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Abstract  Background/Objective  Brief  transdiagnostic  psychotherapies  are  a  possible  treat-

ment for  emotional  disorders.  We  aimed  to  determine  their  efficacy  on  mild/moderate

emotional disorders  compared  with  treatment  as  usual  (TAU)  based  on  pharmacological  inter-

ventions.  Method:  This  study  was  a  single-blinded  randomized  controlled  trial  with  parallel

design of  three  groups.  Patients  (N  = 102)  were  assigned  to  brief  individual  psychotherapy  (n  =

34), brief  group  psychotherapy  (n  =  34)  or  TAU  (n  =  34).  Participants  were  assessed  before

and after  the  interventions  with  the following  measures:  PHQ-15,  PHQ-9,  PHQ-PD,  GAD-7,

STAI, BDI-II,  BSI-18,  and SCID.  We  conducted  per  protocol  and  intention-to-treat  analyses.

Results: Brief  psychotherapies  were  more  effective  than  TAU  for  the  reduction  of  emotional

disorders symptoms  and  diagnoses  with  moderate/high  effect  sizes.  TAU  was  only effective

in reducing  depressive  symptoms.  Conclusions:  Brief  transdiagnostic  psychotherapies  might  be

the treatment  of  choice  for  mild/moderate  emotional  disorders  and  they  seem  suitable  to  be

implemented  within  health  care  systems.

Published  by  Elsevier  España,  S.L.U.  on  behalf  of  Asociación Española de Psicoloǵıa Conductual.

This is an  open  access  article  under  the  CC  BY-NC-ND  license  (http://creativecommons.org/
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Tratamientos  psicológicos  breves  para  trastornos  emocionales  en  Atención  Primaria  y

Especializada:  un  ensayo  clínico  aleatorizado

Resumen  Antecedentes/Objetivo:  Las  psicoterapias  breves  son  un  posible  tratamiento  para

los trastornos  emocionales.  Nuestro  propósito  fue determinar  su  eficacia  en  los trastornos  emo-

cionales  leves/moderados  en  comparación  con  el tratamiento  habitual  basado  en  intervenciones

farmacológicas.  Método:  Este  estudio  fue  un ensayo  clínico  aleatorizado  simple  ciego  con  diseño
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paralelo  de  tres  grupos.  Los  pacientes  (N  =  102)  fueron  asignados  a  psicoterapia  breve  individual

(n =  34),  psicoterapia  breve  grupal  (n  = 34)  o tratamiento  habitual  (n  =  34).  Los  participantes

fueron evaluados  antes  y  después  del tratamiento  con  los  siguientes  instrumentos:  PHQ-15,  PHQ-

9, PHQ-PD,  GAD-7,  STAI,  BDI-II,  BSI-18  y  SCID.  Se  realizaron  análisis  por  protocolo  y  por  intención

de tratar.  Resultados:  Las  psicoterapias  breves  fueron  más efectivas  que  el tratamiento  habitual

para la  reducción  de síntomas  y  diagnósticos  de los trastornos  emocionales.  El  tratamiento

habitual  solo  fue efectivo  en  reducir  los  síntomas  depresivos.  Conclusiones:  Las  psicoterapias

breves pueden  ser  el tratamiento  de elección  para  los trastornos  emocionales  leves/moderados

y podrían  implementarse  en  los sistemas  de  salud.

Publicado  por  Elsevier  España,  S.L.U.  en  nombre  de Asociación  Española  de Psicoloǵıa Conduc-

tual. Este  es  un  art́ıculo  Open  Access  bajo  la  licencia  CC  BY-NC-ND  (http://creativecommons.

org/licenses/by-nc-nd/4.0/).

Emotional  disorders  (EDs) include  diagnoses  of  depres-
sion,  anxiety  and  somatoform  disorders  (National  Institute
for  Health  and  Clinical  Excellence  NICE,  2011).  They  are  the
most  prevalent  mental  disorders  worldwide  (World  Health
Organization  WHO,  2017) and public  health  systems  have
pointed  a  concerning  increase  of them  in the  last  decades
(Chisholm  et  al.,  2016).  Scientific  research  indicates  psycho-
logical  therapies  as  the treatment  of  choice  for  EDs  (Hollon
et  al.,  2006; Joesch et al.,  2011;  National  Institute  for Health
and  Clinical  Excellence  NICE,  2011; Watts  et  al.,  2015).
Although  medication  is  recommended  for  severe  cases,  its
use  in  patients  with  mild/moderate  symptoms  is  usually
unnecessary  (Dunlop  et  al.,  2019).  In  fact,  it has been  proven
that  psychotherapies  promote  higher  rates  of  recovery  for
that  patient  profile  (Wells  et  al.,  2000). Individual  and  group
psychological  treatments  have  been  two  typical  approaches
to  treat  EDs,  although  there  is  not  a  clear  consensus  about
whether  there  is  a  difference  regarding  their  efficacy.  In
this  sense,  some  studies  claim  the superiority  of the indi-
vidual  approach  (Gili  et  al.,  2014;  Hauksson  et  al.,  2017;
Moreno  et al.,  2013)  while  others  conclude  their  equal effi-
cacy  (Cuijpers  et  al.,  2008;  Fawcett  et  al.,  2019;  Huntley
et  al.,  2012;  Neufeld  et al.,  2020;  van  Rijn & Wild,  2016).
However,  most  of  the  patients  are  treated  in primary  care
(PC)  exclusively  with  medication,  which  might  be a  risk  for
their  health  (Bebbington  et  al.,  2000).  Moreover,  even  when
patients  are  referred  to  specialized  care,  the  adherence  to
psychological  manualized  treatments  tends  to  be  poor  and
incomplete  (Gyani  et  al.,  2015;  Labrador  et  al.,  2011).

For  that  reasons,  ‘‘brief  psychotherapies’’  emerged  as
a  possible  treatment  for  EDs, especially  for  those  with
mild/moderate  symptoms  (Shepardson  et  al.,  2016).  Follow-
ing  the  meta-analysis  of  Cape et al. (2010),  these  therapies
should  have  more  than  two  and  less  than  ten sessions  and
they  have  proven  to  be  effective  in reducing  EDs  symptoms
(Bernhardsdottir  et  al.,  2013; Koutra  et al., 2010;  Saravanan
et  al.,  2017). Some  works  have  shown  that  brief  therapies
obtain  similar  results  to  conventional  therapies  (Miller, 2000;
Nieuwsma  et al.,  2012). Furthermore,  brief  psychotherapies
appear  to enhance  the treatment  adherence  because  of  the
use  of  time  as  a tool  to  develop  therapeutic  alliance  (Bedics
et  al.,  2005;  Fosha,  2004).  Due  to  the high  comorbidity
among  EDs  (González-Robles,  Díaz-García,  Miguel,  García-

Palacios,  &  Botella,  2018), transdiagnostic  approaches  have
been  developed  to  treat  them  simultaneously  (Barlow  et al.,
2017;  Sakiris  & Berle,  2019).  In fact,  it  has  been  pointed  that
most  affective  disorders  share  several  underlying  character-
istics  (McManus  et  al.,  2011;  Pascual-Vera  et  al.,  2019).  In
this  sense,  one of  the  most  important  transdiagnostic  treat-
ment  manuals  is  the Unified  Protocol  for  the  EDs  (Barlow
et  al.,  2014).  It has  been  applied  successfully  in  both  indi-
vidual  (Barlow  et al.,  2017)  and  group  formats  (Bullis  et al.,
2015;  Osma  et  al.,  2018). Several  studies  have shown  its
effectiveness  for the reduction  of anxiety  and  depressive
symptoms  for  patients  with  comorbid  disorders  (McManus  et
al, 2011; Norton,  2008;  Sakiris  & Berle, 2019). Furthermore,
the recent  review  of Cassiello-Robins  et al. (2020),  suggests
that  the Unified  Protocol  can  be  applied  in an abbreviated
adaptation.

Due  to  the importance  of  implementing  evidence-
based  interventions  (Gálvez-Lara  et  al.,  2018;  Galvez-Lara,
Corpas,  Velasco  et  al.,  2019;  Moriana  et al.,  2017),  more
research  about brief  transdiagnostic  therapies  is  needed.  In
this  regard,  the aim  of  this  study  is  to  determine  the dif-
ferential  effects  on  EDs  of  brief  individual  and  brief  group
psychotherapies  compared  with  psychopharmacology  inter-
ventions.  It  was  hypothesized  that  patients  receiving  both
types  of  brief  psychotherapies  would  obtain  greater  clini-
cal  outcomes  than  patients  being  treated  with  psychotropic
drugs.  On the one hand,  they  would  reduce  more  their  EDs
symptoms  and,  on the other  hand,  they  would also  remove
more  their  diagnostic  status  for  the  different  disorders.
Furthermore,  it was  expected  that  patients  receiving  brief
individual  psychotherapy  would  obtain  better  clinical  results
(regarding  both  the severity  of  the symptoms  and  the  loss  of
the  diagnoses)  than  those  receiving  brief  group  psychother-
apy.

Method

Participants

This  was  a  randomized  controlled  trial  conducted  in PC and
specialized  care  centers  of  Cordoba  (Spain).  Patients  were
recruited  between  November  2018  and November  2019  via
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their  general  practitioner  when they  consulted  for  the first
time  in  PC  with  mild/moderate  EDs  symptoms.  Inclusion
criteria  included  patients  aged  18-65  with  at  least  one  of
the  following  EDs:  depression  disorder,  generalized  anxiety
disorder,  panic  disorder  and  somatoform  disorder.  Prede-
termined  cutoff  points  of  different  self-reported  measures
must  be  met:  Generalized  Anxiery  Disorder  Scale  GAD-7  ≥ 5;
Patient  Health  Questionnaire-9  PHQ-9  ≥ 10;  Patient  Health
Questionnaire-15  PHQ-15  ≥  5; Patient  Health  Questionnaire-
Panic  Disorder  PHQ-PD  ≥  8 (Muñoz-Navarro,  Cano-Vindel,
Medrano  et  al.,  2017;  Muñoz-Navarro,  Cano-Vindel,  Moriana
et  al.,  2017).  Afterwards,  a  clinical  assessment  was  devel-
oped  using  DSM-5  (American  Psychiatric  Association  APA,
2013)  criteria  according  to  SCID  interview  for anxiety,  som-
atization  and  depression  disorders  in  order  to  diagnose  one
or more  EDs.  Exclusion  criteria  included  the  presence  severe
mental  disorders,  severe  depression  (PHQ-9  ≥  20),  severe
anxiety  (GAD-7  ≥ 15),  recent  suicide  attempts,  substance
use  disorders  and intellectual  disability.  Participants  that
were  already  taking  drugs  that interfere  with  the Central
Nervous  System  were  also  excluded.  Patients  were  assigned
randomly  to  one  of  the three  following  intervention  accord-
ing  to  a  computer-generated  allocation  sequence  (ratio
1:1:1):

1  Brief  individual  psychotherapy.  Experimental  group  where
patients  received  time-limited  psychotherapy  in  an indi-
vidual  format.  Treatment  consisted  in one  session  per
week  during  eight  weeks  delivered  by  clinical  psychol-
ogists  in the  Psychotherapy  Unit  of  the Reina  Sofia
University  Hospital  of  Cordoba  (Spain).  This  intervention
was  designed  according  to  an  adaptation  of  the  Unified
Protocol  for  the  transdiagnostic  approach  of EDs  (Barlow
et  al.,  2014;  Ellard  et  al.,  2010) and the  NICE  guideline
C̈ommon  mental  health disorders̈(National  Institute  for
Health  and  Clinical  Excellence  NICE,  2011).

S1  Motivation  for  change.  Decisional  balance  techniques  are
used  to  defining  therapeutic  goals  and increase  commit-
ment  to treatment.

S2  Emotional  psychoeducation.  Adaptive  function  of  emo-
tions  and  the concept  of ‘‘emotion  driven  behaviors’’  are
introduced.

S3  Training  in emotional  awareness.  Emotional  awareness
centered  in the present  without  judging  is  taught  and
practiced.

S4  Cognitive  restructuring.  Different  techniques  are used  to
detect  and  modify  irrational  ways  of  thinking.

S5  Correct  avoidant  behaviors.  The  role  of avoidant  behav-
iors  for  the  development  and maintenance  of  EDs  are
explained  in order  to  change  them.

S6  Increase  tolerance  to  physical  sensations.  Several  exer-
cises  that  cause  physical  sensations  are performed  and
discussed.

S7  Emotional  exposure.  Emotional  habituation  is  developed
by  encouraging  patients  to  face  symptom’s  triggers.

S8  Relapse  prevention.  Learned  skills  are  reviewed  and
instructions  to face future  situations  are offered.

2  Brief  group  psychotherapy.  Experimental  group  where
patients  received  the  same  intervention  described  above,
but  in a  group  format  with  approximately  10 participants.

It  was  delivered  by  clinical  psychologists  in PC centers  of
Cordoba  (Spain).

3  Treatment  as  Usual  (TAU).  Active  comparator  group  where
patients  received  pharmacological  treatment  (mainly
anxiolytics  and antidepressants)  delivered  by  their  gen-
eral practitioner  in the PC centers  involved  in the study.
The  consultations  consisted  in  5-7  minutes  during  a mini-
mum  of  3 and  a maximum  of  8 months  (according  to  the
general  practitioner  criteria)  in which  EDs  symptoms  were
evaluated  and drugs  were  prescribed.

From  the 129 participants  recluted,  102  (79.10%)  met
inclusion  criteria.  Following  the study  design,  they  were
randomized  to  brief  individudal  psychotherapy  (n =  34),
brief  group psychotherapy  (n  =  34)  and  TAU (n = 34). Twelve
(11.80%)  patients  abandoned  their  correspondent  interven-
tion.  No  demographic  or  clinical  variables  were  related  to
this  experimental  mortality.  Reasons  participants  gave  for
leaving  the  treatments  were  related  to  unexpected  events
in  their  lives  such  as  city  changes  and family  structural  mod-
ifications.  Flow  diagram  can  be  observed  in Fig. 1.  The  most
common  patient  profile  was  a married  woman  in  her  late
thirties  (M  = 38.50,  SD  =  12.20),  unemployed,  earning  less
than  D 24.000  annually  and presenting  multiple  EDs. No clin-
ical or  sociodemographic  differences  between  the  groups
were  observed  (see  Table  1).

Instruments

Generalized  Anxiery  Disorder  Scale  (GAD-7;  Spitzer  et  al.,
2006). It  measures  anxiety  symptoms  between  0-21  points.
Higher  scores  indicate  higher  severity.  It has  7  items  and
patients  rate  the frequency  of their  anxiety  symptoms  in a
4-point  Likert  scale  during  the  past  15 days.  The  scale  has
good  internal  consistency  (� =  .93)  (García-Campayo  et  al.,
2010).

State-Trait  Anxiety  Inventory  (STAI;  Spielberger  et al.,
1983). It  is  a  measure  of  state  and  trait  anxiety.  It has  40
items  (20  for  trait  and  20  for  state)  with  a  4-point Lik-
ert  scale.  We used and  reported  the  two  anxiety  subscales
(state  and  trait)  independently.  Scores  vary  between  0-60
points  and  higher  scores  indicate  higher  anxiety.  It has  good
internal  consistency  (� = .86) (Spielberger  et  al.,  1983).

Patient  Health  Questionnaire-9  (PHQ-9;  Kroenke  et al.,
2001). It  is  a  screening  tool  for  mayor  depressive  disorder.  It
has  9 items  and  patients  rate  their  depresive  symptoms  using
a  4-point  Likert  scale  during the last  15  days.  Scores  vary
between  0-27  and  higher  scores  indicate  higher  severity.  It
has  good  internal  consistency  (� = .86 to  .89) (Kroenke  et al.,
2001).

Beck  Depression  Inventory  (BDI-II;  Beck  et al.,  1996). It
measures  the severity  of  depressive  symptoms.  It has  21
items  with  a  3-point  Likert  scale.  Scores  vary  from  0-63
points  and  higher  scores  indicate  worse  mood.  It has  excel-
lent  internal  consistency  (� =  .94)  (Arnau  et  al.,  2001).

Patient  Health  Questionnaire-15  (PHQ-15;  Kroenke  et  al.,
2002). It  asseses  somatoform  disorder.  Patients  are  asked
to rate  the  frequency  of  their  somatic  symptoms  through
15  items  with  a 3-points  Likert  scale.  Scores  vary  from  0-30
points  and  higher  scores  indicate  higher  severity.  It  has good
internal  consistency  (� = .78) (Montalban  et  al.,  2010).
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Fig.  1  Flow  CONSORT  diagram.

Note.  ED  = Emotional  Disorder;  ITT  = Intention-to-Treat;  PP  =  Per  Protocol;  TAU  = Treatment  as  Usual.

Patient  Health  Questionnaire-Panic  Disorder  (PHQ-PD;
Spitzer  et  al.,  1999). It  is  an  assesement  instrument  for  panic
disorder.  It  has  15  items  and patients  respond  affirmatively
or negatively  to the  different  symptoms.  Scores  vary  from
0-15  points  and  higher  scores  indicate  higher  severity.

Brief  Symptom  Inventory  (BSI-18;  Derogatis,  2000).  It  ass-
eses  the  severity  EDs  symptoms  (anxiety,  somatizations  and
depression).  It  has  18  items  with  a 4-point  Likert  scale.
Scores  vary  between  0-72  points  and  higher  scores  indicate
higher  distress.  It  has  excellent  internal  consistency  (� = .93)
(Franke  et  al.,  2017).

Structured  Clinical  Interview  for  DSM-5  (SCID; First,
Williams,  Karg,  & Spitzer,  2015). It is  a  widely  used clinical
interview  to  diagnose  mental  disorders  according  to  DSM-5
criteria.  We  focused  on  the studied  disorders:  generalized
anxiety  disorder,  panic  disorder,  somatoform  disorder  and
mayor  depressive  disorder.

Procedure

This  randomized  controlled  trial  was  registered  in Clinical-
Trials.gov  with  identifier  NCT03286881  and  its  protocol  was
previously  published  (Gálvez-Lara,  Corpas,  Venceslá  et  al.,
2019).  Four  experimental  groups  were  originally  planned,
but  due  to  the  functioning  of  the public health  system
clinicians  were  not  able  to  treat  patients  as  indicated  in

two  of them  (combined  treatment  and  minimum  psycholog-
ical  intervention).  Another  of  the experimental  groups  was
changed  from  conventional  psychotherapy  to  brief  group
psychotherapy  to  be  able to  evaluate  one  psychological
intervention  in  PC.

Post-treatment  assessments  were  developed  between
January  2019  and January  2020.  They  were  in  charge  of
a  single  independent  clinical  researcher.  Follow-up  assess-
ments  were  planned  to  be  performed  between  June  2019
and  June  2020, but  they  were  interrupted  in  March  2020
because  of  the  COVID-19  pandemic.  At  that  time  the  num-
ber  of  patients  with  follow-up  data  was  less  than  the  30%  for
each  group  and, therefore,  it was  considered  insufficient  to
be  reported.

In  order  to  guarantee  the  adherence  to  the  psychologi-
cal  treatments,  patients  had  to  attend,  at least,  to seven  of
the  eight  sessions  to  be finally  included  in the  study.  The
adherence  to  the  medication  was  monitored  by  the  gen-
eral  practitioners.  For  their  part,  the  clinicians  involved  in
the  psychological  treatments  were  previously  trained  in the
abbreviated  version  of  the  Unified  Protocol  and  they  were
systematically  supervised  to  ensure  they  deliver  the same
intervention.

The sample  size  calculation  process  was  described  else-
where  (Gálvez-Lara,  Corpas,  Venceslá  et  al.,  2019). In short,
we  assumed  an effect  size  of 0.60  (Cohenś  d),  which  is  equiv-
alent  to  an f index  of  0.30.  Using  G*Power  program,  with  a
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Table  1  Sociodemographic  and  clinical  characteristics  of  the  different  groups  at  baseline  (N  =  102).

Variable  Brief  individual

psychotherapy

(n  =  34)

Brief  group

psychotherapy

(n  = 34)

TAU

(n  =  34)

�
2/F  p

Sociodemographic  characteristics

Age  in  years,  M (SD)  38.47  (13.76)  38.85  (11.01)  38.18  (11.96)  0.02  .974

Gender: n  (%)  women  31  (91.20)  30  (88.20)  29  (85.30)  0.56  .753

Civil status,  n (%) 4.51  .341

Never married 9  (26.50) 7  (20.60) 14  (41.20)

Married/cohabiting  20  (58.80) 20  (58.80) 17  (50)

Separated/widowed  5  (14.70) 7  (20.60) 3  (8.80)

Educational  level,  n  (%)  0.77  .941

Elementary/primary  education  5  (14.70)  6  (17.60)  6  (17.60)

Secondary  education  19  (55.90)  21  (61.80)  20  (58.80)

Superior/university  education  10  (29.40)  7  (20.60)  8  (23.50)

Employment  status,  n  (%) 1.65  .798

Employed 10  (29.40) 14  (41.20) 12  (35.30)

Unemployed  15  (44.10) 14  (41.20) 16  (47.10)

Sick leave 9  (26.50) 6  (17.60) 6  (17.60)

Annual  income,  n (%)  2.04  .916

< 12,000D  6  (17.60)  6  (17.60)  5  (14.70)

12,000  ≤  24,000D 15  (44.10)  14  (41.20)  13  (38.20)

24,000 ≤  36,000D 9  (26.50)  11  (32.40)  14  (41.20)

> 36,000D  4  (11.80)  3  (8.80)  2  (5.90)

Clinical  characteristics

Symptom  scales,  M (SD)

PHQ-15  12.79  (5.360)  13.32  (5.28)  14.71  (6.07)  1.06  .349

PHQ-9 12.41  (4.04)  11.88  (4) 13.38  (3.46)  1.33  .268

PHQ-PD 7.76  (4.27)  7.91  (4.44)  8.38  (4.10)  0.19  .824

GAD-7 10.41  (5.11)  12.18  (4.32)  11.06  (3.95)  1.34  .264

STAI-S 36.35  (11.38)  32.21  (8.82)  34.12  (8.91)  1.53  .221

STAI-T 36.21  (9.79)  33.00  (6.36)  36.12  (7.77)  1.73  .182

BDI-II 23.62  (11.12)  22.21  (9.93)  25.79  (10.01)  1.03  .360

BSI-18 31.85  (14.84)  35.82  (10.99)  34.44  (8.57)  1  .372

Diagnoses,  n (%)

Somatoform  disorder  30  (88.20)  32  (94.10)  28  (82.40)  2.26  .322

Depression disorder  26  (76.50)  27  (75.40)  26  (76.50)  0.11  .945

Panic disorder  19  (55.90)  19  (55.90)  20  (58.80)  0.08  .961

Generalized anxiety  disorder  21  (61.80)  24  (70.60)  21  (61.80)  0.77  .680

Notes. BDI = Beck Depression Inventory; BSI = Brief Symptom Inventory; GAD = Generalized Anxiety Disorder Scale; PHQ-PD = Patient Health

Questionnaire-Panic Disorder; STAI-S/T = State-Trait Anxiety Inventory-State/Trait; TAU = Treatment as Usual.

statistical  power  of 0.80  and  ˛  =  .05,  we  determited  the  need
of 28 subjects  per  group.  Since  we  assumed  an abandon-
ment  rate  of  15%,  33  participant  in each  group  were  finally
requiered.

The  study  was  authorized  by  the  Ethics  and Clini-
cal  Research  Committee  of the Ministry  of  Health  of  the
Andalusian  Government  (Spain)  (code:  PSI-2014-56368-R).
Participants  provided  written  informed  consent  before  their
inclusion  in the  study.  Data  was  treated  according  to the
General  Data  Protection  Regulation  (GDRP)  of  the  Euro-
pean  Union.  Participants  received  all  relevant  information
about  the  study,  including  the possibility  of ending  their
engagement  at any  time.  The  interventions  did  not  suppose
any  danger  for  the patients  except  the one  related  with
psychotropic  drugs  that  could  have  effect  sides.  A  single-
blinded  process  was  applied  where  only  the researcher
involved  in  the post-treatment  assessments  was  blinded  to

the  intervention  condition.  For their  part,  clinicians  and
patients  knew  their  treatment  allocation.

Statistical  analyses

Data  was  analyzed  following  both  intention-to-treat  (all
patients  randomized  are included  in the analyses)  and
per  protocol  (only  patients  with  post-treatment  asses-
ment  are included  in  the  analyses)  approaches.  Missing
data  in  the  intention-to-treat  sample  was  completed  using
the maximum  likelihood  estimation  method.  Firstly,  ANOVA
or  chi-squared  analyses  were  performed  to  compare  the
sociodemographic  and  baseline  clinical  variables  of  the
different  groups.  Secondly,  linear  mixed  models  were per-
formed  to  determine  intra and  inter-group  longitudinal
changes  in EDs  symptoms.  We  used  linear  mixed  models
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instead  of  ANOVAs  because  of  their  accuracy  in handling
missing  data  and  incorporate  random  effects  (Gueorguieva
& Krystal,  2004). Specific  comparisions  by  pairs  of groups
were  also  performed  with  the same  statistical  test.  The
effect  sizes  were  calculated  by  Cohenś d (bias  corrected)
(Hedges,  1981)  as  a measure  of  the differences  between
standardized  mean  changes  (pre-post)  of  the  respective
groups  (Becker,  1988). According  to  Cohen  (1988),  d  values
close  to  0.20,  0.50  and 0.80  indicate  low,  moderate  and  high
effect,  respectively.  The  95%  confidence  intervals  for  every
effect  size  were  also  calculated.  Lastly,  chi-squared  tests
were  performed  to  determine  intra  and inter-group  longitu-
dinal  changes  in patients  meeting  criteria  for  each  disorder,
as  well  as the  specific group  comparisons.  The  effect  sizes
were  calculated  by Cramér’s  V  statistical  (Cramér,  1946)  in
order  to delucidate  the differences  between  the  diagnoses
percentage  changes  of  the  respective  groups.  According  to
Cohen  (1988),  V values  close  to 0.10,  0.30  and  0.50  indicate
small,  medium  and  large  effect,  respectively.

Results

Effect  on  EDs  symptoms

Brief  individual  psychotherapy  showed  a  significant  reduc-
tion  for  all  EDs  symptoms  in both  per  protocol  and
intention-to-treat  analyses.  Brief  group  psychotherapy  also
showed  a significant  reduction  for all  EDs  symptoms  in
both  per  protocol  and intention-to-treat  analyses.  TAU  only
showed  a  significant  reduction  for  depressive  symptoms  in
both  per  protocol  and  intention-to-treat  analyses.  We  found
significant  differences  in the reduction  of  all  EDs  symp-
toms  when  comparing  the three  groups  in both  per  protocol
and  intention-to-treat  analyses.  Further  information  can be
found  on  Table  2.

When  comparing  brief  individual  psychotherapy  and  TAU
we  obtained  significant  differences  for  all  EDs  symptoms
with  high/moderate  effect  sizes  favorable  to  brief  individual
psychotherapy  in both  per  protocol  and  intention-to-treat
analyses.  When  comparing  brief  group  psychotherapy  with
TAU  we  obtained  significant  differences  for  all  EDs  symptoms
except  for  depressive  ones  in  per  protocol  analyses  and  for
all  EDs  symptoms  in intention-to-treat  analyses.  The  effect
sizes  were  moderate  favorable  to  brief  group  psychother-
apy.  When  comparing  brief  individual  with  brief  group
psychotherapies  no  significant  differences  were  obtained  for
any  EDs  symptoms  neither  in per  protocol  nor  in intention-
to-treat  analyses.  The  effect  sizes  for  this comparison  were
low  (see  Table  3).

Effect  on  EDs  diagnoses

Brief  individual  psychotherapy  showed  a  significant  reduc-
tion  for  all  the EDs  diagnoses  in both  per  protocol  and
intention-to-treat  analyses.  Brief  group  psychotherapy  also
showed  a  significant  reduction  for  all  EDs  diagnoses  in
per  protocol  analyses  and  for all  the  diagnoses  except  for
somatoform  disorder  in intention-to-treat  analyses.  TAU
showed  no significant  increasement/reduction  for any  ED
diagnosis  neither  in per  protocol  nor  in intention-to-treat
analyses.  When  comparing  the three  groups,  we  found  sig-

nificant  differences  in  the reduction  of  all  EDs  diagnoses
except  for  mayor  depression  in per  protocol  analyses  and
for  all  EDs  diagnoses  in  intention-to-treat  analyses.  Further
information  can  be found  on  see  Table  4.

When  comparing  brief  individual  psychotherapy  and  TAU
we  obtained  significant  differences  for  every  ED  diagnosis,
except  for  depression  disorder  in  per  protocol  analyses  and
for  every  EDs  diagnosis in intention-to-treat  analyses.  Large
effect  sizes  favorable  to  brief  individual  psychotherapy  were
obtained.  When  comparing  brief  group  psychotherapy  with
TAU  we  obtained  significant  differences  for  every  ED diagno-
sis,  expect  for  depression  disorder  in  per  protocol  analyses
and  for  every  ED diagnosis  in intention-to-treat  analyses.
Moderate  effect  sizes  favorable  to  brief  group psychother-
apy were  obtained.  When  comparing  brief  individual  and
brief  group  psychotherapies  no significant  differences  were
found  for  any ED diagnosis  neither  in per  protocol  nor  in
intention-to-treat  analyses  (see  Table  5).

Discussion

According  to  our  results,  both  individual  and group  psy-
chotherapies  were  effective  for  the reduction  of  EDs
symptoms.  This  outcome  would  be  in the line  of  other
studies  that  have  pointed  satisfactory  clinical  results  of
transdiagnostic  and  brief  psychological  treatments  for anxi-
ety  and  depression  disorders  (Cape et  al.,  2010;  Sakiris  &
Berle,  2019;  Saravanan  et  al.,  2017).  We  found  that  the
pharmacological  intervention  was  only effective  in  reducing
depressive  symptoms,  which  is  also  consistent  with  previ-
ous research  (Cuijpers  et al.,  2020).  It has been  noted  that
most  patients  are unsatisfied  with  an exclusively  medica-
tion  approach  for  their  EDs  (Prins  et al.,  2009). That  might
be  the reason  why  they  are prone  to  consult  repeatedly
in  PC,  which  causes  deterioration  of health systems  (Gili
et  al.,  2011).  Similarly,  both  brief  psychotherapies  were
effective  in removing  the diagnoses  of somatoform  disorder,
depression  disorder,  panic  disorder  and generalized  anxiety
disorder.  Despite  brief  group psychotherapy  was  not  statisti-
cally  significant  for  the  reduction  of  somatoform  disorder  in
intention-to-treat  analysis,  a  recent  clinical  guide  suggests
this  treatment  as the  first  therapeutic  step  (Agarwal  et  al.,
2020). This  outcome  supports  the utility  of  the  transdiagnos-
tic  approach  to  treat  different  EDs  at the  same  time (Barlow
et  al.,  2014;  Brown  & Barlow,  2009;  Rosellini  et al.,  2015).
The  pharmacological  intervention  was  not  effective  in remo-
ving  any  of the diagnoses.  It appears  that  when  patients
are  treated  with  medication  alone  their  diagnoses  tend  to
persist.  Therefore,  it is  likely  that  they  respond  more  to  a
psychological  issue  than  to  a strictly medical  affection  (Gili
et  al.,  2011).

Both  brief  individual  and  group  psychotherapies  were
more  effective  than  TAU  for  the reduction  of  EDs  symp-
toms.  Although  no  statistically  significant  differences  were
found  between  the  effects  of  brief  group  psychotherapy
and  TAU  for depressive  symptoms  in  per  protocol  analy-
sis,  it might  be  explained  by  the  sample  size. In fact,  this
comparison  showed  a  moderate  effect  size  and  statisti-
cally  significant  differences  were  indeed  found  afterwards
in intention-to-treat  analysis.  This  outcome  would  be  con-
sistent  with  several  studies  that  have  pointed  the superiority
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Table  2 Means  and  standard  deviations  of  the different  groups  and  measures  of  EDs  symptoms  at  baseline  and  post-treatment  and  linear  mixed  model  intra  and  inter-group

analyses for  both  per protocol  and  intention-to-treat  samples.

Brief  individual  psychotherapya Brief  group  psychotherapyb TAUc Interaction

Analysis/Measure  Pre  M (SD) Post  M  (SD) F  p  Pre  M  (SD) Post  M  (SD) F  p Pre  M  (SD) Post  M  (SD) F  p  F  p

PP  (N  =  90)

PHQ-15  13.75  (5.10) 8.61  (4.61) 77.07  .000  13.50  (5.38) 9.84  (4.31) 51.55  .000  15.10  (6.28) 14.00  (4.82) 1.68  .205  9.29  .000

PHQ-9 12.43  (4.18) 7.75  (3.63) 42.63  .000  11.81  (3.91) 7.59  (4.49) 46.77  .000  13.70  (3.39) 11.57  (4.09) 5.79  .023  3.27  .043

PHQ-PD 7.68  (4.41) 4.00  (4.20) 14.36  .001  8.22  (4.37) 4.75  (3.22) 26.64  .000  8.07  (4.20) 7.87  (4.68) 0.07  .790  6.02  .004

GAD-7 10.32  (5.56) 6.21  (4.48) 28.93  .000  11.91  (4.29) 9.03  (4.07) 14.65  .001  10.77  (3.84) 10.70  (4.07) 0.00  .934  7.06  .001

STAI-S 36.25  (12.32)  27.00  (10.40)  30.72  .000  32.16  (9.01)  16.28  (7.99)  23.30  .000  33.47  (8.70)  26.28  (7.99)  1.41  .243  8.56  .000

STAI-T 36.43  (10.37)  30.93  (11.98)  8.42  .007  33.50  (6.13)  30.91  (4.95)  6.31  .017  36.10  (7.55)  36.63  (6.45)  0.25  .620  4.83  .010

BDI-II 21.39  (10.69)  12.50  (7.76)  39.94  .000  21.75  (9.56)  15.06  (4.72)  20.19  .000  26.10  (10.47)  22.93  (8.25)  6.14  .015  4.24  .017

BSI-18 31.21  (15.99)  21.50  (12.31)  50.32  .000  35.78  (13.18)  28.16  (11.37)  43.49  .000  34.27  (10.76)  32.80  (12.82)  0.54  .465  7.64  .001

ITT (N  =  102)

PHQ-15  12.79  (5.36)  8.68  (4.18)  35.92  .000  13.32  (5.28)  9.85  (4.18)  48.18  .000  14.71  (6.07)  14.00  (4.52)  0.80  .378  7.32  .001

PHQ-9 12.41  (4.04)  7,79  (3.28)  52.46  .000  11.88  (4.00)  7.56  (4.36)  48.38  .000  13.38  (3.46)  11.62  (3.84)  4.63  .039  5.04  .008

PHQ-PD 7.76  (4.27)  4.00  (3.79)  20.17  .000  7.91  (4.44)  4.76  (3.12)  21.69  .000  8.38  (4.10)  7.88  (4.39)  0.53  .468  5.56  .005

GAD-7 10.41  (5.11)  6.18  (4.05)  42.99  .000  12.18  (4.32)  9.03  (3.94)  18.39  .000  11.06  (3.95)  10.74  (3.82)  0.18  .669  8.05  .001

STAI-S 36.35  (11.38)  27.00  (9.41)  43.09  .000  32.21  (8.82)  26.26  (7.78)  26.02  .000  34.12  (8.91)  32.12  (6.04)  2.94  .096  8.56  .000

STAI-T 36.21  (9.79)  30.94  (10.84)  10.46  .003  33.00  (6.36)  30.32  (6.04)  5.61  .024  36.12  (7.77)  36.68  (6.04)  0.26  .610  5.00  .009

BDI-II 23.62  (11.12)  12.59  (7.02)  56.23  .000  22.21  (9.93)  15.06  (4.58)  22.10  .000  25.79  (10.01)  22.94  (7.73)  6.41  .016  8.73  .000

BSI-18 31.85  (14.84)  21.59  (11.15)  66.91  .000  35.82  (13.99)  28.15  (12.05)  45.86  .000  34.44  (11.57)  32.82  (12.21)  0.81  .374  9.72  .000

Notes. BDI = Beck Depression Inventory; BSI =  Brief Symptom Inventory; GAD = Generalized Anxiety Disorder Scale; ITT = Intention-to-Treat; PHQ-PD =  Patient Health Questionnaire-Panic

Disorders; PP  = Per Protocol; STAI-S/T = State-Trait Anxiety Inventory-State/Trait; TAU = Treatment as Usual a n = 28 for PP / 34 for ITT; b n = 32  for PP / 34 for ITT; c n = 30 for PP /  34 for ITT.
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Table  3  Multiple  comparations  analyses  between  groups  of  the  pre-post  differences  in the  measures  of  EDs  symptoms  and  effect  sizes  for  both  per protocol  and  intention-to-

treat samples.

Brief  individual  psychotherapy  vs.  TAU  Brief  group  psychotherapy  vs.  TAU  Brief  individual  vs.  Brief  group  psychotherapy

Analysis/Measure  F  p  d  95%  CI  F  p  d  95%  CI F  p  d  95%  CI

PP  (N  =  90)

PHQ-15  14.96  .000  0.81  0.32  --- 1.30  6.86  .011  0.49  0.07  ---  0.92  3.70  .059  0.32  -0.83  ---  0.20

PHQ-9 4.90  .031  0.48  -0.05  ---  1.01  3.80  .056  0.44  -0.06  ---  0.94  0.23  .627  0.04  -0.60  ---  0.53

PHQ-PD 8.22  .006  0.77  0.30  --- 1.23  10.68  .002  0.73  0.29  ---  1.17  0.03  .857  0.04  -0.54  ---  0.46

GAD-7 13.36  .001  0.70  0.25  --- 1.25  6.60  .013  0.64  0.21  ---  1.06  1.31  .256  0.06  -0.54  ---  0.41

STAI-S 15.90  .000  0.58  0.13  --- 1.03  7.48  .008  0.49  0.06  ---  0.91  2.76  .102  0.09  -0.57  ---  0.38

STAI-T 7.98  .007  0.58  0.16  --- 1.01  4.45  .039  0.48  0.08  ---  0.89  1.94  .169  0.10  -0.54  ---  0.30

BDI-II 9.52  .003  0.51  0.05  --- 0.98  3.29  .074  0.39  -0.05  ---  0.82  1.14  .290  0.13  -0.62  ---  0.36

BSI-18 11.41  .001  0.46  0.02  --- 0.89  7.42  .008  0.43  -0.01  ---  0.85  1.37  .245  0.03  -0.48  ---  0.43

ITT (N  =  102)

PHQ-15  10.63  .002  0.64  0.22  --- 1.05  8.75  .004  0.53  0.12  ---  0.93  0.58  .449  0.11  -0.55  ---  0.34

PHQ-9 7.54  .008  0.62  0.14  --- 1.10  6.18  .015  0.51  0.09  ---  1.03  0.10  .742  0.06  -0.60  ---  0.47

PHQ-PD 9.13  .004  0.74  0.31  --- 1.17  7.61  .007  0.57  0.16  ---  0.99  0.32  .568  0.17  -0.63  ---  0.30

GAD-7 15.61  .000  0.73  0.31  --- 1.15  7.23  .009  0.63  0.21  ---  1.05  1.23  .270  0.10  -0.56  ---  0.36

STAI-S 15.95  .000  0.58  0.16  --- 1.01  5.72  .020  0.44  0.03  ---  0.85  3.43  .068  0.14  -0.60  ---  0.31

STAI-T 8.85  .004  0.60  0.20  --- 0.99  4.26  .043  0.48  0.10  ---  0.87  1.70  .196  0.11  -0.52  ---  0.29

BDI-II 19.47  .000  0.69  0.24  --- 1.14  5.15  .027  0.43  0.01  ---  0.84  3.36  .071  0.27  -0.74  ---  0.21

BSI-18 9.72  .000  0.54  0.13  --- 0.95  8.15  .006  0.40  0.00  ---  0.70  2.34  .131  0.14  -0.57  ---  0.29

Notes. BDI = Beck Depression Inventory; BSI = Brief Symptom Inventory; GAD =  Generalized Anxiety Disorder Scale; ITT = Intention-to-Treat; PHQ-PD = Patient Health Questionnaire-Panic

Disorder; PP = Per Protocol; STAI-S/T = State-Trait Anxiety Inventory-State/Trait; TAU = Treatment as Usual.
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Table  4 Frequency  and  percentage  of  patients  meeting  DSM-5  criteria  for  each  disorder  at baseline  and  post-treatment  and  chi-squared  intra  and  inter-group  analyses  for

both per  protocol  and  intention-to-treat  samples.

Brief  individual  psychotherapya Brief  group  psychotherapyb TAUc Interaction

Analysis/Diagnosis  Pre  n  (%) Post  n  (%) �
2 p  Pre  n  (%) Post  n  (%) �

2 p  Pre  n  (%) Post  n (%) �
2 p �

2 p

PP  (N  =  90)

Somatoform  disorder 26  (92.90) 17  (60.70) 3.32  .004  30  (93.80)  24  (75)  6.40  .031  24  (80)  28  (93.30)  1.20  .219  17.20  .002

Depression disorder 21  (75) 10  (35.70) 1.86  .003  26  (81.30)  13  (40.60)  1.75  .001  24  (80)  21  (70)  0.40  .549  5.54  .236

Panic disorder 16  (57.10) 5  (17.90) 4.56  .001  19  (59.40)  10  (31.30)  9.95  .004  16  (53.30)  18  (60)  6.69  .727  15.38  .004

Generalized anxiety  disorder  17  (60.70)  6 (21.40)  1.63  .003  22  (68.80)  12  (37.50)  4.69  .006  18  (60)  23  (76.70)  1.11  .227  16.01  .003

ITT (N  =  102)

Somatoform  disorder  30  (88.20)  23  (67.60)  3.76  .039  32  (94.10)  27  (79.40)  8.19  .063  28  (82.40)  32  (94.10)  1.53  .219  12.60  .013

Depression disorder  26  (76.50)  10  (29.40)  1.44  .000  27  (79.40)  13  (38.20)  2.14  .001  26  (76.50)  25  (73.50)  0.12  .999  11.24  .024

Panic disorder  19  (55.90)  5 (14.70)  4.62  .000  19  (55.90)  10  (29.40)  11.18  .004  20  (58.80)  22  (64.70)  8.75  .727  17.87  .001

Generalized anxiety  disorder  21  (61.80)  6 (17.60)  1.43  .000  24  (70.60)  12  (35.30)  3.96  .002  21  (61.80)  27  (79.40)  1.33  .146  20.96  .000

Notes. ITT = Intention-to-Treat; PP  = Per Protocol; TAU = Treatment as Usual. a n =  28 for PP / 34 for ITT; b n  = 32  for PP  / 34 for ITT; c n = 30  for PP  /  34 for ITT.
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Table  5  Multiple  comparations  analyses  between  groups  of  the  pre-post  differences  in meeting  DSM-5  criteria  for  the  different

diagnoses and  effect  sizes  for  both  per  protocol  and intention-to-treat  samples.

Brief  individual

psychotherapy  vs.

TAU

Brief  group

psychotherapy  vs.

TAU

Brief  individual

psychotherapy  vs.

Brief  group

psychotherapy

Analysis/Diagnosis  �
2 p  V  �

2 p  V  �
2 p V

PP  (N  =  90)

Somatoform  disorder  11.92  .003  0.45  8.59  .014  0.37  1.42  .232  0.15

Depression  disorder  3.52  .172  0.25  4.18  .123  0.26  0.12  .994  0.14

Panic disorder  10.15  .006  0.42  7.96  .019  0.39  0.83  .360  0.12

Generalized  anxiety  disorder  11.25  .004  0.44  9.98  .007  0.40  0.49  .781  0.09

ITT (N  =  102)

Somatoform  disorder  8.28  .016  0.35  7.68  .021  0.34  1.98  .370  0.17

Depression  disorder  8.41  .015  0.35  6.71  .035  0.31  0.24  .886  0.06

Panic disorder  12.90  .002  0.44  8.02  .018  0.34  1.64  .200  0.16

Generalized  anxiety  disorder  15.93  .000  0.48  12.74  .002  0.43  0.55  .758  0.09

Notes. ITT = Intention-to-Treat; PP  = Per Protocol; TAU = Treatment as Usual.

of  psychological  therapies  over pharmacological  ones  for
the  treatment  of  EDs  (Hollon  et  al.,  2006;  Joesch  et  al.,
2012;  Watts  et  al.,  2015).  However,  a recent  meta-analysis
of  Cuijpers  et  al.  (2020)  points  that  there  are  no  differences
in  the  efficacy  of  psychotherapies  and  pharmacological
interventions  for depression.  This  statement  would  be oppo-
site  to  our  results  if it was  not  because  the  majority  of
the  randomized  controlled  trials  of that  study  included
patients  with  severe  depression.  On  the contrary,  we  only
accepted  patients  with  mild/moderate  depressive  symp-
toms.  Regarding  the removal  of  the  diagnostic  status,  both
brief  psychotherapies  were  more  effective  than  TAU  in
reducing  all  the  EDs  diagnoses.  Although  no statistically  dif-
ferences  were  found  between  the effects  of  any  of  the two
brief  psychotherapies  and  TAU  for  the diagnosis  of  depres-
sion  in  per  protocol  analyses,  those  effects  were  indeed
statistically  significant  in intention-to-treat  analysis  with
moderate  effect  sizes.  In view  of  the results,  we confirmed
our  first  hypothesis  since  patients  randomized  to  the exper-
imental  groups  showed  better  clinical  results  than  those
randomized  to  TAU.

No differences  were  found  between  individual  and  group
psychotherapies  approaches  for  any  of  the  EDs  symptoms
or  diagnoses,  which  was  unexpected  but  consistent  with
previous  research  (Fawcett  et  al.,  2019;  van  Rijn &  Wild,
2016).  This  result  might  be  explained  by  our  restrictive
inclusion  criteria  (such  as  no  other  comorbid  mental  dis-
orders).  It  would  be  plausible  that  the individual  approach
showed  some  superiority  in more  complicated  circumstances
(Hauksson  et  al.,  2017).  Although  the individual  approach
showed  higher  effect  sizes  in the reduction  of  EDs  symp-
toms  and  diagnoses,  we  rejected  our  second  hypothesis
since  patients  receiving  brief  individual  psychotherapy  did
not  obtain  better  beneficial  outcomes  than  those  receiving
brief  group  psychotherapy.  In  this sense,  some  complications
of  group  psychological  therapies  have  been  pointed  like  the
reluctance  to  share personal  information  with  other  patients
(Shechtman  &  Kiezel,  2016). However,  group  therapies  have
greater  cost-benefits  ratios  since  they are able to  reach

more  patients  in less  time,  which  would reduce  wait-lists
and  would  help  health  systems  fluency  (Koutra  et  al.,  2010;
Morrison,  2001).

The first  limitation  of  this  study  was  related  to  the  impos-
sibility  of  implementing  follow-up  assessments.  Despite
there  is  recent  evidence  that  suggests  that  the  improve-
ment  remains  after  receiving  brief  psychotherapies  (Brent
et  al.,  2020),  their  long-term  efficacy  have  been questioned
(Ali  et al.,  2017). For  that reason,  our  findings  might  be
restricted  to  the  effects  right  after  the  interventions.  Sec-
ondly,  our  results  would be difficult  to  generalize  to  other
populations  like  children,  the  elderly  or  patients  with  other
mental  disorders  or  disabilities.  The  present  work  is  also
limited  to  mild/moderate  EDs.  Therefore,  we  should  be  cau-
tious  about  our results  in more  severe  cases,  where  more
intense  psychological  treatments  and  medication  should  be
considered  (Cuijpers  et  al.,  2020;  National  Institute  for
Health  and  Clinical  Excellence  NICE,  2011).  Lastly,  we  only
applied  a single-blinded  method  and,  therefore,  patients
and  clinicians  knew  the allocation  of the  randomization  pro-
cess,  what  might  produce  outcome  biases.

Conclusions

This  study  shows  that  brief  psychological  interven-
tions  are more  effective  than  pharmacological  ones  for
mid/moderate  EDs.  Since  most  of the  initial  consultations
in PC are  related  to non-severe  symptoms  of  anxiety  and
depression  (Ansseau  et  al.,  2004),  their use  would  be  rec-
ommended  as  the  first  therapeutic  approach.  Moreover,  it
proves  how  transdiagnostic  interventions  could  be  useful
to  treat  a  whole  variety  of  disorders  at a  time.  Finally,
this  work  reinforces  the effectiveness  of  the  stepped  care
approach  for  the treatment  of  EDs  within  public  health  sys-
tems  (Martín  et al.,  2017). In  this  sense,  brief  psychological
therapies  would  be the  optimal  choice  when  symptoms  are
mild/moderate  and  more  intense  psychotherapies  (with  or
without  adding  medication)  would  be applied  when  facing
severe  cases.  Furthermore,  clinicians  may  opt for brief  group
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psychotherapies  applied  in PC  when  patients  are willing  to
accept  this  approach  and  may  choose  brief  individual  psy-
chotherapies  applied  in  specialized  care  when  more  risks  or
difficulties  are  presented.  In  light of  above,  it  is  concluded
that  brief  transdiagnostic  psychological  therapies  seem  to
be  suitable  to  be  implemented  in practical  contexts.  It is
our  hope  that  this  work  contributes  to  the development  and
dissemination  of  brief  psychological  therapies  within  health
systems  in  order  to  offer  patients  the best  treatment  possi-
ble.
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Muñoz-Navarro, R., Cano-Vindel, A., Medrano, L.  A., Schmitz, F.,

Ruiz-Rodríguez, P., Abellán-Maeso, C., Font-Payeras, M.  A., &

Hermosilla-Pasamar, A. M. (2017). Utility of  the PHQ-9 to iden-

tify major depressive disorder in adult patients in Spanish

primary care centres. BMC Psychiatry,  17 http://dx.doi.org/

10.1186/s12888-017-1450-8. Article 291

dx.doi.org/10.1080/07448481.2019.1577862
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0135
dx.doi.org/10.1037/1053-0479.14.1.66
dx.doi.org/10.1186/s12874-016-0283-3
dx.doi.org/10.1007/s10567-018-0257-6
dx.doi.org/10.5093/clysa2019a12
dx.doi.org/10.3389/fpsyg.2018.02674
dx.doi.org/10.1186/1477-7525-8-8
dx.doi.org/10.1097/NMD.0b013e31822fcd4d
dx.doi.org/10.1016/j.jpsychores.2013.10.018
dx.doi.org/10.1371/journal.pone.0207396
dx.doi.org/10.1001/archpsyc.61.3.310
dx.doi.org/10.1017/S1352465813001069
dx.doi.org/10.1080/08039488.2017.1331263
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0200
dx.doi.org/10.1146/annurev.psych.57.102904.190044
dx.doi.org/10.1192/bjp.bp.111.092049
dx.doi.org/10.1017/S0033291711002893
dx.doi.org/10.1080/13642537.2010.482733
dx.doi.org/10.1046/j.1525-1497.2001.016009606.x
dx.doi.org/10.1097/00006842-200203000-00008
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0235
dx.doi.org/10.6018/analesps.34.1.281491
dx.doi.org/10.1348/014466509X476567
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0250
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
http://refhub.elsevier.com/S1697-2600(20)30078-8/sbref0255
dx.doi.org/10.1097/PSY.0b013e31829a8904
dx.doi.org/10.1016/j.cpr.2017.03.008
dx.doi.org/10.1016/j.cpr.2017.03.008
dx.doi.org/10.1017/S1352465801003058
dx.doi.org/10.1017/S1352465801003058
dx.doi.org/10.1186/s12888-017-1450-8
dx.doi.org/10.1186/s12888-017-1450-8


Brief  psychological  treatments  for  emotional  disorders  in Primary  and  Specialized  Care:  A  randomized  controlled  trial 13
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