (2013) in the MEDI 

validation. For a better model fit, item number 46 was excluded from analysis because of 

its lack of fitness in the proposed dimensions. 

Single Case Experimental Design: effects of modules of the UP in transdiagnostic 

processes and diagnostic criteria of emotional disorders. 

Single Case Data: Visual Analysis 
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Results in Pre – Post measures after psychological treatment. In average, patients 

showed an improvement in anxiety and depression symptoms measured by Hamilton 

Anxiety and Depression Scales (Table 6). Non-reliable change index analysis was 

performed for these measures because there is no Colombian data of those measures to 

compared them. All patients diminish their depression scores, even patients remitted to 

additional psychological services for having feelings related with depression after 

treatment. Only three patients do not have lower scores in post assessment of anxiety 

symptoms within Hamilton: P9, P14, P23. Their deterioration does not seem to be related 

with variables of the treatment since they received different modules and were classified in 

different emotional profiles.  

Table 6: Pre-Post scores of depression and anxiety symptoms 

 Hamilton 

Anxiety 

 Hamilton 

Depression 

 

 Pre  Post Pre  Post 

P1 (TD)  

EmoAwa 

40 37 37 10 

P2 (MX) 

EmoAwa 

45 25 39 6 

P3 (MX) 

CogReap 

44 28 35 5 

P6 (TD)  

CogReap 

41 32 61 19 

P9 (TD)  Expo 34 42 49 33 

P13 (BU)Expo 46 35 13 4 

P14 

(BU)EmoAwa 

40 44 38 22 

P19 (MX)Expo 56 38 33 7 

P21(BU) 

EmoAwa 

50 34 47 8 

P23 

(MX)CogReap 

42 54 48 29 

P24 (BU) 

CogReap 

50 44 43 29 

P25 (TD) Expo 50 18 53 17 

Note. Pre-post scores show an average decrease in anxiety and depression symptoms after 

treatment measured with Hamilton Anxiety and Depression Scales. P=#patient. TD=Top-
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down. BU=Bottom-up. MX=mixt. EmoAwa= Emotional Awareness. CogReap=Cognitive 

Reappraisal. Expo=Exposure.  

 

Results of repeated measures after treatment: Transdiagnostic measures. MEDI. 

Scores of the MEDI after each phase of treatment (baseline, common modules, specific 

module and exposure) did not shown a clear pattern between changes in scores of each 

dimension and phases of treatment. Most of patients showed a reduction when comparing 

scores during baseline and after exposure.  

Figure 3 shows the variation in MEDI scores after different parts of the treatment 

for patients receiving emotional awareness module. Figure 4 shows the variation in MEDI 

scores after different parts of the treatment for patients receiving cognitive reappraisal. 

Figure 5 shows the variation in MEDI scores after different parts of the treatment of 

patients receiving exposure. 
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Figure 3: MEDI Scores of Patients receiving Emotional Awareness. 

 
Note. Open bars represent baseline score, grey columns represent common modules score, 

diagonal stripes lines represent emotional awareness score and black color represent exposure 

score. TD=Top-down. BU=Bottom-up. MX=mixt.  
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Figure 4: MEDI Scores of Patients receiving Cognitive Reappraisal.  

 
Note. Open bars represent baseline score, grey columns represent common modules score, 

diagonal stripes represent cognitive reappraisal score and black color represent exposure score. 

TD=Top-down. BU=Bottom-up. MX=mixt.  
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Figure 5: MEDI Scores of Patients receiving Exposure.  

 
Note. Open bars represent baseline score, grey columns represent common modules score, 

diagonal stripes represent exposure score. TD=Top-down. BU=Bottom-up. MX=mixt.  
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ASI, Rumination Scale, Cognitive Flexibility, Intolerance Uncertainty. Scores of the 

others transdiagnostic measures after each phase of treatment (baseline, common modules, 

specific module and exposure) showed a more parsimonious pattern compared with MEDI 

results. For patients receiving emotional awareness (Figure 6) all ASI, Intolerance 

Uncertainty and Rumination Scale scores decreased after treatment. Cognitive Flexibility 

Scale increased for patients 1 and 2 and remained equal for patients 14 and 21. For patients 

receiving cognitive reappraisal (Figure 7) ASI and Rumination Scale scores decreased after 

treatment. Cognitive Flexibility increased for patient 3 and 6 and remained unstable for 

patients 23 and 24. Finally, for IU scale, scores decreases for patients 3, 6 and 24 and 

remained unstable for patient 23. For patients receiving exposure as a specific module 

(Figure 8) the only diminished score was on Intolerance Uncertainty. Scores on ASI and 

Rumination Scales diminished for patients 9, 13 and 25 but increased in patient 19. 

Cognitive Flexibility scale increased for patients 9 and 19 and remained stable for patients 

13 and 25. 
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Figure 6: ASI, Rumination Scale, Cognitive Flexibility Intolerance Uncertainty scores of Patients 

receiving Emotional Awareness. 

 

Note. Open bars represent baseline score, grey columns represent common modules score, 

diagonal stripes represent emotional awareness score and black color represent exposure score. 

TD=Top-down. BU=Bottom-up. MX=mixt.
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Figure 7: ASI, Rumination Scale, Cognitive Flexibility Intolerance Uncertainty scores of Patients 

receiving Cognitive Reappraisal. 

 
Note. Open bars represent baseline score, grey columns represent common modules score, 

diagonal stripes represent cognitive reappraisal score and black color represent exposure score. 

TD=Top-down. BU=Bottom-up. MX=mixt.  
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Figure 8: ASI, Rumination Scale, Cognitive Flexibility Intolerance Uncertainty scores of Patients 

receiving Exposure. 

 
Note. Open box represent baseline score, grey columns represent common modules score, 

diagonal stripes represent exposure score. TD=Top-down. BU=Bottom-up. MX=mixt. 
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Results of repeated measures after treatment: ODSIS and OASIS measures. ODSIS and 

OASIS were the only measures administered during each session, showing in general a reduction 

in most patients. Patients 14 and 9 were the only who doesn’t show big changes in ODSIS and 

OASIS scores compared to the baseline period and after the treatment. Specific differences 

according to visual analysis will be presented later. Figures 9,10 and 11 present a descriptive 

summary of ODSIS and OASIS scores for each patient organized per treatment condition. The 

gap between yellow lines represent de points affected by specific treatment modules (emotional 

awareness, cognitive reappraisal, exposure). As expected, the course of the treatment was 

different for each patient, that variability is evident in the figures showed below.
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Figure 9: ODSIS and OASIS scores of Patients receiving Emotional Awareness. 

 
Note. Grey box represents the scores of emotional awareness module. TD=Top-down. 

BU=Bottom-up. MX=mixed.
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Figure 10: ODSIS and OASIS scores of Patients receiving cognitive reappraisal. 

 
Note. Grey box represents the scores of cognitive reappraisal module (the specific module). 

TD=Top-down. BU=Bottom-up. MX=mixed.
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Figure 11: ODSIS and OASIS scores of Patients receiving Exposure. 

 
Note. Since this group does not had specific module but only exposure, there is no grey 

gap.TD=Top-down. BU=Bottom-up. MX=mixed.
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Standard deviation band as visual aids is one of the visual analysis performed to assess the 

effectiveness of a psychological treatment in single case designs (Manolov & Evans, 2014). The 

output of the analysis gives a plot showing a comparison between baseline and treatment phase 

emphasizing on standard deviation of each phases. The output also gives the number of 

intervention points above upper band, the number of consecutive intervention points above upper 

bands, the number of intervention points below lower band and the maximum number of 

consecutive intervention points below lower bands. In order to a psychological treatment be 

effective within this analysis, the number of intervention points and the maximum number of 

consecutive interventions points below lower bands should have two times more points than the 

number of intervention points and consecutive intervention points above upper bands.  

When analyzing data using standard deviation bands as visual aids of ODSIS and OASIS 

scores, results showed a good response in all patients (Appendix 4) except for patient 14 and 21. 

Table 7 shows the results for OASIS scores and Table 8 shows the results for ODSIS scores.  

Table 7: OASIS Standard deviation band of each patient  

OASIS P1 P2 P3 P6 P9 P1

3 

P1

4 

P1

9 

P2

1 

P2

3 

P2

4 

P2

5 

Specific Module EA EA CR CR EX EX EA EX EA CR CR EX 

Profile TD MX MX TD TD BU BU MX BU MX BU TD 

Number of 

intervention 

points above 

upper band 

0 0 0 0 0 0 0 0 5 0 0 3 

 

 

Maximum 

number of 

consecutive 

intervention 

points above 

upper bands 

0 0 0 0 0 0 0 0 5 0 0 3 

Number of 

intervention 

points below 

lower band 

6 10 8 11 6 11 0 10 3 6 5 7 

Maximum 

number of 

6 6 8 11 5 10 0 10 3 3 3 6 
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consecutive 

intervention 

points below 

lower bands 

The results of the table include the numerical values indicating the number of treatment phase 

scores falling outside of the limits defined by the standard deviation bands, paying special 

attention to consecutive scores outside these limits. Scores of OASIS in patients 14 and 21 do not 

shows a good decrease in anxiety symptoms across the treatment. P=#patient. TD=Top-down. 

BU=Bottom-up. MX=mixed. EA= Emotional Awareness. CR=Cognitive Reappraisal. 

Ex=Exposure. 
 

Table 8: ODSIS Standard deviation band of each patient  

ODSIS P1 P2 P3 P6 P9 P13 P14 P19 P21 P23 P24 P25 

Specific Module          EA EA CR CR EX EX EA EX EA CR CR EX 

Profile TD MX MX TD TD BU BU MX BU MX BU TD 

Number of 

intervention 

points above 

upper band 

0 0 0 0 0 0 0 0 0 0 0 1 

Maximum 

number of 

consecutive 

intervention 

points above 

upper bands 

0 0 0 0 0 0 0 0 0 0 0 1 

Number of 

intervention 

points below 

lower band 

10 11 11 11 9 12 5 6 0 5 7 5 

Maximum 

number of 

consecutive 

intervention 

points below 

lower bands 

6 11 11 11 6 12 2 3 0 3 4 4 

The results of the table include the numerical values indicating the number of treatment phase 

scores falling outside of the limits defined by the standard deviation bands, paying special 

attention to consecutive scores outside these limits. Scores of ODSIS in patient 21 do not shows a 

good decrease in anxiety symptoms across the treatment. P=#patient. TD=Top-down. 

BU=Bottom-up. MX=mixed. EA= Emotional Awareness. CR=Cognitive Reappraisal. 

Ex=Exposure. 

Percentage of non-overlapping (PND) data is one of the analysis more used for single case 

design (Barlow et al., 2009; Manolov & Evans, 2014). Scruggs and Mastropieri (2013) have 

pointed that values between 50% and 70% could indicate questionable effectiveness, between 
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70% and 90% would reflect effective interventions and above 90% very effective (Scruggs & 

Mastropieri, 2013). Table 9 represent the results for PND for ODSIS and OASIS of all patients. 

Based on PND values, treatment for patient 21 had a poor effectiveness for anxiety and 

depression. For patients 1, 2, 14, 23, 24 and 25 a moderate effectiveness in OASIS and a 

moderate efficacy in ODSIS for 14 and 25 patients. The complete graphics for each patient are 

shown in Appendix 5. 

Table 9: Percentage of Nonoverlapping Data (PND)  

 P1 P2 P3 P6 P9 P13 P14 P19 P21 P23 P24 P25 

Specific 

Module          

EA EA CR CR EX EX EA EX EA CR CR EX 

Profile TD MX MX TD TD BU BU MX BU MX BU TD 

OASIS 54.54 66.66 72.72 100 100 100 58.3 100 33.3 50 66.6 66.6 

ODSIS 90.90 91.66 100 100 100 100 66.6 91.6 41.6 75 83.3 45.45 

Note.The results of the table show the PND of each patient in depression (ODSIS) and anxiety 

(OASIS) symptoms.  

 

Single Case Data: Statistical Analysis.  

Reliable Change Index (RCI) was performed only for ODSIS, OASIS and MEDI 

measures because were the only ones with clinical and non-clinical data available in Colombian 

population to perform the analysis. Table 10 shows the results of RCI for all patients emphasizing 

in the change comparing the average score in baseline to the average score in treatment.  

Table 10: Reliable Change Indices (RCI) for ODSIS and OASIS after treatment 

Patient OASIS ODSIS 

1 (TD)     Emotional 

Awareness 

2,5* 4,64* 

2 (MX)    Emotional 

Awareness 2,14* 3,2* 

3 (MX)    Cognitive 

Reappraisal 3,31* 5,6* 

6 (TD)     Cognitive 

Reappraisal 4,61* 5,75* 

9 (TD)     Exposure 1,52 1,8 

13(BU)    Exposure 2,73* 4,72* 
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14(BU)    Emotional 

Awareness 1,81 1,23 

19(MX)   Exposure 2,46* 2,45* 

21(BU)    Emotional 

Awareness -0,45 0,97 

23(MX)   Cognitive 

Reappraisal 1,63 2,86* 

24(BU)    Cognitive 

Reappraisal 2,12* 3,18* 

25(TD)    Exposure 1,1 0,73 

 

Note. BU = Button Up. TD = Top Down. MX = Mixed. The table shows the change comparing 

average scores in baseline to average scores in the treatment. * = Significant improvement at p < 

.05  

 

Reliable change index is not equal as clinical significance change (CSC) (Jacobson & Truax, 

1991; Maric, de Haan, Hogendoorn, Wolters, & Huizenga, 2015). The first shows how a change 

in a specific measure is statistically significant. The second, shows if that significant change in 

the measure score is comparable with average scores in a non-clinical population. Brinley plots 

are known for allowed researchers to identified RCI and clinical changes (Blampied, 2017). 

Figure 12 shows RCI and CSC results for all patients in OASIS. Figure 13 shows RCI and CSC 

results for ODSIS scores using Brinley plots. 
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Figure 12: Reliable Change Indices in OASIS 

 
Note. The Brinley plots shows differences between pre and post treatment in OASIS measure 

emphasizing in the average clients scores. 

 

Results for RCI in MEDI were performed for each dimension and for different phases of the 

treatment. First, comparing average scores in baseline to average score during first treatments 

modules (common modules) motivation enhancement and psychoeducation. Second, comparing 

average scores in baseline and common modules to average score during specific modules 

(emotional awareness for some patients and cognitive reappraisal for others). Third, change 

comparing average scores in baseline, common modules and specific module to average score 

during exposure. Improvement was considered when a significant value at p < .05. Table 11 

shows results for RCI in MEDI dimensions for all patients. 
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Figure 13: Reliable Change Indices in ODSIS 

 
Note. The Brinley plots shows differences between pre and post treatment in ODSIS measure 

emphasizing in the average clients scores. 

 

 

 

 

 

Table 11: Reliable Change Indices (RCI) for MEDI dimensions across different phases of 

treatment. 
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Patient Module Order 

Neurotic 

Temperament 

Positive 

Temperament Depression 

Autonomic 

Arousal 

Somatic 

Anxiety 

Intrusive 

Cognition 

Social 

Concerns 

Traumatic 

Re 

experiencing Avoidance 

1 TD  Motiva+Pycho 0,35 0,2 0,81 -0,15 -0,16 -0,22 1,17 0,19 -0,1 

 

 Emotional 

Awareness 1,94 -0,1 2,83* 0,07 1,27 7,91* 0,37 1,82 1,56 

  Exposure 2,92* -0,25 3,24* 0,51 1,99* 6,41* 2,56* 3,07* 1,43 

2 MX  Motiva+Pycho -0,35 -0,4 1,01 0,95 0,33 1,33 0,5 0,19 0,75 

 

 Emotional 

Awareness -0,7 0 0,91 2,7* 1,18 1,78 1,09 1,26 1,56 

  Exposure 1,77 -0,6 4,91* 1,98* 0,59 3,34* -0,29 1,41 1,75 

3 MX  Motiva+Pycho 0,53 -1 0,4 0,47 0,33 0,66 0,5 0,58 0,21 

 

 Cognitive 

Reappraisal 3,09* -2,11* 0,81 1,03 1,35 5,24* 4,79* 5,36* 0,54 

  Exposure 2,78* -1,46 2,63* 2,58* 3,39* 4,18* 0,37 1,9* 1,24 

6 TD  Motiva+Pycho 0,7 0,4 1,82 0,47 0,16 2,45* 0 1,56 0,75 

 

 Cognitive 

Reappraisal 0 -0,2 0,3 -0,23 0,42 1,67 0,16 -0,58 0,48 

  Exposure 1,23 -1,1 2,38* 0,51 1,05 3,29* -0,42 2,56* 1,69 

9 TD  Motiva+Pycho -0,53 -0,4 -1,01 -0,47 -1,35 0 0,16 -3,31* -0,86 

  Exposure 1,15 -1,81 4,56* 2,14* 0,33 8,25* -1,09 4,58* 1,83 

13 BU  Motiva+Pycho 0,35 0 0,81 0,63 1,18 -0,22 0,33 -0,19 0,1 

  Exposure 3,18* 1,41 3,24* 2,86* 3,3* 2,78* 2,18* 1,85 3,18* 

14 BU  Motiva+Pycho 0,7 0 0,2 0,47 0,33 0,22 0,67 0,19 0,64 

 

 Emotional 

Awareness 1,77 0,8 1,11 0,71 1,69 1 1,51 1,07 1,83 

  Exposure 2,12* 1 2,99* 2,58* 2,88* 2* 1,26 0,92 2 

19MX   Motiva+Pycho 1,77 -0,2 0,2 -0,79 0,33 1,11 1,009 0 1,73 

  Exposure 1,77 0,1 0,5 -0,23 0,5 -0,33 1,51 0 -0,1 

21BU   Motiva+Pycho 0,17 -0,2 0,2 0,15 -0,16 -0,22 -0,16 -0,19 0,21 

 

 Emotional 

Awareness 0,44 -0,7 0,7 -0,39 0,42 0,33 0,25 -0,09 1,18 

  Exposure -0,13 -0,95 0,96 0,43 0,55 -0,5 0,29 0,14 1,45 

23MX  Motiva+Pycho 0 -0,2 1,41 0,47 0,33 2,23* -0,33 3,31* 0,75 
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Note. BU = Button Up. TD = Top Down. MX = Mixed. Motiva+Psycho = change comparing average scores in baseline to average 

score during first treatments modules (Common modules) motivation enhancement and psychoeducation. Emotional 

Awareness/Cognitive Reappraisal = change comparing average scores in baseline and common modules to average score during 

specific modules (emotional awareness for some patients and cognitive reappraisal for others). Exposure = change comparing average 

scores in baseline, common modules and specific module to average score during exposure. * = Significant improvement at p < .05

 

 Cognitive 

Reappraisal -1,06 1,1 -0,3 0,23 -0,67 -0.2 -0,5 0,09 -1,24 

  Exposure 0 -0,05 1,67 0,75 1,52 1,89 1,09 0,04 0,67 

24BU   Motiva+Pycho 0,35 1,61 0,6 0,31 1,69 3,56* 0 0,39 0,86 

 

 Cognitive 

Reappraisal -0,53 -0,4 0,3 1,43 -0,19 0,89 0 0,58 -0,21 

  Exposure 0,08 0,6 0,35 0,07 -0,4 3,56* 0,5 1,07 0,32 

25 TD  Motiva+Pycho -0,53 -0,2 1,82 2,22* 0,84 -1,78 -0,84 0,19 1,51 

  Exposure 0,61 -1,91 3,8* 0,31 2,96* 2,9* -0,42 1,46 0 
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Interestingly, MEDI RCI results for specific dimensions across treatment phases showed that 

some dimensions are more sensible to change than others. That is, after treatment, all patients 

except for patient 21, had a decrease in most of MEDI dimensions, suggesting a reliable change 

in transdiagnostic processes. Intrusive cognitions decrease in 11 patients; Depression in 8; 

Autonomic Arousal in 6; Somatic Anxiety and Traumatic Re-experimentation in 5; Neurotic 

temperament in 4; Positive Affect and Avoidance in one.   

When looking at the same results across the three different treatment conditions and 

emotional processing – profile characteristics, some interactions appeared to have a targeted 

treatment to the transdiagnostic processes maintaining emotional problems of patients. Patient 4 

who was classified as a top - down and receive cognitive reappraisal module not only improve 

significantly with the common modules but had a reliable change with exposure module in 

intrusive cognition. This is also the case for patient 3 who was classified as mixed and also 

receive cognitive reappraisal, showing a remarkable statistical improvement in all dimensions 

except avoidance.  

In summary, results of this dissertation shown two different things. First, a good model fit 

of a 48-item MEDI version with eight dimensions, leading to the first dimensional validated 

measure for emotional disorders in Colombia. Second, results suggest that cognitive reappraisal 

and emotional awareness modules of the UP may be more specific if trigger specifics 

transdiagnostic processes depending on emotional processing profile of patients. Specifically, 

patients with a bottom-up emotional processing improves better after an exposure model without 

emotional awareness or cognitive reappraisal, while top-down emotional processing patients had 

better outcomes after receiving cognitive reappraisal module.  
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Discussion 

Validation of MEDI.  

MEDI validation in Colombian population is an important contribution for research and practice 

in clinical psychology in this country. One the one hand, gives the first culture adapted 

dimensional instrument triggering transdiagnostic factors of emotional disorders. One the other 

hand, helps to understand the emotional core processes of a non-clinical population within its 

normal parameters and factor structure.  

 Despite replication is needed, the final 48-item eight-factor ESEM solution shows a 

parsimonious organization of items in their dimensions. Perhaps the most interesting finding was 

the high correlation and factor loading of items of the Trauma Re-experimentation and Intrusive 

Cognition dimension. This seems to be a finding completely different from the original MEDI 

validation data (Rosellini & Brown, in press), where those dimensions are distinct to each other. 

Moreover, across all the possible models (6,7,8 or 9 factors) with or without item number 46, all 

of them had the same result linking Trauma Re-experimentation with Intrusive Cognitions items. 

One possible explanation for this result is the linguistic similarities between items of both 

dimensions. That is, Trauma Re-experimentation as well as Intrusive Cognitions items are 

referring in most of the cases to negative/threatful thoughts. It is possible that for this non-clinical 

population, content and meaning of items of those dimensions were quite similar. Another 

possibility is that in an emotional disorders clinical sample this difference between Intrusive 

Cognitions in general and thoughts associated with Traumatic Re-experimentation be more 

noticeable. Not only because, in average, scores of MEDI dimensions should be different, but 

also because the Traumatic Re-experimentation dimension trigger processes and symptoms very 



 
 

105 
 

specific to trauma-related disorders, an uncommon characteristic to find in a non-clinical 

population. 

 Another relevant result to discuss is the low factor loading of items in the avoidance 

dimension. Interestingly, Social Anxiety dimension capture the variance of some Avoidance 

items. Even more, some items that in the original MEDI instrument are in Avoidance dimension, 

in the Colombian MEDI data are included in Social Anxiety dimension (e.g., item 34 “Avoids 

feared objects”; item 23 “Carries protective objects”). Clearly, this shows the overlap between 

core processes in emotional disorders. As Brown and Barlow (2009) originally stablished, core 

processes of emotional disorders are dimensional rather than categorical and this aloud an 

overlapping between some processes that may share a higher core process dimension (e.g., 

Neurotic temperament).  

 As for the other dimensions (Neurotic Temperament, Positive Temperament, Somatic 

Anxiety, Autonomic Arousal, Depressed Mood) it is relevant to mention that, in general, 

dimensions of the original MEDI instrument are very similar to Colombian MEDI validation. 

Moreover, MEDI dimensions had strong reliability and validity, with acceptable factor 

determinacies and composite reliabilities. In the same way, factor intercorrelations were of small-

to moderate magnitude and largely consistent with prior research (Rosellini, 2013; Rosellini and 

&, in press). This is not surprisingly regarding the huge body of literature showing the 

universality between high order factors in emotional disorders (Brown & Barlow, 2009; Rosellini 

& Brown, 2015; Brown et al., 1998), showing that anxiety, depression and related disorders have 

transdiagnostic distinguish processes.  

 Finally, this study responds to one of the “next steps” mentioned by Rosellini and Brown 

(in press) where a validation with non-clinical population was suggested. Although more data is 

needed to keep building the MEDI dimensions in Colombian population, and of course a 
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replication of this analysis is needed in a clinical sample, these results are a good first step in the 

development and adaptation of dimensional instruments, not only to measure clinical progress 

across psychological treatments, but also to made classification of clinical population according 

to their transdiagnostic core processes.  

Single Case Experimental Design: effects of modules of the UP in transdiagnostic processes 

and diagnostic criteria of emotional disorders. 

Effects of the Unified Protocol on patients with emotional disorders. The UP was 

effective in reducing symptoms and changing transdiagnostic processes for most of patients (as it 

can be seen in figures 3 - 11). Patients may be considered a heterogeneous sample because most 

of them had mixed emotional disorders (e.g., some had more manifestations of SAD others had 

MDD, or PTSD). Regardless of the individual demographic differences of patients, most of them 

had a significant and clinically response to the UP. Consistent with the fact that UP has shown to 

be effective in many different populations and conditions (Barlow et al., 2017; Barlow, 2011; 

Bilek & Ehrenreich-May, 2012; Bullis, Fortune, Farchione, & Barlow, 2014; Ito et al., 2016), the 

data presented in this dissertation showed that the UP is also effective in Colombian population. 

Recently, some preliminary data of the first randomized controlled trial performed in Colombia 

looking for the efficacy of a cultural adaptation of the UP (Castro-Camacho, Rattner, et al., 2018; 

Castro-Camacho, Moreno, & Naismith, 2018) suggest that this treatment, using the specifics 

cultural adaptations, is effective in a sample of 100 victims of the armed conflict. However, there 

is not available data showing the efficacy of UP in a non-victim of armed conflict population in 

Colombia. Therefore, one of the contributions of this study is to show that the UP could be used 

as a treatment for different kind of emotional disorders in victims and non-victims of armed 

conflict population. The current results also open the door to new studies with different designs 
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(perhaps nomothetic studies) focused on identifying mediators and moderators of the UP efficacy 

in Colombia, comparing them with data from high-income countries.  

Effects of specific modules of the UP in transdiagnostic processes. One of the objectives 

of this dissertation was to assess the contributions of specifics modules of the UP in the exposure 

module. That is, to explore if emotional awareness or cognitive reappraisal enhance the efficacy 

of exposure. It is already known the efficacy of exposure interventions in emotional disorders 

(Asnaani, McLean, & Foa, 2016; Foa & McLean, 2016; Jacoby & Abramowitz, 2016; Richard J 

McNally, 2007; Weisman & Rodebaugh, 2018a), not only in combination with other treatment 

modules or skills, such as mindfulness (Ljótsson et al., 2011; Roemer, 2002; Treanor, 2011), 

cognitive reappraisal (Forman, Herbert, Yeomans, & Geller, 2007; Hofmann, 2004; Marks, 

Lovell, Noshirvani, Livanou, & Trasher, 1998), behavioral activation (Chu et al., 2016), social 

skills (Herbert et al., 2005); but also, exposure modules itself have shown to be effective in 

different types of emotional disorders (Barrera, Mott, Hofstein, & Teng, 2013; Deacon & 

Abramowitz, 2006; Foa et al., 2005; Pincus, Ehrenreich, & Mattis, 2008). It has also been 

recognized the efficacy of isolated modules (such as emotional awareness and cognitive 

reappraisal) of the UP in reductions of emotional disorders (Sauer-Zavala et al., 2016). However, 

to our knowledge there are not studies looking for contributions of each specific module of the 

UP in exposure-based modules.  

 First, the data of this single case experimental design confirmed that emotional awareness 

and cognitive reappraisal modules had isolated effects and, when applied with psychoeducation 

and motivational enhancement, they reduced anxiety and depression symptoms in most patients. 

Second, MEDI-dimensions RCI results (Table 11) shows that emotional awareness and cognitive 

reappraisal enhance the effect of exposure. That is, specific modules had shown a significance 

decrease comparing with common modules and baseline. Also, exposure modules shown another 
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significance decrease in MEDI-dimensions on specific modules (emotional awareness or 

cognitive reappraisal). That was the case for patients 1 (in depression and intrusive cognitions 

dimensions) and 2 (in autonomic arousal dimension) who received emotional awareness, and for 

patient 3 (in neurotic temperament and intrusive cognitions) who received cognitive reappraisal. 

Third, exposure itself, after giving common modules, showed an important reduction in clinical 

symptoms of anxiety and depression (table 10), as well as in specific MEDI-dimensions (Table 

11), confirming that it is one of the effective core modules of emotional disorders treatments. 

Four, it is recognized that in some cases psychoeducation and motivation enhancement are 

enough for generate and impact on patients and a subsequent change (Arkowitz & Westra, 2004; 

Marker & Norton, 2018). In this study, results showed significant changes in some MEDI-

dimensions patients after receiving common modules, suggesting an improvement in their 

transdiagnostic processes just with the basic core modules of the UP. That was the case for 

patients 6 (in intrusive cognitions), 9 (in traumatic re-experimenting), 23 (in intrusive cognition 

and traumatic re-experimentation), 24 (in intrusive cognitions) and 25 (in autonomic arousal). 

These findings suggest that, in some cases, treatment should be targeted in specific skills such as 

motivation enhancement and psychoeducation rather than a hall package of modules. 

 The result of emotional awareness module showing improvement in patient’s symptoms 

and transdiagnostic processes confirms results of previous studies, with a similar design, showing 

improvement in patients with emotional disorders after receiving emotional awareness (Brake et 

al., 2016). One possible mechanism associated with the enhancement effect of exposure in 

patients receiving emotional awareness is its capacity to expose their selves with a present-

focused attention and non-judgmental awareness attitude. Some recent findings focused on 

mechanisms to maximize exposure effects suggest that mindfulness skills contribute to the 

reduction of avoidance strategies during negative emotional experiences, leading to an inhibitory 
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learning process and a reduction in anxiety (Brake et al., 2016; Craske, Treanor, Conway, 

Zbozinek, & Vervliet, 2014). Another possible mechanism is that emotional awareness can be, 

for some patients, an emotional exposure itself. That is, as this module focuses on a non-

judgmental, present-focused approach to experience emotions through a series of experiential 

exercises, patients enhance its emotional tolerance without using avoidance behaviors to their 

negative emotional experience. It is possible that these mindfulness-based skills work as 

emotional exposures forcing the patient to be focused on their experience, including emotional 

discomfort, anxiety and related negative emotions.   

 In the same way, cognitive reappraisal showed an isolated effect and a facilitator to 

exposure response. In previous studies, this cognitive skill had shown specific changes after the 

cognitive reappraisal module (Sauer-Zavala et al., 2016). Also, enhancement of cognitive 

flexibility has been associated with reductions in anxiety and depression symptoms (Wicksell, 

Olsson, & Hayes, 2010). However, the present study showed that cognitive reappraisal module 

not only had a reliable change in cognitive-specific skills, but also in other transdiagnostic 

phenotypes; as in the case of participant 3 who shows an RCI in all MEDI-dimensions expect 

avoidance, and participant 6 who had an RCI in depression and trauma re-experimentation 

MEDI-dimensions. When focusing on the specific contribution of cognitive reappraisal in 

exposure, two of the three participants receiving this module showed and enhancement result: 

patient 3 in neurotic temperament, intrusive cognitions and trauma re-experimentation and patient 

6 in trauma re-experimentation. One possible explanation to the enhancement effect of cognitive 

reappraisal into exposure modules is enhancing cognitive flexibility, generating alternative 

appraisals to emotional situations (Sauer-Zavala et al., 2016). Whit this skill, patients had the 

opportunity to be involved in exposure-based exercises and challenge their automatic thoughts 

while considering more likely alternatives, allowing them to stay more time in the exposure 
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exercises while changing the interpretation of threatful stimulus and generalizing their learning in 

to different contexts and situations (Craske et al., 2014; Niles et al., 2014). 

 Exposure is the therapeutic skill considered as the clinical analog of extinction learning 

(Moscovitch, Antony, & Swinson, 2009). There is a growing body of literature showing the 

efficacy of exposure-based treatments in emotional disorders (Barrera et al., 2013; Craske, 

Treanor, Conway, Zbozinek, & Vervliet, 2014b; Powers, Halpern, Ferenschak, Gillihan, & Foa, 

2010; Zalta & Foa, 2012). A range of different exposure treatments including in vivo exposure 

(Baker et al., 2010), imaginary exposure (Foa, 2011; Foa & McLean, 2016a), virtual reality 

exposure (Difede & Hoffman, 2002; Krijn, Emmelkamp, Olafsson, & Biemond, 2004; 

Rothbaum, Hodges, & Smith, 1999), interoceptive exposure (Boswell, Farchione, et al., 2013; 

Bouton, Mineka, & Barlow, 2001a; Otto & Hinton, 2006) and narrative exposure (Onyut et al., 

2005; Robjant & Fazel, 2010) had been known to be effective for specific and comorbid 

emotional disorders (Lemmon & Mizes, 2002; Steele et al., 2018). Transdiagnostic treatments, as 

the UP, include interoceptive and situational/contextual exposure training as one of their core 

treatment modules. Despite mechanisms underlying exposure are not well-understood 

(Moscovitch et al., 2009), there are two approaches which had made tremendous contributions to 

the understanding of mechanisms of this behavioral procedures: emotional processing theory 

(EPT) (Baker et al., 2010; Foa & Kozak, 1991; Foa & Kozak, 1986; Foa, Huppert, & Cahill, 

2006; Rauch & Foa, 2006; Zalta & Foa, 2012); and inhibitory learning theory (Craske et al., 

2008, 2014b; Weisman & Rodebaugh, 2018a).  

Since is huge the amount of research done around exposure in treatments for emotional 

disorders, the present study did not focus on identifying the efficacy of exposure as an 

independent module. Instead, the SCED of this study included the exposure-based modules of the 

UP as part of the treatment and tried to determine the contributions of other specific modules 
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(emotional awareness and cognitive reappraisal) to the exposure effects. In order to have a good 

control of variables within the SCED, the treatment condition included a third group of patients 

who did not receive neither emotional awareness nor cognitive reappraisal; this group only had 

the common modules and more sessions of exposure module.  

Two patients receiving exposure module after the common modules improved in their 

anxiety and depression symptoms. As expected, patients 9 and 25, both classified as Top-down 

did not show an improvement after treatment. One possible explanation for this non-respondent 

after exposure is the type of emotional processing of those patients. As previously mentioned, 

both patients were Top-down, a process characterized by high rumination, worry and low 

autonomic arousal. It is possible that those patients need a previous cognitive reappraisal skill to 

improve their low cognitive flexibility. Perhaps, being aware of the limitations of this study, this 

result suggests that when having patients with these top-down characteristics, a treatment based 

only in exposure module is not enough. The reliable change in patients 13 and 19 showed that 

exposure-based modules are central in improvement outcomes. That is, patients having emotional 

disorders need to change certain avoidance behaviors to build new learnings. The specific 

emotional processing characteristics of these patients show a high physiological response with 

different avoidance behaviors focused mostly in social situations. Exposure module trigger these 

maintaining variables enhancing discrepancies between expectancy and outcome, leading to 

inhibitory learning (Craske, Treanor, Conway, Zbozinek, & Vervliet, 2014; Weisman & 

Rodebaugh, 2018). 

 However, one interesting finding of patients receiving exposure is the discrepancy 

between the reliable change analysis of anxiety-depression symptoms (ODSIS and OASIS) and 

the transdiagnostic measure (MEDI). For example, patient 19 who had a reliable change in his 

anxiety and depression symptoms after the treatment, does not change significantly in none of 
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MEDI dimensions. Contrary, patient 13 who change his symptoms after treatment, shows a 

reliable change in all MEDI-dimensions except positive temperament and traumatic re-

experimentation. With respect to patients 9 and 25 which does not change significantly in ODSIS 

and OASIS scores, had reliable changes in some MEDI dimensions (p9 depression, Autonomic 

Arousal, Intrusive Cognition, Trauma re-experimentation; P25 Somatic anxiety, depression and 

intrusive cognition). This result shows a change in some specific cognitive, behavioral and 

emotional processes, but, perhaps, this change was not enough to generate a weekly symptom 

change as ODSIS and OASIS reflects.  

Specific effects of UP on transdiagnostic processes tailored on specific emotional 

processes. One of the main objectives of the present study was to assess if the UP had specific 

effects on patients depending their emotional processing. This section of the discussion will 

describe: first, if the selection process of emotional processing profiles was effective; second, if 

the specific modules of UP had targeted effects on patients with specifics emotional processing.  

Emotional processing profile selection. The concept of emotional processing had a long 

tradition in psychology and neuroscience research (Delgado, Nearing, LeDoux, & Phelps, 2008; 

Gross, 2007; MacLeod & Bucks, 2011; Werner, Goldin, Ball, Heimberg, & Gross, 2011). The 

idea of detecting the type of emotional processing that people have in certain situations is not 

new (Castro, 2014; Persons, Roberts, Zalecki, & Brechwald, 2006), as is for the neurobiological 

bases of this emotional processing (Phelps & LeDoux, 2005; Sloan et al., 2017). Nonetheless, to 

our knowledge none of these classification systems had been used to assign patients with 

emotional disorders to transdiagnostic treatments. As previously mentioned, one of the objectives 

of this research was to design a classification system of patients that was not based on their 

symptoms or clinical characteristics, but on their type of emotional processing. The supposed 

advantage of this approach is to identify the dysfunctional emotional pattern of each patients and 
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modifying with specific treatment modules. To accomplish that, patients were classified based on 

their transdiagnostic measures and functional analysis performed by their therapist. One of the 

problems with the measures used for the classification was that most of them are not designed for 

that purpose. For example, ASI, Rumination Scale, Intolerance to Uncertainty and Cognitive 

Flexibility are transdiagnostic measures designed to target specific psychological processes 

involved in emotional disorders (e.g., rumination, worry, anxiety sensitivity). Despite these 

transdiagnostic processes may inform of maintaining variables related with emotional disorders, 

this does not mean they can identify the type of emotional processing characterized of the patient. 

This reason may explain the variability between transdiagnostic measures results in patients. That 

is, there were no clear patterns between the cut-off point of measures and individual 

characteristics of patients. Perhaps the only measure that seems to be slightly different in patients 

Bottom-up comparing with Top-down was the ASI, and may be related with it aim to 

differentiate between patients with high anxiety sensitivity and high physiological response with 

patients with more cognitive-thoughts anxiety related problems (Schmidt, Keough, Timpano, & 

Richey, 2008).  

The MEDI has been recognized as one transdiagnostic measure with a phenotype, 

dimension profile approach to emotional disorders (Rosellini et al., 2015). That is, it not only 

detects the transdiagnostic processes involved in a certain emotional disorder but also can make 

an individual inspection of the principal emotional processes interfering. Based on that, this study 

used the baseline scores of each MEDI-dimension to decide, alone with the functional analysis 

and the other transdiagnostic measures, the emotional processing profile of the patient. Based on 

our results, it is clear that some MEDI-dimensions represent some profiles better than others. 

Autonomic Arousal, Somatic Anxiety, Neuroticism and Avoidance represent most of 

transdiagnostic processes involved in Bottom-up emotional processing. Depression, Intrusive 
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Cognition, Low Positive Affect and Traumatic Re-Experimentation represent the Top-down 

emotional processing. The interesting result about MEDI-dimensions is that most dimensions 

showed reliable changes after specific parts of the treatment, suggesting that the UP modules are 

not working equally for all patients. Instead, UP modules may have better outcomes working on 

specific transdiagnostic processes recognizing the emotional profile of patients. Some concrete 

examples are patient 1 who was Top-Down and receive emotional awareness, showing reliable 

changes on their processes maintaining his emotional disorder: depression, intrusive cognition, 

traumatic re-experimentation. Also, patient 24 classified as Bottom-up and receiving cognitive 

reappraisal shown reliable change in intrusive cognitions, one of his more severe problems. This 

could be preliminary evidence showing another potential use of the MEDI not only as a 

transdiagnostic outcome measure but also as an emotional classification measure.  

Summarizing, it is important to start using complementary tools that can be used with 

transdiagnostic measures and functional analysis to capture variables at different levels of 

analysis. One possible limitation of the transdiagnostic measures used in this study was their 

emphasis on psychological constructs and symptoms. That is, continuing the long tradition of 

clinical psychology, these measures use the same dimensions and/or latent variables used in 

diagnostic clinical interviews (e.g., DSM, ICD). Although this approach has been useful on 

classifying and treating emotional disorders (Bernstein et al., 2010; Brown & Barlow, 2005) they 

are not enough to identify the emotional processing profile of individuals. In other words, 

classification systems should include not only psychological constructs, but also evidence from 

other levels of analysis; for example, neuropsychological measures, genetic and brain function 

measures (when possible). After having a “complete kit” of assessment, the assignment of 

treatment modules could be more specific.   



 
 

115 
 

Effects of specific modules of UP on emotional processing profile classification. Another 

important aim of this study was to assess if the three different treatment conditions had specifics 

effects on patients depending on their emotional processing style. One of the hypotheses was that 

Bottom-up patients receiving emotional awareness would get better comparing with Bottom-up 

patients receiving cognitive reappraisal or exposure. Interestingly, the results of the study showed 

the opposite, Bottom-up patients did not respond to emotional awareness module. Despite there is 

not a clear answer to this result, one possible explanation is that maybe the doses of emotional 

awareness were not enough or a second specific skill such as cognitive reappraisal could 

contribute to consolidate the mindfulness learning. Another interesting interaction between 

emotional processing profile and specific module outcome was in patients receiving only 

exposure and classified as Top-down. The two patients meeting these criteria does not improve in 

their ODSIS and OASIS results after treatment. As previously discussed, it may be due to the 

lack of specificity of exposure module in the cognitive flexibility skill. In fact, some exposure-

based interventions show the relevance that cognitive modules had in patients with emotional 

disorders characterized with a lot of rumination and worry (Monson et al., 2006; Schulz, Resick, 

Huber, & Griffin, 2006).  

 With respect to specific modules interacting positively with emotional processing profiles, 

there are some examples showing the benefits of this approach. For example, patient 6 a Top-

down who received cognitive reappraisal showed reliable change in depression and anxiety 

measures. The same case was for patient 1 a Top-down, receiving emotional awareness; 13 a 

Bottom-up receiving exposure and patient 24 a Bottom-up receiving cognitive reappraisal. 

Despite replication is needed, it is interesting seeing how cognitive reappraisal seems to be a 

more targeted module than emotional awareness. When looking at the patients who respond to 

treatment, half of patients receiving emotional awareness responded while the others do not. 
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Contrary, all of patients receiving cognitive reappraisal responded to treatment without showing 

special preferences for emotional processing profiles. It is possible that the measures used to 

record changes in treatment outcomes are more sensitive to change capturing cognitive skills 

rather than emotional awareness/mindfulness skills. Previous studies shows that specific 

measures of mindfulness skills change after a UP treatment (Brake et al., 2016; Sauer-Zavala et 

al., 2016). The results of the present study shows specific changes not in emotional awareness but 

in cognitive reappraisal. One possible recommendation for future studies is to include a specific 

mindfulness transdiagnostic measure and track the changes in this specific process between Top-

down and Bottom-up patients.  

General discussion 

Implications of this work on understanding mechanisms of change of UP.  

Despite caution in interpreting data, the present study may lead to a better understanding of the 

mechanisms of change of the UP in patients with heterogeneous emotional disorders. First, 

showing that a “personalized” selection of modules can be done depending on patients 

transdiagnostic and emotional processing characteristics. Despite replication in large samples are 

needed, cognitive reappraisal module interacts better with exposure modules in patients with top-

down emotional profile; and emotional awareness with exposure does not shows to be enough in 

patients with Bottom-up emotional profiles. Second, confirms results of previous studies were UP 

modules shows isolated effects (Sauer-Zavala et al., 2016), suggesting the modularity nature of 

this transdiagnostic treatment (Sauer-Zavala et al., 2017). This was demonstrated with the 

statistical changes in MEDI dimensions across common modules, specific modules and exposure. 

Third, also confirms findings on previous UP literature were the process of change in patients 

receiving this treatment occurs not only at a symptomatic but at higher transdiagnostic processes 
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(Barlow et al., 2017; Farchione et al., 2012; Steele et al., 2018). Most of patients had significantly 

changes across treatment in their symptoms tracked by ODSIS, OASIS, Hamilton Anxiety and 

Hamilton Depression; and in their transdiagnostic processes measured by ASI, Intolerance to 

Uncertainty, Cognitive Flexibility index, Rumination Scale and MEDI.  

Implications in psychological targeted treatments-personalized approach. In the last 

decades, a new way to conceive psychological treatments has been arrived. Treatments had 

moved from single diagnosis treatments approach (Dudley, Kuyken, & Padesky, 2011; Norton & 

Barrera, 2012), to a transdiagnostic (Barlow et al., 2004; Norton & Paulus, 2016) and 

modular/common elements approach (Chorpita et al., 2007; Murray et al., 2014). This transition 

carries the idea of design psychological treatments more effective with more efficacy and simple 

dissemination (Barry, Clarke, Jenkins, & Patel, 2013; McHugh & Barlow, 2010; Patel, 

Chowdhary, Rahman, & Verdeli, 2011). The general aims of this study were associated with the 

validation of a transdiagnostic measure in Colombian population and the evaluation of the 

specific effects of UP modules on emotional profiles of patients with emotional disorders. The 

first aim tried to contribute to the scarce clinical psychological validated measures in Colombia. 

In fact, to our knowledge this is the first study in validating a transdiagnostic measure focused on 

dimensional processes related with emotional disorders in a non-clinical population. The second 

aim was alienated with the approach looking for personalized and targeted treatments (Craske, 

2017; Schneider, Arch, & Wolitzky-Taylor, 2015; Simon & Perlis, 2010; Vanden et al., 2017). 

Furthermore, this study intended to be one step beyond including the emotional classification 

profile into treatment modules assignment decisions. So far it is well established the efficacy of 

transdiagnostic and modular treatments interventions using variables such as strengths and 

limitations (Sauer-Zavala, Cassiello-Robbins, Ametaj, Wilner, & Pagan, 2018), symptoms 

grouping in middle and low-income countries (Murray et al., 2011) and adherence characteristics 
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(Boswell, Gallagher, et al., 2013). Again, the present study attempted to keep in this line of 

personalized treatments and assessed a model were modules assignment did not depend 

exclusively on diagnosis or general psychological processes but including emotional processing 

profiles. 

Dimensional approaches to assessment and treatment assignment. The RDoC 

initiative of the NIMH in response to the widely-recognized diagnostic DSM classification, has 

change the focus of assessment, classification, and understanding psychopathology into a more 

transdiagnostic, dimensional and including different levels of analysis (Insel et al., 2010). Some 

limitations of the RDoC approach included its emphasis in basic research with limited 

applications in clinical practice (Rosellini & Brown, in press), leading to the consideration of 

other approaches such as the Hierarchical Taxonomy of Psychopathology (HiTOP) (Kotov et al., 

2017), “a quantitative-dimensional assessment and classification system based on a multi-level 

organization of symptoms dimensions” (Rosellini & Brown, in press). This system incorporated a 

dimensional view of disorders and a more specific and descriptive classification of emotional 

disorders than the RDoC approach. However, HiTOP has its own limitations including unclear 

clinical utility and low parsimonious of the distinction made on the internalizing components and 

traits of emotional disorders; components and traits cannot be measure by a single assessment 

tool; and lack on integration of diagnostic categories (Rosellini & Brown, in press).   

 The validity of the Brown and Barlow (2009) dimensional approach is one of the most 

clinically informative and parsimonious to classify the emotional disorders. The MEDI arise as a 

measure who trigger the core transdiagnostic processes demonstrating the utility of the hybrid 

dimensional-categorical profile approach to emotional disorders classification. Treatments as the 

UP capture this psychopathological conceptualization and develop a transdiagnostic modular 

treatment triggering this core dimensions. Considering this terrific advance in the 
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conceptualization, assessment and treatment approach of emotional disorders, the logical next 

steps are found more personalized ways to apply this treatment; replicate and disseminate the 

treatment in different cultural populations; and keep working on the understanding of the 

mechanisms of change related with the UP. The present study tried to contribute to those three 

points. First, assessing a personalized delivery of the UP based on emotional processing profile. 

Second, validating the MEDI in the Colombian population getting the first dimensional-

transdiagnostic measure to emotional disorders in the country. Third, this study gives evidence to 

the modular nature and isolated effects of specific modules of the UP, showing the interactions 

between specific modules of the UP and the emotional processing profiles.  
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Future directions 

Of course, there is a lot more to study in this field of emotional disorders. Following the aims of 

this dissertation, one logical next step would be replicate the same study with a different 

methodology approaches, perhaps groups comparisons between treatment and emotional 

processes conditions. Despite the single case experimental design is a powerful tool who leads to 

causal conclusions between dependent and independent variables (Barlow et al., 2009; Tate et al., 

2016b), the use of a nomothetic gold standard methodology as a randomized controlled trial, 

could led to more variable manipulations and a better understanding of the moderatos and 

mediators of treatment. Moreover, this methodology would help to know if the emotional profile 

classification is a pattern seen in large clinical samples.  

 As was explained, RDoC is one of the leading approaches in mental health and 

psychopathology conceptualization. One of the virtues of RDoC is the analysis at different levels, 

including clinical, behavioral, connectivity, molecular, genetic, among others. Following this 

approach and being aware of the limitations in the assignment system of emotional processing 

profiles used in this study (based on functional analysis and transdiagnostic measures), to 

incorporate physiological and neurobiological measures could lead to a better decision. That is, 

the integration of the behavioral level (e.g., functional analysis), the clinical level (e.g., 

transdiagnostic measures), psychophysiological level (e.g., heart variability, skin conductance, 

etc) and neurobiological level (e.g., fMRI). Hopefully this assessment system could lead to the 

development of a new classification system based on the interaction between emotional 

processing, the core psychological processes involved and their neural and psychophysiological 

correlates.  
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 Some other future directions are related with the type of variables used to dilucidated the 

mechanisms of change of the UP. First, it would be interesting to assess the specific effect of the 

countering emotional module. Some of the results discussed in this study suggest that in some 

cases, although patients responded to modules as emotional awareness or cognitive reappraisal, 

there are some transdiagnostic measures related with avoidance behaviors that remain the same. 

This specific skill is targeted in the countering emotional module and could improve the results 

after exposure-based modules. Second, using large sample sizes and group comparisons, one 

possible next step is performed dismantling studies to assess the specific contribution of each 

module and the possible mediators and moderators of the UP.  
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Limitations of the present study 

Limitations of the MEDI validation objective.  

There are several limitations in this study and additional research is needed to keeping expanding 

the MEDI validation across different contexts. Additional psychometric validation is necessary 

with clinical sample and with more non-student’s samples who represent more accurately the 

heterogeneous characteristics of Colombian population. This 48-item ESEM solution with eight-

factor structure needs to be replicated in others community and clinical samples. Additionality, 

more test re-test and convergent/discriminant validity with other diagnostical and transdiagnostic 

validated measures may be important.   

Limitations of the SCED.  

The findings and conclusions of the present study must be interpreted within the context of its 

limitations. First, the sample size was small because the characteristics of the design used. 

Despite the design used had a good counterbalance of independent variables such as treatment 

conditions and emotional processing profile (with at list one patient of each emotional profile 

assign to one treatment condition), additional replications would have made these findings 

stronger. And additional limitations of this study are the heterogeneous sample in terms of 

diagnosis and baseline functioning. This limitation may also explain the non-respondents scores 

of some patients, giving the discrepancies in individual response to some transdiagnostic 

measures during the treatment, is possible that some individual differences influence whether 

someone is likely to benefit from a given module or from treatment at all. Finally, the assignment 

of patients to emotional processing profile groups were based on an analysis of their 

transdiagnostic and functional analysis results. Taking into account this new methodology to 
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classified patients, it is highly possible that more other tools could be used additionally to make a 

more rigorized assignment into emotional profiles.  
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Conclusions 

First, the present dissertation takes one topic of remarkable interest in recent clinical psychology 

studies: development, adapting and understanding mechanisms of change of personalized 

targeted psychological treatments. First, the validation of the MEDI in Colombian population was 

a first step in the creation of dimensional transdiagnostic instruments assessing the core processes 

of emotional disorders. Undo replication with large clinical heterogeneous samples is needed, this 

measure could be useful for clinicians and researchers to inform about the core processes of 

emotional disorders. Without the MEDI, researchers would otherwise require to select and use 

several different questionnaires to assess the dimensions of interest (Rosellini & Brown, 2014; 

Rosellini & Brown, in press). The MEDI also could be useful for clinicians, targets the 

transdiagnostic dimensions of interest along with functional analysis to inform cognitive - 

behavioral treatment planning. Finally, the current dissertation provides support for the 48-item 

MEDI as an efficient and valid assessment of eight widely studied emotional disorder traits and 

phenotypes.  

 Second, this dissertation also accomplished the aim of assess the effects of modules of the 

UP in transdiagnostic processes and diagnostic criteria using a single case experimental design. 

Despite evidence is coming up about the efficacy of a cultural adaptation of the UP in Colombian 

population with conflict army victims (Castro et al., 2018), this is the first study using a modular 

approach of the UP in Colombian population with a non-conflict army population. Results 

suggest that the UP can be used as a modular treatment with different order presentation of the 

core modules and in an individualized approach. That is, after identifying the core transdiagnostic 

processes of patients with emotional disorders (using tools as the MEDI or functional analysis) 

specific modules of the UP could be implemented depending of patient’s necessities. The present 



 
 

125 
 

dissertation gave strong evidence of the efficacy of specific modules of the UP in transdiagnostic 

processes and symptoms maintaining emotional disorders.  

 Third, the present dissertation showed that in order to have a personalized – targeted 

treatment, an assessment and classification of the type of emotional processing could be useful. 

That is, not only treatment modules should be assigned depending on the core transdiagnostic 

processes maintaining emotional disorders, but also depending on the type of emotional 

processing of the patients. The idea behind this is that not every patient has the same emotional 

processing to threatful stimulus. While some patients have a more ruminative – worry/ mediated 

response, others have a more sympathetic-higher arousal/conditioned response. These particular 

differences between emotional processing could facilitate of enhance the effect of treatment 

modules. Despite the limitations of this approach, this dissertation supports the idea and necessity 

of a classification system that includes the emotional processing of patients when coping with 

threatful stimulus. In this way, a personalized assessment using the emotional processing, the 

identification of core transdiagnostic processes and functional analysis would lead to a better 

clinical decision about the psychological treatment. 
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Appendix 1: Colombian adapted version of the Multidimensional Emotional Disorder 

Inventory (MEDI) 

Inventario Multidimensional de Trastornos Emocionales (MEDI) 

 
Por favor indique el grado en el cual cada una de las siguientes afirmaciones es característica de usted o 
se aplica a usted, colocando un valor entre 0 y 8 en la columna de la izquierda, de acuerdo con la 
siguiente escala. 

No 

Característico 

mi/no aplica 

para mi 

Ligeramente 

Característico 

de mi/aplica 

ligeramente                   

para mi  

Un tanto 

Característico 

de mi/aplica un 

tanto para mi                  

Muy  

Característico de 

mi/aplica 

considerablemente 

para mi         

Extremamente 

Característico 

de mi/aplica 

mucho para mi         

 

_____ 1. Me irrito por cosas triviales. 

_____ 2. No se necesita mucho para hacerme reír. 

_____ 3. Estoy decepcionado de mí mismo.   

_____ 4. He estado sintiendo sensación de ahogo o falta de aire. 

_____ 5. Algunas personas pueden considerar que algunos de mis pensamientos son raros. 

_____ 6. Me asusta sentir sensaciones físicas inesperadas.  

_____ 7. Me siento incómodo hablando con personas en eventos sociales.  

_____ 8. No puedo parar de pensar en cosas horribles que he vivido o visto.  

_____ 9. Manejo los pensamientos, sentimientos o imágenes desagradables, tratando de distraerme. 

_____ 10. Siempre he tendido a preocuparme por todo. 

_____ 11. Me siento triste y melancólico. 

_____ 12. Me llegan a la mente en contra de mi voluntad, imágenes, pensamientos o recuerdos                      

desagradables. 
_____ 13. Me he sentido trémulo o tembloroso. 

_____ 14. Me siento incómodo en situaciones en las que soy el centro de atención. 

_____ 15. Evito personas, lugares o cosas que me hacen sentir mal. 

_____ 16. Me ha costado trabajo controlar el estrés. 

_____ 17. Me considero una persona optimista. 

_____ 18. He estado sintiendo picos repentinos de miedo. 

_____ 19. Siento preocupación por mi salud. 

_____ 20. Tengo sueños molestos acerca de eventos horrorosos que ocurrieron en el pasado.  

_____ 21. Se me meten en la mente pensamientos inapropiados o absurdos que no me los puedo quitar.  

_____ 22. Me siento ansioso cuando hay personas desconocidas. 

_____ 23. Cargo conmigo ciertas cosas para protegerme de situaciones o sentimientos incómodos.  

_____ 24. Me considero una persona alegre y jovial. 

_____ 25. He perdido el interés por actividades que por lo general disfruto. 

_____ 26. He sentido mareos, vértigo o que me voy a desmayar. 

_____ 27. Haría casi lo que fuera por quitarme mis sentimientos desagradables 

_____ 28. Estoy preocupado por las enfermedades.  

_____ 29. Me entran imágenes de eventos pasados traumáticos de forma inesperada. 
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       1   2     3      4    5 6 7 8 
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_____ 30. Mis acciones a menudo están impulsadas por pensamientos o imágenes que no quiero tener.  

_____ 31. Si algo me molesta, hago todo lo posible para no pensar en eso. 

_____ 32. Me siento más nervioso y tenso que el común de la gente. 

_____ 33. Siempre me siento motivado por emprender tareas nuevas 

_____ 34. No acepto estar en contacto con cosas que me dan miedo. 

_____ 35. Soy el tipo de persona a quien le hieren los sentimientos con facilidad. 

_____ 36. Me siento bien luego de terminar un trabajo. 

_____ 37. Siento que no hay nada que me ilusione. 

_____ 38. Le pongo mucha atención a mi salud porque me da miedo enfermarme. 

_____ 39. A veces siento que estoy reviviendo horribles eventos de mi pasado. 

_____ 40. Tengo pensamientos o imágenes que considero inaceptables. 

_____ 41. Me dan nervios cuando hablo con otras personas. 

_____ 42. Llevo a cabo ciertos actos rutinarios para poder afrontar sentimientos o situaciones              

incómodas.  
_____ 43. He estado pensando que no vale la pena vivir. 

_____ 44. A veces mi corazón late muy rápido incluso cuando no estoy teniendo actividad física. 

_____ 45. Creo que podría tener alguna enfermedad que aún no ha sido diagnosticada. 

_____ 46. Aunque sé que no es real, a veces pienso que puedo perder el control de mis actos. 

_____ 47. Siento nervios en situaciones sociales. 

_____ 48. Me enojo o altero cuando me acuerdo de las cosas terribles que he vivido o visto. 

_____ 49. Mis miedos no me dejar realizar algunas tareas cotidianas. 

Puntaje 

Dimensión  Número de Ítem  

Temperamento Neurótico  1, 10, 16, 32, 35 

Temperamento Positivo 2, 17, 24, 33, 36 

Depresión 3, 11, 25, 37, 43 

Activación Autonómica  4, 13, 18, 26, 44 

Ansiedad Somática 6, 19, 28, 38, 45 

Pensamientos Intrusivos 5, 12, 21, 30, 40, 46 

Preocupación Social 7, 14, 22, 41, 47 

Re – experimentación Traumática   8, 20, 29, 39, 48 

Evitación 9, 15, 23, 27, 31, 34, 42, 49 
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Appendix 2: Functional Analysis Format with original instructions (Castro, 2016) 

GUIDE. FUNCTIONAL ANALYSIS 
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Instructions. As a first step in a molecular level of formulation, in order to define presenting 

problems in concrete behavioral terms, this third guide will help you to specify particular response 

components and their relationship with contextual events, both antecedent and consequent. For 

each category of problem described in Guide 1, select specific discrete, time-limited behaviors to 

perform functional analysis (FA). FA cannot be done with behavior patterns, general categories, 

nor labels such as “anxiety” or “depression”. In those cases where the presenting problem is not 

amenable to specific descriptors, e.g., “Existential void”, “Loneliness”, identification of other 

related behaviors which might lead to the presenting problem may be required.  

 First, clearly define the specific problem behavior on which the functional analysis will be 

made. Describe it in the first row “Behavior”. Remember that it must be a discrete 

behavior and not a general category such as "depression" or "insecurity".  

 Context is where the behavior occurs. Context may be described immediately before 

(antecedents) or after the response (consequences) and it may be permanent or a discrete 

event.  

 In the column labeled ANTECEDENTS, write down the permanent context and the events 

preceding the response.  The first step in functional analysis is to describe the context in 

which the behavior occurs. The context is a stable state and can be external or internal. 

External context can have several dimensions: (1) Physical, for example, a particular 

physical environment, such as the office or the living room, or public transport, etc. (2) 

Social, for example, the presence of other people when the behavior tends to happen. (3) 

Temporal. It can occur at a certain time of the day or night, or at a certain day of the week; 

(4) Activity. It can occur when certain activities are carried out, such as working, etc. 

Internal context refers to a stable internal physiological or somatic state, for example, 

being nervous, stressed, bad mood, feeling sick, pain, etc. In general, the context is 

constant, not discrete. In the first column, labeled Permanent Context, describe the 

dimensions you can identify.  

 Unlike permanent context, which tends to be stable, an antecedent event refers to a change 

in the external or internal environment which precedes closely the response. Write down in 

the column labeled Event, the type of antecedent event when appropriate: Exteroceptive: 

A discrete change in the external environment. For example, a sensory stimulus (seeing or 

hearing something), a social interaction, etc. Interoceptive, like a physical sensation, pain, 

pressure, change of temperature, etc. Or Cognitive or representational, like a memory, a 

thought or an image.  

 The response may have three components: physiological, cognitive and behavioral which 

have different interactions among them. In the column labeled RESPONSES, write down, 

when appropriate, under the label Sensations the description of physical sensations, e.g., 

sweating, tachycardia, muscular tension, pain. Under the label Cognitions describe 

thoughts, interpretations, images or memories, e.g., “I’m having a heart attack” or “she 

might be with someone else”. Mark with an X in the corresponding box if you observe an 

interaction or feedback between the physiological and cognitive components. In the column 

labeled BEHAVIORS, describe the specific behaviors and actions leading to 

consequences. In emotional responses, behaviors are often driven by the interaction of 

cognitive and physiological components (EDBs). In the boxes in each component, write 

down the order of presentation. For example, in some cases, like specific phobias, the first 

component in time is physical and behavioral, in others, like social anxiety it may be 

cognitive and finally in others, it might be behavioral. Establishing order is necessary to 
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determine the type of functional relationship between antecedents and response. When 

responses are not emotional, it might be difficult to identify physiological or cognitive 

components, as behaviors are maintained by consequences rather than driven by 

antecedent events.  

 Describe the relationship between antecedents and the antecedent components of the 

response, i.e., sensations and cognitions. Antecedent events may functionally relate to the 

response in three different ways. (1) Conditioned, in which the antecedent event functions 

as a conditional stimulus in a direct and automatic way. That is, it signals the presence of 

another stimulus, which can be an external or internal unconditional stimulus. This 

relationship is usually stable, that is, whenever the antecedent event is presented, it 

triggers the response. This type of reaction occurs through bottom-up emotional 

processing and without cognitive mediation. It occurs most often in specific phobias or in 

other emotional reactions such as anger. It is usually identified when the physiological 

component is the first to occur. (2) Discriminative signaling a particular kind of relation 

between a response and its consequences. Therefore, it is probabilistic. The antecedent 

event signals a high probability of a consequence after the response.  An example of this 

type of relationship occurs in the "manipulative" behavior, in which there is a certain 

reaction to a certain antecedent to produce a consequence. It can usually be identified 

when the motor / behavioral channel is the first to occur, it may not involve 

physiological or cognitive components. (3) Mediated: it depends of a cognitive/verbal 

interpretation of the antecedent event. This type of reaction occurs through top-down 

emotional processing via cognitive mediation It can be identified when the first 

component is cognitive. It is important to highlight that these types of relationships are 

not exclusive, and there are cases when they can occur simultaneously. 

 Consequences Describe in the corresponding column, the immediate consequences of 

the behavioral component of the response, i.e., what happens immediately after the 

response. They may be external, such as changes in the physical or social environment, or 

internal, such as decreased distress or sense of relief.  

 Delayed consequences. As a transition to a molar level of formulation, identify and 

describe the delayed consequences of the behavior. In general, the delayed consequences 

are related to the very nature of the problem, since a specific response can have 

consequences of conflicting valences: valued as positive in the short term, but with long-

term negative effects, such as in addictions or avoidance behaviors. 

 Response-Consequence Relationship. The relationships between the behavior and the 

consequences are defined by contingencies, such as positive or negative reinforcement, or 

punishment. However, the immediate contingencies might include informative stimuli 

(Feedback) about delayed contingencies or consistency with rules, beliefs or values. 

 Alternative behavior. As behavior cannot be explained only by antecedent triggers or 

consequent maintaining factors, but it is also related to contingencies for alternative 

behaviors, as a transition to molar formulation, perform the same functional analysis on 

an alternative behavior. Functional analysis of alternative behaviors contributes to the 

identification of possible targets of intervention. Actually, the problem behavior might be 

maintained by aversive consequences of alternative behavior, e.g., punishment for 

alternative responses, like in avoidance behaviors or simply because alternative more 

adaptive behaviors are not in the behavioral repertoire (e.g., skill deficits). In both cases, 

this information leads to maintenance hypotheses and treatment targets.  
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Appendix 3: ESEM MEDI Parallel Analysis developed in Mplus to determine number of suggested factors. 
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Appendix 4: Standard Deviation Band graphics for each patient in each treatment condition. 

Emotional Awareness: In circle are patients who does not respond to treatment according to Standard Deviation Band analysis in 

ODSIS and OASIS. 

 
Note. First vertical line divide baseline phase and treatment phase. Points located in the middle of red vertical lines shows the specific 

phase within emotional awareness module was applied. 
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Cognitive Reappraisal: In circle are patients who does not respond to treatment according to Standard Deviation Band analysis in 

ODSIS and OASIS. 

 
 

Note. First vertical line divide baseline phase and treatment phase. Points located in the middle of red vertical lines shows the specific 

phase within cognitive reappraisal module was applied.
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Exposure: According to Standard Deviation Band analysis all patients receiving only exposure improve in ODSIS and OASIS. 

 

Note. First vertical line divide baseline phase and treatment phase. Points located after de red vertical line shows the specific phase 

where exposure-based modules start.
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Appendix 5: Percentage of Non-Overlapping Data (PND) 

Emotional Awareness: In circle are patients who does not respond to treatment according to PND analysis in ODSIS and OASIS 

  

Note.  First vertical line divide baseline phase and treatment phase. Points located in the middle of red vertical lines shows the specific 

phase within emotional awareness module was applied. 



 
 

173 
 

Cognitive Reappraisal: In circle are patients who does not respond to treatment according to PND analysis in ODSIS and OASIS 

 

Note. First vertical line divide baseline phase and treatment phase. Points located in the middle of red vertical lines shows the specific 

phase within cognitive reappraisal module was applied.  
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Exposure: According to PND analysis all patients receiving only exposure improve in ODSIS and OASIS. 

 
Note. First vertical line divide baseline phase and treatment phase. Points located after de red vertical line shows the specific phase 

where exposure-based modules start.
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