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Abstract
We present a transdiagnostic definition of the commonly used, but poorly defined,
term emotional disorder. This definition transcends and possibly complements traditional descriptive diagnostic categories, and candidate dimensional models of psychopathology by focusing on putative mechanisms that contribute to the onset and
maintenance of disorders characterized primarily by dysfunction in the interpretation
and regulation of emotion. We review three intermediate transdiagnostic mechanisms that characterize emotional disorders, such as, but not limited to, anxiety and
depressive disorders, and then illustrate how this proposed definition applies to additional diagnoses beyond anxiety and depression. Implications of this new conceptualization of disorders of emotion are then discussed in the context of assessment,
treatment, and prevention.
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IN T RO D U C T ION

The aim of this article is to define a term that has been widely
used by both researchers and practitioners in the field since
at least 1924 (Miller, 1924), but has never been included in
any official nomenclature: emotional disorder. Our reasons
for doing so are twofold. First, the literature on emotion and
emotion regulation has been plagued by widespread variability in the terminology used to refer to emotion‐related
constructs and processes (Gross, 2015; Gross, Sheppes, &
Urry, 2011). For example, terms like affect, emotion, and
mood are often used interchangeably or in the absence of
any definition. This lack of conceptual clarity over key terms
continues to impede scholarly efforts to consolidate and integrate existing research findings. We will demonstrate that

the frequent use of the term emotional disorder, in the absence of explicit operationalization, has only contributed to
an illusory consensus whereby the same term is being used
with different meanings. Even without a clear definition, the
term emotional disorder continues to feature prominently in
contemporary literature; Google Scholar indexed over 1,300
publications for the year 2017 with emotional disorder in the
article. Given that use of the term emotional disorder is a
popular umbrella term and is likely to persist, there is considerable advantage to leveraging its use.
Second, and more importantly, by presenting a definition
for emotional disorder that connects putative mechanisms
to clinical syndromes, we are also proposing a heuristic for
grouping disorders together that transcends traditional diagnostic categories by reclustering disorders into larger groups
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based on presumed shared etiologic and maintaining factors.
Prior research has repeatedly shown that temperamental
vulnerabilities, such as neuroticism or negative affectivity,
are strongly linked to the development, maintenance, and
severity of symptoms across anxiety and depressive disorders, and demonstrated substantial explanatory power as
higher‐order variables (Barlow, Sauer‐Zavala, Carl, Bullis, &
Ellard, 2014; Brown & Barlow, 2009; Clark, 2005). Within
the child literature, the tendency to express distress inward or
to “internalize” has similarly been shown to account for the
interrelationships between anxiety and depressive disorders
(e.g., Kovacs & Devlin, 1998; Krueger, 1999). While this research has been paramount in advancing our understanding
of co‐occurring psychological disorders, these higher‐order
descriptive variables alone lack clinical utility as intervention
targets due to the heterogeneity of their expression. Therefore,
the primary objective of our proposed definition for the term
emotional disorder is to identify intermediate transdiagnostic
mechanisms that are more proximally related to clinical phenotypes and represent putative intervention targets.
We begin with a brief clarification of key terms and concepts, followed by a review of how the term emotional disorder has been variably used within the literature. Next, we
present a definition for disorders of emotion that specifies
the functional processes that are shared across these disorders and causally linked to the development and maintenance
of symptoms across disorders (Harvey, Watkins, Mansell,
& Shafran, 2004; Mansell, Harvey, Watkins, & Shafran,
2009; Sauer‐Zavala et al., 2017). We elected to present our
definition in a transdiagnostic framework that is agnostic to
diagnostic categories, but can also complement both existing descriptive categorical models and newer dimensional
models (Kraemer, 2015). To maximize clinical utility, we
also prioritized operationally defined, empirically supported
functional domains that may serve as treatment targets in our
definition. We then use a range of DSM‐5 diagnoses to illustrate the application of the proposed diagnostic criteria to
determine whether a disorder is an emotional disorder. In the
final section, we conclude with a discussion of how the proposed conceptualization might inform approaches to the assessment, prevention, and treatment of disorders of emotion.

2 | A N OV E RV IE W O F KE Y
TE R M S
In an effort to avoid perpetuating the practice of referring
to important concepts and processes in the absence of clear
definitions that has plagued the field of emotion science, it is
necessary first to specify what we mean when we refer to key
terms throughout this review.
An emotion is characterized by changes in physiology,
subjective experience, and behavior that unfold over time and
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occur in response to an activating event (Gross, 2015; Mauss,
Levenson, McCarter, Wilhelm, & Gross, 2005). Although
the subjective experience of an emotion is often considered
the defining characteristic, emotions are also strongly associated with action tendencies and facial expressions (Frijda,
1986). Prime examples of emotion‐related behaviors include
the fight, flight or freeze response associated with fear, and
a slumped body posture or urge to withdraw associated with
sadness. Compared to emotions, moods last longer, are more
generalized (e.g., feeling down), and often lack obvious
causes; emotions are elicited in response to an activating
event and are more specific in nature (e.g., anger, pride, jealousy; Gross, 2015).
Affect, on the other hand, is an umbrella term that refers
to emotions, moods, and stress responses (Scherer, 1984;
Werner & Gross, 2010). Generally speaking, emotions can be
distinguished from other affective states (i.e., moods, stress
responses) by their relative brevity and differentiation beyond
a general negative or positive affective state (Jazaieri, Urry,
& Gross, 2013). 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 (Gross, 2015; Gross et al., 2011).

3 | CONTEM PORARY USE OF THE
TERM EMOTIONAL DISORDER
One explanation for why such a commonly used term has
remained so poorly defined is that the very practice of repeatedly using a term without defining it creates a presupposition that there is a shared meaning, such that its use does
not require further elaboration. In the case of the term emotional disorder, one might infer that there is a tacit agreement within the field about either the specific criteria that
constitute an emotional disorder or which DSM diagnoses are
included within the broader category of emotional disorders.
We conducted a circumscribed literature review of psychological and medical journals to demonstrate how this
assumption is not supported by the literature. A search of
PubMed for articles published during the past 20 years (i.e.,
between January 1, 1998, and December 31, 2017) that included emotional disorder, emotional disorders, disorder
of emotion, or disorders of emotion in the title identified
a total of 241 articles. The purpose of this review was to
examine whether any uniformity existed in which disorders
were referred to as emotional disorders, and what explanations were provided for why those disorders were conceptualized as disorders of emotion. Of these 241 articles, 48
articles were published in a language other than English,
which resulted in 193 articles available for analysis. Each
available article was reviewed by the first and second author to determine the following: (a) Did the authors provide
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a definition of the term emotional disorder? (b) if yes, was
the definition descriptive (i.e., specified which diagnoses
the term emotional disorder referred to) or mechanistic
(i.e., specified the shared underlying causal processes that
characterize an emotional disorder) in nature? and (c) in
the absence of an explicit definition, did the authors provide any information from which the reader could infer the
meaning of the term emotional disorder (e.g., using emotional disorder, anxiety, and depression interchangeably, or
providing information about the study sample)?
Most articles (n = 120) provided an implicit definition
and did not directly define emotional disorder. Among these
articles, significant variability was evident; for example,
most studies referenced anxiety and depression, but some
also included somatic symptoms, eating, or dissociative disorders. Some articles referenced anxiety, depression, and
“other related emotional disorders” without further elaboration on how emotional disorders might be related to one
another or which other disorders might be related to anxiety
and depression. A considerable number of studies used the
term emotional disorder to refer to psychological disorders
or emotional distress more generally. A small number of articles (n = 14) provided no definition and no information to
contextualize the use of emotional disorder.
There were 36 articles that explicitly defined the term
emotional disorder, and we provide a representative sample to illustrate the range of these definitions (Table 1;
full table of all 36 available as an online supplement). The
majority of these articles provided categorical definitions
that stated which DSM diagnoses fell into the category of
emotional disorders. Most also included a brief description
of or reference to the descriptive higher‐order dimensions
shared by those diagnoses, such as negative affectivity, or
to difficulties with emotional regulation. However, even the
articles that were explicitly focused on the classification of
emotional disorders focused primarily on factors that differentiated disorders from one another (e.g., fear vs. distress
disorders; Kotov, Perlman, Gamez, & Watson, 2014). Most
notably, the minority of articles that included diagnoses beyond anxiety and depressive disorders (e.g., somatic symptom disorders) in their definition of emotional disorders did
not fully explicate the shared mechanisms that link these
diagnoses.
To summarize, although there does appear to be a general
consensus that the term emotional disorder refers to, at minimum, anxiety and unipolar depressive disorders, it is less
clear whether other diagnoses can or should be subsumed by
this label. To achieve clarity on which disorders fit within
this classification, and, perhaps more importantly, why some
disorders fit while others do not, it is necessary first to explicitly identify the underlying functional processes that characterize a disorder of emotion.
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4 | WHAT IS AN EM OTIONAL
DISORDER?
As is evidenced by the cursory definitions of an emotional
disorder provided in previous articles authored by members of our research group (e.g., Barlow, Sauer‐Zavala,
et al., 2014), we consider a disorder is an emotional disorder if it meets the following criteria: (a) The disorder
is characterized by the experience of frequent and intense
negative emotions; (b) 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 (c) the individual engages in efforts to
dampen, escape, or avoid the emotional experience, either
preemptively or in reaction to the onset of a negative emotional state.
In this section, we will expand on each of these components in turn, illustrating how they contribute to the development and maintenance of symptoms. Since the term
emotional disorder has been most consistently used in reference to anxiety and depressive disorders, we first review
the empirical support for their classification as disorders of
emotion using our proposed criteria.

4.1 | Experience of frequent and intense
(negative) emotions
Our first criterion is often conceptualized as a personality
trait or temperament style that predisposes an individual to
experience negative emotions more often and more intensely
than individuals without this general biological vulnerability (Barlow, Sauer‐Zavala et al., 2014). Within the personality and psychopathology literature, there are a variety of
closely related constructs that are relevant to this temperamental style, such as neuroticism (Barlow, 2002; Clark &
Watson, 2008; Eysenck, 1947), negative affect (Watson &
Clark, 1992; Watson, Clark, & Tellegen, 1988), trait anxiety
(Spielberger, 1975; Spielberger, Gorsuch, & Lushene, 1970),
and behavioral inhibition (Gray, 1982; Kagan, 1989).
These constructs are not only closely related conceptually, but latent variable and structural equation modeling
approaches have yielded empirical support for significant
overlap among them (Brown, 2007; Clark, 2005; Naragon‐
Gainey, Gallagher, & Brown, 2013; Watson, 2005).
Moreover, these studies have identified a hierarchical
structure where higher‐order temperamental constructs,
such as neuroticism and negative affect, account for substantial variability in the onset of anxiety and depressive
disorders and most, if not all, of the temporal covariance.
These findings are consistent with the high rates of comorbidity observed among these disorders (Brown, Campbell,
Lehman, Grisham, & Mancill, 2001; Kessler, Chiu,

4 of 19

|

  

TABLE 1
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Sample of categorical definitions of the term “emotional disorder.”

Article

Definitions of the term “emotional disorder”

Watson, O'Hara, and Stuart (2008)

“This superclass [of current mood and anxiety disorders] should be given a nonspecific label, such as
‘emotional disorders’ (p. 285)”

Goldberg, Krueger, Andrews, and
Hobbs (2009)

“They [emotional disorders] include generalized anxiety disorder (GAD), unipolar depression, panic
disorder, phobic disorders, obsessional states, dysthymic disorders, post‐traumatic stress disorder
(PTSD) and somatoform disorders. We have also included neurasthaenia, as this diagnosis is
commonly made in many parts of the world, and is in the ICD‐10. We have preferred the term
‘emotional’ because we include somatoform disorders in the group (p. 2043)”

Baek (2014)

“Typical emotional disorders are anxiety disorder, depression, and bipolar disorder (p. 205)”

Zvolensky, Farris, Leventhal, and
Schmidt (2014)

“Among the various psychiatric symptoms and psychopathologies, depressive and anxiety syndromes—that is, emotional disorders—are highly prevalent in the general population…(p. 912)”

Alladin (2016)

“Emotional disorders in this article refer to a spectrum of psychological conditions including
anxiety, depression, dissociation, somatization, and trauma‐related problems (p. 147)”

Sung et al. (2016)

“The term ‘emotional disorders’ is not a clearly defined medical term, but is commonly used to refer
to psychological disorders (e.g., generalized anxiety disorders and major depressive disorders) that
appear to affect the emotions. ‘Emotional disorders’ in this study refers to the symptoms of anxiety
and depression (p. 1630)”

Dornbach‐Bender et al. (2017)

“Emotional disorders—namely bipolar disorders, depressive disorders, posttraumatic stress disorder
(PTSD), obsessive‐compulsive disorder (OCD), and anxiety disorders—are among the most
prevalent forms of mental illness…(p. 31)”

Finning, Moore, Ukoumunne,
Danielsson‐Waters, and Ford (2017)

“Emotional disorder can be conceptualised in different ways but is generally considered to mean
depression or anxiety (p. 122)”

Waszczuk, Kotov, Ruggero, Gamez,
and Watson (2017)

“Emotional disorders consist of a cluster of closely related conditions, including depressive, bipolar,
and anxiety disorders, as well as posttraumatic stress disorder (PTSD) and obsessive–compulsive
disorder (p. 613)”

Demler, Merikangas, & Walters, 2005; Merikangas et al.,
2003), and further bolstered by affective neuroscience,
which has demonstrated similar functional and structural
abnormalities across these disorders in brain areas that are
associated with elevated levels of negative affect (Etkin &
Wager, 2007; Holmes et al., 2012; Shin & Liberzon, 2010).
Compared to positive affect, which tends to be more environmentally influenced, negative affect has been shown
to be significantly heritable and more dispositional in nature (Menne‐Lothmann et al., 2012; Zheng, Plomin, & von
Stumm, 2016).

4.2 | Negative reactivity to intense
emotional states
Inherent to the experience of any emotion is a valuation or
appraisal of that emotion (Izard, 1971; Solomon & Stone,
2002; Tomkins, 1962, 1963). Indeed, it has been argued
that it is an individual's interpretation of or reaction to an
emotional experience, rather than the discrete emotional experience itself, that contributes to the development and maintenance of pathology (Barlow, 1991). Aversive reactions to
emotional experiences are associated with a number of factors, beginning with a strong sense of uncontrollability and
unpredictability of the emotional experience. This may lead

to difficulty tolerating the subjectively unpleasant experience
of the emotion, a lack of perceived utility of the emotion in
relation to goal attainment, and expectancies that there are
social or interpersonal consequences associated with negative emotions, or negative self‐evaluations in the context of
experiencing an undesired emotion. These perceptions are an
integral component of the neurotic temperament. As a result
of these appraisals, individuals are less accepting of emotional experiences and less willing to tolerate them.
There is ample evidence to indicate that individuals with
anxiety and depressive disorders react more aversively to and
are less accepting of the experience of negative emotions than
healthy individuals (e.g., Campbell‐Sills, Barlow, Brown, &
Hofmann, 2006b; McLaughlin, Mennin, & Farach, 2007;
Roemer, Salters, Raffa, & Orsillo, 2005; Tull & Roemer,
2007). For example, Campbell‐Sills, Barlow, Brown, and
Hofmann (2006a) and Campbell‐Sills et al. (2006b) found
that in response to viewing an emotion‐provoking film, patients with anxiety and depressive disorders experienced
increases in negative emotions that were comparable to
a nonclinical control group, but engaged in more suppression than the control group. Importantly, the relationship
between high levels of negative emotions and greater use of
suppression was mediated by patients’ perceptions of their
current emotions as unacceptable. These findings suggest
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that anxious and depressed individuals experience particular
emotional states as more aversive than healthy controls and
consequently engage in greater efforts to down‐regulate the
emotional experience through suppression or related strategies, which paradoxically increases the intensity and duration
of the aversive emotional state.
Following treatment for anxiety and comorbid depressive
disorders, Sauer‐Zavala et al. (2012) found that patients experienced large decreases in both the frequency of and reactivity
to negative emotions and that reductions in emotional reactivity remained significantly related to symptom outcomes even
after controlling for the frequency of negative emotions. In
addition, greater acceptance of emotions has been shown to
predict treatment outcome in acceptance‐based approaches
for anxiety and depression (e.g., Forman, Herbert, Moitra,
Yeomans, & Geller, 2007; Hayes, Orsillo, & Roemer, 2010).
These results further support the assertion that the way an individual relates to his or her negative emotions is more important than the frequency with which they occur.

4.3 | Efforts to dampen, escape, or avoid
negative emotional experiences
All individuals engage in efforts, either explicitly or implicitly, to influence the trajectory of their emotional experiences
(Gross et al., 2011). It is not surprising then that negative
appraisals of emotions are accompanied by an unwillingness to experience aversive emotional states, which is then
manifested behaviorally. These behaviors are motivated by
a desire to avoid the provocation of an unpleasant emotional
experience or to inhibit the intensity of a present emotional
state, and can range from mental strategies designed to shift
emotion‐provoking stimuli out of awareness to overt behavioral avoidance.
Myriad studies have shown that individuals with anxiety
and depression chronically engage in attempts to escape or
avoid their emotional experiences more than healthy controls
and that the use of emotion avoidance is associated with diminished positive affect, greater negative affect, and poorer
recovery from an emotion‐provoking stimulus (Aldao &
Nolen‐Hoeksema, 2010; Amstadter, 2008; Beblo et al., 2012;
Campbell‐Sills et al., 2006a; Cisler & Olatunji, 2012; Feldner,
Zvolensky, Eifert, & Spira, 2003; Gross & John, 2003; Levitt,
Brown, Orsillo, & Barlow, 2004; Ottenbreit & Dobson,
2004; Ottenbreit, Dobson, & Quigley, 2014). Examples include overt behavioral avoidance (e.g., leaving a party in social anxiety disorder, refraining from taking the elevator in
panic disorder, avoiding social interaction when depressed),
as well as cognitive avoidance, such as thought suppression
(Wenzlaff & Wegner, 2000), rumination (McLaughlin &
Nolen‐Hoeksema, 2011), and worry (Borkovec, Alcaine, &
Behar, 2004). As noted above, these forms of avoidant coping
have a paradoxical effect and actually serve to increase and
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maintain negative emotions (Abramowitz, Tolin, & Street,
2001; Blalock & Joiner, 2000).

4.4

|

Summary

Negative reactivity to emotions results in both amplified
emotional intensity and frequency and a lack of willingness
to experience negative emotions, which in turn generate emotional states that are highly distressing. Accordingly, it is no
surprise that aversive appraisals of emotion are frequently
followed by attempts to dampen or escape the emotional experience (Barlow, Ellard, Sauer‐Zavala, Bullis, & Carl, 2014;
Barlow, Sauer‐Zavala et al., 2014). Because suppression
of internal experience often results in a boomerang effect
(Wegner, 1989; Wegner, Schneider, Carter, & White, 1987)
and because avoidance and escape preclude opportunities to
learn about one's ability to cope with and recover from the
experience of unwanted emotions, emotion avoidance strategies ultimately maintain the negative affect and contribute
further to a sense of uncontrollability of emotions. Thus, the
use of maladaptive emotion regulation strategies is a self‐
perpetuating consequence of disturbances in the appraisal
of unwanted emotions, whereby negative interpretations
associated with diminished sense of control over emotional
experience (Barlow, 1988, 2002; e.g., “I can't handle feeling this way,” “People would judge me for feeling anxious”)
are reinforced, motivating continued emotion avoidance.
We propose that this feedback loop represents the functional
mechanism by which negative affect and emotional distress
are maintained for disorders of emotion. That is, although
emotional disorders are characterized by difficulties with
emotion regulation, it is an appraisal of intolerability or perception of lack of control over emotions that influence the
intensity and frequency of future emotional experiences and
their associated action tendencies, and ultimately produce an
emotional disorder.
It is worth noting that since our proposed definition is dimensional in nature, these criteria would only be considered
an emotional disorder if the associated distress and functional
impairment were chronic and significant. For example, intraindividual variation in frequency and intensity of negative
affect is normal, as is occasional emotional avoidance or
aversive reactions to negative emotions in specific, isolated
situations.

5 | DISORDERS OF EM OTION :
BEYOND ANXIET Y AND
DEPRESSION
In the next section, we briefly describe several additional
disorders that fit our proposed criteria, but are not traditionally considered disorders of emotion. These examples do not
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constitute an exhaustive list, but rather illustrate how our
definition might be applied to disorders beyond anxiety and
depression.

5.1

|

Borderline personality disorder

We have proposed that borderline personality disorder (BPD)
should be included within the category of emotional disorders (Sauer‐Zavala & Barlow, 2014). Not only does BPD
share substantial temperamental variance with neuroticism
(e.g., Distel et al., 2009), but it has been suggested that
BPD and neuroticism represent a single latent dimension,
with BPD representing a more extreme level of neuroticism
(Samuel, Carroll, Rounsaville, & Ball, 2013). The experience
of heightened negative affect is considered a core component
of BPD (Carpenter & Trull, 2013; Crowell, Beauchaine, &
Linehan, 2009; Trull, 2001), and studies have consistently
shown that individuals with BPD experience their emotions
more intensely than nonclinical populations (Nica & Links,
2009; Yen, Zlotnick, & Costello, 2002). BPD is also associated with heightened emotional reactivity, particularly in
the context of interpersonal stress (Chapman, Walters, &
Gordon, 2014). Although it has been reported that individuals with BPD seem to struggle with identifying their own
emotions (New et al., 2012; Salsman & Linehan, 2012), it
is unclear whether individuals with BPD truly possess deficits in emotional clarity or whether this observed skill deficit is actually a consequence of an unwillingness to engage
with their emotional experiences (Wupperman, Neumann, &
Axelrod, 2008). For example, using an experimental design,
Gratz, Rosenthal, Tull, Lejuez, and Gunderson (2006) found
that individuals with BPD were unwilling to experience distress in order to pursue goal‐directed behavior, but they did
not evidence deficits in their ability to engage in goal‐directed behavior when distressed.
Using experience sampling, Stiglmayr et al. (2005) found
that compared to healthy controls, patients with BPD report
greater levels of aversive emotional experiences that occur
more frequently, increase more rapidly, and last for longer periods of time. Extant studies have shown that individuals with
BPD utilize suppression in an attempt to avoid the distress
that is associated with these negative emotional experiences,
and then, when suppression paradoxically amplifies their distress, they resort to more impulsive behaviors, such as self‐
harm, to distract from this intensified distress (Chapman,
Gratz, & Brown, 2006; Chapman, Specht, & Cellucci, 2005;
Rosenthal, Cheavens, Lejuez, & Lynch, 2005; Selby, Anestis,
Bender, & Joiner, 2009; Selby & Joiner, 2009).
These findings are consistent with other studies that have
shown that individuals with BPD demonstrate extreme polarity (i.e., all good or all bad) in their descriptions of their emotional experiences and that this polarity predicts impulsive
behavior (Coifman, Berenson, Rafaeli, & Downey, 2012). In
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other words, not only do individuals with BPD experience
frequent and intense negative emotions, but they also find
these emotional experiences aversive and distressing, perhaps due in part to polarized appraisals of their emotions as
either all good or all bad. A recent experience sampling study
of the temporal relationships between negative emotions and
BPD symptoms found that negative emotions were strongly
predictive of future BPD symptoms, including relationship
intensity, feelings of emptiness, uncertain sense of self, and
unstable mood, whereas current symptoms did not reliably
predict future negative emotions (Law, Fleeson, Arnold, &
Furr, 2016). Taken together, these studies provide a strong
empirical argument that BPD symptoms are maintained in
part by aversive reactions to emotional experiences, and because of this strong functional relationship, BPD can be considered an emotional disorder.

5.2

|

Eating disorders

Recent research has begun to emphasize disturbances in the
experience and appraisal of emotions as a core feature that
contributes to the development and maintenance of eating
disorders (e.g., Lavender et al., 2015; Oldershaw, Lavender,
Sallis, Stahl, & Schmidt, 2015). Individuals suffering from
anorexia nervosa and bulimia nervosa, initially triggered by
body image distortions that are relatively common in the
general population and adolescents in particular, score higher
than healthy controls on measures of neuroticism and negative emotionality (Cassin & von Ranson, 2005; Forbush &
Watson, 2006), and these traits have been shown to be prospective risk factors for eating psychopathology (Fox &
Froom, 2009; Wildes, Ringham, & Marcus, 2010).
Empirical research has reliably demonstrated that compared to healthy controls, individuals with eating disorders
report more negative beliefs about emotions and less acceptance of their emotional experiences (Brockmeyer et al.,
2014; Harrison, Sullivan, Tchanturia, & Treasure, 2009,
2010; Ioannou & Fox, 2009; Lawson, Emanuelli, Sines, &
Waller, 2008; Svaldi, Griepenstroh, Tuschen‐Caffier, &
Ehring, 2012). Negative beliefs about the experience and expression of emotions are associated with more severe symptomatology in individuals with anorexia (Hambrook et al.,
2011), and have even been found to differentiate between
individuals with current anorexia symptoms and those in recovery (Oldershaw et al., 2012).
As a result of these negative appraisals of emotions, individuals with eating disorders endorse experiencing aversive
reactions and significant distress in the context of negative
emotions (Corstorphine, Mountford, Tomlinson, Waller, &
Meyer, 2007). In a 6‐year longitudinal study of adolescents,
negative affect and distress intolerance predicted eating
disorder attitudes at baseline, but it was emotional reactivity, measured by increases in negative emotions following
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exposure to a stressor, that predicted increases in eating disorder attitudes over time (Juarascio et al., 2016). Studies have
consistently found that individuals with eating disorders experience difficulties with deliberate engagement of emotion
regulation strategies and tend to engage in more maladaptive
strategies in response to emotional distress (Oldershaw et al.,
2015; Racine et al., 2016). The conceptualization of these
emotion regulation difficulties has been evolving to mirror
our functional model described above, where disordered eating‐related behaviors such as restriction, binging, and purging
are seen as efforts to escape aversive emotional experiences
(Kolar, Hammerle, Jenetzky, Huss, & Burger, 2016; Wildes
et al., 2010).
More recent studies have been able to utilize longitudinal
and daily diary data to help elucidate the temporal relationships between the experience of negative emotions and disordered eating behaviors. For example, increases in negative
affect have been shown to predict ritualized eating, purging,
and weighing behaviors in women with anorexia (Engel
et al., 2013); moreover, levels of negative affect significantly
decreased immediately after engaging in these behaviors.
Greater lability in negative affect was found to predict frequency of binge eating episodes, although it is noteworthy
that this relationship was only present in individuals high in
neuroticism (Zander & De Young, 2014). Daily fluctuations
in patients’ ability to tolerate unpleasant emotions preceded
anorexia‐related cognitions and behaviors among the majority of patients with severe symptomatology, but not in patients
with low symptom severity. Other studies have shown that
improvements in emotion regulation difficulties are associated with treatment gains in eating psychopathology and that
greater emotional regulation difficulties at discharge predict
worsening of eating disorder symptoms in the year following
discharge (Racine & Wildes, 2015; Rowsell, MacDonald, &
Carter, 2016). This accumulation of evidence suggests that
although thin idealization and body dissatisfaction have been
clearly identified as precipitating factors (e.g., Stice & Shaw,
2002; Thompson & Stice, 2001), it is not simply these common appraisals of body shape that potentiate and maintain
eating disorders. Rather, negative reactivity to emotions and
maladaptive attempts to regulate aversive reactions to negative affect at the core of neuroticism may be more proximally related to the development and maintenance of eating
psychopathology.

5.3

|

Insomnia disorder

The ubiquity of sleep disturbance across psychological disorders is well established (Dolsen, Asarnow, & Harvey, 2014),
particularly among anxiety and depressive disorders (Cox
& Olatunji, 2016; Murphy & Peterson, 2015). Sleep disturbance has often been conceptualized as a symptom of or secondary to another disorder, a perspective that was reflected
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in DSM‐IV‐TR's differentiation between primary insomnia
and secondary insomnia (American Psychiatric Association,
2000). However, the assumption that diagnosis and treatment
of the principal or underlying psychological disorder will result in the full remission of sleep difficulties has not borne out
empirically (e.g., Carney, Harris, Friedman, & Segal, 2011;
Stepanski & Rybarczyk, 2006; Zayfert & DeViva, 2004). As
a result, the decision was made to no longer distinguish between primary insomnia and secondary insomnia in DSM‐5
in an effort to improve the recognition and treatment of sleep
disorders among healthcare providers (Reynolds & Redline,
2010).
DSM‐5 describes insomnia disorder as a sleep disorder
that does not occur exclusively during the course of another
disorder and is characterized by at least 3 months of either difficulty with sleep onset, maintenance, or quality that results
in daytime distress and impairment (American Psychiatric
Association, 2013). Individuals with insomnia disorder report higher levels of negative mood on a daily basis compared to good sleeper controls (Buysse et al., 2007), greater
behavioral inhibition (Espie, Barrie, & Forgan, 2012), elevated levels of trait anxiety (Spira et al., 2008), and are more
than five times as likely to suffer from anxiety or depression
than individuals without sleep problems (Pearson, Johnson,
& Nahin, 2006). Insomnia disorder is also associated with
greater harm avoidance, a personality trait that is closely related to and may be isomorphic with both behavioral inhibition and neuroticism (Bravo‐Ortiz et al., 2013; Park, An,
Jang, & Chung, 2012). Myriad studies have demonstrated
that neuroticism is strongly associated with poor sleep quality
(Duggan, Friedman, McDevitt, & Mednick, 2014; Gurtman,
McNicol, & McGillivray, 2014; LeBlanc et al., 2007;
Ramsawh, Ancoli‐Israel, Sullivan, Hitchcock, & Stein, 2011;
Vincent, Cox, & Clara, 2009; Williams & Moroz, 2009),
with findings suggesting that neuroticism influences how the
sleep system is affected by stress rather than the sleep system itself (Harvey, Gehrman, & Espie, 2014). People with
insomnia tend to exhibit more emotional reactivity to stress
than good sleepers, and this vulnerability is observable even
before onset of insomnia symptoms (Fernandez‐Mendoza
et al., 2010). Despite experiencing an equivalent number of
stressful life events as good sleepers, individuals with insomnia rate more highly the impact of these daily minor stressors, view their lives to be more stressful overall, and report
low control over daily stressors, reflecting both heightened
negative emotionality and a perceived inability to cope in response to stress (Morin, Rodrigue, & Ivers, 2003).
Although there has been considerable investigation into
the effect of sleep disturbance on emotional functioning, less
attention has been paid to whether negative appraisals of emotions or aversive reactions to negative emotions contribute to
the maintenance of insomnia symptoms. However, there is
some evidence to suggest that insomnia is associated with
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nonacceptance of emotions (Hom et al., 2016; McCracken,
Williams, & Tang, 2011). Moreover, negatively valenced
emotional arousal prior to bedtime is associated with poorer
sleep quality (Grano, Vahtera, Virtanen, Keltikangas‐
Jarvinen, & Kivimaki, 2008; McCrae et al., 2008; Shin et al.,
2005; Stoia‐Caraballo et al., 2008). Findings such as these
are leading researchers to emphasize the maladaptive effect
of trying to control emotional experiences as an important
maintaining factor in insomnia (Schmidt, Harvey, & Van der
Linden, 2011). Individuals with insomnia often engage in
dysfunctional forms of cognitive control (e.g., worry, thought
suppression, rumination) that prove counterproductive
and ultimately contribute to the maintenance of symptoms
(Baker, Baldwin, & Garner, 2015; Carney, Harris, Falco, &
Edinger, 2013; Schmidt et al., 2011). Insomnia disorder is
also associated with the use of sleep‐related safety behaviors,
a form of avoidant coping that maintains symptoms through
reinforcement of maladaptive beliefs (Harvey, 2002a,b); examples include attempts to catch up on sleep by napping,
going to bed early, or conserving energy during the day (Ree
& Harvey, 2004). There are fewer data available that explicitly characterize how individuals with insomnia react to negative emotions, but the relationship between efforts to dampen
or avoid emotional experiences and sleep disturbance is well
documented. Therefore, it is reasonable to extrapolate that individuals with insomnia react aversively to emotional experiences, possibly due an appraisal that these experiences are
a threat to sleep, thereby evincing the functional relationship
that is at the heart of our definition of emotional disorders.

6 | NOT A LL D ISOR D E R S A R E
EM OT IO NA L D IS OR D E R S
Of course, there are many diagnoses in which the experience of negative emotions is prominent that do not meet our
proposed criteria. Therefore, it is important to differentiate
disturbances in the experience of emotion that represent a
primary deficit from similar difficulties that are due to secondary or compensatory deficits (Gross & Jazaieri, 2014).
Consider the example of attention‐deficit/hyperactivity disorder (ADHD), a disorder characterized by symptoms of
inattention or hyperactivity that are associated with substantial impairment in multiple settings (American Psychiatric
Association, 2013). Although ADHD is sometimes associated with increased negative affectivity and emotional lability (Barkley & Fischer, 2010; Newman et al., 2001), research
has demonstrated that it is best characterized as a neurodevelopmental disorder (Pingault et al., 2015). In other words,
the experience of negative affect is not responsible for the
onset of hyperactivity or the inability to sustain attention,
and, although it may exacerbate these symptoms, negative
affect does not seem to play a significant role in the onset or
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maintenance of ADHD symptoms. Similarly, while ADHD
is often associated with behavioral avoidance (e.g., procrastination, avoidance of activities requiring sustained mental
effort), the avoidance is not a core mechanism by which
the symptoms develop or continue to persist (i.e., reducing
avoidance in an individual with ADHD will not fully attenuate hyperactivity or inattention).
Schizophrenia and other psychotic disorders represent
another example of diagnoses that, despite being associated
with substantial emotional lability in many cases, are not consistent with our proposed definition of an emotional disorder.
Schizophrenia is characterized by hallucinations, delusions,
disorganized speech and behavior, restricted affect, and avolition (American Psychiatric Association, 2013). Although elevated levels of neuroticism in adolescence have been linked
to psychotic symptoms in adulthood (Boyette et al., 2013;
Goodwin, Fergusson, & Horwood, 2003; Van Os & Jones,
2001), it has been well documented that the development
of schizophrenia is driven primarily by disruption in brain
connectivity (Cannon, 2015). Although individuals with
schizophrenia do demonstrate difficulties in the expression
of emotion, and negative emotions may accompany psychotic
symptoms (e.g., anxiety or even panic related to hallucinations), few would argue that disturbances in the experience of
emotion are functionally related to the development of psychotic disorders or that targeting appraisals about emotions in
treatment would result in substantial clinical improvement in
core psychopathology.
Similarly, it is important to note that many individuals
may experience strong negative emotions without appraising these feelings as unacceptable and without engaging
in avoidant coping (i.e., only the first criterion of our proposed definition is met). For example, an individual who
experiences profound and disruptive sadness after the
loss of a loved one may recognize these emotional experiences as part of an acute grief reaction that will eventually
evolve into a state of integrated grief (Shear, Ghesquiere, &
Glickman, 2013). Therefore, this individual is more likely
to respond to the bereavement with adaptive, approach‐oriented coping strategies, such as behavioral activation. In
the absence of a strong aversive reaction or negative appraisals about the negative mood state, or efforts to escape
the emotional experience, the distress associated with the
experience of the negative affect will progressively diminish and the individual will eventually be able to reengage
with everyday activities. However, a small percentage of
individuals experiencing strong grief reactions do go on to
develop complicated grief, a state characterized by significant and impairing grief symptoms that do not transition
from an acute to integrated state (Bonanno et al., 2007).
These individuals experience persistent negative affect,
demonstrate intense emotional reactivity, and engage in
excessive avoidance of any stimulus associated with the
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loss (Shear et al., 2011). Specifically, catastrophic interpretations of the grief response (e.g., beliefs that grief is
intolerable or that one lacks control over one's sadness) are
thought to be an important causal factor in the development
and maintenance of complicated grief (Boelen, van den
Bout, & van den Hout, 2006). Avoidance of both external
and internal (e.g., emotions, memories) reminders of loss
perpetuates complicated grief insofar as this avoidance is
driven by beliefs about one's inability to cope with the reality of the loss (i.e., the emotional experience provoked by
the loss). Therefore, complicated grief, which is captured
by the DSM‐5 diagnosis of persistent complex bereavement
disorder, meets our definition of an emotional disorder.

7 | IM P L ICAT ION S OF A
NE W CO NC EP T UA L IZ AT ION
O F EM OTIO NA L D ISOR D E R S:
AS SE S S M EN T, T R E AT ME N T, A ND
PRE V EN T IO N
The preceding discussion presents a framework for conceptualizing a class of disorders based on shared mechanistic features that may complement, but also transcends
descriptive nosological frameworks. We discuss next how
this perspective might influence the assessment and treatment of psychopathology while proposing areas for further
research.

7.1

|

Assessment

Our proposed definition of emotional disorders has implications for diagnosis and assessment. Even with increased interest in transdiagnostic approaches to conceptualization and
treatment, the prevailing diagnostic system, DSM‐5, continues to rely on categorical classification. There is a strong need
for assessment approaches that are compatible with a more
dimensional, transdiagnostic conception of psychopathology.
Such assessment methods should reflect the continuous nature of constructs instead of imposing artificial boundaries
in an effort to improve diagnostic reliability (Brown, 2007;
Brown, Chorpita, & Barlow, 1998).
Given that transdiagnostic treatments typically consist
of therapeutic strategies designed to target core processes
contributing to the development and maintenance of symptoms across disorders, clinical decisions regarding whether
to utilize a transdiagnostic approach with a particular patient should be based on the presence or absence of these
processes instead of relying on disorder‐specific descriptive
diagnostic criteria. Therefore, although it is helpful to assess the constructs and vulnerability factors that serve as
less proximal indicators of causal processes (e.g., negative
affect, neuroticism), it will be important to also assess the
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mechanisms directly to guide case conceptualization and
treatment decisions. Empirical findings presented throughout this review point to the utility of assessing individuals’
reactions to emotional experience as both a transdiagnostic
vulnerability factor and a mechanism of change. There is
evidence that both explicit and implicit evaluations of emotions predict subsequent use of emotion regulation strategies
(Tamir, Chiu, & Gross, 2007), and future research should
consider the use of implicit measures to facilitate more objective assessment of appraisals of emotions and other putative mechanisms.
Equally important to the construct validity of any diagnostic approach is its clinical utility (First et al., 2004; Mullins‐
Sweatt, Lengel, & DeShong, 2016). In order to be useful in
routine practice, clinicians should be able to accurately apply
the diagnostic criteria, the diagnosis should inform treatment
selection, and use of the diagnostic system should improve
clinical outcomes. Surprisingly, very little is known about
how the DSM is used in clinical practice (First et al., 2014),
but the substantial discrepancies observed when diagnoses
assigned by clinicians are compared to those assigned to the
same patient using a structured interview imply that clinicians
are not prescriptively applying DSM criteria (e.g., Ramirez
Basco et al., 2000; Shear et al., 2000). Equally concerning,
field trials for the latest version of the DSM, DSM‐5, have
failed to demonstrate strong test–retest reliability for some of
the most commonly occurring psychological disorders, such
as major depressive disorder (Regier et al., 2013). There is
some evidence that clinicians may find a dimensional classification system more useful than the current categorical
system. For example, after using both DSM‐IV diagnostic
criteria and a dimensional five‐factor model to characterize
personality disorder in their patients, clinicians not only rated
the five‐factor model significantly easier to use, but also rated
it more useful for client and professional communication,
describing a client's personality problems and choosing an
effective intervention (Samuel & Widiger, 2010). Similarly,
when comparing DSM‐IV's categorical model of personality disorders to DSM‐5's dimensional system, mental health
clinicians found the latter to be significantly more clinically
useful (Morey, Skodol, & Oldham, 2014). This portends well
for more quantitative dimensional descriptive approaches
to classification such as the recently unveiled Hierarchical
Taxonomy of Psychopathology (HiTOP; Kotov et al., 2014).
A transdiagnostic mechanistic approach to diagnosis and
assessment may also facilitate more appropriate treatment referrals in routine clinical care settings. In a recent analysis of
almost 50,000 adults in the United States, less than a third of
the individuals who screened positive for depression received
treatment and, perhaps even more concerning, the majority
of individuals who were receiving treatment for depression
did not screen positive for the disorder (Olfson, Blanco, &
Marcus, 2016). Studies also suggest that the rate of detection
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for anxiety disorders among practitioners is one‐half to one‐
third of the detection rate for depressive disorders, despite the
fact that anxiety disorders are the most common class of psychological disorders (Silberman & Weiss, 2016). Instead of
focusing on difficult diagnostic differentials, which routinely
results in misdiagnosis and inappropriate treatment, healthcare practitioners could utilize a broad screening measure
that assesses transdiagnostic mechanisms and then refer patients to a transdiagnostic treatment that targets those shared
processes.

7.2

|

Treatment

Transdiagnostic interventions also hold promise for the
dissemination and implementation of evidence‐based treatments in real‐world clinical settings. Rather than learning
how to administer numerous diagnosis‐specific treatment
protocols to treat the full range of anxiety, depressive, and
related disorders, a clinician could utilize one treatment
model to effectively treat a variety of symptomatic presentations (McHugh, Murray, & Barlow, 2009; Wilamowska
et al., 2010). To the extent that transdiagnostic treatments
target common mechanisms, they are likely to be advantageous for addressing issues of comorbidity and other‐specified disorders (i.e., clinically significant symptoms that do
not meet diagnostic criteria for a currently recognized disorder), or those who are experiencing symptoms that do not
meet a diagnostic threshold for a DSM disorder, all of which
are highly prevalent in routine clinical practice. There are
also pragmatic benefits to transdiagnostic treatments, such
as the cost‐effectiveness and scalability of group treatment
(e.g., the ability to deliver a transdiagnostic protocol to a
diagnostically heterogeneous group of patients). Existing
empirical studies support the efficacy of transdiagnostic
treatments for anxiety (Reinholt & Krogh, 2014), anxiety
and depression (McEvoy, Nathan, & Norton, 2009), and
eating disorders (Fairburn et al., 2009), with evidence to
suggest that outcomes obtained with transdiagnostic protocols are at least comparable to those achieved with diagnosis‐specific protocols for anxiety and depressive disorders
(Barlow et al., 2017; McEvoy & Nathan, 2007; Norton,
2012).
Although transdiagnostic interventions were originally
developed to target shared mechanisms across disorders, the
vast majority of existing transdiagnostic protocols are confined to one class of diagnoses (e.g., anxiety disorders, eating
disorders). If we are to truly embrace a transdiagnostic mechanistic approach to assessment and treatment, transdiagnostic
protocols should be characterized by the specific mechanisms
of action that are targeted in the treatment (e.g., experiential
avoidance, safety behaviors) instead of by the diagnostic class
referenced in the treatment title (e.g., transdiagnostic treatment for anxiety disorders) or by broad applicability across
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multiple diagnostic categories (e.g., treatment for mixed
anxiety and depression; Sauer‐Zavala et al., 2017). The term
emotional disorder as defined in the present article may facilitate a shift away from an overreliance on heterogeneous
symptom presentations and toward a deeper understanding
of the functional processes of etiology and symptom maintenance that are present across diagnostic categories.
As the field moves further toward a focus on mechanisms
as a framework for conceptualizing psychopathology, it will
be important to consider whether positive treatment outcomes
are driven by an actual attenuation of those mechanisms or by
the use of compensatory strategies that counterbalance those
causal processes (Hollon, Stewart, & Strunk, 2006). Greater
understanding of transdiagnostic mechanisms will also help
refine and augment existing interventions. For example, research has shown that appraisals of emotions are often related
to the perceived utility of the emotion; even if an emotion is
unpleasant to experience, individuals may still be willing to
experience it if they believe the emotion will promote goal
achievement (Berridge & Robinson, 2003; Tamir, 2009;
Tamir & Ford, 2012). In an experimental paradigm designed
to determine whether negative appraisals of emotions were
malleable, negative evaluations of anger were successfully
influenced by experiencing anger in a context where it was
beneficial to performance, such that greater improvements
in performance were associated with less negative evaluations of anger (Netzer, Igra, Anan, & Tamir, 2015). Future
research should explore the therapeutic effect of intervening
directly on negative appraisals of emotions in clinical populations through either psychoeducation on the adaptive function of emotions or behavioral experiments that demonstrate
how negative emotions can be useful despite their aversive
qualities.
The applicability of fear extinction models and exposure‐
based procedures to disorders of emotion more broadly is
another important area for future research. This will be particularly important for transdiagnostic approaches to emotional
disorders, such as the unified protocol (Barlow et al., 2017),
where exposure procedures target the primary emotional experience and its associated aversive reactions, rather than the
situational context. For example, prior research has shown
that sustained physiological arousal facilitates the consolidation of extinction memories (e.g., Craske, Treanor, Conway,
Zbozinek, & Vervliet, 2014), and although some negative
emotions are associated with high levels of arousal (e.g.,
anxiety), others are characterized by low arousal (e.g., depression). It remains to be seen whether fear extinction strategies that have proven effective in the treatment of anxiety
and trauma‐related disorders will produce comparable effects
across other disorders of emotion. There is also evidence
that supports the specificity of negative reactivity to emotions, such that individuals may have particularly problematic or aversive reactions to specific negative emotions versus
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negative emotions in general (Harmon‐Jones, Harmon‐Jones,
Amodio, & Gable, 2011). Future studies should explore the
generalization of fear learning from one negative emotion to
others, as well as the effect of context exposure to determine
whether an emotion itself can serve as the conditioned stimulus or whether the emotion remains subordinate to the event
that elicits it.

7.3

|

Prevention

Emotional disorders are the most common psychological disorders and are associated with significant impairment across
all areas of life, as well as substantial direct and indirect costs
(Kessler, Petukhova, Sampson, Zaslavsky, & Wittchen, 2012;
Lahey, 2009; Mojtabai et al., 2015). Most individuals do not
seek treatment immediately following disorder onset, which
further exacerbates the associated impairment and economic
costs (Wang et al., 2007). In light of this information, the scientific community has begun to prioritize the development of
preventative interventions (NIMH, 2015).
Transdiagnostic approaches targeting shared mechanisms may be well suited for application to prevention programs as they are uniquely able to focus on temperamental
risk factors, such as neuroticism, instead of focusing on
symptom reduction related to a diagnostic status (Zalta &
Shankman, 2016). Studies suggest that rates of emotional
disorders in college students are increasing at a rate that is
difficult for universities to accommodate, which suggests
that early adulthood may be a critical period for prevention
programs (e.g., Pedrelli, Nyer, Yeung, Zulauf, & Wilens,
2015). Given that many young adults tend to view symptoms
as early warning signs instead of an indication to seek treatment (Gagnon, Gelinas, & Friesen, 2017), transdiagnostic
programs may be able to intervene before symptoms become
more severe in a preemptive manner that minimizes embarrassment or personal stigma. There is preliminary evidence
that college students view a two‐hour transdiagnostic workshop focused on adaptive emotion management skills to be
satisfactory and acceptable and that attending the workshop
is associated with significant reductions in neuroticism
and improvements in quality of life (Bentley et al., 2018).
Based on prior research demonstrating the adverse impact
of perceived social expectancies to minimize or avoid negative emotions (Bastian et al., 2012), it may be effective to
directly address these misconceptions. Further evaluation
will be necessary to establish the efficacy of transdiagnostic
prevention programs, as well as the optimal mode of delivery (e.g., an in‐person workshop vs. electronic format with
interactive components).
It will also be important to determine when is the optimal developmental period to deliver preventive interventions
and who should receive them. For example, it is likely that
anyone, regardless of vulnerability factors, would benefit
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from adaptive emotion management skills (Gross & Jazaieri,
2014). There are some exciting findings that suggest that
school‐based programs designed to teach skills related to
emotional intelligence and competence, such as the ability to
recognize and express emotions, are associated with positive
outcomes across numerous domains. For example, at‐risk
preschoolers who received an emotion‐based preventive intervention demonstrated greater gains in emotion knowledge
and emotion regulation, as well as decreases in aggression,
anxious/depressed behavior, and expressions of negative
emotions than their peers who received a problem‐solving
intervention (Finlon et al., 2015; Izard et al., 2008). Of note,
gains in emotion knowledge were found to mediate the effect
of the intervention on emotion regulation skills, suggesting
that a greater understanding of the expressions, functions,
and feelings of emotions mitigated children's urge to use maladaptive coping strategies. Future studies should consider
integrating psychoeducation on the nature of emotions and
effective emotion regulation strategies more broadly into educational programs.

8
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FINAL REM ARK S

It is well established that the majority of individuals suffering from emotional disorders do not receive treatment and,
of those that do, only a small minority receive treatment that
is evidence‐based (Collins, Westra, Dozois, & Burns, 2004;
Olfson et al., 2016; Young, Klap, Sherbourne, & Wells,
2001). The amount of time and cost required for training
remains one of the largest barriers to the dissemination of
empirically supported treatments, in addition to the complex
comorbidity present in most patients that is not easily addressed with treatment protocols designed for a single diagnosis (Chambless, 2014; Gunter & Whittal, 2010; Stewart,
Chambless, & Baron, 2012). Despite the commendable advances made to date in our understanding and treatment of
psychopathology, there remains a long way to go to increase
the availability and access to effective treatment. Our proposed framework for the conceptualization of emotional disorders and the recommendations for its applications outlined
above are best viewed as a proposal that will require further
research to validate empirically.
ORCID
Shannon Sauer‐Zavala
David H. Barlow

https://orcid.org/0000-0002-7322-983X
https://orcid.org/0000-0002-8749-2591

R E F E R E NC E S
Abramowitz, J. S., Tolin, D. F., & Street, G. P. (2001). Paradoxical
effects of thought suppression: A meta‐analysis of controlled

12 of 19

|

  

studies. Clinical Psychology Review, 21(5), 683–703. https://doi.
org/S0272-7358(00)00057-X
Aldao, A., & Nolen‐Hoeksema, S. (2010). Specificity of cognitive emotion regulation strategies: A transdiagnostic examination. Behaviour
Research and Therapy, 48(10), 974–983. https://doi.org/10.1016/j.
brat.2010.06.002
Alladin, A. (2016). Emotional disorders and the wounded self. American
Journal of Clinical Hypnosis, 59, 1–3. https://doi.org/10.1080/0002
9157.2016.1169708.
American Psychiatric Association (2000). Diagnostic and statistical
manual of mental disorders (4th ed.). Washington, DC: Author.
American Psychiatric Association (2013). Diagnostic and statistical
manual of mental disorders (5th ed.). Washington, DC: Author.
Amstadter, A. (2008). Emotion regulation and anxiety disorders. Journal
of Anxiety Disorders, 22, 211–221. https://doi.org/10.1016/j.
janxdis.2007.02.004
Baek, S. B. (2014). Psychiatric rehabilitation of emotional disorders. Journal of Exercise Rehabilitation, 10, 205–208. https://doi.
org/10.12965/jer.140143.
Baker, L. D., Baldwin, D. S., & Garner, M. (2015). Daytime intrusive
thoughts and subjective insomnia symptoms. Psychiatry Research,
229(3), 1038–1042. https://doi.org/10.1016/j.psychres.2015.02.022
Barkley, R. A., & Fischer, M. (2010). The unique contribution of
emotional impulsiveness to impairment in major life activities in
hyperactive children as adults. Journal of the American Academy
of Child and Adolescent Psychiatry, 49(5), 503–513. https://doi.
org/10.1016/j.jaac.2010.01.019
Barlow, D. H. (1988). Anxiety and its disorders: The nature and treatment of anxiety and panic. New York, NY: Guilford Press.
Barlow, D. H. (1991). Disorders of emotion. Psychological Inquiry,
2(1), 58–71. https://doi.org/10.1207/s15327965pli0201_15s
Barlow, D. H. (2002). Anxiety and its disorders: The nature and treatment of anxiety and panic (2nd ed.). New York, NY: Guilford Press.
Barlow, D. H., Ellard, K. K., Sauer‐Zavala, S., Bullis, J. R., & Carl, J. R.
(2014). The origins of neuroticism. Perspectives on Psychological
Science, 9(5), 481–496. https://doi.org/10.1177/1745691614544528
Barlow, D. H., Farchione, T. J., Bullis, J. R., Gallagher, M. W., Murray‐
Latin, H., Sauer‐Zavala, S., … Cassiello‐Robbins, C. (2017). The
unified protocol for transdiagnostic treatment of emotional disorders
compared with diagnosis‐specific protocols for anxiety disorders: A
randomized clinical trial. JAMA Psychiatry, 74(9), 875–884. https://
doi.org/10.1001/jamapsychiatry.2017.2164
Barlow, D. H., Sauer‐Zavala, S., Carl, J. R., Bullis, J. R., & Ellard, K. K.
(2014). The nature, diagnosis, and treatment of neuroticism: Back to
the future. Clinical Psychological Science, 2(3), 344–365. https://
doi.org/10.1177/2167702613505532
Bastian, B., Kuppens, P., Hornsey, M. J., Park, J., Koval, P., & Uchida,
Y. (2012). Feeling bad about being sad: The role of social expectancies in amplifying negative mood. Emotion, 12(1), 69–80. https://
doi.org/10.1037/a0024755
Beblo, T., Fernando, S., Klocke, S., Griepenstroh, J., Aschenbrenner, S.,
& Driessen, M. (2012). Increased suppression of negative and positive emotions in major depression. Journal of Affective Disorders,
141(2–3), 474–479. https://doi.org/10.1016/j.jad.2012.03.019
Bentley, K. H., Boettcher, H., Bullis, J. R., Carl, J. R., Conklin, L. R.,
Sauer‐Zavala, S., … Barlow, D. H. (2018). Development of a single‐session, transdiagnostic preventive intervention for young adults
at risk for emotional disorders. Behavior Modification, 42(5), 781–
805. https://doi.org/10.1177/0145445517734354

BULLIS et al.

Berridge, K. C., & Robinson, T. E. (2003). Parsing reward. Trends
in Neurosciences, 26(9), 507–513. https://doi.org/10.1016/
S0166-2236(03)00233-9
Blalock, J. A., & Joiner, T. E. (2000). Interactive of cognitive
avoidance coping and stress in predicting depression/anxiety. Cognitive Therapy and Research, 24(1), 47–65. https://doi.
org/10.1023/A:1005450908245
Boelen, P. A., van den Bout, J., & van den Hout, M. A. (2006). Negative
cognitions and avoidance in emotional problems after bereavement:
A prospective study. Behavior Research and Therapy, 44(11), 1657–
1672. https://doi.org/10.1016/j.brat.2005.12.006
Bonanno, G. A., Neria, Y., Mancini, A., Coifman, K. G., Litz, B., &
Insel, B. (2007). Is there more to complicated grief than depression
and posttraumatic stress disorder? A test of incremental validity.
Journal of Abnormal Psychology, 116(2), 342–351. https://doi.
org/10.1037/0021-843X.116.2.342
Borkovec, T. D., Alcaine, O., & Behar, E. S. (2004). Avoidance theory of worry and generalized anxiety disorder. In R. G. Heimberg,
D. S. Mennin, & C. L. Turk (Eds.), Generalized anxiety disorder:
Advances in research and practice (pp. 77–108). New York, NY:
Guilford Press.
Boyette, L. L., Korver‐Nieberg, N., Verweij, K., Meijer, C., Dingemans,
P., Cahn, W., … GROUP (2013). Associations between the five‐
factor model personality traits and psychotic experiences in
patients with psychotic disorders, their siblings and controls.
Psychiatry Research, 210(2), 491–497. https://doi.org/10.1016/j.
psychres.2013.06.040
Bravo‐Ortiz, M., Valverde, C., Herrero, E., Melero, J., Naranjo, M., &
Del Rio, R. (2013). Personality and severity of primary insomnia.
Sleep Medicine, 14(Suppl. 1), e297–e298. https://doi.org/10.1016/j.
sleep.2013.11.728
Brockmeyer, T., Skunde, M., Wi, M., Bresslein, E., Rudofsky, G., Herzog,
W., & Friederich, H. (2014). Difficulties in emotion regulation
across the spectrum of eating disorders. Comprehensive Psychiatry,
55(3), 565–571. https://doi.org/10.1016/j.comppsych.2013.12.001
Brown, T. A. (2007). Temporal course and structural relationships
among dimensions of temperament and DSM‐IV anxiety and mood
disorder constructs. Journal of Abnormal Psychology, 116(2), 313–
328. https://doi.org/10.1037/0021-843X.116.2.313
Brown, T. A., & Barlow, D. H. (2009). A proposal for a dimensional
classification system based on the shared features of the DSM‐
IV anxiety and mood disorders: Implications for assessment and
treatment. Psychological Assessment, 21(3), 256–271. https://doi.
org/10.1037/a0016608
Brown, T. A., Campbell, L. A., Lehman, C. L., Grisham, J. R., &
Mancill, R. B. (2001). Current and lifetime comorbidity of the
DSM‐IV anxiety and mood disorders in a large clinical sample.
Journal of Abnormal Psychology, 110(4), 585–599. https://doi.
org/10.1037//0021-843X.110.4.585
Brown, T. A., Chorpita, B. F., & Barlow, D. H. (1998). Structural relationships among dimensions of the DSM‐IV anxiety and mood disorders and dimensions of negative affect, positive affect, and autonomic arousal. Journal of Abnormal Psychology, 107(2), 179–192.
https://doi.org/10.1037/0021-843X.107.2.179
Buysse, D. J., Thompson, W., Scott, J., Franzen, P. L., Germain, A.,
Hall, M., … Kupfer, D. J. (2007). Daytime symptoms in primary
insomnia: A prospective analysis using ecological momentary assessment. Sleep Medicine, 8(3), 198–208. https://doi.org/10.1016/j.
sleep.2006.10.006

BULLIS et al.

Campbell‐Sills, L., Barlow, D. H., Brown, T. A., & Hofmann, S. G.
(2006a). Acceptability and suppression of negative emotion in
anxiety and mood disorders. Emotion, 6(4), 587–595. https://doi.
org/10.1037/1528-3542.6.4.587
Campbell‐Sills, L., Barlow, D. H., Brown, T. A., & Hofmann, S. G.
(2006b). Effects of suppression and acceptance on emotional responses of individuals with anxiety and mood disorders. Behaviour
Research and Therapy, 44(9), 1251–1263. https://doi.org/10.1016/j.
brat.2005.10.001
Cannon, T. D. (2015). How schizophrenia develops: Cognitive and
brain mechanisms underlying onset of psychosis. Trends in
Cognitive Sciences, 19(12), 744–756. https://doi.org/10.1016/j.
tics.2015.09.009
Carney, C. E., Harris, A. L., Falco, A., & Edinger, J. D. (2013). The
relation between insomnia symptoms, mood, and rumination about
insomnia symptoms. Journal of Clinical Sleep Medicine, 9(6), 567–
575. https://doi.org/10.5664/jcsm.2752
Carney, C. E., Harris, A. L., Friedman, J., & Segal, Z. V. (2011).
Residual sleep beliefs and sleep disturbance following cognitive
behavioral therapy for major depression. Depression and Anxiety,
28(6), 464–470. https://doi.org/10.1002/da.20811
Carpenter, R. W., & Trull, T. J. (2013). Components of emotion
dysregulation in borderline personality disorder: A review.
Current Psychiatry Reports, 15(1), 335. https://doi.org/10.1007/
s11920-012-0335-2
Cassin, S. E., & von Ranson, K. M. (2005). Personality and eating
disorders: A decade in review. Clinical Psychology Review, 25(7),
895–916. https://doi.org/10.1016/j.cpr.2005.04.012
Chambless, D. L. (2014). Can we talk? Fostering interchange between
scientists and practitioners. Behavior Therapy, 45(1), 47–50. https://
doi.org/10.1016/j.beth.2013.08.002
Chapman, A. L., Gratz, K. L., & Brown, M. Z. (2006). Solving the
puzzle of deliberate self‐harm: The experiential avoidance model.
Behavior Research and Therapy, 44(3), 371–394. https://doi.
org/10.1016/j.brat.2005.03.005
Chapman, A. L., Specht, M. W., & Cellucci, T. (2005). Borderline personality disorder and deliberate self‐harm: Does experiential avoidance play a role? Suicide and Life Threatening Behavior, 35(4),
388–399. https://doi.org/10.1521/suli.2005.35.4.388
Chapman, A. L., Walters, K. N., & Gordon, K. L. (2014). Emotional reactivity to social rejection and negative evaluation among persons with
borderline personality features. Journal of Personality Disorders,
28(5), 720–733. https://doi.org/10.1521/pedi_2012_26_068
Cisler, J. M., & Olatunji, B. O. (2012). Emotion regulation and anxiety
disorders. Current Psychiatry Reports, 14(3), 182–187. https://doi.
org/10.1007/s11920-012-0262-2
Clark, L. A. (2005). Temperament as a unifying basis for personality
and psychopathology. Journal of Abnormal Psychology, 114(4),
505–521. https://doi.org/10.1037/0021-843X.114.4.505
Clark, L. A., & Watson, D. (2008). Temperament: An organizing paradigm for trait psychology. In O. P. John, R. R. Robins, & L. A.
Pervin (Eds.), Handbook of personality: Theory and research (3rd
ed., pp. 265–286). New York, NY: Guilford Press.
Coifman, K. G., Berenson, K. R., Rafaeli, E., & Downey, G. (2012). From
negative to positive and back again: Polarized affective and relational
experience in borderline personality disorder. Journal of Abnormal
Psychology, 121(3), 668–679. https://doi.org/10.1037/a0028502
Collins, K. A., Westra, H. A., Dozois, D. J., & Burns, D. D. (2004).
Gaps in accessing treatment for anxiety and depression: Challenges

  

|

13 of 19

for the delivery of care. Clinical Psychology Review, 24(5), 583–
616. https://doi.org/10.1016/j.cpr.2004.06.001
Corstorphine, E., Mountford, V., Tomlinson, S., Waller, G., & Meyer, C.
(2007). Distress tolerance in the eating disorders. Eating Behaviors,
8(1), 91–97. https://doi.org/10.1016/j.eatbeh.2006.02.003
Cox, R. C., & Olatunji, B. O. (2016). A systematic review of sleep disturbance in anxiety and related disorders. Journal of Anxiety Disorders,
37, 104–129. https://doi.org/10.1016/j.janxdis.2015.12.001
Craske, M. G., Treanor, M., Conway, C. C., Zbozinek, T., & Vervliet,
B. (2014). Maximizing exposure therapy: An inhibitory learning
approach. Behavior Research and Therapy, 58, 10–23. https://doi.
org/10.1016/j.brat.2014.04.006
Crowell, S. E., Beauchaine, T. P., & Linehan, M. M. (2009). A biosocial
developmental model of borderline personality: Elaborating and extending Linehan's theory. Psychological Bulletin, 135(3), 495–510.
https://doi.org/10.1037/a0015616
Distel, M. A., Trull, T. J., Willemsen, G., Vink, J. M., Derom, C. A.,
Lynskey, M., … Boomsma, D. I. (2009). The five‐factor model of
personality and borderline personality disorder: A genetic analysis
of comorbidity. Biological Psychiatry, 66(12), 1131–1138. https://
doi.org/10.1016/j.biopsych.2009.07.017
Dolsen, M. R., Asarnow, L. D., & Harvey, A. G. (2014). Insomnia as a
transdiagnostic process in psychiatric disorders. Current Psychiatry
Reports, 16(9), 471. https://doi.org/10.1007/s11920-014-0471-y
Dornbach-Bender, A., Ruggero, C. J., Waszczuk, M. A., Gamez, W.,
Watson, D., & Kotov, R. (2017). Mapping emotional disorders at the
finest level: convergent validity and joint structure based on alternative measures. Comprehensive Psychiatry, 79, 31–39. https://doi.
org/10.1016/j.comppsych.2017.06.011.
Duggan, K. A., Friedman, H. S., McDevitt, E. A., & Mednick, S. C.
(2014). Personality and healthy sleep: The importance of conscientiousness and neuroticism. PLoS One, 9(3), e90628. https://doi.
org/10.1371/journal.pone.0090628
Engel, S. G., Wonderlich, S. A., Crosby, R. D., Mitchell, J. E., Crow, S.,
Peterson, C. B., … Gordon, K. H. (2013). The role of affect in the
maintenance of anorexia nervosa: Evidence from a naturalistic assessment of momentary behaviors and emotion. Journal of Abnormal
Psychology, 122(3), 709–719. https://doi.org/10.1037/a0034010
Espie, C. A., Barrie, L. M., & Forgan, G. S. (2012). Comparative investigation of the psychophysiologic and idiopathic insomnia disorder phenotypes: Psychologic characteristics, patients’ perspectives,
and implications for clinical management. Sleep, 35(3), 385–393.
https://doi.org/10.5665/sleep.1702
Etkin, A., & Wager, T. D. (2007). Functional neuroimaging of anxiety: A
meta‐analysis of emotional processing in PTSD, social anxiety disorder, and specific phobia. American Journal of Psychiatry, 164(10),
1476–1488. https://doi.org/10.1176/appi.ajp.2007.07030504
Eysenck, H. J. (1947). Dimensions of personality. Oxford, UK: Kegan
Paul.
Fairburn, C. G., Cooper, Z., Doll, H. A., O'Connor, M. E., Bohn, K.,
Hawker, D. M., … Palmer, R. L. (2009). Transdiagnostic cognitive‐
behavioral therapy for patients with eating disorders: A two‐site trial
with 60‐week follow‐up. American Journal of Psychiatry, 166(3),
311–319. https://doi.org/10.1176/appi.ajp.2008.08040608
Feldner, M. T., Zvolensky, M. J., Eifert, G. H., & Spira, A. P. (2003).
Emotional avoidance: An experimental test of individual differences
and response suppression using biological challenge. Behaviour
Research and Therapy, 41(4), 403–411. https://doi.org/10.1016/
S0005-7967(02)00020-7

14 of 19

|

  

Fernandez‐Mendoza, J., Vela‐Bueno, A., Vgontzas, A. N., Ramos‐Platon,
M. J., Olavarrieta‐Bernardino, S., Bixler, E. O., & De la Cruz‐Troca, J.
J. (2010). Cognitive‐emotional hyperarousal as a premorbid characteristic of individuals vulnerable to insomnia. Psychosomatic Medicine,
72(4), 397–403. https://doi.org/10.1097/PSY.0b013e3181d75319
Finlon, K. J., Izard, C. E., Seidenfeld, A., Johnson, S. R., Cavadel, E.
W., Ewing, E. S., & Morgan, J. K. (2015). Emotion‐based preventive intervention: Effectively promoting emotion knowledge
and adaptive behavior among at‐risk preschoolers. Development
and Psychopathology, 27(4), 1353–1365. https://doi.org/10.1017/
S0954579414001461
Finning, K., Moore, D., Ukoumunne, O. C., Danielsson-Waters, E.,
& Ford, T. (2017). The association between child and adolescent
emotional disorder and poor attendance at school: a systematic review protocol. Systematic Reviews, 6, 121. https://doi.org/10.1186/
s13643-017-0523-6.
First, M. B., Bhat, V., Adler, D., Dixon, L., Goldman, B., Koh, S., …
Siris, S. (2014). How do clinicians actually use the Diagnostic
and Statistical Manual of Mental Disorders in clinical practice and why we need to know more. Journal of Nervous and
Mental Disease, 202(12), 841–844. https://doi.org/10.1097/
NMD.0000000000000210
First, M. B., Pincus, H. A., Levine, J. B., Williams, J. B., Ustun, B.,
& Peele, R. (2004). Clinical utility as a criterion for revising psychiatric diagnoses. American Journal of Psychiatry, 161, 946–954.
https://doi.org/10.1176/appi.ajp.161.6.946
Forbush, K., & Watson, D. (2006). Emotional inhibition and personality
traits: A comparison of women with anorexia, bulimia, and normal
controls. Annals of Clinical Psychiatry, 18(2), 115–121. https://doi.
org/10.1080/10401230600614637
Forman, E. M., Herbert, J. D., Moitra, E., Yeomans, P. D., & Geller,
P. A. (2007). A randomized controlled effectiveness trial of acceptance and commitment therapy and cognitive therapy for anxiety
and depression. Behavior Modification, 31(6), 772–799. https://doi.
org/10.1177/0145445507302202
Fox, J. R., & Froom, K. (2009). Eating disorders: A basic emotion perspective. Clinical Psychology and Psychotherapy, 16(4), 328–335.
https://doi.org/10.1002/cpp.622
Frijda, N. H. (1986). The emotions. Cambridge, UK: Cambridge
University Press.
Gagnon, M. M., Gelinas, B. L., & Friesen, L. N. (2017). Mental health literacy in emerging adults in a university setting: Distinctions between
symptom awareness and appraisal. Journal of Adolescent Research,
32(5), 642–664. https://doi.org/10.1177/0743558415605383
Goldberg, D. P., Krueger, R. F., Andrews, G., & Hobbs, M. J. (2009).
Emotional disorders: Cluster 4 of the proposed meta-structure for
DSM-V and ICD-11. Psychological Medicine, 39, 2043–2059.
https://doi.org/10.1017/S0033291709990298.
Goodwin, R. D., Fergusson, D. M., & Horwood, L. J. (2003).
Neuroticism in adolescence and psychotic symptoms in adulthood.
Psychological Medicine, 33(6), 1089–1097. https://doi.org/10.1017/
S0033291703007888
Grano, N., Vahtera, J., Virtanen, M., Keltikangas‐Jarvinen, L., &
Kivimaki, M. (2008). Association of hostility with sleep duration
and sleep disturbances in an employee population. International
Journal of Behavioral Medicine, 15(2), 73–80. https://doi.
org/10.1080/10705500801929510
Gratz, K. L., Rosenthal, M. Z., Tull, M. T., Lejuez, C. W., & Gunderson,
J. G. (2006). An experimental investigation of emotion dysregulation

BULLIS et al.

in borderline personality disorder. Journal of Abnormal Psychology,
115(4), 850–855. https://doi.org/10.1037/0021-843X.115.4.850
Gray, J. A. (1982). The neuropsychology of anxiety: An enquiry into
the functions of the septo‐hippocampal system. Oxford, UK: Oxford
University Press.
Gross, J. J. (2015). Emotion regulation: Current status and future prospects. Psychological Inquiry, 26(1), 1–26. https://doi.org/10.1080/1
047840X.2014.940781
Gross, J. J., & Jazaieri, H. (2014). Emotion, emotion regulation, and psychopathology: An affective science perspective.
Clinical Pyschological Science, 2(4), 387–401. https://doi.
org/10.1177/2167702614536164
Gross, J. J., & John, O. P. (2003). Individual differences in two emotion regulation processes: Implications for affect, relationships, and
well‐being. Journal of Personality and Social Psychology, 85(2),
348–362. https://doi.org/10.1037/0022-3514.85.2.348
Gross, J. J., Sheppes, G., & Urry, H. L. (2011). Emotion generation
and emotion regulation: A distinction we should make (carefully).
Cognition and Emotion, 25(5), 765–781. https://doi.org/10.1080/0
2699931.2011.555753
Gunter, R. W., & Whittal, M. L. (2010). Dissemination of cognitive‐
behavioral treatments for anxiety disorders: Overcoming barriers
and improving patient access. Clinical Psychology Review, 30(2),
194–202. https://doi.org/10.1016/j.cpr.2009.11.001
Gurtman, C. G., McNicol, R., & McGillivray, J. A. (2014). The role
of neuroticism in insomnia. Clinical Psychologist, 18(3), 116–124.
https://doi.org/10.1111/cp.12029
Hambrook, D., Oldershaw, A., Rimes, K., Schmidt, U., Tchanturia, K.,
Treasure, J., … Chalder, T. (2011). Emotional expression, self‐silencing, and distress tolerance in anorexia nervosa and chronic
fatigue syndrome. British Journal of Clinical Psychology, 50(3),
310–325. https://doi.org/10.1348/014466510X519215
Harmon‐Jones, E., Harmon‐Jones, C., Amodio, D. M., & Gable, P.
A. (2011). Attitudes toward emotions. Journal of Personality and
Social Psychology, 101(6), 1332–1350. https://doi.org/10.1037/
a0024951
Harrison, A., Sullivan, S., Tchanturia, K., & Treasure, J. (2009).
Emotion recognition and regulation in anorexia nervosa. Clinical
Psychology and Psychotherapy, 16(4), 348–356. https://doi.
org/10.1002/cpp.628
Harrison, A., Sullivan, S., Tchanturia, K., & Treasure, J. (2010).
Emotional functioning in eating disorders: Attentional bias, emotion recognition and emotion regulation. Psychological Medicine,
40(11), 1887–1897. https://doi.org/10.1017/S0033291710000036
Harvey, A. G. (2002a). A cognitive model of insomnia. Behaviour
Research and Therapy, 40(8), 869–893. https://doi.org/10.1016/
S0005-7967(01)00061-4
Harvey, A. G. (2002b). Identifying safety behaviors in insomnia.
Journal of Nervous and Mental Disease, 190(1), 16–21. https://doi.
org/10.1097/00005053-200201000-00004
Harvey, C. J., Gehrman, P., & Espie, C. A. (2014). Who is predisposed
to insomnia: A review of familial aggregation, stress‐reactivity, personality and coping style. Sleep Medicine Reviews, 18(3), 237–247.
https://doi.org/10.1016/j.smrv.2013.11.004
Harvey, A. G., Watkins, E. R., Mansell, W., & Shafran, R. (2004).
Cognitive behavioural processes across psychological disorders: A transdiagnostic approach to research and treatment.
Oxford, UK: Oxford University Press. https://doi.org/10.1093/
med:psych/9780198528883.001.0001

BULLIS et al.

Hayes, S. A., Orsillo, S. M., & Roemer, L. (2010). Changes in proposed mechanisms of action during an acceptance‐based behavior therapy for generalized anxiety disorder. Behaviour
Research and Therapy, 48(3), 238–245. https://doi.org/10.1016/j.
brat.2009.11.006
Hollon, S. D., Stewart, M. O., & Strunk, D. (2006). Enduring effects
for cognitive behavior therapy in the treatment of depression and
anxiety. Annual Review of Psychology, 57, 285–315. https://doi.
org/10.1146/annurev.psych.57.102904.190044
Holmes, A. J., Lee, P. H., Hollinshead, M. O., Bakst, L., Roffman, J.
L., Smoller, J. W., & Buckner, R. L. (2012). Individual differences
in amygdala‐medial prefrontal anatomy link negative affect, impaired social functioning, and polygenic depression risk. Journal
of Neuroscience, 32(50), 18087–18100. https://doi.org/10.1523/
JNEUROSCI.2531-12.2012
Hom, M. A., Stanley, I. H., Rogers, M. L., Tzoneva, M., Bernert, R.
A., & Joiner, T. E. (2016). The association between sleep disturbances and depression among firefighters: Emotion dysregulation
as an explanatory factor. Journal of Clinical Sleep Medicine, 12(2),
235–245. https://doi.org/10.5664/jcsm.5492
Ioannou, K., & Fox, J. R. (2009). Perception of threat from emotions
and its role in poor emotional expression within eating pathology.
Clinical Psychology and Psychotherapy, 16(4), 336–347. https://
doi.org/10.1002/cpp.632
Izard, C. E. (1971). The face of emotion. New York, NY:
Appleton‐Century‐Crofts.
Izard, C. E., King, K. A., Trentacosta, C. J., Morgan, J. K., Laurenceau,
J. P., Krauthamer‐Ewing, E. S., & Finlon, K. J. (2008). Accelerating
the development of emotion competence in head start children:
Effects on adaptive and maladaptive behavior. Development
and Psychopathology, 20(1), 369–397. https://doi.org/10.1017/
S0954579408000175
Jazaieri, H., Urry, H. L., & Gross, J. J. (2013). Affective disturbance
and psychopathology: An emotion regulation perspective. Journal
of Experimental Psychopathology, 4(5), 584–599. https://doi.
org/10.5127/jep.030312
Juarascio, A. S., Felton, J. W., Borges, A. M., Manasse, S. M., Murray,
H. B., & Lejuez, C. W. (2016). An investigation of negative affect,
reactivity, and distress tolerance as predictors of disordered eating
attitudes across adolescence. Journal of Adolescence, 49, 91–98.
https://doi.org/10.1016/j.adolescence.2016.02.005
Kagan, J. (1989). Temperamental contributions to social behavior. American Psychologist, 44(4), 668–674. https://doi.
org/10.1037/0003-066X.44.4.668
Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, K. R., & Walters,
E. E. (2005). Prevalence, severity, and comorbidity of 12‐month
DSM‐IV disorders in the National Comorbidity Survey replication. Archives of General Psychiatry, 62(6), 617–627. https://doi.
org/10.1001/archpsyc.62.6.617
Kessler, R. C., Petukhova, M., Sampson, N. A., Zaslavsky, A. M., &
Wittchen, H. U. (2012). Twelve‐month and lifetime prevalence and
lifetime morbid risk of anxiety and mood disorders in the United
States. International Journal of Methods in Psychiatric Research,
21(3), 169–184. https://doi.org/10.1002/mpr.1359
Kolar, D. R., Hammerle, F., Jenetzky, E., Huss, M., & Burger, A.
(2016). Aversive tension in female adolescents with anorexia
nervosa: A controlled ecological momentary assessment using
smartphones. BMC Psychiatry, 16, 97. https://doi.org/10.1186/
s12888-016-0807-8

  

|

15 of 19

Kotov, R., Perlman, G., Gamez, W., & Watson, D. (2014). The structure
and short‐term stability of the emotional disorders: A dimensional
approach. Psychological Medicine, 45(8), 1687–1698. https://doi.
org/10.1017/S0033291714002815
Kovacs, M., & Devlin, B. (1998). Internalizing disorders in childhood.
Journal of Child Psychology and Psychiatry and Allied Disciplines,
39(1), 47–63. https://doi.org/10.1017/S0021963097001765
Kraemer, H. C. (2015). Research domain criteria (RDoC) and the
DSM two methodological approaches to mental health diagnosis.
JAMA Psychiatry, 72(12), 1163–1164. https://doi.org/10.1001/
jamapsychiatry.2015.2134
Krueger, R. F. (1999). The structure of common mental disorders.
Archives of General Psychiatry, 56(10), 921–926. https://doi.
org/10.1001/archpsyc.56.10.921
Lahey, B. B. (2009). Public health significance of neuroticism. American
Psychologist, 64(4), 241–256. https://doi.org/10.1037/a0015309
Lavender, J. M., Wonderlich, S. A., Engel, S. G., Gordon, K. H., Kaye,
W. H., & Mitchell, J. E. (2015). Dimensions of emotion dysregulation in anorexia nervosa and bulimia nervosa: A conceptual review
of the empirical literature. Clinical Psychology Review, 40, 111–
122. https://doi.org/10.1016/j.cpr.2015.05.010
Law, M. K., Fleeson, W., Arnold, E. M., & Furr, R. M. (2016). Using
negative emotions to trace the experience of borderline personality
pathology: Interconnected relationships revealed in an experience
sampling study. Journal of Personality Disorders, 30(1), 52–70.
https://doi.org/10.1521/pedi_2015_29_180
Lawson, R., Emanuelli, F., Sines, J., & Waller, G. (2008). Emotional
awareness and core beliefs among women with eating disorders.
European Eating Disorders Review, 16(2), 155–159. https://doi.
org/10.1002/erv.848
LeBlanc, M., Beaulieu‐Bonneau, S., Merette, C., Savard, J., Ivers, H.,
& Morin, C. M. (2007). Psychological and health‐related quality of
life factors associated with insomnia in a population‐based sample.
Journal of Psychosomatic Research, 63(2), 157–166. https://doi.
org/10.1016/j.jpsychores.2007.03.004
Levitt, J. T., Brown, T. A., Orsillo, S. M., & Barlow, D. H. (2004). The
effects of acceptance versus suppression of emotion on subjective
and psychophysiological response to carbon dioxide challenge in
patients with panic disorder. Behavior Therapy, 35(4), 747–766.
https://doi.org/10.1016/S0005-7894(04)80018-2
Mansell, W., Harvey, A., Watkins, E., & Shafran, R. (2009). Conceptual
foundations of the transdiagnostic approach to CBT. Journal of
Cognitive Psychotherapy: An International Quarterly, 23(1), 6–19.
https://doi.org/10.1891/0889-8391.23.1.6
Mauss, I. B., Levenson, R. W., McCarter, L., Wilhelm, F. H., & Gross,
J. J. (2005). The tie that binds? Coherence among emotion experience, behavior, and physiology. Emotion, 5(2), 175–190. https://doi.
org/10.1037/1528-3542.5.2.175
McCracken, L. M., Williams, J. L., & Tang, N. K. (2011). Psychological
flexibility may reduce insomnia in persons with chronic pain: A preliminary retrospective study. Pain Medicine, 12(6), 904–912. https://
doi.org/10.1111/j.1526-4637.2011.01115.x
McCrae, C. S., McNamara, J. P., Rowe, M. A., Dzierzewski, J. M.,
Dirk, J., Marsiske, M., & Craggs, J. G. (2008). Sleep and affect
in older adults: Using multilevel modeling to examine daily associations. Journal of Sleep Research, 17(1), 42–53. https://doi.
org/10.1111/j.1365-2869.2008.00621.x
McEvoy, P. M., & Nathan, P. (2007). Effectiveness of cognitive behavior
therapy for diagnostically heterogeneous groups: A benchmarking

16 of 19

|

  

study. Journal of Consulting and Clinical Psychology, 75(2), 344–
350. https://doi.org/10.1037/0022-006X.75.2.344
McEvoy, P. M., Nathan, P., & Norton, P. J. (2009). Efficacy of
transdiagnostic treatments: A review of published outcome
studies and future research directions. Journal of Cognitive
Psychotherapy: An International Quarterly, 23(1), 20–33. https://
doi.org/10.1891/0889-8391.23.1.20
McHugh, R. K., Murray, H. W., & Barlow, D. H. (2009). Balancing fidelity and adaptation in the dissemination of empirically‐supported
treatments: The promise of transdiagnostic interventions. Behaviour
Research and Therapy, 47(11), 946–953. https://doi.org/10.1016/j.
brat.2009.07.005
McLaughlin, K. A., Mennin, D. S., & Farach, F. J. (2007). The contributory role of worry in emotion generation and dysregulation in generalized anxiety disorder. Behaviour Research and Therapy, 45(8),
1735–1752. https://doi.org/10.1016/j.brat.2006.12.004
McLaughlin, K. A., & Nolen‐Hoeksema, S. (2011). Rumination as
a transdiagnostic factor in depression and anxiety. Behaviour
Research and Therapy, 49(3), 186–193. https://doi.org/10.1016/j.
brat.2010.12.006
Menne‐Lothmann, C., Jacobs, N., Derom, C., Thiery, E., van Os, J., &
Wichers, M. (2012). Genetic and environmental causes of individual
differences in daily life positive affect and reward experience and its
overlap with stress‐sensitivity. Behavior Genetics, 42(5), 778–786.
https://doi.org/10.1007/s10519-012-9553-y
Merikangas, K. R., Zhang, H., Avenevoli, S., Acharyya, S.,
Neuenschwander, M., Angst, J., & Zurich Cohort, S. (2003).
Longitudinal trajectories of depression and anxiety in a prospective
community study. Archives of General Psychiatry, 60(10), 993–
1000. https://doi.org/10.1001/archpsyc.60.9.993
Miller, H. C. (1924). The physical basis of emotional disorder.
Proceedings of the Royal Society of Medicine, 17, 27–35.
Mojtabai, R., Stuart, E. A., Hwang, I., Susukida, R., Eaton, W. W.,
Sampson, N., & Kessler, R. C. (2015). Long‐term effects of mental
disorders on employment in the National Comorbidity Survey ten‐
year follow‐up. Social Psychiatry and Psychiatric Epidemiology,
50(11), 1657–1668. https://doi.org/10.1007/s00127-015-1097-z
Morey, L. C., Skodol, A. E., & Oldham, J. M. (2014). Clinician judgments of clinical utility: A comparison of DSM‐IV‐TR personality
disorders and the alternative model for DSM‐5 personality disorders. Journal of Abnormal Psychology, 123(2), 398–405. https://doi.
org/10.1037/a0036481
Morin, C. M., Rodrigue, S., & Ivers, H. (2003). Role of stress, arousal,
and coping skills in primary insomnia. Psychosomatic Medicine,
65(2), 259–267. https://doi.org/10.1097/01.PSY.0000030391.
09558.A3
Mullins‐Sweatt, S. N., Lengel, G. J., & DeShong, H. L. (2016). The importance of considering clinical utility in the construction of a diagnostic manual. Annual Review of Clinical Psychology, 12, 133–155.
https://doi.org/10.1146/annurev-clinpsy-021815-092954
Murphy, M. J., & Peterson, M. J. (2015). Sleep disturbances in depression. Sleep Medicine Clinics, 10(1), 17–23. https://doi.org/10.1016/j.
jsmc.2014.11.009
Naragon‐Gainey, K., Gallagher, M. W., & Brown, T. A. (2013). Stable
“trait” variance of temperament as a predictor of the temporal course
of depression and social phobia. Journal of Abnormal Psychology,
122(3), 611–623. https://doi.org/10.1037/a0032997
National Institute of Mental Health [NIMH] (2015). NIMH Strategic
Plan for Research (NIH Publication No. 15‐6368). Retrieved from

BULLIS et al.

http://www.nimh.nih.gov/about/strategic-planning-reports/index.
shtml
Netzer, L., Igra, L., Anan, Y. B., & Tamir, M. (2015). When bad emotions seem better: Experience changes the automatic evaluation of
anger. Social Psychological and Personality Science, 6(7), 797–804.
https://doi.org/10.1177/1948550615584198
New, A. S., aan het Rot, M., Ripoll, L. H., Perez‐Rodriguez, M. M.,
Lazarus, S., Zipursky, E., … Siever, L. J. (2012). Empathy and alexithymia in borderline personality disorder: Clinical and laboratory
measures. Journal of Personality Disorders, 26(5), 660–675. https://
doi.org/10.1521/pedi.2012.26.5.660
Newman, R. J., Heath, A., Reich, W., Bucholz, K. K., Madden, P. A. F.,
Sun, L., … Hudziak, J. J. (2001). Latent class anaylsis of ADHD and
comorbid symptoms in a population sample of adolescent female
twins. Journal of Child Psychology and Psychiatry, 42(7), 933–942.
https://doi.org/10.1111/1469-7610.00789
Nica, E. I., & Links, P. S. (2009). Affective instability in borderline personality disorder: Experience sampling findings. Current Psychiatry
Reports, 11(1), 74–81. https://doi.org/10.1007/s11920-009-0012-2
Norton, P. J. (2012). Group cognitive‐behavioral therapy of anxiety: A
transdiagnostic treatment manual. New York, NY: Guilford.
Oldershaw, A., DeJong, H., Hambrook, D., Broadbent, H., Tchanturia,
K., Treasure, J., & Schmidt, U. (2012). Emotional processing following recovery from anorexia nervosa. European Eating Disorders
Review, 20(6), 502–509. https://doi.org/10.1002/erv.2153
Oldershaw, A., Lavender, T., Sallis, H., Stahl, D., & Schmidt, U. (2015).
Emotion generation and regulation in anorexia nervosa: A systematic
review and meta‐analysis of self‐report data. Clinical Psychology
Review, 39, 83–95. https://doi.org/10.1016/j.cpr.2015.04.005
Olfson, M., Blanco, C., & Marcus, S. C. (2016). Treatment of adult
depression in the United States. JAMA Internal Medicine, 176(10),
1482–1491. https://doi.org/10.1001/jamainternmed.2016.5057
Ottenbreit, N. D., & Dobson, K. S. (2004). Avoidance and depression:
The construction of the Cognitive‐Behavioral Avoidance Scale.
Behaviour Research and Therapy, 42(3), 293–313. https://doi.
org/10.1016/S0005-7967(03)00140-2
Ottenbreit, N. D., Dobson, K. S., & Quigley, L. (2014). An examination
of avoidance in major depression in comparison to social anxiety
disorder. Behaviour Research and Therapy, 56, 82–90. https://doi.
org/10.1016/j.brat.2014.03.005
Park, J. H., An, H., Jang, E. S., & Chung, S. (2012). The influence of
personality and dysfunctional sleep‐related cognitions on the severity of insomnia. Psychiatry Research, 197(3), 275–279. https://doi.
org/10.1016/j.psychres.2011.09.018
Pearson, N. J., Johnson, L. L., & Nahin, R. L. (2006). Insomnia, trouble sleeping, and complementary and alternative medicine. Archives
of Internal Medicine, 166(16), 1775–1782. https://doi.org/10.1001/
archinte.166.16.1775
Pedrelli, P., Nyer, M., Yeung, A., Zulauf, C., & Wilens, T. (2015).
College students: Mental health problems and treatment considerations. Academic Psychiatry, 39(5), 503–511. https://doi.
org/10.1007/s40596-014-0205-9
Pingault, J. B., Viding, E., Galera, C., Greven, C. U., Zheng, Y., Plomin,
R., & Rijsdijk, F. (2015). Genetic and environmental influences on
the developmental course of attention‐deficit/hyperactivity disorder
symptoms from childhood to adolescence. JAMA Psychiatry, 72(7),
651–658. https://doi.org/10.1001/jamapsychiatry.2015.0469
Racine, S. E., Forbush, K. T., Wildes, J. E., Hagan, K. E., Pollack, L.
O., & May, C. (2016). Voluntary emotion regulation in anorexia

BULLIS et al.

nervosa: A preliminary emotion‐modulated startle investigation.
Journal of Psychiatric Research, 77, 1–7. https://doi.org/10.1016/j.
jpsychires.2016.02.014
Racine, S. E., & Wildes, J. E. (2015). Dynamic longitudinal relations
between emotion regulation difficulties and anorexia nervosa
symptoms over the year following intensive treatment. Journal of
Consulting and Clinical Psychology, 83(4), 785–795. https://doi.
org/10.1037/ccp0000011
Ramirez Basco, M., Bostic, J. Q., Davies, D., Rush, A. J., Witte, B.,
Hendrickse, W., & Barnett, V. (2000). Methods to improve diagnostic accuracy in a community mental health setting. American
Journal of Psychiatry, 157(10), 1599–1605. https://doi.org/10.1176/
appi.ajp.157.10.1599
Ramsawh, H. J., Ancoli‐Israel, S., Sullivan, S. G., Hitchcock, C. A.,
& Stein, M. B. (2011). Neuroticism mediates the relationship between childhood adversity and adult sleep quality. Behavioral Sleep
Medicine, 9(3), 130–143. https://doi.org/10.1080/15402002.2011.5
83895
Ree, M. J., & Harvey, A. G. (2004). Investigating safety behaviours
in insomnia: The development of the Sleep‐related Behaviours
Questionnaire (SRBQ). Behaviour Change, 21(1), 26–36. https://
doi.org/10.1375/bech.21.1.26.35971
Regier, D. A., Narrow, W. E., Clarke, D. E., Kraemer, H. C., Kuramoto,
S. J., Kuhl, E. A., & Kupfer, D. J. (2013). DSM‐5 field trials in the
United States and Canada, Part II: Test‐retest reliability of selected
categorical diagnoses. American Journal of Psychiatry, 170(1), 59–
70. https://doi.org/10.1176/appi.ajp.2012.12070999
Reinholt, N., & Krogh, J. (2014). Efficacy of transdiagnostic cognitive
behaviour therapy for anxiety disorders: A systematic review and
meta‐analysis of published outcome studies. Cognitive Behaviour
Therapy, 43(3), 171–184. https://doi.org/10.1080/16506073.2014.8
97367
Reynolds, C. F. 3rd, & Redline, S., DSM‐V Sleep‐Wake Disorders
Workgroup and Advisors (2010). The DSM‐V sleep‐wake disorders nosology: An update and an invitation to the sleep community.
Journal of Clinical Sleep Medicine, 6(1), 9–10.
Roemer, L., Salters, K., Raffa, S. D., & Orsillo, S. M. (2005). Fear and
avoidance of internal experiences in GAD: Preliminary tests of a
conceptual model. Cognitive Therapy and Research, 29(1), 71–88.
https://doi.org/10.1007/s10608-005-1650-2
Rosenthal, M. Z., Cheavens, J. S., Lejuez, C. W., & Lynch, T. R. (2005).
Thought suppression mediates the relationship between negative
affect and borderline personality disorder symptoms. Behaviour
Research and Therapy, 43(9), 1173–1185. https://doi.org/10.1016/j.
brat.2004.08.006
Rowsell, M., MacDonald, D. E., & Carter, J. C. (2016). Emotion regulation difficulties in anorexia nervosa: Associations with improvements in eating psychopathology. Journal of Eating Disorders, 4,
17. https://doi.org/10.1186/s40337-016-0108-0
Salsman, N. L., & Linehan, M. M. (2012). An investigation of the relationships among negative affect, difficulities in emotion regulation, and features of borderline personality disorder. Journal of
Psychopathology and Behavioral Assessment, 34(2), 260–267.
https://doi.org/10.1007/s10862-012-9275-8
Samuel, D. B., Carroll, K. M., Rounsaville, B. J., & Ball, S. A. (2013).
Personality disorders as maladaptive, extreme variants of normal
personality: Borderline personality disorder and neuroticism in a
substance using sample. Journal of Personality Disorders, 27(5),
625–635. https://doi.org/10.1521/pedi.2013.27.5.625

  

|

17 of 19

Samuel, D. B., & Widiger, T. W. (2010). Comparing personality disorder models: Cross‐method assessment of the FFM and DSM‐IV‐
TR. Journal of Personality Disorders, 24(6), 721–745. https://doi.
org/10.1521/pedi.2010.24.6.721
Sauer‐Zavala, S., & Barlow, D. H. (2014). The case for borderline personality disorder as an emotional disorder: Implications for treatment. Clinical Psychology: Science and Practice, 21(2), 118–138.
https://doi.org/10.1111/cpsp.12063
Sauer‐Zavala, S., Boswell, J. F., Gallagher, M. W., Bentley, K. H.,
Ametaj, A., & Barlow, D. H. (2012). The role of negative affectivity
and negative reactivity to emotions in predicting outcomes in the
unified protocol for the transdiagnostic treatment of emotional disorders. Behaviour Research and Therapy, 50(9), 551–557. https://
doi.org/10.1016/j.brat.2012.05.005
Sauer‐Zavala, S., Gutner, C. A., Farchione, T. J., Boettcher, H. T.,
Bullis, J. R., & Barlow, D. H. (2017). Current definitions of
“transdiagnostic” in treatment development: A search for consensus. Behavior Therapy, 48(1), 128–138. https://doi.org/10.1016/j.
beth.2016.09.004
Scherer, K. R. (1984). On the nature and function of emotion: A
component process approach. In K. R. Scherer, & P. E. Ekman
(Eds.), Approaches to emotion (pp. 293–317). Hillsdale, NJ:
Erlbaum.
Schmidt, R. E., Harvey, A. G., & Van der Linden, M. (2011). Cognitive
and affective control in insomnia. Frontiers in Psychology, 2, 349.
https://doi.org/10.3389/fpsyg.2011.00349
Selby, E. A., Anestis, M. D., Bender, T. W., & Joiner, T. E. Jr (2009). An
exploration of the emotional cascade model in borderline personality disorder. Journal of Abnormal Psychology, 118(2), 375–387.
https://doi.org/10.1037/a0015711
Selby, E. A., & Joiner, T. E. Jr (2009). Cascades of emotion: The emergence of borderline personality disorder from emotional and behavioral dysregulation. Review of General Psychology, 13(3), 219–229.
https://doi.org/10.1037/a0015687
Shear, M. K., Ghesquiere, A., & Glickman, K. (2013). Bereavement and
complicated grief. Current Psychiatry Reports, 15(11), 406. https://
doi.org/10.1007/s11920-013-0406-z
Shear, M. K., Greeno, C., Kang, J., Ludewig, D., Frank, E., Swartz, H.
A., & Hanekamp, M. (2000). Diagnosis of nonpsychotic patients in
community clinics. American Journal of Psychiatry, 157(4), 581–
587. https://doi.org/10.1176/appi.ajp.157.4.581
Shear, M. K., Simon, N., Wall, M., Zisook, S., Neimeyer, R., Duan, N.,
… Keshaviah, A. (2011). Complicated grief and related bereavement issues for DSM‐5. Depression and Anxiety, 28(2), 103–117.
https://doi.org/10.1002/da.20780
Shin, C., Kim, J., Yi, H., Lee, H., Lee, J., & Shin, K. (2005). Relationship
between trait‐anger and sleep disturbances in middle‐aged men
and women. Journal of Psychosomatic Research, 58(2), 183–189.
https://doi.org/10.1016/j.jpsychores.2004.07.002
Shin, L. M., & Liberzon, I. (2010). The neurocircuitry of fear, stress,
and anxiety disorders. Neuropsychopharmacology, 35(1), 169–191.
https://doi.org/10.1038/npp.2009.83
Silberman, E. K., & Weiss, K. J. (2016). Treatment‐resistant depression or misdiagnosed anxiety disorder? Journal of Nervous
and Mental Disease, 204(1), 67. https://doi.org/10.1097/
NMD.0000000000000409
Solomon, R. C., & Stone, L. D. (2002). On “positive” and “negative”
emotions. Journal for the Theory of Social Behaviour, 32(4), 417–
435. https://doi.org/10.1111/1468-5914.00196

18 of 19

|

  

Spielberger, C. D. (1975). Anxiety: State‐trait‐process. In C. D.
Spielberger, & I. G. Sarason (Eds.), Stress and anxiety (pp. 115–
143). New York, NY: Wiley.
Spielberger, C. D., Gorsuch, R. L., & Lushene, R. E. (1970). Test manual for the State Trait Anxiety Inventory. Palo Alto, CA: Consulting
Psychologists Press.
Spira, A. P., Friedman, L., Aulakh, J. S., Lee, T., Sheikh, J. I., &
Yesavage, J. A. (2008). Subclinical anxiety symptoms, sleep, and
daytime dysfunction in older adults with primary insomnia. Journal
of Geriatric Psychiatry and Neurology, 21(1), 56–60. https://doi.
org/10.1177/0891988707311043
Stepanski, E. J., & Rybarczyk, B. (2006). Emerging research on
the treatment and etiology of secondary or comorbid insomnia.
Sleep Medicine Reviews, 10(1), 7–18. https://doi.org/10.1016/j.
smrv.2005.08.002
Stewart, R. E., Chambless, D. L., & Baron, J. (2012). Theoretical and
practical barriers to practitioners’ willingness to seek training in
empirically supported treatments. Journal of Clinical Psychology,
68(1), 8–23. https://doi.org/10.1002/jclp.20832
Stice, E., & Shaw, H. E. (2002). Role of body dissatisfaction in the onset
and maintenance of eating pathology: A synthesis of research findings. Journal of Psychosomatic Research, 53(5), 985–993. https://
doi.org/10.1016/S0022-3999(02)00488-9
Stiglmayr, C. E., Grathwol, T., Linehan, M. M., Ihorst, G., Fahrenberg,
J., & Bohus, M. (2005). Aversive tension in patients with borderline personality disorder: A computer‐based controlled field study.
Acta Psychiatrica Scandinavica, 111(5), 372–379. https://doi.
org/10.1111/j.1600-0447.2004.00466.x
Stoia‐Caraballo, R., Rye, M. S., Pan, W., Brown Kirschman, K. J., Lutz‐
Zois, C., & Lyons, A. M. (2008). Negative affect and anger rumination as mediators between forgiveness and sleep quality. Journal
of Behavioral Medicine, 31(6), 478–488. https://doi.org/10.1007/
s10865-008-9172-5
Sung, C. W., Chen, K. Y., Chiang, Y. H., Chiu, W. T., Ou, J. C., Lee,
H. C., ... Wang, J. Y. (2016). Heart rate variability and serum level
of insulin-like growth factor-1 are correlated with symptoms of
emotional disorders in patients suffering a mild traumatic brain
injury. Clinical Neurophysiology, 127, 1629–1638. https://doi.
org/10.1016/j.clinph.2015.08.006.
Svaldi, J., Griepenstroh, J., Tuschen‐Caffier, B., & Ehring, T. (2012).
Emotion regulation deficits in eating disorders: A marker of eating pathology or general psychopathology? Psychiatry Research,
197(1–2), 103–111. https://doi.org/10.1016/j.psychres.2011.11.009
Tamir, M. (2009). What do people want to feel and why?
Pleasure and utility in emotion regulation. Current Directions
in Psychological Science, 18(2), 101–105. https://doi.
org/10.1111/j.1467-8721.2009.01617.x
Tamir, M., Chiu, C. Y., & Gross, J. J. (2007). Business or pleasure?
Utilitarian versus hedonic considerations in emotion regulation.
Emotion, 7(3), 546–554. https://doi.org/10.1037/1528-3542.7.3.546
Tamir, M., & Ford, B. Q. (2012). When feeling bad is expected to be
good: Emotion regulation and outcome expectancies in social conflicts. Emotion, 12(4), 807–816. https://doi.org/10.1037/a0024443
Thompson, J. K., & Stice, E. (2001). Thin‐ideal internalization:
Mounting evidence for a new risk factor for body‐image disturbance
and eating pathology. Current Directions in Psychological Science,
10(5), 181–183. https://doi.org/10.1111/1467-8721.00144
Tomkins, S. S. (1962). Affect imagery consciousness: Vol. I. The positive affects. London, UK: Tavistock.

BULLIS et al.

Tomkins, S. S. (1963). Affect imagery consciousness: Vol. II. The negative affects. New York, NY: Springer.
Trull, T. J. (2001). Structural relations between borderline personality disorder features and putative etiological correlates.
Journal of Abnormal Psychology, 110(3), 471–481. https://doi.
org/10.1037/0021-843X.110.3.471
Tull, M. T., & Roemer, L. (2007). Emotion regulation difficulties associated with the experience of uncued panic attacks: Evidence of
experiential avoidance, emotional nonacceptance, and decreased
emotional clarity. Behavior Therapy, 38(4), 378–391. https://doi.
org/10.1016/j.beth.2006.10.006
Van Os, J., & Jones, P. B. (2001). Neuroticism as a risk factor for schizophrenia. Psychological Medicine, 31(6), 1129–1134. https://doi.
org/10.1017}S003329170105404
Vincent, N., Cox, B., & Clara, I. (2009). Are personality dimensions
associated with sleep length in a large nationally representative
sample? Comprehensive Psychiatry, 50(20), 158–163. https://doi.
org/10.1016/j.comppsych.2008.07.007
Wang, P. S., Angermeyer, M., Borges, G., Bruffaerts, R., Tat Chiu,
W., De Girolamo, G., … Ustun, T. B. (2007). Delay and failure in
treatment seeking after first onset of mental disorders in the World
Health Organization's World Mental Health Survey initiative. World
Psychiatry, 6(3), 177–185.
Waszczuk, M. A., Kotov, R., Ruggero, C., Gamez, W., & Watson, D.
(2017). Hierarchical structure of emotional disorders: From individual symptoms to the spectrum. Journal of Abnormal Psychology,
126, 613–634. https://doi.org/10.1037/abn0000264.
Watson, D. (2005). Rethinking the mood and anxiety disorders: A quantitative hierarchical model for DSM‐V. Journal of Abnormal Psychology,
114(4), 522–536. https://doi.org/10.1037/0021-843X.114.4.522
Watson, D., & Clark, L. A. (1992). On traits and temperament: General
and specific factors of emotional experience and their relation to the
five‐factor model. Journal of Personality, 60(2), 441–476. https://
doi.org/10.1111/j.1467-6494.1992.tb00980.x
Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and validation of brief measures of positive and negative affect: The PANAS
scales. Journal of Personality and Social Psychology, 54(6), 1063–
1070. https://doi.org/10.1037/0022-3514.54.6.1063
Watson, D., O'Hara, M. W., & Stuart, S. (2008). Hierarchical structures
of affect and psychopathology and their implications for the classification of emotional disorders. Depression and Anxiety, 25(4),
282–288. https://doi.org/10.1002/da.20496
Wegner, D. M. (1989). White bears and other unwanted thoughts:
Suppression, obsession, and the psychology of mental control. New
York, NY: Guilford Press.
Wegner, D. M., Schneider, D. J., Carter, S. R., & White, T. L. (1987). Paradoxical
effects of thought suppression. Journal of Personality and Social
Psychology, 53(1), 5–13. https://doi.org/10.1037/0022-3514.53.1.5
Wenzlaff, R. M., & Wegner, D. M. (2000). Thought suppression.
Annual Review of Psychology, 51, 59–91. https://doi.org/10.1146/
annurev.psych.51.1.59
Werner, K., & Gross, J. J. (2010). Emotion regulation and psychopathology: A conceptual framework. In A. M. Kring, & D. M. Sloan
(Eds.), Emotion regulation and psychopathology: A transdiagnostic
approach to etiology and treatment (pp. 13–37). New York, NY:
Guilford Press.
Wilamowska, Z. A., Thompson‐Hollands, J., Fairholme, C. P., Ellard,
K. K., Farchione, T. J., & Barlow, D. H. (2010). Conceptual background, development, and preliminary data from the unified protocol

  

BULLIS et al.

for transdiagnostic treatment of emotional disorders. Depression
and Anxiety, 27(10), 882–890. https://doi.org/10.1002/da.20735
Wildes, J. E., Ringham, R. M., & Marcus, M. D. (2010). Emotion avoidance in patients with anorexia nervosa: Initial test of a functional
model. International Journal of Eating Disorders, 43(5), 398–404.
https://doi.org/10.1002/eat.20730
Williams, P. G., & Moroz, T. L. (2009). Personality vulnerability to
stress‐related sleep disruption: Pathways to adverse mental and
physical health outcomes. Personality and Individual Differences,
46(5–6), 598–603. https://doi.org/10.1016/j.paid.2008.12.017
Wupperman, P., Neumann, C. S., & Axelrod, S. R. (2008). Do deficits
in mindfulness underlie borderline personality features and core difficulties? Journal of Personality Disorders, 22(5), 466–482. https://
doi.org/10.1521/pedi.2008.22.5.466
Yen, S., Zlotnick, C., & Costello, E. (2002). Affect regulation in women
with borderline personality disorder traits. Journal of Nervous and
Mental Disease, 190(10), 693–696. https://doi.org/10.1097/01.
NMD.0000034744.11140.99
Young, A. S., Klap, R., Sherbourne, C. D., & Wells, K. B. (2001). The
quality of care for depressive and anxiety disorders in the United
States. Archives of General Psychiatry, 58(1), 55–61. https://doi.
org/10.1001/archpsyc.58.1.55
Zalta, A. K., & Shankman, S. A. (2016). Conducting psychopathology
prevention research in the RDoC era. Clinical Psychology: Science
and Practice, 23(1), 94–104. https://doi.org/10.1111/cpsp.12144
Zander, M. E., & De Young, K. P. (2014). Individual differences in
negative affect and weekly variability in binge eating frequency.
International Journal of Eating Disorders, 47(3), 296–301. https://
doi.org/10.1002/eat.22222

|

19 of 19

Zayfert, C., & DeViva, J. C. (2004). Residual insomnia following
cognitive behavioral therapy for PTSD. Journal of Traumatic
Stress, 17(1), 69–73. https://doi.org/10.1023/B:JOTS.0000014679.
31799.e7
Zheng, Y., Plomin, R., & von Stumm, S. (2016). Heritability of
intraindividual mean and variability of positive and negative

affect. Psychological Science, 27(12), 1611–1619. https://doi.
org/10.1177/0956797616669994
Zvolensky, M. J., Farris, S. G., Leventhal, A. M., & Schmidt, N. B.
(2014). Anxiety sensitivity mediates relations between emotional
disorders and smoking. Psychology of Addictive Behaviors, 28,
912–920. https://doi.org/10.1037/a0037450.

SUPPORTING INFORMATION
Additional supporting information may be found online in
the Supporting Information section at the end of the article.
How to cite this article: Bullis JR, Boettcher H,
Sauer‐Zavala S, Farchione TJ, Barlow DH. What is an
emotional disorder? A transdiagnostic mechanistic
definition with implications for assessment, treatment,
and prevention. Clin Psychol Sci Pract.
2019;26:e12278. https://doi.org/10.1111/cpsp.12278

