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Positive Clinical Psychology

An Introduction
Alex M. Wood and Judith Johnson

Positive Clinical Psychology (PCP) is not new. As shown in chapters throughout this book,
clinical psychology has a long history of incorporating the positive into clinical practice.
From Maslow (1954) onward there have been calls to change clinical psychology to focus
more on the positive in life, and even the term “positive clinical psychology” has been used
in the past (see, e.g., Duckworth, Steen, & Seligman, 2005; Maddux, Chapter 2, this volume).
What is new is the movement from wise but isolated calls, often from outside clinical psychology,
to a real impetus for change from within. PCP is built around a clearly defined shared set of
aims that are increasingly considered mainstream within the field. We set out our mission
statement in a special issue of Clinical Psychology Review (Wood & Tarrier, 2010, as clarified
in Johnson & Wood, in press). This has proved seminal to the acceptance in mainstream
clinical psychology of calls to increase a focus on the “positive” alongside the “negative.” PCP,
as we envision it, aims to change the discipline of clinical psychology into one “which has an
integrated and equally weighted focus on both positive and negative functioning in all areas
of research and practice” (Wood & Tarrier, 2010, p. 819). The distinctive feature of PCP is
the emphasis on integration; PCP points out the illogicality and impossibility of studying
only the “positive” or the “negative” in clinical psychology (or for that matter, in any discipline),
and it seeks to better integrate research and practice toward a joint focus on both. We are
staggered by how much this message has resonated amongst clinical psychologists in the last
six years, including the expert contributors for this book, to whom we are very grateful for
enthusiastically contributing outstanding chapters. This Handbook, the first of its kind,
represents the culmination of six years of increasing acceptance of PCP. It is built on decades
of scholarship from the contributors to this book and others, without whom the development
of PCP would not be possible.

The purpose of this chapter is to provide an overview of the development of PCP and to overview
the empirical and theoretical evidence as to why the movement is needed. This burgeoning area
secks to draw together the two fields of Positive Psychology and Clinical Psychology, which have
generally developed independently of each other despite many convergences in research foci and
aims. We suggest that further integration between positive and clinical psychologies could serve
to advance the research, knowledge, goals, and practice of both. Our hope is that this book can
contribute to this endeavor. We have been overawed by the responses we received from authors
we approached to write on this topic for the book, each leaders in their field. As such, the book
represents a bringing together of expert clinical psychologists, keen to consider how a recognition
of the positive relates to their work, and the expert positive psychologists, keen to integrate their
rescarch with the wider clinical research base and move towards a PCP.

The Wiley Handbook of Positive Clinical Psychology, First Edition. Edited by Alex M. Wood and Judith Johnson.
© 2016 John Wiley & Sons, Ltd. Published 2016 by John Wiley & Sons, Ltd.
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The Historical Development of Positive Clinical Psychology

Prior to the Second World War, psychology had the key aim of curing distress and fostering
optimal functioning (see Linley, Joseph, Harrington, & Wood, 2006). In the immediate aftermath
of the war, there was an urgent need within war-torn countries to explain and address the
psychological distress and trauma that the war had created. Within clinical psychology, there
was a renewed focus on curing distress, particularly that related to trauma (later known
as post-traumatic stress disorder). Within social psychology, there was a focus on such topics as
conformity that aimed to explain why the atrocities associated with the war had occurred. This was
all valuable, and much needed, but it had two undesired side effects. First, it led to an over-
focusing of psychology on distress and dysfunction. Second, and potentially more seriously, it
led to distress and dysfunction becoming viewed as a discrete subject of enquiry, rather than as
part of a broader enquiry into the full continuum of human functioning. In the United States,
this process was accelerated by the development of the National Institute of Mental Health in
1947 (which exclusively focused on #/ health) and the Veterans’ Administration in 1949. Both
organizations funded excellent research and treatment, but by providing financial incentives
(e.g., research grants) to study the dysfunctional side of the mental ill-health continuum, there
was perhaps too much encouragement for researchers to focus on these topics. Furthermore, the
tendency of academics to teach in their areas of research is likely to have led this focus upon poor
mental health and distress to be transferred to their students. As such, it can be seen how well-
meaning and valuable funding into distress led to new generations of psychologists viewing
the discipline of psychology as one focused upon maladaptive, rather than adaptive, functioning.
As Abraham Maslow warned over half a century ago:

The science of psychology has been far more successful on the negative than on the positive side.
It has revealed to us much about man’s shortcomings, his illness, his sins, but little about his poten-
tialities, his virtues, his achievable aspirations, or his full psychological height. It is as if psychology
has voluntarily restricted itself to only half its rightful jurisdiction, and that, the darker, meaner half.
(Maslow, 1954, p. 354)

This situation largely persisted throughout the latter half of twentieth century. A concerted
attempt to reintroduce the “positive” into psychology arose from the positive psychology
movement initiated by the American Psychological Association (APA) President Martin Seligman,
with his joint special issue and the accompanying influential editorial (Seligman & Csikszentmihalyi,
2000). This, and the ensuing movement, had a huge impact on psychology in a very short space
of time, with millions of dollars in funding, the development of new psychotherapeutic
techniques, specialist masters courses across the world, and several special issues of journals and
handbooks (see Linley et al., 2006). A quantitative bibliometric analysis (Rusk & Waters, 2013)
charted the growth of positive psychology, showing that 18,000 papers linked to positive
psychology topics have been published, and that there has been a steady year-on-year increase in the
number of publications. In their 2011 census year, there were 2,300 papers published, representing
4% of those indexed by the representative PsychInfo® database. If these papers were classed
together as a field, they would be at the median of disciplines indexed in the Journal Citation
Reports®, and the 2011 impact factor would be 2.64, showing that the number of citations to the
papers would respectably rank amongst other academic fields. The increase in number of papers
was seen in each field in which the papers were published, including psychology (and all sub-areas),
psychiatry, sports science, business, and management. This quantitative analysis showed that
positive psychology can no longer be considered a minority or fringe endeavor.

The uncontroversial message from positive psychology was that psychology (and other fields)
must consider the positive as well as the negative. The movement can be credited with raising
the profile of topics that are considered “positive,” and making them as likely to receive funding
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and to be published as those considered “negative.” However, in the intervening years since the
initial rush of enthusiasm, and despite the ever-growing impact of the field, the wider field of
psychology has arguably become somewhat ambivalent about positive psychology (see Wood, et al.,
in press), and many critical pieces have been written against the movement (e.g., Bohart, 2002;
Lazarus, 2003; Tennen & Affleck, 2003; Held, 2004; Coyne & Tennen, 2010; Coyne, Tennen, &
Ranchor, 2010).

Perhaps one reason for this ambivalence within wider psychology relates to the movement’s
lack of clear aims. The most distinguishable goal of the movement was that psychology should
focus more upon the positive, a message which most psychologists endorsed. However, this
perhaps led to a growing tension between those who wanted to integrate the study of the
positive and the negative, and those who wanted to create a separatist field of positive psychology.
Notably, Rusk’s and Water’s (2013) bibliometric analysis focused on papers on positive psychology
topics, but many of these would not have been self-identified as “positive psychology”; they
were just seen by the authors as “psychology.” The growth of the study of positive psychology
topics is undeniable. The nature of the “movement,” whether there is even still a movement, the
aims of this movement, and its consequences are more controversial. A separation (not often
made by critics) needs to be clearly made between the research on topics associated with positive
psychology (which, other than isolated examples, attract no more criticism than other areas of
psychology) and a possible straw man of a positive psychology movement. It is on the latter most
criticisms have been leveled.

The critical narrative around the positive psychology movement often seems to be dominated
by concerns of separatism, with “positive” research and interventions sometimes seen to be
developing in isolation from the wider literature. It could be argued that this branding of positive
approaches within “positive psychology” helped to raise their profile and served to highlight
the importance of their study. However, we would suggest that any separation between positive
psychology and other fields — particularly from clinical psychology — comes at the cost of the
advancement of each. Both positive and clinical psychology research psychological treatments,
often in similar groups (e.g., those with depression), but sometimes independently and without
cither fully recognizing or utilizing the findings of the other. In failing to acknowledge the full
influence from clinical psychology research, the positive psychology movement has failed to
fulfil its full potential to influence clinical psychology in return. PCP aims to address these
concerns through transforming the discipline of clinical psychology into one that equally studies
and intervenes in topics branded as “positive” or “negative.” It is designed to utilize the great
scholarship within positive psychology to the full effect within clinical psychology by making it
inseparably a part of the fabric of the field.

The development of PCP is also aimed to help positive psychology research more broadly by
making it accessible to new audiences and addressing some of the previous criticisms. Perhaps if
there had been a greater focus on the message of those within positive psychology movement
seeking to integrate positive with the negative (e.g., Joseph & Linley, 2006a,b), then greater
advances would already have been made toward building a more holistic psychology. The danger
that the positive psychology movement faces is that it will be dominated by a different separatist
message, the content of which seems to be leading to a growing consternation in wider psychology,
including clinical psychology, where it is in some quarters seen as being a research-lite “happiology.”
Whether or not this characterization is appropriate is moot; the perception itself is hampering
attempts to focus clinical psychology more on the positive.

Through promoting a fundamentally integrative message between positive and clinical
psychologies, between the focus on maladaptive and adaptive functioning, this Handbook aims
to help positive psychology regain its true vision of a holistic and balanced psychology, through
showing common ground between different approaches and fundamentally challenging any
separatist message with conceptual, evidential, and pragmatic arguments. We also seek to address
the (often unfair) criticisms of positive psychology that have been raised.
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Ciriticisms of Positive Psychology

Several concerns were raised about positive psychology, in addition to the increasingly perceived
separatist message. First, the original paper (Seligman & Csikszentmihalyi, 2000) included
factually untrue statements about humanistic psychology lacking an evidence base. This was particu-
larly unfortunate considering the similarities in the goals of both fields (see the Maslow quote
above). This avoided the opportunity to engage with the very community that may have been
most supportive to the integrative aim of positive psychology (see Sanders and Joseph, Chapter 28,
this volume, for the fit between positive and humanistic approaches). With PCP we aim to rebuild
bridges between communities, and some of the chapters in this book are dedicated to showing
how many areas are already incorporating what may be classed otherwise as positive psychology.

Second, the quality of the research in the field was questioned from inception (e.g., Lazarus,
2003). This was probably an unfair criticism as: (a) the complaints often overgeneralized from
isolated examples of research in the field; (b) many of the criticisms (e.g., a reliance on self-
report) apply to psychology as a whole; and (c) the critiques did not recognize that the research
methods that were being criticized were often commensurate with the developmental stage of
research into new topics (e.g., showing correlation before causation). Nevertheless, PCP needs
to hold itself to the highest level of methodological account, building on the increasing refinement
within positive psychology and the best clinical psychology practice.

Third, there are concerns that there has perhaps been an overwillingness to put positive
psychology research into practice before interventions are tested to the same level as clinical
interventions. In our opinion, the flaws highlighted in the second and third criticisms may have
been due to the foundations of the movement in personality psychology. Indeed, most positive
psychologists had begun as personality psychologists, and the studies that they designed to test
interventions were based on common designs for proof of concept studies published in top rated
personality journals. Here, the interest is in showing a potentially causal impact of a characteristic
rather than providing a full interventional trial. Whilst this was often appropriate for the
research questions in the original publications, this strategy became problematic and potentially
dangerous when this evidence base (and not a clinical trial) was used to make recommendations
for interventions. In part, this reflected a poor tendency amongst psychology researchers in
general, reinforced by journal reviewers, to make “practical recommendations” as part of the
discussion in a research study. From a proof of concept study, such recommendations should not
go beyond suggesting that a clinical trial be conducted. However, the claim is that the tendency
has instead been to overspeculate about the implications of the findings. In some cases this has
involved claiming that a study with undergraduate participants, and no follow-up, was a basis
for recommending a therapeutic approach. There has also been more general concern about
how the media reporting of scientific studies make claims that go beyond the evidence base,
which seems to originate from the press release of the institution (Sumner et al., 2014). The early
proof of concept studies within positive psychology have been seminal in suggesting what might
work (analogous to the early stages of a drug trial), and there now needs to be more full clinical
trials that completely test interventions using the clinical psychology methods that have emerged
from the best practice within medicine. The increased linkage that this Handbook seeks to provide
between positive and clinical psychologists is hoped to help build the multidisciplinary teams
that this kind of work will require.

Possibly these three criticisms of positive psychology culminated in the attraction to the field
of untrained, unaccredited, and unregulated “positive psychology coaches.” This development
has been particularly harmful to the field of psychology, as whilst such a title is unprotected, and
essentially meaningless, it seems to infer that psychology has leant its credibility and regulatory
procedures to this “profession.” Claimants of this approach have been keen to stress the
“scientific basis” of their studies (which have usually been the proof of concept studies within
personality psychology journals, at best). As might have been predicted, there has been a backlash
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against this approach, and this backlash has not been confined simply to positive psychology.
To the wider population not familiar with the distinction between “positive psychology” and
“clinical psychology,” both psychologies have been at risk of being discredited. Unsurprisingly,
it seems that this has led to some resentment amongst clinical psychologists of their positive
psychology colleagues. PCP aims to utilize the existing regulatory frameworks within clinical
psychology to provide public assurance of safety of interventions and thus increase their acceptabil-
ity and usability amongst many communities, including amongst those who are most vulnerable.
We stress that many of these criticisms are concerns for psychology at large, and that they are
perhaps unfair characterizations of positive psychology. However, irrespective of whether one
accepts them with regard to positive psychology, it seems apt to raise them here as PCP must
avoid these pitfalls and characterizations. We stress that we are positive psychologists, in the
sense of promoting an integrative message between studying both the positive and the negative,
and that we both work and publish within both positive and clinical psychology. Our emphasis
here on criticisms of positive psychology is simply based on our desire to be aware of the (real or
imagined) pitfalls of the movement and to ensure that these do not reoccur with PCP.

The PCP Solution

PCP aims to address the separatist criticism of positive psychology and redress any imbalanced focus
on either the “positive” or “negative” in both positive and clinical psychologies in order to promote
a more fully integrative field of psychology. Incorporating the strengths of positive psychology, and
responding to the criticisms, PCP aims to develop a field where adaptive and maladaptive func-
tioning are considered holistically, as inseparable, and as deserving of an equal amount of attention in
both research and practice. It aims, at least within a clinical setting, to reset the positive psycho-
logy movement, having it originate from within clinical psychology. PCPs aim is that positive
psychology will not be (or be seen to be) a separatist endeavor, but would instead both influence and
work with the existing field of clinical psychology. The potential benefits of this approach are
considerable and bidirectional between positive and clinical psychology. These benefits include:

1 The attraction of a new population of researchers and practitioners to work on the integration
of maladaptive and adaptive functioning.

2 The likely attraction of those with a healthy degree of skepticism about the value of studying
adaptive functioning. Having such critics on board will help maintain credibility and the
focus on trying to disprove the importance of the “positive,” in line with how positivistic
science should be conducted. Where such attempts to disprove the hypotheses fail, we can
have more confidence in the research base.

3 The influence on positive psychology of clinical psychology standards of what is deemed
optimum interventional research. As clinical psychology standards have arisen in part from
medicine, they tend to be of a higher standard than the proof of concept studies within
personality psychology. For example, clinical journals are moving towards requiring that
trials involve: (a) pre-trial registration; (b) a sample from the population to which the authors
generalize; (c) use of best practice CONSORT guidelines for the conduct of clinical trials;
(d) adequately powered designs; (¢) proper and active control groups; (f) avoidance of
demand characteristics with steps in place to prevent selection effects (e.g., where those
interested in positive psychology are most likely to take part); (g) replication; and
(h) conclusions that do not go beyond the data. Positive psychology has much to offer such
trials, including highly novel ways of viewing mental health, its correlates, antecedents, and
consequences. As such, an integration of both these fields is likely to lead to a raising of
research standards in both, and more generally we do strongly encourage researchers in all
fields to adopt these best practice approaches.
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4 The well-established accreditation and regulation procedures to safeguard client well-being
within clinical psychology, which can be used to ensure that positive psychology interventions
are given to the most vulnerable people by the most appropriately trained and accountable
practitioners.

5 Opverall, the key aim of PCP is to engender a change within clinical psychology, so that the
field examines functioning holistically, at both the adaptive and maladaptive end, and makes
use of a full range of treatment techniques — including those from traditional and positive
psychology — in a balanced manner to individual client need.

Why Do We Need a Positive Clinical Psychology?

In many ways, all chapters within this Handbook are focused on stating the need for PCP. Each
author was asked — interpreting the question and issues as they chose — to consider whether the
“positive” and “negative” should be considered together by clinical psychologists with respect
to their expert topic area. Although a selected and self-selecting group, it notable that not a
single author concluded that they should not. The book is organized into five parts, which
largely correspond to the topics forming the argument for PCP: “Developing a Positive Clinical
Psychology,” “Personality and Individual Differences,” “Disorders,” “Positive Psychology
Interventions in Clinical Practice,” and “Reinterpreting Existing Therapies.” We highlight and
integrate the core arguments for PCP from across the book here.

Characteristics Are on a Continuum from Low to High

As we have previously argued (Joseph & Wood, 2010; Johnson, Wood, Gooding, & Tarrier,
2011; Johnson & Wood, in press) and discussed by Joseph and Patterson (Chapter 4, this volume), a
simple fact that has been ignored by both the positive and clinical psychology communities is
that all characteristics range from low to high. Consider the traits that Peterson and Seligman
(2004) highlight in the “Values in Action” (VIA) project, which they consider “virtues.” These
included humility, fairness, kindness, integrity, gratitude, optimism, open-mindedness, and (one
assumes high) social intelligence. A moment’s reflection shows that each of these is on continua
from arrogance to humility, unfairness to fairness, unkindness to kindness, dishonesty to integrity,
ingratitude to gratitude, pessimism to optimism, closed- to open-mindedness, low to high social
intelligence. Obviously, one cannot say the whole continuum is positive; rather, researchers seem
to simply be referring to the “high end.” It then becomes theoretically nonsensical for a field to
focus only on the high end of a continuum, and even more so to write papers as if the other half
of the continuum did not exist. It is no less a mistake to focus on only the low end of a continuum
and write papers as if the high end does not exist.

To claim that positive psychologists are normally studying anything other than the high end
of a bipolar continuum would be inconsistent with both the methods and the findings of the
field. Normally the characteristics are studied with self-report scales that include items that are
reverse coded prior to analysis. Thus, for example, the GQ6 measure of gratitude includes items
measuring ingratitude, and the scale has been shown to be a single continuum (McCullough,
Emmons, & Tsang, 2002). The same can be said for most of the measures in positive psychology.
Indeed, when the “positive psychology” scales were developed, given that there was generally a
balance of positively and negatively worded items (or should have been with normal psychometric
practice), it was an arbitrary choice which of the items to reverse code. The gratitude scales, for
example, could equally be called ingratitude scales if the arbitrary decision to recode the ingratitude
items had not been made in favor of the equally arbitrary decision to recode the gratitude items.
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In such a case, it would be called the ingratitude scale, although ¢t would be the same scale. At the
moment we have the absurd situation where if one codes the scales in one direction it can go to
a positive psychology journal, and if one codes it the other it can go to a clinical psychology
journal.

Johnson (Chapter 6) considers the implications of not realizing that constructs are on a continuum
from high to low with respect to the literature on resilience, where it has been typical to take the
same characteristic (such as social support) and call low levels risk and high levels resilience
(Johnson, Gooding, Wood, and Tarrier, 2010). With these definitions, the construct of resilience is
meaningless as it is just a word for low risk. Instead, this chapter proposes that resilience lies in
the particular interaction between two characteristics. Each characteristic (the resilience variable
and the risk variable) goes from low to high, but the interaction between the two contributes
more than the sum of its parts (e.g., the presence of high levels of one mitigates low levels of
another). This model has previously been used to explain resilience to suicide in both non-
clinical populations (where coping self-efficacy moderates the impact of negative life events;
Johnson et al., 2010) and clinical populations (where coping self-efficacy moderates the effect
of hopelessness; Johnson, Gooding, Wood, Taylor, Pratt, and Tarrier, 2010).

It seems, then, that some positive psychologists have failed to recognize that factors fall on a
continuum from high to low, and as such, they have failed to recognize where their research
studies the “negative.” However, clinical psychologists have also fallen into this trap. For example,
assessment of global functioning is often included as part of a diagnostic assessment of clinical
disorders, and functioning ranges from highly impaired to superior. As such, clinical psychologists
are in fact already measuring the “positive,” often without fully acknowledging this. Furthermore,
given concerns about the scientific basis and usefulness of the diagnostic categories in general,
there have been calls to replace these with a greater focus on global functioning. James Maddux
(Chapter 2) makes a powerful argument as to how the focus on continua of functioning within
PCP can help depathologize and destigmatize mental illness, by moving the focus away from
“mental illness” and instead toward “wellness,” a continuum upon which we all exist.

Some measures of global functioning might include “subjective well-being” (SWB) and
“psychological well-being” (PWB). As discussed by Joseph and Patterson (Chapter 4), SWB is a
higher-order factor comprising positive affect, negative affect, and satisfaction with life. Ruini and
Ryft provide a chapter on PWB (Chapter 11), which they see as comprising self-acceptance, positive
relationships with others, purpose in life, environmental mastery, and autonomy. It is important
to realize that the higher-order constructs of both SWB and PWB are continua ranging from low
to high. Specifically, SWB ranges from low positive effect, high negative effect, and low life satis-
faction to high positive effect, low negative effect, and high life satisfaction. PWB ranges from
self-rejection, impaired relationship with others, purposelessness, environmental incompetence,
and subjugation to self-acceptance, positive relationships with others, purpose in life, environ-
mental mastery, and autonomy. Clearly, neither SWB nor PWB are inherently positive, but rather
two very different ways of conceptualizing continua of functioning (and in the measurement of
both, commonly positively and negatively worded items are used to measure both sides of the con-
tinuum). As they measure different conceptions of well-being, each as full continua, they will be
somewhat factorially distinct not because one is positive and the other negative, but simply
because they are assessing different forms of functioning. The factorial distinctiveness is shown in
a large body of work (e.g., Linley Maltby, Wood, Osborn, and Hurling, 2009). Interestingly, these
two higher-order factors are very highly correlated (at around 7 = .76; Linley et al., 2009), which
fits in with what Joseph and Patterson (Chapter 4) present as a humanistic meta-theory. This
theory suggests that people do not generally feel good (high SWB) whilst behaving in a personally
and socially destructive manner (low PWB; as expanded upon by Pete Sanders and Stephen
Joseph in Chapter 28), although these factors are still factorially distinct.

The factorial distinctiveness between SWB and PWB has caused much confusion in the field
and has worked against the integration that PCP proposes. For example, Westerhof and Keyes
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(2010) influentially argue for a dual-continuum model of mental health, consisting of ill-being
and positive functioning. This is based on SWB and PWB being two (highly correlated but)
separate factors. As discussed in Johnson and Wood (in press), their interpretation misses the
point that both SWB and PWB are bipolar continua from high to low, and that they are simply
measuring different concepts. Thus, one may talk about dual-continua in the sense of our need
to assess more than one kind of functioning, but one cannot claim one is positive and the
other negative, and to do so directly goes against the integration that we are trying to promote.
This obvious although influential error of interpretation has hindered the development of PCP
(although we value the author’s contributions to the popularization of the important PWB
concept). With Westerhof and Keyes (and Maddux, Chapter 2), we would support a shift away
from a sole focus on diagnostic categories toward a larger focus on global assessment, and we
agree that SWB and PWB are a good starting point. However, it is critical to have a balanced,
holistic, and accurate field that recognizes the fact that each factor ranges from high to low.

Global functioning is one area in which clinical psychologists are already intuitively imple-
menting the core PCP recommendation to focus on full continua from maladaptive to adaptive
functioning (even if the implications of this are not normally considered). However, there is a
second area in which this is already occurring which is more subtle and even less acknowledged.
Almost all clinical disorders, or the processes that underlie them, range from maladaptive to
adaptive. Wood, Taylor and Joseph (2010) have shown this directly with respect to depression.
This was based on the observation that the Center for Epidemiological Studies Depression
(CES-D) scale (one of the five most used) includes both normal depression items as well as
reverse coded ones such as “I am happy.” Clearly, then, on the logic above, this can be said to
measure a continuum from depression to “happiness.” The factor analyses reported in that paper
support the view that these items comprise a single continuum. Similarly, Siddaway, Taylor, and
Wood (2016) have investigated the State-Trait Anxiety Inventory (STAI), which again has items
measuring both anxiety and reverse coded items measuring calmness, and which also we find
form a single continuum. As highlighted by Wood and Joseph (2010), work on depression or
anxiety that has used these measures is probably already in line with PCP, as a full continuum of
well-being has already been measured. It is simply an error of interpretation that has led to this
not being recognized.

Despite our work having shown that the CES-D measures a continuum from depression to
happiness, and the STAI from anxiety to calmness, we prefer not to see the constructs in such
simplistic terms (and the use of the word “happiness” is particularly problematic, as this is a deep
philosophical issue, and what defines happiness is possibly the choice of the individual). Instead,
we would suggest that the findings emerge as it is the forms of functioning underlying the
diagnostic criteria for mental disorders that range from adaptive to maladaptive. For example,
most diagnostic criteria for depression involves high negative affect, low positive affect (anhedonia),
lack of engagement, poor sleep, impaired appetite, and poor social relationships. Each of these
is clearly on continua from maladaptive to adaptive; respectively, low negative affect, high
positive affect, engagement, good sleep, appropriate eating, and good social relationships. Thus,
irrespective of our results of studies analyzing depression questionnaires, the criteria on which
the construct of depression is based can be said to logically range from maladaptive to adaptive.
The same can be said of nearly all mental disorders.

The approach of focusing on the full continuum of the process underlying mental disorders
allows for even the most categorical appearing disorders to be seen as existing on a maladaptive
to adaptive continuum, consistent with PCP. Thomas Widger (Chapter 18) makes this argument
with respect to personality disorders. These disorders are amongst those most frequently viewed
as dichotomously “present” or “absent” in the mental health literature (indeed, they are often
referred to as “categorical disorders”). In contrast, Widger shows that they arise from particular
extreme “normal” personality continua, each of which range from high to low. His model of
personality is the Five Factor model, which focuses on the observable psychological differences
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between people. It arose from factor analyzing responses to sets of person adjectives sourced
from representative dictionaries (excluding skills or not-psychological differences), and thus
represents the basic differences in behavioral propensities between people. Treatment, from a
PCP perspective, should not then focus on removing the categorical disorder (which turns out
to be epiphenomena of the personality process), but rather helping the individual change their
levels of behavioral propensities toward what is most adaptive in their lives. Quite how this may
be done is shown by Christopher Taylor and Arnoud Arntz (Chapter 30) who make the same
argument, but focus on another definition of personality; the particular schematic beliefs about
the world which lead to these behavioral propensities. Referring to the work of Lockwood and
DPerris (2012), they argue that parenting and early life conditions (ranging from traumatic to optimum)
lead to needs being met to varying degrees, which in turn leads to cighteen schematic ways of
viewing the world (each of which ranges from maladaptive to adaptive). With these additions to
Schema Therapy there is an approach with the potential to be an ideal PCP therapy, with the aim
of helping all clients move toward the adaptive end of each of the core schemas. The theory
would predict that in such a case not only would personality disorders be removed (which arise
from certain constellation of schemas), but rather all other psychopathology, and indeed this
would foster full psychological development.

Central to our argument for the need for a PCP are the observations that (a) most of the
concepts studied by positive psychologists range from low to high, and (b) most of the topics of
study for clinical psychologists are equally on continua from maladaptive to adaptive. It is not
logical, and perhaps not even possible, to study only half of a continuum. If we have seemed
critical here, it is only in order to promote a joining of clinical and positive psychologies into one
holistic discipline to better understand and help people.

No Characteristic is “Positive” or “Negative”

In her inimitable style, Barbara Held (Chapter 3) has chosen as her focus a critique of one of our
own papers, the editorial paper of the special issue on PCP (Wood & Tarrier, 2010). A prominent
“positive psychology critic,” she shows her trademark authenticity, and her critique is much
needed and welcome. Whilst endorsing the rationale above that all characteristics range from
low to high, Held thinks that we should go further in our criticism of a sole focus on the
“positive” or “negative.”

Held highlights a core reason of why PCP is needed, namely, that neither the low or high end
of any characteristic is inherently “positive” or “negative,” as nothing is good for everyone all of
the time. She suggests that we should instead consider where something is adaptive for individual
clients in individual situations. Optimism, for example, is considered a “positive psychology”
characteristic, and it is generally positively linked to well-being, although it can also lead to overly
risky behavior. Conversely, for some individuals “defensive pessimism” is constructive. In previous
work, Boyce, Wood, and Brown (2010) focused on how conscientiousness, a trait generally seen
as adaptive for everything from well-being to team performance, becomes maladaptive and leads
to greater decreases in life satisfaction following unemployment. Wood, Emmons, Algoe, Froh,
Lambert, and Watkins, Chapter 10, this volume, argue that “gratitude” can in some situations be mal-
adaptive, as when it is inappropriately placed (such as toward an abuser, or when it is being used by
a power elite to keep a population subjugated). Warren Mansell explores these issues with respect
to bipolar disorder in Chapter 16, arguing that there is nothing inherently negative about any level
of the positive or negative moods that characterize the disorder, but rather that problems emerge
with how these conflict with each other and the other goals of the individual. Eamonn Ferguson
(Chapter 8) shows how high levels of empathy are not indiscriminately desirable, noting that
psychopaths have high levels of some kinds of empathy whilst being notably deficient in others.
Furthermore, Sedikides and Wildschut (Chapter 9) explore the bittersweet nuances of nostalgia,
also a factor, they argue, which is not wholly “positive” at either the high or low end.
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Thus, even accepting the point above, that most characteristics range from low to high, we
cannot then say that the high (or for that matter, the low), are desirable, as this would be an
overgeneralization. Indeed, Aristotle (350 Bc/1999) wrote the most conclusive work on virtues,
which was based around culturally valued characteristics, and he was very explicit that (a) the
behavior associated with the characteristic ranged from low to high, and (b) both too high
and too low levels of the characteristics are unvirtuous (lit. vicious). Rather, the virtue (and
desirability) lies within situationally appropriate displays of the correct level between these two
extremes. Thus, views about the future may be said to range from dysfunctionally strong pes-
simism, to an appropriate point, to a Pollyanna-like dysfunctional expectation of constant
positive outcomes. Deviations from the situationally appropriate point in either direction may
lead to inappropriate actions. Where this appropriate point lies will depend on the situation
and other characteristics of the person, and where the point lies on the continuum would vary
between the two extreme poles between individuals or in different situations. This wisdom is
consistent with Held’s account.

To Held’s points, we would like to make a brief response, as we believe that the issues she
raises need to be prominently and directly considered by PCP. First, in response to her suggestion
that talking about when something is adaptive or maladaptive is of the utmost importance,
we agree, but suggest that to make this claim there first needs to be a wider acceptance of the
PCP premise that all factors exist on a continuum (from high to low). Only with this in place can
it be considered in what situations and for whom different points along the continuum are most
adaptive. Second, she correctly chastises errors in our earlier paper (Wood & Tarrier, 2010) in
which we, on the one hand, suggested that all factors exist on a continuum from high to low, and,
on the other hand, referred to constructs popularized by positive psychology (like gratitude)
as “positive,” in direct opposition to the former point. We correct and discuss this extensively
in Johnson and Wood (in press). Essentially, the point we raise here is that whilst the constructs
studied by positive psychologists cannot be described as “positive” (or those by clinical psy-
chologists described as “negative”), the characteristics studied by positive psychologists are
qualitatively different traits than those typically studied by clinical psychologists. That is, where
positive psychology research has often investigated personality characteristics such as gratitude,
optimism or self-efficacy, traditional clinical psychology has tended to focus more upon
cognitive and symptom-related variables. As such, there may be value in considering both sets of
characteristics. We hope that these responses address some of Held’s criticisms of PCP, and look
forward to future dialogue with critics of PCP. We suggest that it is only through welcoming
contributions like Held’s that PCP can be ultimately be successful, useful, and accurate, and
avoid the allegations of isolationist and unscientific practice sometimes leveled at certain parts of
the positive psychology movement.

If we accept the argument that high (or low) levels of characteristics are not always adaptive
for all people, then there are three implications as to why we need PCP. First, it is meaningless
for one field to study some characteristics and another field to study others on the basis that
some are “positive” and the others “negative,” as whether any variable is “positive” or “negative”
will depend upon the individual and the context. The designation of what is positive and negative
is also sometimes more of a value judgment of the researchers than being rooted in science,
philosophy, or objective reality.

Second, individual case conceptualizations should consider an individual’s life holistically —
examining characteristics that are generally seen as “good” or “bad” — whilst keeping an open
mind as to the role of these in the particular client’s life, given their biology, early experiences,
life history, current environment, and constellations of traits, attitudes, and functioning levels.
Only through a PCP approach, where the need for such a holistic approach is emphasized, does
this true integration become possible.

Third, interventional techniques — from both traditional and positive psychology — that may
be helpful to one client may be harmful for another. Again, we draw on our recent work in
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personality psychology showing that personality interacts with situation (e.g., Boyce and Wood,
2011a,b), so one cannot just promote any one thing out of context. This shows the need for
PCP in that clinicians need to be aware of the full range of techniques, in order to match the best
technique with the individual client. Geraghty, Wood, and Hyland (2010a,b), for example, show
that in one specific situation (online interventions where drop-out is expected to be high)
a technique based on increasing gratitude is as effective on the presenting problem, and results in
lower drop-out than automatic thought monitoring and changing. However, as argued by Wood
et al., Chapter 10, this volume, on gratitude, there is the potential for carelessly administered
gratitude techniques in some situations to be harmful (as where a person is already excessively
subjugating their needs to an abusive other, and incorrectly uses the intervention to deepen this
problem). The key message is that we have to move away from talking about characteristics as
positive or negative, even if this is their impact on average, and rather consider the role of — and
advisability of fostering — any characteristic for the specific client. And to do this, we have to stop
arbitrarily focusing on one or other, and certainly stop situating the two in separate fields of
study, based more on history and value judgments than reality.

Much more work is needed to establish the optimum point on various characteristics.
Statistically, Aristotle’s argument implies an inverted “U” relationship between the behaviors
underlying virtuous characteristics and their outcomes, where high and low levels are maladap-
tive and some point in the middle is optimum. Whilst the assumption of linear relationships
is tested as a matter of course in fields like economics, this is very rarely seen in psychology.
In contrast, it rarely seems to occur to psychological researchers to check that linear regression
is appropriate, except in the unusual cases when this is the whole hypothesis under consideration,
even though there are very well-known cases of non-linearity effects in the well-being literature
(such as adaptation: Boyce and Wood, 2011b). A prominent counterexample to our case here
is Park, Peterson, and Seligman (2004 ), who show that there is a linear relationship between
the VIA characteristics and life satisfaction (ruling out inverted “U”s or other nonlinearities
appropriately). There are, however, three answers to this.

First, the predictors themselves must actually measure the full continuum of the characteristic.
Self-report of highly socially desirable characteristics (that they call virtues) will likely share high
method variance with life satisfaction as outcome, so it is perhaps not surprising that people who
say they are extremely high on modesty might also say they are very satisfied with their lives.

Second, by accident or by design the predictors may not be intended to ask about a full
continuum of behavior, but rather the extent to which those behaviors are displayed in a
moderate or situationally appropriate manner. In this case, we would expect a linear relationship
between the measure and healthy functioning, as the focus on the moderation and situational
appropriateness avoids the high end of the measure picking up dysfunctionally immoderate and
excessive displays of the underlying behavior. This type of measurement may well be appropriate
for many a usage, but precludes an Aristotelean-influenced test of nonlinearities, which would
require a measurement of the full continuum of the underlying behaviors. Also, the outcomes
must be the appropriate ones. For example, it is quite possible that increasing levels of a
characteristic are related to a sense of smugness that is captured by life satisfaction, but that the
individual is still not living a good life (under various socially held definitions of the “good life”).
Analogically, it has been observed clinically that part of the problem with treating personality
disorders is that a sense of entitlement feels good and individuals are not motivated to change
until they see how it is destructive to other areas of their lives (i.e., until they change their out-
come measure from life satisfaction to something else). Future work in PCP will have to address
this directly.

Third, we believe that some characteristics are by their nature always more positive as one
moves up the continuum (which is why, after considering Held’s points, we retain the language
“maladaptive” and “adaptive” in places within this chapter). If one accepts certain humanistic
assumptions about human nature (described by Sanders and Joseph in Chapter 28), then movement



14 Alex M. Wood and Judith Johnson

toward core nature may always be seen as positive. To the extent that Taylor and Arntz (Chapter 30)
correctly identify these, movement from maladaptive to adaptive ends of schemas will always be
positive. Here, however, we show our core assumptions of humanity and with which, whilst
unavoidable in clinical practice (Wood & Joseph, 2007), readers are free to disagree.

Positive Psychology Characteristics have Incremental Validity in
Predicting Clinical Distress

With the qualification above that the characteristics studied by positive psychologists are not inher-
ently positive, there remains huge evidence that the characteristics that they highlight are novel to
psychology, and the topics of study of positive psychologists have incremental validity in predicting
clinical outcomes beyond what has previously been studied. Taking gratitude (Wood, Froh, &
Geraghty, 2010; Wood et al., Chapter 10, this volume) as an example, it substantially predicts both
life satisfaction (Wood, Joseph, & Maltby, 2008) and PWB (Wood, Joseph, & Maltby, 2009)
above each of the thirty facets of the NEO-PI R measure of the Big Five, which incorporate the
most commonly studied traits in psychology as a whole and are meant to be an exhaustive com-
pilation. Notably, the NEO includes individual trait measurement of trait levels of the clinical
characteristics of anxiety, stress, depression, vulnerability, and impulsivity. Gratitude also longi-
tudinally predicts decreases in depression (and concomitant increases in happiness), decreases in
stress, and increases in perceptions of social support, again beyond the Big Five (Wood, Maltby,
Gillett, Linley, & Joseph, 2008). Finally, gratitude predicts improved quality of sleep, also beyond
the Big Five (Wood, Joseph, Lloyd, and Atkins, 2009). Whilst there is nothing inherently positive
about a characteristic that ranges from ingratitude to gratitude (but see our language clarifications
in Chapter 10), it is clearly a measure originating from the field of positive psychology that is cap-
turing something new to psychology and that has considerable clinical relevance. Much of Parts 11
and III of this book on individual differences and disorders, respectively, are dedicated to making
these arguments, including contributions from David Watson on positive affect (Chapter 5), James
Maddux and Evan Kleiman on self-efficacy (Chapter 7), Adam Davidson and George Valliant on
understudied characteristics in positive ageing (Chapter 12), and Chiara Ruini and Carol Ryff
on PWB (Chapter 11). Philip Watkins and Andrew Pereira discuss the role of positive psychological
characteristics in anxiety (Chapter 14), and Peter Taylor in the context of childhood disorders
(Chapter 19). The absence of positive mood and expectations are explored by Barney Dunn and
Henrietta Roberts in relation to depression (Chapter 13), and in relation to suicide by Andrew
MacLeod (Chapter 20). Finally, Elizabeth Addington, Richard Tedeschi, and Lawrence Calhoun
(Chapter 15) consider the importance of focusing on growth in response to trauma rather than
just suffering. Although we do not see the characteristics studied by positive psychologists as
always wholly “positive,” we do see them as highly understudied and of great utility to clinical
psychology theory and practice (Johnson & Wood, in press), as each of these chapters highlight.

Positive Psychology Techniques have Potential to be Used in Clinical Practice

Part IV considers specific techniques that have developed from, or are associated with, positive psy-
chology and their application to clinical psychology. Five are deigned to be fully-fledged therapies:
positive psychotherapy (Tayyab Rashid, Chapter 22); forgiveness therapy (Everett Worthington
et al., Chapter 24); mindfulness (Shauna Shapiro, Sarah de Sousa and Carley Hauck, Chapter 25);
well-being therapy (Giovanni Fava, Chapter 26); and quality of life therapy (Michael Frisch, Chapter 27).
Each has the potential to be a positive clinical therapy, as although they developed based on the
learnings of positive psychology, they remain grounded in traditional therapeutic approaches,
keeping a holistic core. As the authors acknowledge, with the exception of mindfulness, the evidence
base is still preliminary for these relative to traditional approaches. Nevertheless, each shows promise
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and has early supportive evidence. It is hoped that their inclusion here will encourage attention
to these highly novel approaches and motivate (and help fund) more multicenter randomized
control trials, conducted to the highest standards. In future these therapies may routinely replace
more traditional approaches, although further research studies will need to assess which, if any, will
amass that evidence base. We hope that they will. For now, they are promising and interesting
therapies raising issues that all therapists should consider. Finally, two chapters provide excellent
overviews of the specific techniques to have emerged from positive psychology (positive psychological
approaches, Acacia Parks and Liudmila Titova, Chapter 21, and positive activities and interventions,
Lilian Shin and Sonja Lyubomirsky, Chapter 23). We believe that these positive activities have
particular potential to be incorporated into existing clinical psychology therapies. For example, in our
previous work we explored the effectiveness of the Broad Minded Affective Coping procedure (BMAC)
protocol (Johnson, Gooding, Wood, Fair, & Tarrier, 2013). The BMAC is a positive mood induction
technique based on the client’s own memories, and is suitable for use in clinical therapy sessions to
boost positively valenced affect. This is consistent with how we generally see the use of positive
psychology techniques in clinical psychology. Not as replacements for existing therapies, but rather
as specific techniques that can be applied based on individual clinical judgment in collaborative
dialogue with the client. These chapters provide a wealth of novel suggestions and discuss the variable
evidence base for these. We hope that the next few years will see more rigorous trials in clinical
settings testing the relative benefits of adding these positive activities to well-validated therapies.

Many Existing Therapies are Already PCP it Viewed Through this Lens

Finally, PCP is first and foremost intended to be a new way of viewing the fields of positive psy-
chology and clinical psychology. We are delighted that for our Part V, leading experts from major
therapeutic approaches have considered how their therapies, as currently practiced, are already
working with a full continuum of well-being (or simultaneously working on reducing maladaptive
aspects whilst improving adaptive ones). Pete Sanders and Stephen Joseph (Chapter 28) consider
person-centered therapy, Timothy Feeney and Steve Hayes (Chapter 29) consider acceptance and
commitment therapy, and Christopher Taylor and Arnold Arntz (Chapter 30) consider schema
therapy. We hope that the next few years will see wider consideration within other therapies of
how they too may already be focusing on the full spectrum of well-being.

Conclusion

Thomas Kuhn (1962), in The Structure of Scientific Revolutions, describes the progress of
science as distinctly nonlinear and as influenced by the existing zeitgeist. A paradigm develops
encapsulating the standard interpretation of the evidence base at the time. This paradigm is
strengthened by new evidence, which is generally interpreted as consistent with this paradigm if
such an interpretation is possible. Eventually, however, sufficient disconfirming evidence emerges
that topples the paradigm, creating a period of healthy crisis. Out of this crisis arises a new
paradigm, around which a new critical mass of evidence emerges, until this in turn is toppled; it
is such that human knowledge progresses. Until positive psychology came along, the paradigm
was based around only understanding and reducing what was seen as the negative within clinical
research and practice. Positive psychology successfully provided enough disconfirming evidence
to topple this paradigm and create a crisis in the field. Whilst some expected positive psychology
to be the next paradigm, arguably this has not happened, possibly due to divisive isolationist
factions, lack of acknowledgment of previous approaches, some (isolated) research quality
problems, and a lack of openness to criticism. Rather, some might see positive psychology as
causing and epitomizing the crisis. This is a massive contribution to psychology, as knowledge
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progresses only through the toppling of paradigms and no greater compliment can be made than
to have toppled a paradigm. We do not know yet if PCP is the next paradigm for clinical
psychology, as history shows that only years after the event can this be judged. PCP may very
well be simply a refinement of the criticisms that are contributing to the fall of an untenable
paradigm. In that case, it will have provided an invaluable service and we hope to live to see the
next paradigm emerge. We are grateful to all our contributors for being a part of this landmark
development of PCP, representing a step change in clinical psychology research and practice.
The involvement of so many prominent people in the present volume evidences that the PCP
approach is now part of the mainstream. We hope that readers will be provoked by the chapters
and, even if they disagree with what they read here, that they will leave with more reflections
upon assumptions about their work and a new determination to improve the quality of clinical
psychology research and practice.
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Toward a More Positive Clinical

Psychology

Deconstructing the Iliness Ideology and
Psychiatric Diagnosis
James E. Maddux

This chapter is concerned with how clinical psychologists traditionally have conceived the
difference between psychological illness and wellness and how they should conceive this
difference. Thus, the major purpose of this chapter is to challenge traditional conceptions of
psychological wellness and illness and to offer a new conception a corresponding new vision of
and mission for clinical psychology. We will do this by offering a “deconstruction” of what we
refer to as the zliness ideology in general and psychiatric diagnosis in particular.

A conception of the difference between wellness and illness is not a theory of either wellness or
illness (Wakefield, 1992). Conceptions of wellness and illness attempt to define these terms — to
delineate which human experiences are to be considered “well” or “ill.” A theory of wellness
and illness, however, is an attempt to explain those psychological phenomena and experiences
that have been identified by the conceptions as well and ill (see also Maddux, Gosselin, &
Winstead, 2016).

As medical philosopher Lawrie Reznek (1987) has said in writing about the elusiveness and
arbitrariness of the word disease: “Concepts carry consequences — classifying things one way
rather than another has important implications for the way we behave towards such things”
(p- 1). How we conceive psychological illness and wellness has wide-ranging implications for
individuals, medical and mental health professionals, government agencies and programs, and
society at large. It determines what behaviors we consider it necessary to explain with our
theories, thus determining the direction and scope of our research efforts. It also determines
how we conceive the subject matter of clinical psychology, the roles and functions of clinical
psychologists, and the people with whom they work.

Conceptions of psychological wellness and illness cannot be subjected to tests of empirical
validation. They are social constructions grounded in values, not science, and socially constructed
values cannot be proven true or false by science, as we will later discuss. Because this chapter
deals with socially constructed conceptions, it offers no new “facts” or “research findings”
intended to persuade the reader of the greater value of one conception of psychological wellness
and illness over another or one view of clinical psychology over another. Instead, this chapter
offers a different perspective based on a different set of values.

The Wiley Handbook of Positive Clinical Psychology, First Edition. Edited by Alex M. Wood and Judith Johnson.
© 2016 John Wiley & Sons, Ltd. Published 2016 by John Wiley & Sons, Ltd.
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The Illness Ideology and Clinical Psychology

Words can exert a powerful influence over thought. Long after the ancient roots of the term
clinical psychology have been forgotten, they continue to influence our thinking about the discipline.
Clinical derives from the Greek klinike or “medical practice at the sickbed,” and psychology
derives from psyche, meaning “soul” or “mind.” ( Webster’s Seventh New Collegiate Dictionary,
1976). Many practitioners and most of the public still view clinical psychology as a kind of
“medical practice” for people with “sick souls” or “sick minds.” The discipline is still steeped not
only in an #llness metaphor, but also an illness ideology. Although the illness metaphor (sometimes
referred to as the medical model) prescribes a certain way of thinking about psychological
problems (e.g., a psychological problem is /zke a biological disease), the illness ideology goes
beyond this and tells us to what aspects of human behavior we should pay attention. It dictates
that the focus of our attention should be disorder, dysfunction, and disease rather than health.
It emphasizes abnormality over normality, poor adjustment over healthy adjustment, and sickness
over health. It promotes dichotomies between normal and abnormal behaviors, between
clinical and nonclinical problems, and between clinical and nonclinical populations. Thus, it
narrows our focus on what is weak and defective about people to the exclusion of what is strong
and healthy. It also locates human adjustment and maladjustment szside the person rather than
in the person’s interactions with the environment and encounters with sociocultural values
and societal institutions. Finally, it views people who seek help for problems in living as passive
victims of intrapsychic and biological forces beyond their direct control. As a result, people who
seek help for distress are relegated to the role of passive recipient of an expert’s care as opposed
to an active participant in solving their own problems and taking control of their own lives.

Ideologies are captured by language, and the language of clinical psychology remains the
language of medicine and pathology. Terms such as symptom, disorder, pathology, iliness, diagnosis,
treatment, doctor, patient, clinic, clinical, and clinician are all consistent with both a metaphor
and an ideology of illness and disease (Maddux, 2008). The more we use these words when
talking about clinical psychology and the work of clinical psychologists, the more we indoctrinate
ourselves to the illness ideology.

The illness ideology has outlived its usefulness for clinical psychology. Decades ago, the field
of medicine began to shift its emphasis from the treatment of illness to the prevention of illness
and then moved from the prevention of illness to the enhancement of health. Furthermore, over
three decades ago, the field of health psychology acknowledged the need to emphasize illness
prevention and health promotion. Unless clinical psychology embraces a similar change in
emphasis, it will struggle for identity and purpose in much the same manner as psychiatry has for
the last several decades (Wilson, 1993; Francis, 2013). In fact, it already is. For example, over
half'a century ago in the United States, clinical psychologists overtook psychiatrists as the major
providers of psychotherapy. Now, social workers have overtaken clinical psychologists in the
provision of these same services. Clinical psychology needs to redefine itself as a science and a
profession, and expand its roles and opportunities in order to survive and thrive in the rapidly
changing marketplace of mental health services. The best way to do this is to abandon the illness
ideology and replace it with a more positive clinical psychology grounded in positive psychology’s
ideology of health, happiness, and human strengths. We do not have to change the name of the
discipline to “positive clinical psychology,” but we do have to change its scope and its mission.

Historical Roots of the Illness Ideology in Clinical Psychology

Clinical psychology was not steeped in the illness ideology at its start. Some historians of
psychology trace the beginnings of clinical psychology in the United States back to the 1886
founding of the first “psychological clinic” at the University of Pennsylvania by Lightner Witmer
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(Reisman, 1991; Benjamin & Baker, 2004). Witmer and the other early clinical psychologists
worked primarily with children who had learning or school problems — not with “patients” with
“mental disorders” (Reisman, 1991; Routh, 2000; Benjamin & Baker, 2004). Thus, they were
more influenced by psychometric theory and its emphasis on careful measurement than by
psychoanalytic theory and its emphasis on psychopathology and illness. Following Freud’s
1909 visit to Clark University, however, psychoanalysis and its derivatives came to dominate
both psychiatry and clinical psychology (Korchin, 1976; Barone Maddux, & Snyder, 1997;
Benjamin & Baker, 2004). Psychoanalytic theory, with its emphasis on hidden intrapsychic
processes and sexual and aggressive urges, provided a fertile soil into which the illness ideology
deeply sank its roots.

Several other factors encouraged clinical psychologists to devote their attention to psy-
chopathology and thereby strengthened the hold of the illness ideology on the field. First,
although clinical psychologists were trained academically in universities, their practitioner
training occurred primarily in psychiatric hospitals and clinics where they worked primarily as
psycho-diagnosticians under the direction of psychiatrists trained in medicine and psychoanal-
ysis (Morrow, 1946; Benjamin & Baker, 2004 ). Second, the US Veterans Administration (VA)
was founded after the Second World War, and soon joined the American Psychological
Association in developing standards for training clinical psychologists and centers for training
them in VA hospitals. Thus, the training of clinical psychologists continued to occur primarily
in psychiatric settings steeped in both biological and psychoanalytic models. Third, the US
National Institute of Mental Health (NIMH) was founded in 1947. Very soon “thousands of
psychologists found out that they could make a living treating mental illness” (Seligman &
Csikszentmihalyi, 2000, p. 6). By the 1950s, clinical psychologists in the United States had
come “to see themselves as part of a mere subfield of the health professions” (Seligman &
Csikszentmihalyi, 2000, p. 6), and the practice of clinical psychology was grounded firmly in
the illness ideology.

This ideology is characterized by four basic assumptions about the scope and nature of
psychological adjustment and maladjustment (Barone, Maddux, & Snyder, 1997). First, clinical
psychology is concerned with alleviating mental illness or psychopathology: deviant, abnormal,
and maladaptive behavioral and emotional conditions. Thus, its focus is not on the everyday
problems in living experienced by millions or on increasing the well-being of the relatively
well adjusted, but on severe conditions experienced by a relatively small number of people.
Common problems in living, instead, became the purview of counseling psychology, social
work, and child guidance.

Second, psychopathology, clinical problems, and clinical populations differ in kind, not just
in degree, from normal problems in living, nonclinical problems, and nonclinical populations.
Psychopathologies are disorders, not merely extreme variants of common problems in living
and expected human difficulties and imperfections. As such, understanding psychopathology
requires theories different from those theories that explain normal problems in living and
cffective psychological functioning. Wellness and illness demand separate explanatory
processes.

Third, psychological disorders are analogous to biological or medical diseases in that they
reflect distinct conditions #zside the individual that cause the individual to think, feel, and
behave maladaptively. This principle does not necessarily imply that psychological disorders
directly caused by biological dysfunctions, but it does hold that the causes of emotional and
behavioral problems are located inside the person, rather than in the person’s interactions
with his or her environment, including his or her relationships with other people and society
at large.

Fourth, the psychological clinician’s task, similar to the medical clinician’s task, is to iden-
tify (diagnose) the disorder (disease) that resides inside the person (patient), to prescribe an
intervention (treatment) to eliminate (cure) the internal disorder (disease), either biological
or psychological, that is responsible for the symptoms. Even if the attempt to alleviate the
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problem is a purely verbal attempt to educate or persuade, it is still referred to as treatment
or therapy, unlike often equally beneficial attempts to educate or persuade on the part of
teachers, ministers, friends, and family (see Szasz, 1978). In addition, these “psychother-
apeutic” interactions between clinicians and their “patients” differ in quality from helpful
and distress-reducing interactions between the “patient” and other people in his or her life,
as understanding these “psychotherapeutic” interactions requires special theories (see
Maddux, 2010).

Albee (2000) suggests that “the uncritical acceptance of the medical model, the organic
explanation of mental disorders, with psychiatric hegemony, medical concepts, and language”
(p- 247) was the “fatal flaw” of the standards for clinical psychology training in the United States
that were established in 1950 by the American Psychological Association at a conference in
Boulder, Colorado. Albee argues that this fatal flaw “has distorted and damaged the development
of clinical psychology ever since” (p. 247). Little has changed since 1950. The basic assumptions
of the illness ideology continue as implicit guides to clinical psychologists’ activities, and they
permeate the view of clinical psychology held by the public and policy makers.

The Illness Ideology and the DSM

The influence of the illness ideology has increased over the past three-and-a-half decades as
clinical psychologists have acquiesced to the influence of the American Psychiatric Association’s
(APA) Diagnostic and Statistical Manual of Mental Disorders (DSM) (APA, 2013). First
published in the early 1950s (APA, 1952), the DSM is now in its fifth edition, and its size and
influence have increased with each revision, especially beginning with the greatly expanded third
edition in 1980.

The influence of the DSM has increased with the increasing size and scope of the subsequent
revisions. The first edition (including all appendices) ran to 130 pages; the fifth edition runs just
over 900 pages. The number of official mental disorders recognized by the APA has increased
from six in the mid-nineteenth century to close to 300 in the DSM-5 (Francis & Widiger, 2012).
The growth in the role of third-party funding for mental health services in the United States
during this same period fueled the growth of the influence of the DSM as these third parties
began requiring a DSM diagnostic label as a condition for payment or reimbursement for mental
health services.

Although most of the previously noted assumptions of the illness ideology are disavowed in
the DSM-5 introduction (APA, 2013), most of the manual is inconsistent with this disavowal.
For example, still included in the revised definition of mental disorder is the notion that a mental
disorder is “a dysfunction in the individual” (p. 20). Numerous common problems in living are
viewed as mental disorders (Francis, 2013), and several others are listed as “conditions for
further study” (e.g., Persistent Complex Bereavement Disorder, Caffeine Use Disorder, Internet
Gaming Disorder), and therefore likely to find their way into DSM-6. DSM-5 does pay greater
attention to alternative dimensional models for conceptualizing psychological problems and to
the importance of cultural considerations in determining whether or not a problematic pattern
should be viewed as a “mental disorder,” and these are steps in the right direction. Yet it remains
steeped in the illness ideology for most of its 900 pages.

So closely aligned are the illness ideology and the DSM, and so powerful is the influence of
the DSM over clinical psychology (at least in the United States) that clinical psychology’s
rejection of the illness ideology must go hand in hand with its rejection of the DSM and other
categorical schemes such as the ICD as the best way to conceive of psychological difficulties.
This must begin with the acknowledgment that the DSM is not a scientific document, but a
social and political document — a topic we next address.
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The Social Construction of Conceptions of Psychological
Wellness and Illness

A more positive clinical psychology rejects the illness ideology as the most accurate or effective
approach for conceiving of the psychologically problematic aspects of human life. As such, a
more positive clinical psychology refutes the basic premise of the illness ideology and the DSM
that normal problems in living are symptoms of “psychopathologies” — that is, psychological
illnesses, diseases, or disorders — and that giving a person a formal diagnosis for a problem in
living contributes to the understanding to that person and his or her problem. This refutation is
based on the assumption that the illness ideology is not a scientific theory or set of facts but
rather a socially constructed ideology. Social constructionism is concerned with “examining ways
in which people understand the world, the social and political processes that influence how people
define words and explain events, and the implications of these definitions and explanations —
who benefits and who loses because of how we describe and understand the world” (Muehlenhard &
Kimes, 1999, p. 234). The process of social construction involves “elucidating the process by
which people come to describe, explain, or otherwise account for the world in which they live”
(Gergen, 1985, pp. 3—4; 1999). Because the prevailing views depend on who has the power to
determine them, universal or “true” conceptions and perspectives do not exist. The people who
are privileged to define such views usually are people with power, and their conceptions reflect
and promote their interests and values (Muehlenhard & Kimes, 1999). Because the interests of
people and institutions are based on their values, debates over the definition of concepts often
become clashes between deeply and implicitly held beliefs about the way people should live their
lives and differences in moral values.

The social constructionist perspective can be contrasted to the essentinlist perspective that is
inherent in the illness ideology and the DSM. Essentialism assumes that there are natural categories
and that all members of a given category share important characteristics (Rosenblum & Travis,
1996). For example, the essentialist perspective views our categories of race, sexual orientation,
and social class as objective categories that are independent of social, cultural, and political processes
and that represent “empirically verifiable similarities among and differences between people”
(Rosenblum & Travis, 1996, p. 2). In the social constructionist view, such categories represent
not what people are, but rather the ways that people think about and attempt to make sense of
differences among people. Social, cultural, and political processes also determine what differences
among people are more important than other differences (Rosenblum & Travis, 1996).

From the essentialist perspective, the distinctions between psychological wellness and illness
and among various so-called psychopathologies and mental disorders, such as those described in
the DSM (and the ICD) are natural distinctions that can be discovered and described. From the
social constructionist perspective, however, these distinctions are not scientifically verifiable
“facts” or even scientifically testable theories. Instead, they are abstract ideas that have been
constructed by people with particular personal, professional, and cultural values. The meanings
of these and other concepts are not revealed by the methods of science, but are negotinted among
the people and institutions of society who have an interest in their definitions. They reflect shared
world views that were developed and agreed upon collaboratively over time by the members of
society, including theorists, researchers, professionals, clients and patients, the media, business
and finance, and the culture in which all are embedded.

For this reason, the illness ideology, its conception of “mental disorder,” and the various specific
categories of mental disorders found in traditional psychiatric diagnostic schemes (such as the DSM
and ICD) are not psychological facts about people, nor are they testable scientific theories. Instead,
they are social artifacts that serve the same sociocultural goals as do our constructions of race,
gender, social class, and sexual orientation — maintaining and expanding the power of certain
individuals and institutions, as well as maintaining social order as defined by those in power
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(Becker, 1963; Beall, 1993; Parker, Georgaca, Harper, McLaughlin, & Stowell-Smith, 1995;
Rosenblum & Travis, 1996). As are these other social constructions, our concepts of psychological
normality and abnormality are tied ultimately to social values — in particular, the values of society’s
most powerful individuals, groups, and institutions — and the contextual rules for behavior derived
from these values (Becker, 1963; Parker et al., 1995; Rosenblum & Travis, 1996).

Reznek (1987) has demonstrated that even our definition of physical disease “is a normative or
evaluative concept” (p. 211) because to call a condition a disease “is to judge that the person with
that condition is less able to lead a good or worthwhile life” as defined by the person’s society and
culture (p. 211). If this is true of physical disease, it certainly is true of psychological “disease.”

Given these precursors, it comes as no surprise that a highly negative clinical psychology
evolved during the twentieth century. The socially constructed illness ideology and associated
traditional psychiatric diagnostics schemes, also socially constructed, have led to the pathologization
of normal psychological phenomena and thus the proliferation of “mental illnesses” (Francis, 2013;
Greenberg, 2013). Sociologists view this as an aspect of an even more general medicalization
of a wide range of normal human problems and ailments, whereby “a problem is defined in
medical terms, described using medical language, understood through the adoption of a medical
framework, or ‘treated” with a medical intervention” (Conrad, 2007, p. 5). As the socially
constructed boundaries of “mental disorder” have expanded with each DSM revision, more and
more relatively common human problems and frailties human have become pathologized and
medicalized. Mental health professionals have not been content to label only the obviously
and blatantly dysfunctional patterns of behaving, thinking, and feeling as “mental disorders.”
As a result, the number of people with a diagnosable “mental disorder” has continued to grow.
If this continues, eventually everything that human beings think, feel, do, and desire that is not
perfectly logical, adaptive, or efficient, or that “creates trouble in human life” (Paris, 2013,
p. 43) will become a mental disorder (Francis, 2013; Paris, 2013). DSM-5 has made normality
“an endangered species,” partly because we live in a society that is “perfectionistic in its
expectations and intolerant of what were previously considered to be normal and expectable
distress and individual differences” (Francis & Widiger, 2012, p. 116), but also partly because
pharmaceutical companies are constantly trying to increase the market for their drugs by
encouraging the loosening and expanding of the boundaries of mental disorders described in
the DSM and encouraging the creation of new disorders, often through direct-to-consumers
advertising (Conrad, 2007; Horwitz & Wakefield, 2007; Francis, 2013; Greenberg, 2013; Paris,
2013). The APA also has a strong financial interest in the marketing of psychopathology given
that sales of the DSM account for about 10% of its annual income (Greenberg, 2013). (The World
Health Organization’s ICD, on the other hand, can be downloaded for free from its website.)

The powerful sociocultural, political, professional, and economic forces that constructed the
illness ideology now continue to sustain it. The debate over the conception of psychological
wellness and illness is not a search for “truth.” Rather, it is a struggle over the definition of a
socially constructed abstraction and over the personal, political, and economic benefits that flow
from determining what and whom society views as normal and abnormal. This struggle is played
out in the continual debates involved in revision of the DSM (Kirk & Kutchins, 1992; Kutchins &
Kirk, 1997; Conrad, 2007; Horwitz & Wakefield; 2007; Francis, 2013; Greenfield; 2013).

The Illness Ideology and the Categories versus Dimensions Debate

Embedded in the illness ideology’s conception of psychological wellness and illness is a categorical
model in which individuals are determined to either have or not have a disorder — that is, to be
cither psychologically well or psychologically ill — and, if they do have a disorder, that it is a
specific type of disorder. This view is embodied in the DSM and the ICD. An alternative model
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is the dimensional model, which assumes that normality and abnormality, wellness and illness,
and effective and ineffective psychological functioning lie along a continuum. In this dimensional
approach, so-called psychological “disorders” are simply extreme variants of normal psychological
phenomena and ordinary problems in living (Keyes & Lopez, 2002; Widiger, 2016). Great
differences among individuals on the dimensions of interest are expected, such as the differences
we find on formal tests of intelligence. As with intelligence, divisions made between normality
and abnormality may be demarcated for convenience or efficiency, but they are 7ot to be viewed
as reflecting a true discontinuity among “types” of phenomena or “types” of people. Inherent
in the dimensional view is the assumption that these distinctions are not natural demarcations
that can be “discovered”; instead, they are created or constructed “by accretion and practical
necessity, not because they [meet] some independent set of abstract and operationalized definitional
criteria” (Francis & Widiger, 2012, p. 111).

Understanding the research supporting the dimensional approach is important because the
vast majority of this research undermines the illness ideology’s assumption that we can make
clear, scientifically-based distinctions between the psychologically well or healthy and the
psychological ill or disordered. The empirical evidence for the validity of a dimensional approach
to psychological adjustment is formidable and can be found in research on personality disorders
(Costello, 1996; Maddux & Mundell, 2005; Trull & Durrett, 2005; Crego & Widiger, 2016);
the variations in normal emotional experiences (e.g., Oatley & Jenkins, 1992); adult attachment
patterns in relationships (Fraley & Waller, 1998); self-defeating behaviors (Baumeister & Scher,
1988); children’s reading problems or “dyslexia”; (Shaywitz, Escobar, Shaywitz, Fletcher, &
Makuch, 1992); attention deficit/hyperactivity disorder (Barkeley, 1997); post-traumatic stress
disorder (Anthony, Lonigan, & Hecht, 1999); depression (Costello, 1993a); somatoform
disorders (or somatic symptom disorders) (Zovlensky, Eifert, & Garey, 2016); anxiety disorders
(Williams, 2016); sexual dysfunctions and disorders (Gosselin, 2016); and of the symptoms
of schizophrenia and affective psychoses (Costello, 1993b; Claridge, 1995; Nettle, 2001).
To ignore this research and continue to cling to categories is to ignore science and reason.

Social Constructionism and the Role of Science
in Clinical Psychology

A'social constructionist perspective is not “anti-science.” To say that conceptions of psychological
wellness and illness are socially constructed rather than scientifically constructed is not to say
that the patterns of thinking, feeling, and behaving that society decides to label as “ill” —
including their causes and treatments — cannot be studied objectively and scientifically. Instead,
it is to acknowledge that science can no more determine the “proper” or “correct” conceptions
of psychological wellness and illness than it can determine the “proper” and “correct” conception
of other social constructions such as beauty, justice, race, and social class.

We nonetheless can use the methods of science to study the psychological phenomena that
our culture refers to as “well” or “ill.” We can use them to understand a culture’s conception of
psychological wellness and illness, how this conception has evolved, and how it affects individ-
uals and society. We also can use them to understand the origins of the patterns of thinking,
feeling, and behaving that a culture considers psychopathological and to develop and test ways
of modifying those patterns.

The science of medicine is not diminished by the acknowledgment that the notions of bealth
and #//ness are socially constructed (Reznek, 1987). The science of economics is not diminished by the
acknowledgment that the notions of poverty and wealth are socially constructed. Likewise, the science
of clinical psychology will not be diminished by the acknowledgment that its basic concepts are
socially constructed and not scientifically constructed (Lilienfeld and Marino, 1995).
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Beyond the Illness Ideology: Toward a More Positive
Clinical Psychology

The viability and survival of clinical psychology depends on its ability to build a more positive
clinical psychology that breaks with its “pathological” past. In building a more positive clinical
psychology, we must adopt not only a new ideology, but also a new language for talking about
human behavior that reflects this ideology. In this new language, ineffective patterns of behaviors,
cognitions, and emotions are construed as problems in living, not as disorders or diseases. Likewise,
these problems in living are construed not as located inside individuals, but in the interactions
between the individual and other people that are embedded in situations that include rules for
behavior that are, in turn, embedded in the larger culture. Also, those who seek assistance in
enhancing the quality of their lives are clients or students, not patients. The professionals who
specialize in facilitating psychological health are teachers, counselors, consultants, coaches, or even
social activists, not clinicians or doctors. Strategies and techniques for enhancing the quality of lives
are educational, relational, social, and political interventions, not medical treatments. Finally, the
facilities to which people will go for assistance with problems in living are centers, schools, or
resorts, not clinics or hospitals. Such assistance might even take place in community centers, public
and private schools, churches, and people’s homes rather than in specialized facilities.

A more positive clinical psychology would emphasize goals, well-being, satisfaction, happiness,
interpersonal skills, perseverance, talent, wisdom, and personal responsibility. It would be
concerned with understanding what makes life worth living, with helping people become more
self-organizing and self-directed, and with recognizing that “people and experiences are
embedded in a social context” (Seligman & Csikszentmihalyi, 2000, p. 8).

These principles offer a conception of psychological functioning that gives at least as much
emphasis to mental health as to mental illness and that gives at least as much emphasis to
identifying and understanding human strengths and assets as to human weaknesses and deficits
(see Lopez & Snyder, 2003). A more positive clinical psychology would be as much concerned
with understanding and enhancing subjective well-being and effective functioning as with
alleviating subjective distress and maladaptive functioning. This does not entail a shift away from
relieving suffering, but rather “an integrated and equally weighted focus on both positive and
negative functioning in all areas of research and practice” (Wood & Tarrier, 2010, p. 819).

Consistent with our social constructionist perspective, we are not arguing that the positive
psychology ideology is more “true” than the illness ideology. Both ideologies are socially
constructed views of the world, not scientific theories or bodies of facts. We do argue, however,
that positive psychology offers an ideology that is more useful to clinical psychology than the
obsolete illness ideology. As Bandura (1978) has observed: “Relatively few people seek cures for
neuroses, but vast numbers of them are desirous of psychological services that can help them
function more effectively in their everyday lives” (p. 99).

Unlike a traditional negative clinical psychology based on the illness ideology, a positive
clinical psychology is concerned not just with identifying weaknesses and treating or preventing
“disorders,” but also with identifying human strengths and promoting “mental health.” It is
concerned not just with alleviating or preventing “suffering, death, pain, disability, or an important
loss of freedom” (APA, 2000, p. xxxi), but also with promoting health, happiness, physical fitness,
pleasure, and personal fulfillment through the free pursuit of chosen and valued goals.

A clinical psychology that is grounded not in the illness ideology, but in a positive psychology
ideology rejects: (1) the pathologization and categorization of humans and normal human
experiences, problems, and frailties; (2) the assumption that so-called mental disorders exist in
individuals rather than in the relationships between the individual and other individuals and the
culture at large; and (3) the notion that understanding what is worst and weakest about us is
more important than understanding what is best and bravest.
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A more positive psychological assessment will emphasize the evaluations of people’s strengths
and assets along with their weaknesses and deficiencies (Keyes & Lopez, 2002; Wright & Lopez,
2002; Lopez, Snyder, & Rasmussen, 2003; Joseph & Wood, 2010; Wood & Tarrier, 2010).
More often than not, strategies and tactics for assessing strengths and assets will borrow from
the strategies and tactics that have proven useful in assessing human weaknesses and deficiencies
(Lopez, Synder, & Rasmussen, 2003; Wood & Tarrier, 2010). Positive psychological interven-
tions will emphasize the enhancement of people’s strengths and assets in addition to, and at
times instead of, the amelioration of their weaknesses and deficiencies, secure in the belief that
strengthening the strengths will weaken the weaknesses. The interventions most often will derive
their strategies and tactics from traditional “treatments” of traditional psychological “disorders”
(Wood & Tarrier, 2010).

One can argue about whether or not what is now called “positive psychology” is really
anything new, but it is difficult to deny that it has sparked a healthy dose of “soul searching”
among many clinical psychologists. The greater utility of a more positive clinical psychology is
found in its expanded view of what is important about human behavior and what we need to
understand about human behavior to enhance people’s quality of life, which results in an
expanded view of what clinical psychology has to offer society.
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Why Clinical Psychology Should Not
Go “Positive” —and /or “Negative”
Barbara S. Held!

Many years ago, Aldo Llorente, MD, my friend and colleague who directed a small community-
hospital inpatient psychiatric unit, ofthandedly remarked, “You know, even psychiatric patients
have problems.” Although I initially thought that Aldo was stating the obvious, I should have
known better. He meant that life confronts us all with many problems, independently of whether
any of us is diagnosed with a mental illness. In one way or another, we all must come to terms
with our individual particularities — our temperaments, personality traits, relational /interpersonal
styles, cognitive capacities and styles, physical health /characteristics, as well as our many social
contexts, such as family environment, employment/socioeconomic situation, geographic location,
to name just a few.

To be clear, Aldo was not a fan of Thomas Szasz’s (1960) (in)famous position that
mental illness is a myth. Contra Szasz, Aldo did not deny the existence of bona fide mental
illness, nor did he accept Szasz’s replacement of the term “mental illness” with the term
“problems in living,” to emphasize the historical and sociocultural relativity of the former
term and thus to dismiss its (realist) ontological status. Instead, Aldo meant that those who
suffer from mental illness are also burdened with everyday life problems, just like those
who do not so suffer. He humanized those who suffer from mental illness in his own
unique way, that is, without even a nod to the depathologizing and growth fundamentals
of humanistic psychologists, to whom editors Alex Wood and Nicholas Tarrier (2010)
sometimes appeal in their call for a “Positive Clinical Psychology” in a special issue of the
Clinical Psychology Review.

Aldo developed a unique group format that reflected his philosophy of inpatient treatment.
Each evening, every patient on the twelve-bed unit (with an average stay of five days) who was
able to participate in the group did so. The group had three rules: (1) the group members
selected the topic of discussion each evening; (2) when a patient was to be discharged the next
day, he or she said goodbye to the group; and (3) there was no discussion of personal details.
What?! Right, no personal details. Aldo believed that patients had been trained by the mental
health system to focus so much on their symptoms, on their illness, on their status #s mental
patients, that they forgot how to be persons in an ordinary sense, that is, in a non-(psychiatric)
patient sense (cf. Sarbin, 1969).

Each evening, Aldo asked the group to settle on a topic that everyone could discuss, rather
than discuss the unique problems of members’ personal lives, past and present, for example,
their individual histories and attributions of blame. This forced the group members to discuss

The Wiley Handbook of Positive Clinical Psychology, First Edition. Edited by Alex M. Wood and Judith Johnson.
© 2016 John Wiley & Sons, Ltd. Published 2016 by John Wiley & Sons, Ltd.
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the universal themes of personhood, such as phenomenal experiences of hurt and anger, fear,
anxiety, shame, confusion, contentment, love, loss of relationships, physical illness, the
weather, politics, sports — you name it. When patients inevitably started to mention the
details of their own personal problems or deviated from that night’s chosen theme, Aldo
reminded them of the rules and got them back on track. He insisted that the point of the
group was to make it possible for discharged patients “to go downtown and sit at the counter
of the local doughnut shop, have a cup of coffee, and talk to the guy sitting next to them
about the weather instead of their mental illness, just like any regular person.” Although
there were no formal outcome studies, the group enjoyed much success, so much so that
others who worked on the unit at the time learned this format from Aldo and taught it to
their students. The group is no longer practiced on that unit, nor any others to my knowledge,
and Aldo died in 1995. Yet his legacy lives on informally, and his philosophy of treatment
struck me as a good way to begin my chapter in this volume. What could be more positive in
a clinical (inpatient) setting than Aldo’s group, with its aim to (re)establish the personhood
of its members!

The title of my chapter is meant to give away the punch line. In their special issue of the
Clinical Psychology Review, Wood and Tarrier (2010) make a thoughtfully nuanced case on
behalf of their “Positive Clinical Psychology,” with all due awareness of the profound problems
created for the entire discipline of psychology by the positive psychology movement. Nonetheless,
I cannot tumble to the concept of a positive clinical psychology, at least as it was made there,
if not in this follow-up volume, in progress as I write. In this chapter, I cite instances from that
special issue, to help “concretize” my analysis.

To make my case, I begin with the conceptual problems that arise when positive psychologists
use the terms “positive” and “negative,”” which problems lead us into the very dualist traps
that Wood and Tarrier, in their integrationist spirit, seck to avoid. Next, I challenge the claim
that clinical practice itself can be understood as either “positive” or “negative” in any sense, owing
not only to conceptual problems but also to the highly idiographic/circumstantial nature of
practice (even in applying the nomothetic findings of science). Of special import is the considerable
body of research by psychologists who for three decades have consistently found functional
coping value in “negative” emotions and thoughts. In short, eliminating or reducing “negative”
emotions, thoughts, and coping strategies can, in many circumstances, be detrimental to
constructive /adaptive, or even optimal, functioning.

Throughout this chapter I return repeatedly and critically to the positive psychology distinction
between “negative” and “positive” interventions — those in which therapists aim to decrease
“negative” states and functioning dérectly, with “negative” or traditional clinical interventions,?
and those in which therapists aim to increase “positive” states and functioning directly, with
“positive” clinical interventions (Linley & Joseph, 2004a; Seligman, Rashid, & Parks, 20006;
Joseph & Wood, 2010; Wood & Tarrier, 2010; Schueller & Parks, 2014).* Especially problem-
atic, as I shall explain, is the application of positive /negative terminology to different domains —
for example, in the domains of psychological states and interventions versus the domain of
goal-directed functioning, where, as it turns out, “positivity” in the former two can erode func-
tionality, and “negativity” in the former two can enhance functionality.

In my conclusion, I return to Aldo Llorente’s worry about the loss of personhood status by
those treated in inpatient settings. This loss may be reformulated as a loss of agency in ordinary
terms, so much so that I am inclined to see an overarching goal for most, if not all, psychological
interventions as the restoration of agency to those whose agency has been diminished owing to
psychological problems and their treatment. By agency I mean the universal human rational
capacity to deliberate about goals and thus act with good reason(s) on the products of those
deliberations (Fulford, 1994; Martin, Sugarman, & Thompson, 2003; Evnine, 2008; Held,
2010). And so I conclude with just that issue — rational agency — as it pertains to psychological
interventions of any sort.
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The Conceptual Quagmire of the Positive /Negative Distinction

I make no quarrel with the positive/negative distinction as it appears in mathematics, where
negative numbers hold their own, nor in medical pathology, where negative results indicate the
absence of pathology and so are to be celebrated. In positive psychology, by contrast, “negative”
characteristics should be diminished and replaced with “positive” characteristics. And so we see
the polysemantic (or polysemous) nature of the terms “positive” and “negative,” each of which
can mean either good or bad (or neutral) depending on their domain of application. Yet positive
psychologists tend to make # priors® designations of positivity and negativity in reference to
psychological states, functioning, and interventions, which creates considerable conceptual
muddles that defy elimination logically within their conceptual framework of positivity and
negativity.

And so, with ambiguity built into the meanings of the terms “positive” and “negative” themselves,
the very concept of a positive (or negative) psychology, clinical or otherwise, is dubious at best.
Even Wood’s and Tarrier’s (2010) circumspect, repeated call for a thoroughgoing integration of
the “positive” and “negative” within (clinical) psychology, “based on a balanced and equally
weighted focus on the positive and negative aspects of life”® (p. 820), opens a Pandora’s box of
questions. Not least, we may ask why they seek integration. After all, if no positive /negative
compartmentalization of psychological reality had been imposed by positive psychologists in the
first place, then need for such integration would not exist. Moreover, their own retention of
the positive /negative distinction destines them to perpetuate the very dualism that they seek to
integrate /synthesize — or so I shall argue.”

Consistent with their call for integration, Wood and Tarrier (2010) propose a dimensional
approach, in which, for example, happiness and depression constitute two opposite anchors of
a single bipolar dimension rather than two categories:

There are strong conceptual and empirical arguments that no emotion or characteristic can be uniformly
positive or negative. ... A more fundamental and less considered issue [is] a lack of appreciation that
most characteristics have both positive and negative poles. For many characteristics, presumably due
to historical or zeitgeist reasons, focus is predominantly on only one pole, with the other becoming
forgotten or ignored, and a lack of appreciation of the polarity of the construct. (p. 825)

Fair enough. But what about appreciation of the possible benefits of the designated negative
pole? These presumably cannot be seen by positive psychologists, owing perhaps to their adherence
to their a priori designation of what is “positive” (i.e., good) and “negative” (i.e., bad, or at least
not as good as what is “positive”).

Wood and Tarrier rightly expand their concerns about dimensionality to encompass the
arbitrary nature of what is considered positive versus negative, in two distinct respects:

[a] The designation of the characteristic [humility, kindness, open-mindedness, integrity, fairness,
high social intelligence] and their [polar] opposites [arrogance, unkindness, closed-mindedness, dis-
honesty, unfairness, and low social intelligence] as cither positive or negative is totally arbitrary,
depending on which pole is focused on (or which way a scale is coded). Indeed, had the authors not
been working within positive psychology, they could have easily reverse coded their scales, named
them after the opposite pole, and conducted mainstream clinical work.... [b] Any designation of a
characteristic as positive or negative is simplistic and inaccurate, as any trait or emotion can be “positive
or negative” depending on the situation and concomitant goals and motivations. (pp. 826-827)

Regarding “a,”® since one of the meanings of positivity and negativity is the dimensional fea-
ture described by Wood and Tarrier, the applications of these terms to relevant domains are, as
they say, “totally arbitrary” — that is, which pole is considered “positive” and which “negative”
is just what any researcher or group of researchers decides them to be. In that case, positive and
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negative states, functioning, and interventions do not exist ontologically prior to (and so
independently of) our designations of them as positive or negative; they are not just out there
“waiting” to be discovered by us, as in a standard view of realist ontologies (Held, 2007,
ch. 5). This may suggest an antirealist ontological underpinning of the psychological science
of positivity and negativity, about which most positive psychologists would, I suspect, be less
than pleased (Held, 2002, 2004, 2005). Moreover, if the distinction between positive and
negative characteristicsis arbitrary, simplistic, and inaccurate, then it follows that the distinction
between positive and negative interventions (both in “mainstream clinical work” and otherwise),
which distinction depends logically on the positive/negative characteristic distinction, is
also arbitrary, simplistic, and inaccurate. And yet, the positive/negative dualism obtains for
interventions too.

“Positive” versus “Negative” Interventions

Retention of positive /negative terminology was surely destined to beget positive clinical
psychologists, those who use, in addition to the negative/clinical interventions that directly
target the decrease of negative /pathological states and functioning, the positive interventions
that directly target the increase of positive /healthy states and functioning. And so we move with
apparent ease from positive versus negative states and functioning to positive versus negative
interventions, despite this shift in the domains of application of the positive /negative distinction.
As Wood and Tarrier (2010) proclaimed: “It is not logical to study either negative or positive
functioning in isolation [of each other], as ... this prevents interventions being designed to both
decrease the negative and promote the positive” (p. 827; emphasis added). Thus, the solution to
the problem of integration remains dualistic: retain the negative-intervention/positive-intervention
dichotomy, and develop a positive clinical psychology composed of both kinds of interventions,
rather than adhere to a (negative) clinical psychology, allegedly composed of only negative
interventions. Dropping the positive /negative distinction does not seem to be an option, especially
since it was “institutionalized” by Seligman’s movement.

Positive interventions and negative interventions, then, are cast as two distinct kinds of
interventions, each of which expressly targets two distinct kinds of states and two distinct kinds
of functioning. However, this conceptualization may be more apparent than real. For example,
Joseph and Wood (2010) believe that existing (pre-positive clinical psychology and thus presumably
negative /clinical) interventions increase positive functioning if they are theoretically compatible
with a “growth” view (as in client-centered therapy) (p. 836). And Kashdan and Rottenberg
(2010) go further, stating that “even when psychological interventions do not explicitly discuss
flexibility as an aim of treatment ... flexibility is such an integral part of psychological functioning
that it is almost inevitable that it will in some way be impacted” (p. 874). In this the inviolate
positive /negative intervention divide begins to blur, since even certain negative interventions
can in principle (i.e., logically) impact certain positive states/functioning, such as flexibility, at
least indirectly.

As Kashdan and Rottenberg (2010, pp. 866-867) appreciate, an underlying problem is the
arbitrary designation of mental states and functioning as positive or negative a priori — that is,
independent of circumstantial particularity (see n. 5, below). I prefer the terms “constructive”
and “destructive” (or “adaptive” and “maladaptive”) because they at least hint at the necessity of
case-specific empirical observation and evidence, to determine whether any ozne state or process is
helpful or harmful in the pursuit of a particular goal by a particular person facing particular
circumstantial demands, both interpersonal and intrapersonal (e.g., McNulty & Fincham, 2012).
And let us be clear that interventions designed to (a) build up what we deem adaptive and to
(b) tear down what we deem maladaptive are both not only circumstance dependent but also
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constructive, even though we tear down in the latter case. This way of thinking entails obstacles
for Barbara Fredrickson’s “broaden-and-build theory of positive emotions,” which strongly limits
the value of negative emotions in constructive endeavors. The problem is, this limiting is also a
profound limitation; it flies in the face of extensive empirical evidence that supports the constructive
value of “negativity,” a value that transcends the limitations imposed by Fredrickson.

The Broaden-and-Build Theory of Positive Emotions

Garland, Fredrickson, Kroing, Johnson, Meyer, and Penn (2010) succinctly summarize the
broaden-and-build theory of positive emotions, which is promoted enthusiastically in the
positive psychology literature, not least in such canonical texts as the Oxford Handbook of Positive
Psychology (Lopez & Snyder, 2009) and The Encyclopedia of Positive Psychology (Lopez, 2009):

Negative emotions have long been held to narrow the scope of people’s attention and thinking. . ..
The broaden-and-build theory ... holds that positive emotions broaden individuals’ thought—action
repertoires, enabling them to draw flexibly on higher-level connections and wider-than-usual ranges
of percepts, ideas, and action urges; broadened cognition in turn creates behavioral flexibility that
over time builds personal resources, such as mindfulness, resilience, social closeness, and even physical
health. ... Importantly, unlike the transient nature of positive emotions, these resources are durable. ...
Thus, according to the theory and data, pleasurable positive emotions, although fleeting, can have a
long-lasting impact on functional outcomes, leading to enhanced well-being and social connectedness.
(Garland et al., 2010, p. 850)

This theory and the evidence gathered on its behalf have now been challenged extensively in a
debate between Fredrickson and Losada, on the one side, and Brown, Sokal, and Friedman, on the
other.® Yet it continues to stick with positive psychologists. In the next section, I present extensive
research that demonstrates the “positive power” of negative emotions, thinking, and coping.

Just here I make the obvious point that #// clinical interventions are designed to help people
function better, whether they target positive o7 negative states/functioning directly. And so
they are designed to be “positive” by being constructive in just that way, even if they consist in
“tearing down” what is destructive to adaptive functioning. The crucial corollary that seems to
get lost in the rush to positivity is this: improving coping/functioning is not always compatible
with feeling happy, with positive affect, and thus with interventions that are positive in virtue
of aiming to increase positive emotional states directly, which is one component of standard
definitions of “positive interventions.”

Practice and Nomothetic versus Idiographic Principles

Both the research and the rhetoric of the positive psychology movement are nomothetic in their
promotion of generalizations, though they are generalizations of different sorts. Wood and
Tarrier (2010) rightly criticize the generalizations made in the rhetoric of the movement, which,
they maintain, overpromote the movement’s research findings, findings which, they note, are
not themselves without problems.

Here I contrast the generalities of positive psychology research with the particularities that
necessarily inhere in any kind of psychotherapy practice. That is, whereas science entails nomo-
theticity in its search for law-like if not lawful generalizations, practice entails individualized
particularity. As I once put it: “No two schizophrenics are alike for 2/l therapeutic purposes”
(Held, 1995, p. 19). To be clear, I do not deny the logic of subjecting (clinical) psychological
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questions (about human/mental kinds) to scientific scrutiny (Held, 2007) — after all, all scientists
study particular instantiations of kinds to arrive at generalities of some sort, if not the universal
laws of physics.

My point about the idiographic nature of practice is twofold. First, the old adage about working
with the client’s (temperamental etc.) tendencies, not against them. Second, to do this, we need
to appreciate each client as a unique individual with unique features, including strengths and
weaknesses, as well as a member of some categorical set, or even a point on a dimension. These
do not readily reduce to the attributes that positive psychologists have designated positive or
negative. Thus, as with any clinical intervention, even positive interventions can cause negative,/
deterioration effects.!® For example, J. Wood, Perunovic, and Lee (2009) found that repeating
positive self-statements (such as “I accept myself completely”) or focusing on ways in which the
statement was true caused those with low self-esteem to feel worse and boosted those with high
self-esteem only mildly. They speculate that positive self-statements may backfire for those with
low self-esteem because the attempt to “avoid negative thoughts [unsuccessfully] ... may have
signified that the positive self-statement was not true of them ... the very people they are designed
for” (p. 865). And McNulty and Fincham (2012) challenge the positive /negative labeling of
traits and processes altogether, on conceptual as well as empirical /circumstantial grounds: “the
psychological characteristics that benefit people experiencing optimal circumstances may not only
fail to help people experiencing suboptimal circumstances, but may harm them” (p. 106)." The
a priori positive /negative dichotomy in psychology, then, is arguably a false dichotomy.

Returning to practice, how to guide the idiographics of practice with the nomothetics of
science continues to elude us. Still, we must have some general principles, even if only at the
highest level of generality (Held, 1995). For example, I agree with Kashdan’s and Rottenberg’s
(2010) view of “Psychological Flexibility as a Fundamental Aspect of Health,” if for no other
reason than the semantic fact that health (physical or mental) entails flexibility, whereas pathology
constricts. Although this may sound like the broaden-and-build theory of positive emotions,
in which only positive emotions increase options for living, that is not the case. Positive and
negative emotions (and thoughts) do not determine adaptive and maladaptive functioning,
respectively, certainly not as robustly as positive psychologists often suppose: adaptive functioning
can in some cases entail feeling bad, and maladaptive functioning can in some cases entail feeling
good, as I now explain.

When “Negative” Interventions are Constructive/“Positive”:
The Case of Defensive Pessimism

Recall that those who promote a positive clinical psychology call for, in addition to the use of
negative /clinical interventions, the use of positive interventions, those that directly target
building up the states and processes that are alleged to be conducive to more adaptive /constructive,
even optimal,'? functioning (Wood & Tarrier, 2010; Schueller & Parks, 2014). But what about
the wealth of research that demonstrates how negative coping strategies, including the negative
emotions and thinking that constitute such strategies, can be highly advantageous to adaptive/
constructive functioning? That is, what about the cases in which negative states are crucial for
adaptive /constructive functioning?

The coping strategy of defensive pessimism, so studied for some three decades by Julie Norem,
provides the most prominent case in point, not least in her popular book, The Positive Power of
Negative Thinking (2001). Despite the consistent finding of the adaptive functional value of
defensive pessimism for those whose functioning is impaired by debilitating anxiety, there is
scant attention to Norem’s findings about the value of defensive pessimism in the positive
psychology literature.
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Let us begin with Norem’s (2008) own recent definition and description of defensive
pessimism, namely, a “motivated cognitive strategy” that entails (a) “setting low expectations
(being pessimistic) and then thinking through, in concrete and vivid detail, all the things
that might go wrong as one prepares for an upcoming situation or task” (p. 123) and that
(b) “helps people manage their anxiety and pursue their goals” (abstract, p. 121). Like Joseph
and Wood (2010) and Kashdan and Rottenberg (2010), Norem examines executive functioning
or self-regulation /control /determination (even in regard to some clinical issues), although she
also emphasizes the complexities (in enhancing such self-regulation) that implicate a role for
“negative” coping:

Research on a variety of phenomena, from self-handicapping to stercotype threat, demonstrates the
potential effectiveness of defensive pessimism as a self-regulation strategy. . .. Understanding how and
why defensive pessimism works requires an integrated understanding [of] the role of traits, motiva-
tions, and self structures within the individual, the resultant goals toward which strategies are
directed, and the particular constraints of different situations and cultural contexts. (abstract, p. 121)

Norem (2008) explains how defensive pessimism works by means of certain kinds of negativity,
kinds which she later (Norem, 2014) calls “the right tool for the job.” Thus, negative affect
effect and thinking “function as positive motivation for defensive pessimists,” in that in
distinction to, for example, rumination and catastrophizing, defensive pessimists’ “negative
reflections are directed toward the future, and focus on potential negative scenarios that are
directly relevant to the situation or goal he or she wants to approach” (p. 126). The point is that
what seemingly begins as a “negative” process in fact functions as a definite “positive” process,
that is, functions adaptively or constructively: “The defensive pessimist is able to shift emphasis
from anxious feelings to thoughts about possible specific problems, and then to actions to prevent
those problems from derailing progress [see Norem & Cantor, 1986]” (p. 126).

Norem (2008) also explains how “different personalities” require the use of “different strategies”
for adaptive functioning: compared to those who deploy strategic optimism,'? defensive pessi-
mists report greater degrees of trait anxiety, neuroticism, lower self-esteem, and negative affect
in general; they also “generate more negative potential outcomes and plans” (p. 124). And it is
those crucial findings that tend to be under (or un)appreciated:

By themselves, those results do little to demonstrate that defensive pessimism is more than a generally
negative view of self and the world; this raises the question of why those using the strategy cannot
just “lighten up,” especially given that they typically perform as well as the strategic optimists. ... Yet,
just as saying “hey, relax” to an anxious person rarely helps, the research evidence makes clear that
simply trying to be more optimistic will not work for defensive pessimists. (pp. 124-125)

Of equal importance, Norem delineates the effects of positive versus negative manipulations —
that is, interventions —with defensive pessimists:

Attempts to disrupt or make more optimistic any component of their strategy seem to interfere with
the defensive pessimists’ performance, and lower their satisfaction after the fact. ... (Further analyses
showed that anxiety indeed mediated these results.). (p. 125)

And so it should come as no surprise that Norem’s extensive findings point to a familiar punch
line, namely, one size does not fit all. Surely this is as true of coping as it is of clothing: “Both
defensive pessimists and strategic optimists perform best when allowed to pursue (or avoid)
mental simulation according to their preferences” (p. 126). This conclusion hardly shocks. Yet
that circumstance-dependent message is lost on those committed to “accentuating the positive.”
Referring expressly to mood, Norem (2008) warns of the dangers of “cheering up” defensive
pessimists:
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While it is possible to put defensive pessimists in a better mood, doing so leads to poorer performance
(Sanna, 1998; Norem & Illingworth, 2004).... Defensive pessimists appear to use their negative
feelings as a cue to work harder, which then typically leads to better performance. (p. 126)

With their determination to enhance adaptive functioning, one might think that positive
psychologists would happily embrace Norem’s extensive findings about defensive pessimism.
Instead, her findings are most commonly ignored (e.g., Linley & Joseph, 2004a; Parks &
Schueller, 2014), especially in positive psychology’s aforementioned canonical texts, or when
mentioned, they tend to be dismissed as “negative” and thus problematic.' For example, early
on Scheier and Carver (1993) certainly conceded that “defensive pessimism does seem to work,”
in that defensive pessimists perform better than “real [i.e., dispositional] pessimists.” But they
also said that “people who use defensive pessimism in the short run report more psychological
symptoms and a lower quality of life in the long run than do optimists. Such findings call into
serious question the adaptive value of defensive pessimism” (p. 29). And more recently, Peterson
and Seligman (2004) weighed in critically.’® The problem is, the evidence does not support
Scheier and Carver’s and Peterson and Seligman’s claims. For example, Norem and Chang
(2002), in comparing anxious people who used defensive pessimism to those who did not,
found that

defensive pessimists show significant increases in self-esteem and satisfaction over time, perform
better academically, form more supportive friendship networks, and make more progress on their
personal goals than equally anxious students who do not use defensive pessimism. ... Taking away
their defensive pessimism is not the way to help anxious individuals. (p. 997)

Norem readily concedes precise benefits and costs of both strategic optimism and defensive
pessimism. We may therefore ask why the negatives of defensive pessimism are typically consid-
ered “true negatives” by positive psychologists who discuss Norem’s findings, whereas the
negatives of strategic optimism tend to be ignored by positive psychologists who compare
defensive pessimism, a context-dependent coping strategy, to dispositional/traititke optimism
instead of to strategic optimism or to the functioning of anxious persons who do not use
defensive pessimism (see Scheier & Carver, 1993, p. 29 and Held, 2004, pp. 23-24).

Norem (2014) reminds us that an important question for adaptive functioning is what
negative thoughts and affects do, what kind of functioning they motivate, not simply how they
feel. Thus, we should consider functionality itself to be an important outcome category, distinct
from affect. In particular, Norem (2014, p. 259) acknowledges the “hedonic failure” of defensive
pessimism, but asks us to consider how it improves adaptive functioning nonetheless. Of interest
is that this distinction between hedonic and functionality variables permeates the positive
psychology literature as well, in the distinction between “subjective well-being” and “psychological
well-being,” respectively (e.g., Ryan & Deci, 2001).

Not surprisingly, Norem (2014 ) now wishes that she had not used the term “defensive pessimism,”
because “defensive” is too negative:

If I could go back in time, I would change the name defensive pessimism to veflective pessimism, as
opposed to non-reflective optimism. . .. By choosing defensive to label the pessimistic strategy we were
studying, but strategic to label the optimistic counterpart, we inadvertently implied that there was
something better (i.c., more “strategic”) about strategic optimism compared to defensive pessimism
before we had gathered any data. (pp. 265-266, n. 4)

I would add to this that the term “pessimism” can be poison to positive psychologists who
cannot get past their toxic reaction, even when confronted with the undeniable positives of
defensive pessimism.!¢
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And so we see that terminology matters. Norem is surely most prominent among those who
study the “positive power of negativity.” And the failure of positive psychologists to integrate, or
better still to synthesize, Norem’s consistent findings across three decades of research into their
own research is the single most glaring example of how what is deemed negative a prior:
by them cannot possibly contribute to bona fide positive functioning. That is because positive
functioning for them logically entails enhancing, via “positive” interventions, what they deem to
be in “positive” territory, and anything less remains in “negative” territory, even if that territory
becomes significantly less “negative.”!” Put differently, if allegedly “negative” interventions and
states can be demonstrated to enhance adaptive /constructive — dare I say positive — outcomes,/
functioning, then the entire positive psychology enterprise collapses.

A More “Integrative” Research Program

Earlier I asked what positive (clinical) psychologists mean by integration, and why they seek
integration. Recall that Wood and Tarrier (2010, p. 280) express a common-sense view of
integration, namely, “a balanced and equally weighted focus on the positive and negative aspects
of life,” so that we should use both “positive” and “negative” interventions in practice. But just
what are the “positive and negative aspects of life”? As Norem demonstrates, what is positive /
functional for some, may be negative /dysfunctional for others, even within any given situation.
Again, the assumption that positivity and negativity have stable meanings/referents independent
of circumstantial particularity does not hold in psychology. And as I said earlier, the need for
this integration, or combined use, would not press if positive psychologists had not made the
ontologically dubious move of carving psychological reality a prior: into positive and negative
components, which components then must be put back together again, much like Humpty
Dumpty, alas.

One possible reason for seeking integration besides putting psychological reality back together
again is the desire to be comprehensive or complete, as an empirical precondition not to disregard
or exclude, on ideological grounds, any aspect of reality, as any legitimate science should strive
to do. But scrapping the divisive and dubious positive /negative distinction altogether does not
seem to be an option or even to occur to those who seek a more complete clinical science via
such integration.

As an antidote to all this, what if psychologists seeking to integrate negative /clinical interventions
with positive interventions studied how clinicians might work with, not against, “negative” thinking,
moods/emotions, and coping styles? Could this prescription have the potential to ground a more
comprehensive research program?

In The Positive Side of Negative Emotions, editor Gerrod Parrott (2014) compiled twelve
chapters written by psychologists who, taken collectively, have conducted three decades of
research in which they demonstrate how various negative emotions — including sadness; anxiety;
such social emotions as embarrassment, shame, guilt, jealousy; and negative coping styles such
as defensive pessimism — can be functional /adaptive.'® Since people seeking treatment often
experience emotions and thoughts (and behave in ways) that are bothersome (to someone),
it seems obvious that this line of research would be a prime candidate for integration into a
positive clinical psychology, to work with each patient’s tendencies (both positive and negative)
as well as against them. But as with Norem’s findings, to my knowledge this has not yet come to
pass, at least not in any sustained, thoroughgoing way.

In his preface, Parrott begins conceptually by examining what is meant by positive versus
negative emotions. He notes that there is agreement historically about which emotions are
negative and which are positive (Colombetti, 2005)." However, there is disagreement about
“what makes an emotion positive or negative” (p. x). Regarding the criteria or boundary condi-
tions for the use of these two terms, he cites Solomon and Stone (2002), who
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listed 18 ways in which positive and negative emotions have been distinguished. Some of the distinctions
are ethical: virtue versus vice, right versus wrong, socially approved versus socially unacceptable. Other
distinctions ... focus more on the emotions’ effects: healthy or unhealthy, calming or upsetting, strength-
ening or weakening, satisfying or dissatistying, motivating approach or motivating avoidance. Yet other
interpretations focus on the various appraisals and judgments that are attached to the emotions: is the
situation in accord with one’s wishes or not. ... Positive and negative have also been taken to refer to
qualities of phenomenal experience: perhaps the former emotions are pleasant whereas the latter are
painful. (Parrott, 2014, p. x)

Of prime empirical importance, Parrott adds, “One commonality is that both positive and
negative emotions can be either functional or dysfunctional,” and so he is keen to study the
“factors that help determine when an emotion will work adaptively in a particular context” (p. xiii).
Parrott does not reject the distinction between positive and negative emotions, and so some
may charge him with perpetuating the dubious dualism. However, he and his contributors
do not use it @ priori, but rather in regard to circumstantial demands, both interpersonal and
intrapersonal, thereby allowing negative emotions to have positive consequences. The retention
of this non-a priori use of positivity and negativity can be seen as a corrective step along the way
to a more complete (and objective) psychological science, just as Wood’s and Tarrier’s (2010)
call for integration can be seen as a corrective step, albeit one that is less radical. In any case,
in addressing what psychologists might mean when they expressly categorize emotions as either
positive or negative, Parrott says that the aforementioned eighteen senses of positive and
negative are problematic because they “do not categorize the same emotion consistently.
For example, anger can be painful or pleasurable or both, depending on the circumstances, so
phenomenal experience does not explain why anger is considered a negative emotion” (p. x).
What is needed is of course a “consistent basis for justifying why each emotion is classified as
positive or negative,” and Parrott finds “the most useful criterion [to be] the situation’s perceived
compatibility with a person’s needs, goals, and values: negative emotions generally involve inter-
preting something as being against one’s wishes” (p. xi). Needs, goals, values, and wishes are all
highly pertinent to agency, the enhancement or restoration of which, I said at the outset, may
arguably be seen as an overarching goal of all (clinical) psychological interventions. If this is so,
then perhaps yet another answer to the “why” question of integration is to enhance agency as
robustly as possible, in which case, I submit, the muddled positive /negative distinction hinders
rather than helps. Put differently, if the overarching goal of clinical psychological interventions is
agency, then that goal should reflect the aspect of reality to which that goal is applied. And the
ontologically dubious conceptualization that carves reality into positive and negative domains,
in which, as we have seen, “negativity” can enhance “positivity” and vice versa (Norem, 2008;
Parrott, 2014), is, I again submit, not a conceptualization of reality that clearly or rationally serves
that goal. With this in mind, I turn to consideration of rational agency in clinical psychology.

Agency and Psychological Interventions

Parrott’s preferred criterion for classifying an emotion as positive or negative resides in agency’s
neighborhood, if not in the same house. As I have been using the term, agency consists in
the ability to deliberate about one’s goals (usually based on one’s desires) and then act on the
products of those deliberations. In deliberating about and acting on a goal rationally, one’s
beliefs about how best to fulfill (or not to fulfill) a desire should be in accord with reality and
each other and with what action (or nonaction) is realistic, given the circumstances.?® Rational
agency may thus be said to entail self-control /autonomy, which is surely a component of the
executive functioning and psychological flexibility on which psychological well-being necessarily
depends (Joseph & Wood, 2010, pp. 834-835; Kashdan & Rottenberg, 2010, pp. 870-873).
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If this is so, restoration of agency, to whatever degree, must be at the conceptual core of
a positive clinical psychology — or, in my parlance, of most if not all kinds of psychological
interventions, whether they are considered positive or negative by anyone.

Being an agent, one who acts with intention/self-control /autonomy, may now be said to
depend on one’s rational agency. The inability to act rationally, then, means that one cannot be
an agent, in which case one cannot act at all. To clarify, K. W. M. Fulford (1994) proposed that
delusions, which, he asserts, are “the paradigm symptoms of mental illness” (p. 205), reflect a
lack of agency, in that the delusional person lacks good reasons for his or her actions (at least in
the delusional domain), and in so lacking lacks action itself (in the delusional domain). This is so
because for Fulford (and other philosophers) bona fide action (logically) entails good /rational
reasons for that action. So, no (rational) reason for an “action,” no action — period. (In which
case the term “rational agency” or “rational action/acts” is redundant; agency/action entails
reason/rationality.) Indeed, loss of agency as broadly defined here may be thought of as a
superordinate characteristic of mental illness and psychological distress, in their diverse mani-
festations. Put differently, loss of agency entails loss of personhood, which depends on agency
(Evnine, 2008; Held, 2010), to return to Aldo Llorente, with whom we began.

Since Parrott’s contributors demonstrate how various negative emotions may, in their relevant
circumstances, contribute to adaptive functioning and thus to rational action/agency, we may
again wonder why positive psychologists of all stripes have not been happily inclined to integrate
this large body of research into their research programs rigorously. One reason may be the
blinders worn by many of them owing to their 2 priori understanding of the terms “positive”
and “negative.” Alternatively, if most positive psychologists have been aware of this research and
have deliberately chosen not to entertain it seriously, then they may not be quite as integrative /
inclusive as they may suppose.

Conclusion

To advance a comprehensive science of clinical psychology in which agency gets top billing, it is
just as important to study the adaptive/constructive enhancement of “negativity” as it is to
study the adaptive /constructive enhancement of “positivity.” I would therefore broaden Wood’s
and Tarrier’s conceptualization of integration: in addition to their proposed use of both
“positive” interventions, those that directly target enhancing “positive” states, and “negative” /
clinical interventions, those that directly target diminishing “negative” states, I propose the use
of what I will now call “positive-negative” interventions, those that directly target enhancing
“negative” states that benefit adaptive /constructive /rational or “positive” functioning, as in the
case of defensive pessimism interventions for anxious people.

All of these I prefer to call “psychological interventions,” in a synthesizing semantic/
conceptual move that allows what has been labeled “negative” to be construed as “positive”
(and vice versa) where warranted — if we absolutely must continue to use the misleading termi-
nology of “positivity” and “negativity” in psychology.

Notes

1 The author thanks Michael Katzko, Robert Shechan, Lisa Osbeck, and William Mechan for
their helpful comments on earlier drafts of this manuscript. Thanks also to Emily Martin for
her help in the preparation of the manuscript itself.

2 Accordingly, I sometimes place the terms “positive” and “negative” and their variants in
scare quotes, especially when I want to emphasize the misleading and dubious meanings
given to them by positive psychologists.
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The term “positive clinical psychology” suggests that “clinical psychology” is actually
“negative clinical psychology,” meaning it does not employ positive psychology interventions,
as defined above.

Seligman, Rashid, and Parks (2006) state, “Positive Psychotherapy (PPT) contrasts with
standard interventions for depression by increasing positive emotion, engagement, and
meaning rather than directly targeting depressive symptoms” (abstract, p. 774). Smith,
Harrison, Kurtz, and Bryant (2014) state, “By positive intervention, we mean a structured
activity ‘aimed at cultivating positive feelings, positive behaviors, or positive cognitions’
(Sin & Lubomirsky, 2009, p. 467)” (p. 45).

By “a priori,” 1 do not mean that designations of positivity and negativity in positive
psychology were themselves derived independently of a// experience, as in a strict definition
of a priori. Instead, I mean that these designations, having been determined, are certainly
used independently of the experiential /circumstantial particularities of any and all individuals
to whom those designations are then applied by positive psychologists.

Wood and Tarrier state, “Positive psychology research can best impact on the scientific
knowledge base of psychology, and be utilized to improve people’s lives, if it avoids
becoming embroiled in a movement and rather becomes fully integrated with the daily
research and practice of mainstream disciplines (so that positive functioning is included
alongside negative functioning in research designs, and increasing the positive is as impor-
tant a focus of therapy as decreasing the negative)” (p. 820). In Authentic Happiness,
positive psychology movement founder Seligman (2002) himself calls for integration and
balance: “Positive Psychology aims for the optimal balance between positive and negative
thinking. . .. Positive psychology is a supplement to negative psychology, not a substitute”
(pp- 288-289, n. 96).

Vella-Brodrick (2014) challenges the “positive and negative divide” and calls for its removal:
“The divide between positive and negative is not helpful or representative of best prac-
tice and more work is needed to remove this dichotomy and create a more blended and
inclusive concept of mental health” (p. 421). But then she reinstates that very dualism by
“emphasizing the need for positive processes” (p. 421).

I return to “b” in my discussion of the relation of goals and motivations to what is considered
positive and negative.

Fredrickson (2009) and Fredrickson and Losada (2005) touted the evidence for this theory
repeatedly in the now-famous 3:1 and 12:1 ratios of positive to negative emotions (i.c., “tipping
points”), in which only scores within those ranges allegedly predict “flourishing.” In their
debate, Fredrickson’s and Losada’s (2005) “nonlinear dynamic model” of positive emotions
was challenged convincingly by Brown, Sokal, and Friedman (2013). As Brown and colleagues
(2014 ) summarize, “Fredrickson and Losada (2013) withdrew [ that] model, but Fredrickson
(December 2013) reaffirmed some claims concerning positivity ratios on the basis of
empirical studies” (p. 629), which “evidential” basis they also challenge clearly and dismiss
convincingly.

Barlow (2010) said, “Greater emphasis on more individual idiggraphic approaches to
studying the effects of psychological interventions would seem necessary if psychologists
are to avoid harming their patients” (abstract, p. 13; emphasis added).

McNulty and Fincham (2012) demonstrate how forgiveness, optimism, benevolent
attributions, and kindness — favorite “positives” of positive psychologists — have backfired.
Also see Held (2013).

Linley and Joseph (2004b) designate “optimal functioning” the “desired outcomes of
positive psychology” (p. 5).
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13 Norem (2008) defines strategic optimism as a strategy used by people who “do not feel
anxious or out of control in performance situations, . .. set high expectations, and ... avoid
thinking very much about what might happen, whether good or ill. They do what they
need to do, without the effort of mentally simulating various possible outcomes (but ...
they also begin without the defensive pessimists’ anxiety)” (p. 124).

14 See Held (2005, pp. 9-10) for quotation of positive psychologists (e.g., Aspinwall &
Staudinger, 2003; Gable & Haidt, 2005) who speak of defensive pessimism with unquali-
fied approbation.

15 DPeterson and Seligman (2004) said, “We do not deny that defensive pessimism can prove
useful in some circumstances, but the relevant research also shows that defensive pessimists
annoy others” (p. 528). They evidently miss the point of defensive pessimism, which is
to decrease debilitating anxiety so as to improve functioning. And need it be said that
optimists can be annoying?

16 Seligman (2002) said, “Pessimism is maladaptive in most endeavors. ... Thus, pessimists are
losers on many fronts” (p. 178).

17  As Seligman (2002) put it, “Lying awake at night, you probably ponder, as I have, how to
go from plus two to plus seven in your life, not just how to go from minus seven to minus
three and feel a little less miserable every day” (p. xi).

18 For carlier research on the benefits of negative emotions conducted by contributors to
Parrott (2014), see, for example, Forgas (2007) on sadness, Perkins & Corr (2005) on
anxiety, Van Kleef and C6té (2007) on anger, and Tamir and Ford (2009) on fear.

19 Typically, negative emotions include “fear, anxiety, loneliness, guilt, shame, embarrassment,
regret, disappointment, sadness, envy, jealousy, disgust, scorn, anger, frustration, and
irritability,” and positive emotions include “pride, contentment, relief, hope, exhilaration,
delight, eagerness, amusement, cheerfulness, happiness, wonderment, desire, admiration,
infatuation, and love” (Parrott, 2014, p. x).

20 One can have defective desires, which are by definition irrational and so should not be
pursued. See Erwin (2011) for a detailed exposition of defective desires, especially in
psychotherapy.
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A Practical Guide to Positive
Functioning Assessment in Clinical

Psychology

Stephen Joseph and Tom G. Patterson

For the past 30 years clinical psychology research and practice has largely been driven by the
psychiatric terminology of the Diagnostic and Statistical Manual, now in its fifth edition
(American Psychiatric Association, 2013). What this has meant is that clinical psychologists
have traditionally not been concerned with the promotion of well-being, but with the alleviation
of disorder, leading to a call for clinicians to go beyond the zero point in their assessment of
psychopathology (Joseph & Lewis, 1998). Since the introduction of the positive psychology
perspective (Seligman, 1999; Seligman & Csikszentmihalyi, 2000), there has been an increasing
emphasis in psychology on the promotion of optimal functioning defined by the presence of
certain emotions, cognitions, and behaviors.

At first glance, the study of positive psychology would seem not to be of concern to clinical
psychologists, but indications are that the positive psychology perspective can add value to
clinical practice (Duckworth, Steen, & Seligman, 2005). It may be that interventions to increase
positive functioning can help to alleviate disorder in some patients where traditional methods
have not worked, or where an increase in well-being may help to prevent future relapse. But it
is not only in the pursuit of the traditional goals of clinical psychology to alleviate disorder or
prevent relapse that the positive psychology perspective promises to be useful; the promotion of
well-being may also be a goal of value in itself to clinical psychology (Joseph & Linley, 2006a).
As such, the agenda of clinical psychology has begun to change as the ideas of positive psychology
permeate practice and research.

There is a need for clinical psychologists to introduce the measurement of optimal functioning.
As straightforward as this may sound, it requires consideration of the theories underpinning
clinical psychology practice and research. Our approach to this task is influenced by humanistic
psychology, which allows us to step back from the medical model assumptions of traditional
clinical psychology and consider alternative meta-theoretical views that may be better suited to
the development of a positive clinical psychology.

In this chapter we will: (1) discuss the place of meta-theory in clinical psychology, followed
by (2) an examination of the three different ways in which clinical psychologists can introduce
measures and assessment procedures into their research and practice, and, finally, (3) a discussion
of the implications for professional identity.

The Wiley Handbook of Positive Clinical Psychology, First Edition. Edited by Alex M. Wood and Judith Johnson.
© 2016 John Wiley & Sons, Ltd. Published 2016 by John Wiley & Sons, Ltd.
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The Place of Meta-Theory

By meta-theory what we mean are the deep-seated core assumptions underpinning practice and
research. In this respect, clinical psychology has traditionally been grounded in the medical model
(Joseph & Linley, 2006a). As familiar as the term “medical model” is, it is worth spending some
time describing what we mean by the medical model as in our view it is often misunderstood.

In short, the medical model is the idea that problems in living are akin to physical disorders.
When we suffer from physical disorders we visit a practitioner who, because of their expert
status, is able to identify the nature of our disorder and prescribe the appropriate treatment.
If, for example, we have a stomach complaint we might be given indigestion tablets. If we have
a broken leg we need to have it set in plaster so that the bone can heal. When we apply the
medical model as a metaphor to psychology we do exactly the same — the practitioner must
be expert in the different ways in which people experience problems in living so that they are
able to dispense the correct treatment. So it is that textbooks lay out their contents according
to psychiatric categories of disorder with summaries of research into the causes and treatments
of those specific disorders.

It is true that recent debate within the clinical psychology profession has led to challenges
to the medical model (e.g., Bentall, 2003; Marzillier, 2004; Johnstone, 2014). However,
typically, leading texts on clinical and abnormal psychology, including the present volume,
continue to be arranged according to clinical disorders: anxiety disorders, somatoform and
dissociative disorders, mood disorders, personality disorders, substance-related disorders,
psychotic disorders, and so on. Within such textbooks, it is a taken for granted assumption that
it is only through understanding the causes and treatments for each specific disorder that we
can conduct research and find the most helpful treatments. Thus, even in a volume such as the
present one, which proposes that we seek new positive psychological approaches, there remains
an implicit medical ideology at the core.

The fact that the medical model became the dominant way of thinking about psychological
problems is not surprising given the important historical role of psychiatry as a branch of medicine
and its gatekeeper function over healthcare. Clinical psychology in its early history was servant
to psychiatry and, as such, it is understandable that as it developed professionally over the years
it took the metaphor of the medical model forward. By doing so, it may have served its own
interests well in helping to establish itself as a mainstream profession alongside psychiatry.
In contrast, counseling psychology with its roots in the humanistic tradition and its explicit
rejection of the medical model struggled to find a similar status (Vossler, Steffan, & Joseph,
2015). Ironically, as clinical psychology moves toward challenging the medical model assumptions
at its core and looks to positive psychology to provide a new vision for its practice, it now follows
in the footsteps of counseling psychology several decades carlier.

However, after several decades of adopting the medical model, clinical psychology is well
established internationally as a profession in its own right and no longer servant to psychiatry.
Even so, the medical model remains a pervasive influence in clinical psychology. This last statement
might surprise many readers who would see clinical psychology as having moved beyond the
medical model, but what they often tend to mean is the biomedical model.

The biomedical model applies the same logic as the medical model, but additionally assumes
a biological cause. The medical model as we have described it does not necessarily imply a
biological cause. What is medical is that the approach taken is metaphorically a medical one
requiring diagnosis and prescription. For example, an approach to depression and anxiety based
on viewing them as distinct disorders requiring disorder-specific psychological treatments is a
medical model approach.

It is also true that the current context of the clinical psychology profession in the United
Kingdom, which practices predominantly within the National Health Service (NHS), may serve
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to promote the continuation of medical-model informed approaches to mental health difficulties.
For example, NHS services and professionals are expected to follow the National Institute for
Health and Clinical Excellence (NICE) guidelines on the therapies or “treatments” considered
effective for mental health difficulties, and these in turn are often based on evidence from
randomized control trial (RCT) research designs that can often reinforce medical model
conceptualization of mental health difficulties.

Diagnosis and prescription are terms that many clinical psychologists will not identify with
and as such may not view themselves as medical model practitioners, and certainly there has been
much criticism from within clinical psychology of the limitations of narrow diagnostic approaches
over recent years (e.g., Bentall, 2003; Marzillier, 2004; Johnstone, 2014). However, clinical
psychology does concern itself with formulation, an approach to making sense of the client’s
distress and mental health difficulties.

Formulation is a broad concept, perhaps best considered as a continuum. At one extreme it is
akin to person-centered practice insofar as the client takes the lead in understanding their
situation and the therapist offers no intervention as the client’s understanding is sufficient to
drive the therapeutic process forward (see Sanders & Joseph, Chapter 28, this volume). At the
other extreme, it is akin to medical model practice as the therapist takes the lead in formulating
the problem and offering the solution. It is important to acknowledge that, between these two
extremes, there are many different approaches to formulation and also that the importance of
collaborative development of a formulation and of respecting service users’ views about accuracy
and helpfulness of the formulation has been increasingly emphasized in recent years (Johnstone &
Dallos, 2006; Division of Clinical Psychology, 2011) and underpins many clinical psychologists’
approach to formulation.

Formulation in clinical psychology increasingly attempts to value clients’ perspectives in making
sense of difficulties. For example, clinical psychologists adopting a social constructionist informed
perspective such as in systemic formulation do not assume that a position of certainty can be
reached, but will instead strive to collaboratively develop working hypotheses that are constantly
open to revision, drawing upon social and relational factors while also recognizing that the
therapist’s assumptions and values are inherently present in any hypothesis (Johnstone & Dallos,
2006). However, it is important to emphasize that whenever guided by a professional-as-expert
stance, formulation simply becomes another form of medical model practice, insofar as it requires
the practitioner to apply his or her expert knowledge to understand a client’s problems in such
a way as to recommend the best course of treatment.

By turning our attention to well-being we have the opportunity to rethink our adherence to
the medical model, but a further misunderstanding is that positive psychology is by definition
not a medical model approach (Joseph & Linley, 2006b). Insofar as we seek to find ways to prescribe
interventions for people to increase certain aspects of well-being, positive psychology is also
grounded in the medical model. Instructing people to use gratitude exercises, for example, to
overcome depression may make use of positive psychology, but it does so within a medical model
framework.

As already noted, even this book on positive clinical psychology continues to propagate
the notion of the medical model insofar as it, like traditional texts, is structured in terms of
psychiatric categories. An alternative meta-theoretical framework to the medical model is the
humanistic person-centered approach that posits that people are intrinsically and naturally motivated
toward their full potential and optimal functioning unless this tendency is usurped and thwarted
by social environmental conditions leading to incongruence between self and experience (Joseph
& Worsley, 2005a). As such, the person-centered approach is a nonmedical model as there is no
need for specific diagnosis and prescription of specific treatments as all psychological problems
result from this same underlying cause — incongruence between self and experience or self-alienation

(Joseph, 2015).
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It may be that how problems in living manifest are different from person to person in the ways
described in the typical clinical psychology text book, but this is an irrelevant observation for
person-centered therapists insofar as the problems are always at root caused by alienation between
self and experience. For those that adopted the humanistic approach, diagnosis was often rejected
because the medical model was rejected. If, as in the person-centered tradition, all problems in
living stem from inauthenticity there is no need for diagnosis because there is no need to determine
specific treatments for specific problems. In person-centered psychology this is known as the
specificity myth as it is understood that all psychological problems can be helped through accepting,
empathic, and genuine relationships that foster the client’s agency (Bozarth & Motomasa,
2005). This approach, which has been at the core of person-centered psychology for over 50
years, emphasizes the therapeutic relationship over and above the use of techniques (Sanders &
Joseph, Chapter 28, this volume).

The point is that the core issue when considering measurement is always first and foremost a
consideration of underpinning theoretical frameworks and thus the selection of theory consistent
instruments and assessment procedures (Patterson & Joseph, 2007; Joseph, 2015). As such,
clinical psychologists have traditionally tended to work within the medical model framework and
use diagnostically based measurement, whereas counseling psychologists when they have used
measurement have tended to prefer those that emphasize growthful functioning, authenticity,
and the ways in which people find meaning and purpose.

Next we will offer the reader a practical framework for the selection and use of various
measurement tools. We will summarize what we see as the most important theoretical issue
confronting the positive clinical psychologist: whether the positive psychology perspective adds
value to the existing business of clinical psychology, but does not change its essential medical
model nature, or whether the positive psychology perspective revolutionizes the way clinical
psychologists conceptualize people’s problems.

Three Forms of Measurement

First, the most obvious approach is to introduce new measures of positive functioning alongside
existing clinical scales. For example, there are several measures of well-being and life satisfaction
available that have proved popular among positive psychologists (e.g., Diener, Suh, Lucas, &
Smith, 1999; Lyubomirsky & Lepper, 1999; Tennant, Hillier, Fishwick, Platt, Joseph, Weich,
Parkinson, Secker, & Stewart-Brown, 2007). This would seem to be an obvious way forward,
but it can be problematic. The needs of the positive psychologist are different to those of the
positive clinical psychologist. Positive psychologists may choose these new measures without
necessarily having to consider their conceptual relationship to psychopathology. For the positive
clinical psychologist, however, this consideration should be uppermost in their mind. Otherwise,
the danger is that measures are selected that are derived from incompatible theoretical frameworks.
For example, in recent years the study of post-traumatic growth has gained attention as
researchers and clinicians seek to understand how people may thrive in the aftermath of adversity.
It is relatively easy to select both measures of post-traumatic stress disorder and post-traumatic
growth for inclusion in the same study. No alarm bells ring if you do this. It is relatively easy
to administer paper-and-pencil tests and then conduct statistical analysis on the association
between measures. It is not unusual to see such studies. But this is to misunderstand that the
concepts themselves can be understood from mutually exclusive paradigms such as the medical
model and humanistic psychology, respectively, and as such it is like mixing oil and water (Joseph &
Linley, 2005, 2006b).

What does it mean to say that a medical model construct such as post-traumatic stress disorder
is correlated with a humanistic construct of posttraumatic growth? Such data can be interpreted



Positive Functioning Assessment in Clinical Psychology 51

only from one of these mutually exclusive paradigms. Either post-traumatic growth is viewed
through the lens of the medical model, or post-traumatic stress is seen through a humanistic
lens. This can be seen most clearly in the evidence wars for the effectiveness of therapies for
specific treatments when outcomes are defined in terms of medical model categories regardless
of their meta-theoretical assumptions. However, reliance on symptom reduction as the key
indicator of effectiveness in research into therapeutic effectiveness implies an assumption that
symptom reduction is a neutral concept that is shared by all the different therapeutic approaches.
This assumption of neutral objectivity is erroneous in the same way that claims that a neutral
language of scientific observation exists have been shown to be erroneous (Popper, [1959]
1980). For example, how do humanistic therapies compare with cognitive therapies in the
treatment of depression? Traditionally, the answer to this question would be determined on that
basis of comparison of “treatments” using RCT studies with symptoms of depression as the
measured outcome. This approach was developed within a biomedical model paradigm, initially
to compare treatments for physical illnesses and later extended to study effectiveness of treat-
ments for mental health difficulties. The choice of depression as the outcome is, however, not
theoretically compatible with those humanistic therapies that do not conceptualize problems as
symptoms of disorder, but as problems of self-alienation and lack of authenticity (Joseph &
Wood, 2010).

Despite the fact that humanistic therapies do not focus on symptom reduction as the key
indicator of therapeutic effectiveness, approaches such as client-centered therapy still perform
relatively well in RCT studies (see, e.g., Elliott, 1996; Friedli, King, Lloyd, & Horder, 1997,
King, Sibbald, Ward, Bower, Lloyd, Gabbay, & Byford, 2000; Sanders & Joseph, Chapter 28,
this volume). However, that does not mean we should ignore the fact that the basis for
comparison in such studies is a conceptualization of mental distress and an indicator of recovery
that is not congruent with nonmedicalized approaches. A more balanced question, one that
respects the different paradigms within which each of these therapeutic approaches has evolved,
would be how do these therapies compare in the facilitation of authenticity and the treatment of
depression? In this latter way, each therapy is evaluated on the basis of its own epistemological
framework and that of the other therapy.

The second way in which clinical psychologists can introduce positive psychology into their
practice is to re-evaluate their existing tools. Some existing clinical measures may already be
inadvertently assessing positive functioning. An example of such a measure would be the Center
for Epidemiological Studies Depression Scale (CES-D, Radloftf, 1977). The CES-D is one of the
most widely used tools to measure depression. The CES-D consists of twenty items, sixteen of
which are negatively worded (e.g., “I felt sad”; “I felt I could not shake the blues even with help
from my family or friends”; “I thought my life had been a failure”), and four of which are
positively worded items (“I felt happy”; “I enjoyed life”; “I felt that I was just as good as other
people”; “I felt hopeful about the future”). Scoring of the CES-D involves reverse coding the
positive items and totaling all items to form a single score ranging from 0 to 60. A score of zero
means that the respondent has rated all negative items as “rarely or none of the time” and all the
positive items as “most or all of the time.” As such, it is evident that a score of zero does not
simply indicate the absence of depression, but also the presence of happiness. Researchers have
traditionally used the CES-D to measure levels of depression, but have not paid attention to the
fact that it can equally be conceptualized as a measure of happiness (Joseph, 2006, 2007), a fact
supported by a factor analysis conducted during the initial development of the measure that
identified “positive affect” as one of four underlying factors that together account for 48% of the
total variance in the scale (Radloff, 1977; see also Wood, Taylor, & Joseph, 2010). Thus, one
can imagine how by a re-evaluation of existing instruments in light of positive psychology it will
be possible to select instruments that serve a dual purpose. By selecting such instruments it is
possible to accommodate the ideas of positive psychology. However, the challenge of this
approach is that it requires us to reconceptualize what it is that we are measuring in the first place.
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Depression in psychiatric terms is a categorical variable, but it is not unusual for psychologists
to assess depression dimensionally. An example of this is the use of the Beck Depression Inventory
(BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), a widely used measure of depression.
Originally developed as a taxonomic tool, it has since been used in many studies to provide a
dimensional score of depressive experiences. Scores on the BDI have a potential range of 0 to 63.
A score of 63 indicates intense depressive experience, whereas a score of 0 indicates the
absence of depression. But a score of zero on the BDI does not imply positive functioning
(Joseph & Lewis, 1998). What does it imply if we think of depression dimensionally and more
importantly what is the nature of that dimensional construct? As discussed, the CES-D goes
beyond the zero point of the absence of depression to the presence of happiness. At a practical
level such an approach has its uses as it allows clinicians to seemingly maintain their business
as usual approach while incorporating positive psychology, but at a theoretical level such an
approach is more complex as it challenges the original conceptualization of the measure. In the
case of the CES-D, the implication is that the constructs of depression and happiness are essentially
synonymous, representing opposite end-points of a single continuum (Wood, Taylor, & Joseph,
2010). As such it may be that one rejects the traditional psychiatric system for its neglect of the
positive aspects of living, and for painting an incomplete and skewed portrayal of clients, but
nonetheless adopts the medical model (Joseph & Linley, 2006b). The medical model need not
be a deficit-based approach. Positive clinical assessment within the medical model can explore
strengths as well as weaknesses.

The idea that depression and anxiety can be studied dimensionally in this way offers a useful
positive clinical psychology perspective (Joseph & Wood, 2010). Such a measure is the twelve-
item Positive Functioning Inventory (Joseph & Maltby, 2014 ), which addresses the traditional
needs of clinical psychologists to assess levels of depression and anxiety, but within a framework
of positive psychology that recognizes that when assessed dimensionally, these are statistically
bipolar continuous states with happiness and contentment.

Going beyond the specific categories of depression and anxiety, one groundbreaking example
of a comprehensive nondeficit strengths-based approach to the medical model is presented
by Rashid (2015), who conceptualizes symptoms of major psychological disorders in terms of
lack or excess of strengths. For example, depression can result, in part, because of lack of hope,
optimism, and zest, among other variables; likewise, a lack of grit and patience can explain some
aspects of anxiety, and a lack of fairness, equity, and justice might underscore conduct disorders.
The above are approaches that are consistent with the language of the medical model, but
extend thinking to new forms of continuous assessment with a positive psychology focus.

The third way is to use measures developed specifically for positive clinical psychology, which
move away from diagnostic terminology and the medical model and are developed on the basis of
new understandings of well-being. The humanistic approach is one such example, particularly
person-centered psychology with its meta-theoretical perspective of actualization as the core
motivation underpinning psychological development (Joseph & Linley, 2006a). Specifically, there
is an important philosophical distinction to be made between hedonic well-being and eudaimonic
well-being, or subjective well-being (SWB) and psychological well-being (PWB), respectively,
in the contemporary language of positive psychology. As illustrated in the section above, the
traditional focus of clinical psychology has been on SWB, which has been conceptualized as
decreasing negative affective states such as depression and anxiety, and, more recently, drawing
upon positive psychology to also increase positive states such as happiness and contentment.

In contrast, PWB reflects engagement with the existential challenges of life (see Ryan & Deci,
2001), and is often operationalized as involving autonomy, self-acceptance, environmental
mastery, purpose in life, positive relationships with others, and personal growth (Ryff & Keyes,
1995). Although SWB and PWB are related, philosophically (Ryff & Keyes, 1995; Ryff &
Singer, 1996) and empirically, they can be considered separable (Waterman, 1993; Compton,
Smith, Cornish, & Qualls, 1996; Keyes, Shmotkin, & Ryft, 2002).
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Previously, while SWB has been the focus of clinical psychology, PWB has been the focus of
humanistic and existential psychology (e.g., Rogers, 1959; Joseph, 2015). But with the emergence
of positive psychology and now positive clinical psychology, in conjunction with challenges to
the illness ideology, clinical psychologists are beginning to rediscover the ideas of humanistic and
existential psychology. For example, above we considered the difficulties in bringing together
post-traumatic stress and post-traumatic growth as they can represent competing meta-theoretical
systems. Viewing post-traumatic growth as an expression of the humanistic orientation we can
begin to reconceptualize post-traumatic stress as a process rather than as an outcome variable.
Another example of measures based on nonmedical model frameworks is the Authenticity Scale
(Wood, Linley, Maltby, Baliousis, & Joseph, 2008), which was designed to be consistent with
person-centered psychology (Rogers, 1959). Absence of authenticity is viewed as arising through
a lack of congruence between conscious awareness, inner emotional and cognitive states, and the
social environment, and is the cornerstone of all expressions of psychopathology that are not
biological in origin (Joseph & Worsley, 2005b).

Similarly consistent with the person-centered goal of facilitating a loosening of the client’s
rigid internalized rules and values, resulting in less constrained and less contingent self-relating,
the Unconditional Positive Self-Regard Scale (Patterson & Joseph, 2006, 2013) provides a brief
and theoretically congruent measure of therapeutic change within a humanistic paradigm.
As such, although humanistic psychologists such as Rogers have discussed fully-functioning
authenticity and unconditional positive self-regard, these notions did not evolve in an organized
system of clinical assessment and intervention, as in that approach there is no need for such an
organized system. Indeed, such a system is contrary to the aim of therapy which is to foster
agency in the client.

Professional Issues

Described above are the three ways in which positive psychology measurement can be intro-
duced into clinical psychology. Each in its own way demands reflection on the rationale for the
choice of measures and assumptions about how the negative and the positive relate to each
other. These are also issues of professional concern, as in their different ways they redefine
clinical psychology. The first approach would simply involve introducing measures of positive
functioning alongside existing clinical measures. The second approach emphasizes the promotion
of positive functioning within a strengths-based approach that continues to adopt the medical
model. The third approach challenges the medical model and looks to alternatives such as
the humanistic approach. The latter approach is the most controversial because it challenges
the nature of the clinical psychology profession and puts it into alignment with the traditional
aims of counseling psychology. Historically, counseling psychology was aligned with the
humanistic tradition of psychology and its emphasis on self-actualization and fully functioning
behavior.

Conclusion

While traditionally, clinical psychology has largely adopted psychiatric terminology, it has more
recently started to question the medical model of mental distress, and it is now important that
practitioners begin to introduce positive functioning into their practice. In this chapter we
have discussed ways in which clinical psychologists can engage with this new agenda by using
measures that are based on alternative conceptualizations of functioning. We find that humanistic
psychology offers new ideas that can inform how to conceptualize the relationship between
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negative and positive functioning. Each tool offers a conceptualization of well-being, either
explicitly or implicitly. It is becoming ever more important to build evidence for positive change
over the course of therapy. It is reasonable to expect that funders should want to see evidence
for effectiveness. But how effectiveness is defined is not straightforward. Traditionally, it has
been based on quite specific diagnostic criteria and the psychiatric terminology of symptom
reduction, which has suited some forms of clinical practice but not all. However, we can now
expect to see how outcomes are defined begin to change to include newer constructs drawn
from positive clinical psychology.

In changing the outcomes that we are interested in, we also change the parameters of
therapeutic engagement. Typically, clients perceive therapy as a time to talk about their distress
and dysfunction and to seek ways to find relief. But in changing the discourse to be about the
absence of positive functioning or authenticity, for example, expectations for therapy may
change to include seeking positive changes, and to learn to value oneself unconditionally or to
grow from adversity. As such, not only are such measures of positive functioning useful in
tracking change, but they can also play a valuable therapeutic role if used skillfully and in the
client’s interests. As clinical psychologists increasingly adopt the ideas of positive psychology we
hope our discussion will prove helpful to practitioners and researchers in choosing their
assessment tools.
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Positive Mood Dysfunction in
Psychopathology

A Structural Perspective
David Watson

Introduction

The goal of this chapter is to examine the associations between positive emotional experience
and major forms of psychopathology. In reviewing this evidence, I will use the hierarchical
structure of affect as an organizing framework. Starting in the 1980s, extensive evidence has
established the existence of two dominant dimensions of emotional experience: Negative Affect
(or Activation) and Positive Affect (or Activation) (Watson & Tellegen, 1985; Watson, Wiese,
Vaidya, & Tellegen, 1999). Negative Aftfect is a general dimension of subjective distress and
dissatisfaction. It subsumes a broad range of specific negative emotional states, including fear,
anger, sadness, guilt, and disgust. Its emergence in analyses of affect ratings indicates that these
various negative emotions significantly co-occur both within and across individuals. Thus, an
individual who reports feeling anxious and fearful is also likely to report substantial levels of
anger, guilt, sadness, and so on. In parallel fashion, the general Positive Affect dimension reflects
important co-occurrences among positive mood states; for instance, an individual who reports
feeling happy and joyful will also report feeling interested, excited, confident and alert. These
two higher-order factors emerge consistently across diverse sets of descriptors, time frames,
response formats, and languages (Watson & Clark, 1997b; Watson et al., 1999).

Both of these dimensions have important links to psychopathology (Clark & Watson, 1991;
Mineka, Watson, & Clark, 1998; Kotov, Gamez, Schmidt, & Watson, 2010; Watson & Naragon-
Gainey, 2010; Watson, Clark, & Stasik, 2011).To date, however, research in this area has focused
primarily on dysfunctional manifestations of negative affect. This focus is understandable, given
that elevated levels of negative affect are associated with a wide array of syndromes, including
anxiety disorders, depressive disorders, substance use disorders, somatoform disorders, eating
disorders, personality and conduct disorders, and schizophrenia/schizotypy (Mineka et al.,
1998; Kotov et al., 2010). Kotov et al. (2010) reported particularly striking meta-analytic
evidence for neuroticism, a personality trait that essentially reflects individual differences in
negative affectivity (Watson et al., 1999). Kotov and colleagues compared the mean neuroticism
scores of individuals without and without unipolar mood, anxiety, and substance use disorders.
Neuroticism displayed medium to large effect sizes (expressed as Cohen’s 4; J. Cohen, 1992)
with every analyzed disorder; for example, #s (corrected for unreliability) ranged from 1.33 to
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2.25 for major depression, generalized anxiety disorder (GAD), post-traumatic stress disorder
(PTSD), panic disorder, social phobia, and obsessive compulsive disorder (OCD). More generally,
based on an extensive literature review, Widiger and Costa (1994) concluded that “neuroticism
is an almost ubiquitously elevated trait within clinical populations” (p. 81).

In order to get a complete and balanced picture, however, it also is important to explicate
the nature of positive mood dysfunction in psychopathology. As I will show, the evidence here
differs from that reviewed earlier for Negative Affect in two important ways. First, in contrast to
the pervasiveness of negative emotional disturbance in psychopathology, positive mood
dysfunction shows much greater specificity: that is, although many syndromes show substantial
links to positive affect, others do not, such that individuals with these disorders report relatively
normal levels of positive mood. Second, unlike negative affect — which is consistently elevated in
clinical populations — positive affect does not display a consistent directional trend: whereas
many syndromes are associated with anhedonia and low levels of positive mood, other disorders
have been linked to excessive positive affect.

In the following sections, I review evidence for positive mood dysfunction in psychopathology.
I begin by examining three types of psychopathology that are clearly associated with anhedonia
and deficits in positive affect: (a) depression, (b) social anxiety,/social phobia, and (¢) schizophrenia/
schizotypy. I then conclude by examining data related to the bipolar disorders, which are associated
with elevated levels of positive affect.

Depression

Basic Mood Evidence

Basic data Findings from the mood literature have established that positive affect has stronger
and more consistent (negative) associations with sad, depressed mood than with other types of
negative affect. For example, Watson and Naragon-Gainey (2010, table 1) reported data based
on the eight-item Well-Being scale from the Inventory of Depression and Anxiety Symptoms
(IDAS; Watson et al., 2007), which contains items tapping high energy and positive mood
(e.g., Lfelt cheerful, I looked forward to things with enjoyment). Across large samples of psychiatric
outpatients (N = 1,006) and college students (N = 980), Well-Being had significantly stronger
correlations with a measure of depressed mood (7 = -.49 and -.46) than with scales assessing
anxious mood and anger (7s ranged from -.19 to -.37). Watson (2005) reported similar findings
based on the Sadness (e.g., sad, lonely), Fear (e.g., scared, nervous), and Joviality (e.g., happy,
enthusiastic) scales of the Expanded Form of the Positive and Negative Affect Schedule (PANAS-X;
Watson & Clark, 1999). Across fourteen samples (overall N = 9,663), Joviality was consistently
more strongly related to Sadness (mean 7 = —.36) than to Fear (mean » = -.10).

Two-factor model On the basis of similar data, Watson, Clark and Carey (1988) proposed a
two-factor model of depression and anxiety. In this model, negative affect represents a nonspecific
factor that is common to depression and anxiety, whereas low positive affect is a specific factor
that is primarily related to depression. With one noteworthy exception, this model has received
extensive support (e.g., Jolly, Dyck, Kramer, & Wherry, 1994; Watson, 2005). For example,
Watson et al. (1988) found that a negative affect scale was broadly related to measures of
both depression and anxiety (including indicators of panic disorder, phobias, and OCD),
whereas low positive emotionality was related primarily to depressive symptoms and diagnoses.
The one contrary finding is that positive affect also shows consistent negative associations with
social anxiety/social phobia (e.g., Brown, Chorpita, & Barlow, 1998; Watson, Gamez, & Simm:s,
2005; Kashdan, 2007; Naragon-Gainey, Watson, & Markon, 2009); I return to this issue
subsequently.
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IDAS-based Evidence

Overview Our ongoing work with the original IDAS (Watson et al., 2007) and the expanded
second version of the IDAS (IDAS-II; Watson et al., 2012) has helped to clarify the nature of positive
mood dysfunction in the mood and anxiety disorders. This research has yielded two key conclusions.
First, although positive affect measures are significantly negatively related to many indicators of
anxiety (including social anxiety/social phobia), they are most strongly and systematically associated
with depression. Second, low positive affect actually shows greater specificity than traditional
indicators of depression, including some of the formal symptom criteria for a DSM-IV (American
Psychiatric Association, 2000) major depressive episode. Our data therefore demonstrates that the
assessment and differential diagnosis of major depression can be enhanced by focusing more on this
positive mood deficit and deemphasizing nonspecific aspects of the disorder.

Relations with the Beck Inventories Three types of evidence support these conclusions. First,
the IDAS contains six scales that jointly capture all of the important symptom content included in
the nine DSM-IV diagnostic criteria for a major depressive episode (see Watson, 2009): dysphoria
(which contains items assessing depressed mood — Criterion 1, anhedonia/loss of interest —
Criterion 2, psychomotor disturbance — Criterion 5, worthlessness/guilt — Criterion 7, and
cognitive problems — Criterion 8); Lassitude (which captures both fatigue /anergia — Criterion 6,
and the hypersomnia portion of Criterion 4), Suicidality (which measures Criterion 9), Insomnia
(which taps the corresponding portion of Criterion 4), and Appetite Loss and Appetite Gain (which
jointly capture Criterion 3).

Watson (2009) examined how the IDAS scales correlated with the Beck Depression Inventory-II
(BDI-IT; Beck, Steer, & Brown, 1996) and the Beck Anxiety Inventory (BAI; Beck & Steer, 1990)
in two large samples (combined N = 2,783). Well-Being — which, as noted earlier, is a measure of
positive emotional experience — showed the most impressive specificity in these data, correlating
much more strongly with the BDI-II (mean 7 = -.56) than with the BAI (mean » = -.32). Lassitude
(mean 7s = .62 and .50, respectively), Suicidality (mean 7s = .58 and .47, respectively), and
Dysphoria (mean 7s = .81 and .71, respectively) also displayed a reasonable level of specificity in
these data (for an expanded version of these results, see Watson & Naragon-Gainey, 2010).

In contrast, the three remaining scales — Insomnia, Appetite Loss, and Appetite Gain — showed
much poorer specificity (see Watson, 2009, table 7). Indeed, Insomnia (mean 7s = .50 and .47,
respectively) and Appetite Loss (mean 7s = .39 and .39, respectively) had virtually identical
correlations with the two instruments. These results are particularly striking when one considers
that these IDAS scales actually share overlapping item content with the BDI-II, but not the BAI.

Relations with DSM-IV Diagnoses Second, Well-Being shows impressive specificity in rela-
tion to formal DSM-IV mood and anxiety disorder diagnoses (Watson & Naragon-Gainey,
2010). Watson and Stasik (2014) reported six analyses of diagnostic specificity that enabled
them to evaluate the robustness of these patterns across methods, measures, and populations.
To obtain current DSM-IV diagnoses, all participants were interviewed using the SCID-IV
(for inter-rater reliability data, see Watson et al., 2008). To examine diagnostic specificity,
Watson and Stasik (2014) computed polychoric correlations between depression symptom
measures and various DSM-IV mood and anxiety disorder diagnoses. Polychoric correlations
estimate the associations between normally distributed latent continuous variables that are presumed
to underlie observed scores (Watson & Tellegen, 1999; Flora & Curran, 2004; Schmukle &
Egloft, 2009). They retain the relative rank order information provided by Pearson correlations
(i.e., the same scales will be relatively strong — or weak — predictors of particular diagnoses), but are
unaffected by differences in prevalence rates, thereby facilitating cross-diagnosis comparisons.
Diagnoses were scored as 0 = absent, 1 = present, so that positive correlations indicate that higher
scores on a scale are associated with an increased likelihood of receiving the diagnosis.
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Consistent with the BDI-II/BAI results, indicators of positive mood/well-being showed
impressive diagnostic specificity in these data. Across the six analyses, they had a weighted mean
correlation of —.50 with diagnoses of major depression; in contrast, their average associations with
specific anxiety disorder diagnoses ranged from only -.05 (specific phobia) to -.30 (agoraphobia).
Once again, measures of dysphoria, lassitude, and suicidality also showed good specificity in
these data. Indicators of dysphoria had a mean correlation of .69 with major depression; their
average correlations with specific anxiety disorder diagnoses ranged from .18 (specific phobia)
to .44 (GAD). Lassitude symptoms had a mean correlation of .55 with major depression,
whereas their average correlations with specific anxiety diagnoses ranged from only .14 (specific
phobia) to .32 (panic disorder). Similarly, suicidality symptoms had a mean correlation of .49
with diagnoses of major depression, whereas their average correlations with anxiety diagnoses
ranged from only .11 (specific phobia) to .25 (PTSD).

In contrast, the remaining depression symptoms again displayed poor specificity. Insomnia
symptoms had very similar mean correlations with major depression (.36), PTSD (.34), panic
disorder (.31), and GAD (.28). Similarly, symptoms of appetite loss had a mean correlation of
only .35 with major depression; they correlated very similarly with panic disorder (average »=.32)
and actually had a slightly stronger association with PTSD (mean 7 = .38). Finally, the appetite
gain scales displayed weak associations with both depression (mean » = .17) and anxiety (7s ranged
from only -.09 to .09) diagnoses.

Incremental predictive power Third, Watson et al. (2008, table 7) reported a series of
logistic regression analyses that established the unique, incremental predictive power of individual
IDAS scales in relation to DSM-IV mood and anxiety disorders. The IDAS scales were the
predictors in these analyses; each of six individual DSM-IV mood and anxiety disorder diagnoses
(major depression, GAD, PTSD, panic disorder, social phobia, OCD) served as criteria in separate
analyses. Well-Being contributed significantly to the prediction of major depression (odds ratio =
0.60; 95% confidence interval = 0.45 to 0.80), but did not add to the prediction of any of the
anxiety disorders. Among the IDAS depression scales, only Dysphoria added significantly to the
prediction of major depression; in contrast to Well-Being, however, Dysphoria also was signifi-
cantly related to GAD and panic disorder. Thus, Well-Being again showed diagnostic specificity
to depression and, in fact, showed greater specificity than formal symptoms of depression.

Social Anxiety/Social Phobia

Associations with Extraversion versus Positive Affect

As stated previously, low positive affect also is consistently related to social anxiety, although the
magnitude is weaker than its association with depression. When examining these data, it is
helpful to include extraversion, one of the Big Five personality traits that is particularly relevant
to social anxiety and that is closely linked to the experience of positive affect. Numerous studies
have shown that although extraversion and positive emotionality are clearly related, they are not
identical, with most correlations ranging from about .50 to .70 (Watson & Clark, 1992; Watson
etal., 1999; Burger & Caldwell, 2000; Lucas & Fujita, 2000). Broadly speaking, extraversion is
a multidimensional higher-order trait that includes both positive affectivity and interpersonal
facets (Watson & Clark, 1997a). More specifically, Naragon-Gainey, Watson, and Markon
(2009) examined the lower-order structure of extraversion in two samples (students and psychiatric
patients), and identified four related but distinguishable facets: sociability, positive affectivity,
ascendance, and fun-seeking.

Whereas depression tends to be more strongly correlated with positive affect than with extra-
version, social anxiety shows the reverse pattern (e.g., Watson, Gamez, & Simms, 2005). Among
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the mood and anxiety disorders, social phobia consistently has the strongest negative association
with extraversion, with correlations typically in the —.35 to -.55 range (e.g., Trull & Sher, 1994;
Bienvenu, Samuels, Costa, Reti, Eaton, & Nestadt, 2004; Watson et al., 2005). The negative
relation between social anxiety and positive affect is weaker but still significant: Kashdan (2007)
reported a weighted mean correlation of —.36 in a meta-analysis of nineteen studies.

Similarly, Watson and Naragon-Gainey (2010, table 3) compared the extraversion scores of
individuals with and without major depression and various anxiety disorder diagnoses. As
expected, extraversion had its strongest effect size with social phobia (4 = -0.84). Moreover,
extraversion had a stronger association with social phobia than with major depression (4 = -0.52),
GAD (d=-0.44), PTSD (d = -0.30), and panic disorder (4 = -0.28). The IDAS Well-Being scale
showed the opposite pattern in these data, exhibiting a much stronger association with depression
(d = -0.89) than with social phobia (4 = -0.31). Overall, the available data indicate that positive
affect and extraversion have relatively specific associations with depression and social anxiety,
respectively.

Clarifying the Relation between Social Anxiety and Positive Affect

Given that social phobia is highly comorbid with depression (Watson, 2005, 2009), it is important
to examine whether the association between social anxiety and positive affect is largely due to
this shared variance. The available evidence indicates that although the magnitude of the
association is somewhat weakened, social anxiety remains significantly correlated with positive
affect independent of depressive symptoms. Kashdan (2007) analyzed thirteen studies that
reported partial correlations between social anxiety symptoms and positive affect, after controlling
for depression or related constructs (e.g., negative affect; eleven of these studies controlled
specifically for depressive symptoms). The weighted mean partial correlation was —.21; although
this is weaker than the zero-order meta-analytic correlation (7 = —.36), it is substantial enough
to establish an independent association between social anxiety and positive affect.

To tease apart the unique and shared components of these constructs, Naragon-Gainey et al.
(2009) used structural equation modeling to examine each of the four facets of extraversion
(including positive affectivity) in relation to social anxiety and depressive symptoms. After
controlling for shared variance among these constructs, positive affectivity remained significantly
related to social anxiety in two independent samples. Thus, the social anxiety-positive affect
association appears to extend beyond comorbidity with depression and beyond shared variance
with the interpersonal components of extraversion. Taken together, these results suggest that
social anxiety is specifically associated with a positive affect deficit.

Most of the research in this area is based on concurrent reports of social anxiety and positive
affect. Two studies by Kashdan and colleagues help to shed light on temporal issues and causal
directions, while also controlling for negative affect and depression. In an experience sampling
study, Kashdan and Steger (2006) found that socially anxious people reported lower levels of
daily positive affect and fewer daily positive events than nonanxious individuals. Furthermore,
both socially anxious and nonanxious participants reported lower positive affect on those days
they experienced greater social anxiety. In a prospective, three-month longitudinal study, those
with high levels of social anxiety subsequently endorsed stable, low levels of positive affect.
However, the reverse causal pattern was not supported, in that changes in positive emotions did
not predict changes in social anxiety (Kashdan & Breen, 2008).

Finally, there is evidence that the subtypes of social phobia may be differentially related to
positive affect. Generalized social phobia consists of anxiety during most or all social interactions,
whereas the performance subtype is limited to the fear of being observed by others while
performing an action (APA, 2000). Hughes, Heimberg, Coles, Gibb, Liebowitz, & Schneier
(2006) found that, after partialing out negative affect, the generalized subtype was associated
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with low levels of positive affect; in contrast, performance anxiety was unrelated to positive
affect. Similarly, Kashdan (2002) reported that positive subjective experiences (a factor on which
positive affect loaded highly) continued to be moderately correlated with generalized social anxiety
after removing shared variance with the performance subtype; in contrast, the association with
performance anxiety became nonsignificant after partialing out generalized social anxiety.

Watson and Naragon-Gainey (2010) presented further data supporting this differential
pattern. Specifically, they reported that generalized social anxiety correlated significantly more
strongly with positive affect (» = —.44) than did performance anxiety (» = —.31) in a sample of
204 psychiatric patients. After controlling for negative affect, the partial correlation with gener-
alized social anxiety remained significant (7 = -.26), whereas the partial correlation with
performance anxiety did not (7 = —.08). Additional studies of these subtypes may provide further
insight into the nature of the relation between social anxiety and positive affect.

Schizophrenia/Schizotypy

The Hedonic Deficit in Schizophrenia/Schizotypy

Overview There has been extensive research on emotional dysfunction in schizophrenia and
related disorders (including schizotypy and schizotypal personality), as well as several integrative
reviews. The accumulating evidence yields two broad conclusions (Watson & Naragon-Gainey,
2010). First, schizophrenia and schizotypy clearly are associated with a marked deficit in positive
affect, although the nature of this deficit differs somewhat from that observed in depression and
social anxiety. Second, more limited evidence suggests that this deficit is not as great as that
observed in depression. Thus, these data further suggest that low positive affect shows relative
specificity to depression.

The expressive deficit One striking aspect of schizophrenia — which distinguishes it from
depression and other disorders — is that it is associated with a specific deficit in emotional expres-
sion. That is, individuals with schizophrenia display a reduced capacity to communicate their
feelings both facially and vocally. Kring and Moran (2008) reviewed twenty-three studies and
concluded:

Compared to individuals without schizophrenia, individuals with schizophrenia display fewer positive
and negative emotional expressions in response to emotionally evocative film clips, foods, and social
interactions. Moreover, schizophrenia patients’ diminished facial and vocal expression distinguishes
them from other patient groups, including individuals with depression. (p. 821)

The experiential deficit This expressive deficit partly accounts for clinical reports of
anhedonia in the disorder (i.e., inexpressiveness can be misinterpreted as flat, constricted
affect). Clearly, however, there is an experiential deficit as well. Horan, Blanchard, Clark,
and Green (2008) reviewed thirteen studies that compared schizophrenia patients and nonclinical
controls on trait measures of neuroticism/negative affectivity and extraversion/positive
affectivity. Compared with the nonclinical controls, the schizophrenia patients showed
a consistent pattern of higher neuroticism/negative affectivity and lower extraversion/positive
affectivity. Nine of the reviewed studies used measures of extraversion, but the remaining four
were based on direct indicators of positive atfectivity. These four studies reported standardized
group differences (Cohen’s 4) ranging from -0.68 to -0.78 (median = -0.72), which reflects
a medium effect size. Similarly, Barch, Yodkovik, Sypher-Locke, and Hanewickel (2008)
reported a medium-sized difference (4 = -0.61) in positive affectivity between individuals
with schizophrenia and healthy controls.
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Positive versus negative symptoms Multiple studies have shown that self-report measures
of schizotypy and schizotypal personality are associated with higher neuroticism /negative affectivity
and lower extraversion/positive emotionality (Ross, Lutz, & Bailley, 2002; Kerns, 20006;
Chmielewski & Watson, 2008; for a review, see Horan et al., 2008). It is noteworthy, moreover,
that neuroticism /negative affectivity is broadly related to both the negative (e.g., constricted
affect, social aloofness) and positive (e.g., magical thinking, perceptual aberrations, suspi-
ciousness) symptoms of schizotypy, whereas extraversion /positive emotionality shows greater
specificity: it is consistently associated with the former but only weakly related to the latter.
For example, Chmielewski and Watson (2008) examined relations between extraversion and
five symptom factors derived from the Schizotypal Personality Questionnaire (Raine, 1991);
Extraversion correlated strongly with Social Anxiety (7= -.60 and -.62 at Time 1 and Time 2,
respectively), moderately with Social Anhedonia (7= -.29 and -.31, respectively), and weakly
with Eccentricity /Oddity, Mistrust, and Unusual Beliefs and Experiences (7s ranged from
only -.07 to .10).

The anticipatory deficit Surprisingly, however, individuals with schizophrenia have an
undiminished capacity to experience pleasure; that is, they show no impairment in positive
affect following a pleasant mood induction (interestingly, however, schizotypy scores are
associated with an hedonic deficit in this paradigm; for discussions of this issue, sece Kring &
Moran, 2008; A. S. Cohen & Minor, 2010; A. S. Cohen, Callaway, Najolia, Larsen, & Strauss,
2012; Strauss & Gold, 2012). A. S. Cohen and Minor (2010) conducted a meta-analysis of
fourteen studies that compared the positive affect levels of (a) patients with schizophrenia
versus (b) nonclinical controls in response to positive stimuli. The group difference was small
(Hedges D = -0.16) and nonsignificant, leading them to conclude that “there was little evi-
dence to suggest that patients were anhedonic in response to laboratory stimuli” (p. 147).

Why, then, do schizophrenia patients consistently report anhedonia/low positive affect
on trait measures (Horan et al., 2008)? There is growing evidence that schizophrenia is
associated with an anticipatory pleasure deficit, such that individuals with the disorder do
not expect to experience positive affect when engaging in future goal-directed activities
(Kring & Moran, 2008; A. S. Cohen & Minor, 2010). For example, Gard, Kring, Gard,
Horan, and Green (2007) found that schizophrenia patients anticipated less pleasure from
future activities than did healthy controls, particularly in relation to goal-directed activities.
Furthermore, this anticipatory deficit was associated with a reduction in goal-directed
activity in the schizophrenia group. These results suggest that although individuals with
schizophrenia experience normal levels of pleasure in response to rewarding activities, this
anticipatory deficit causes them to engage in these activities less frequently, thereby leading
to lower overall levels of positive affect.

In support of this argument, experience-sampling studies suggest that individuals with
schizophrenia do report lower levels of positive affect in their everyday lives (Kimhy, Delespaul,
Corcoran, Ahn, Yale, & Malaspina, 2006; Gard et al., 2007). Kimhy et al. (2006), for instance,
collected repeated mood ratings from ten hospitalized schizophrenia patients and ten healthy
controls over the course of a single day. Compared with the controls, the patients reported
elevated levels of sadness/depression and loneliness and lower levels of cheerfulness.

Specificity of the Deficit in Relation to Depression

To examine the specificity of this hedonic deficit, however, one must compare (a) patients with
schizophrenia versus (b) those with other disorders. Myin-Germeys et al. (2003) reported the
best available evidence to date. They obtained experience sampling data from 42 patients with
non-affective psychosis (a total of 1,890 momentary assessments), 46 patients with current
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major depression (2,070 assessments), and 49 healthy controls (2,499 assessments); analyses
were based on a three-item measure of positive affect (bappy, cheerful, satisfied). As would be
expected, the schizophrenia group reported substantially lower levels of positive affect (overall
mean = 4.4) than the healthy controls (mean = 5.5); using the standard deviation of the
psychosis patients, this translates into a 4 of -1.10.

It is important to note, however, that the schizophrenia patients also reported substantially
bigher positive affect than the depressed patients (mean = 2.2; again using the standard deviation
of the psychotic patients, this translates into a 4 = 2.20). These results suggest that although
schizophrenia is associated with a reduction in positive affect, this hedonic deficit is not as great
as that observed in depression. It should be noted, however, that whereas all the depressed
patients currently were experiencing an acute episode, most of the schizophrenia patients were
(a) in remission and (b) on medication. Thus, these findings very likely exaggerate the true
magnitude of the difference between these groups.

Joiner, Brown and Metalsky (2003) compared the BDI scores of 50 patients with major
depression and 52 patients with schizophrenia. They created two scales from the BDI, one using
three items assessing anhedonic symptoms and the other based on the eighteen remaining items.
It is noteworthy that the two groups did not differ significantly on the nonanhedonic items or
on the BDI total score. Consistent with the results of Myin-Germeys et al. (2003), however,
patients with major depression obtained significantly higher scores on the anhedonia scale than
the patients with schizophrenia. Overall, the available data suggest that anhedonia/low positive
affect is more strongly linked to depression than to schizophrenia.

Mania

State Associations

Until now, I have examined disorders that are associated with positive mood deficits. I conclude
with an examination of the bipolar disorders, which show a very different relation to positive
affect (Watson & Naragon-Gainey, 2010). Heightened positive affect is clearly relevant to mania,
in that the definition of manic episodes includes “abnormally and persistently elevated, expansive,
[or irritable] mood” (APA, 2000, p. 362). Manic symptoms are, in fact, associated with the
experience of elevated positive mood, with one daily diary study reporting a strong positive
correlation between mean levels of manic symptoms and positive affect over a period of several
weeks (7 = .54; Meyer & Hofmann, 2005).

Related to this, the expanded IDAS-II (Watson et al.; 2012) contains two bipolar symptom
scales: Mania (e.g., It felt like my mind was moving “a mile o minute”, I kept racing from one
activity to the next) and Euphoria (e.g., I felt like I was “on top of the world”, I had so much
enerygy it was bavd for me to sit still). Although it clearly has a pathological component, Euphoria
is associated with elevated positive affect and correlates strongly with the Well-Being scale that
was described earlier (Watson et al., 2012, report an overall correlation of .51 in a large
combined sample); thus, it essentially represents a pathological form of positive affect.
Euphoria also demonstrates impressive criterion validity (Watson et al., 2012): among the
IDAS-II scales, it had the strongest individual associations with both (a) SCID diagnoses of
current manic episodes (polychoric » = .47) and (b) the Mania scale (» = .64) from the
Interview of Mood and Anxiety Symptoms (IMAS; Gamez, Kotov, & Watson, 2010; Watson
etal., 2007, 2012).

Current manic episodes are clearly associated with elevated levels of positive affect, a fact that
distinguishes them from most types of psychopathology. Because current mania also is likely
to impact ratings of trait positive affect (see Johnson, Gruber, & Eisner, 2007), I emphasize
findings in remitted patients or analogues in the following section.
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Trait Associations

Self-report data based on trait positive affect scales have yielded mixed results for those at risk for
mania. Studies have found that trait positive affect levels among currently remitted individuals
diagnosed with bipolar I disorder do not differ from those of normal controls (e.g., Bagby et al.,
1996, 1997). Likewise, in a daily diary study, mean levels of daily positive affect over 28 days
among those with a lifetime diagnosis of cyclothymia were similar to levels reported by normal
controls (Lovejoy & Steuerwald, 1995). However, other results suggest atypical levels of trait
positive affect among those with a bipolar disorder or who are at risk for developing a bipolar
disorder. For instance, when shown positive, neutral, and negative film clips, those at high risk
for mania (as identified using a self-report measure) reported greater levels of positive mood
than those at low risk for mania, regardless of the valence of the clip (Gruber, Johnson, Oveis, &
Keltner, 2008). In contrast, Gruber, Culver, Johnson, Nam, Keller, & Ketter (2009) reported
unexpectedly low levels of positive affect among individuals in recovery from bipolar I or a
bipolar spectrum disorder, as compared with normal controls (4 = -1.5). In interpreting these
conflicting results, it should be noted that because individuals with bipolar disorders experience
extreme levels of positive affect during mania and depression, their subjective scale for rating
positive affect might differ from those who have never been manic (Johnson et al., 2007).

Conclusion

Positive affect shows impressive specificity in its associations with psychopathology. That is, the
reviewed data establish that low levels of positive affect are a distinguishing feature of depression,
social anxiety, and schizophrenia /schizotypy. Moreover, a more limited range of evidence suggests
that indicators of positive affect are more strongly and systematically linked to depression than
to these other syndromes. Finally, in marked contrast to these other disorders, indicators of
mania tend to be associated with elevated levels of positive affect.

However, my review of the literature also reveals some significant limitations of the current
evidence. I conclude this chapter by highlighting three basic considerations that should inform
future work in this area. First, specificity evidence still is limited in a number of key areas. For
instance, very few studies have directly compared the magnitude of the affective deficits in
depression and schizophrenia. Although the limited evidence tentatively suggests a greater
positive mood deficit in the former compared with the latter, more work is needed before any
firm conclusions can be drawn.

Second, this review demonstrates the importance of distinguishing carefully between strongly
related — but separable — constructs. For instance, the evidence indicates that depression is
more strongly negatively correlated with measures of positive affect than with scales assessing
extraversion, whereas social anxiety shows the reverse pattern. Future work in this area will
benefit from a more intensive assessment strategy that targets several related constructs within
this domain. Moreover, as is demonstrated by the results of Naragon-Gainey et al. (2009), it
can be very informative to assess multiple subcomponents within each of these basic constructs
(e.g., different facets within extraversion; specific types of positive affect).

Third, future studies should clarify the nature and source of these observed deficits. One
particularly crucial issue is the extent to which observed deficits reflect (a) reduced exposure
to rewarding activities versus (b) a diminished capacity to experience pleasure in response to
such activities. For example, the reviewed evidence suggests that individuals with schizophrenia
retain a normal capacity to experience pleasure, but engage in rewarding activities less frequently
because of an anticipatory deficit that leads them to underestimate the hedonic value of these
activities. How do these processes compare /contrast with those experienced in depression and
other disorders? This is a critical question for future research.
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Resilience
The Bi-Dimensional Framework
Judith Johnson

Introduction

Positive clinical psychology is a new area of research that aims to integrate findings from
positive psychology and clinical psychology in order to move both these fields forward (Wood &
Tarrier, 2010; Johnson & Wood, 2016). This chapter will consider the topic of resilience,
which is a popular term and concept in each of these areas, but one that has been poorly defined
and understood. Indeed, although a range of terms have been used to describe it, including
“psychological resilience,” “emotional resilience,” “mental toughness,” and “hardiness,” conclusive
definitions have been elusive. In general, there seems to be a consensus that resilience refers to
an ability of an individual to show reduced evidence of negative outcomes, or maintained
evidence of positive outcomes, in the face of difficult circumstances or experiences. However,
there are no clear criteria that a proposed resilience variable must meet in order to be recognized
as conferring resilience. The impact of this has been that different concepts of resilience have
been investigated using a wide range of methodologies, and have therefore been difficult to
compare and review. Because of this, different strands of resilience research have remained
largely disparate, preventing the field from moving forward toward more developed and refined
concepts of resilience.

The present chapter aims to (1) provide a brief overview of the development of two influential
areas of resilience research, and (2) to then contribute to this field by presenting a framework for
investigating resilience, the Bi-Dimensional Framework (Johnson, Wood, Gooding, Taylor, &
Tarrier, 2011b; Johnson & Wood, 2016). The Bi-Dimensional Framework outlines a set of
criteria by which to test whether psychological variables confer resilience.

First, it is suggested that in order to understand resilience, we must also measure risk. This view
has been proposed by previous researchers in the field (e.g., Masten & Powell, 2003) and is
widely accepted. However, the current framework extends this view by proposing that resilience
must be understood as a construct that arises out of the interaction of resilience factors and risk
factors. That is, resilience factors must be those that act to moderate or buffer the impact of
risk upon the development of negative outcomes.

Second, this framework suggests that previous resilience research has been limited by a need
to define resilience as a positive variable. Based on the observation that all positive variables have
an inverse that is negative, and vice versa, it is proposed that this criterion for defining resilience
is redundant. Instead, it is suggested resilience can best be understood as a spectrum with both
negative and positive poles, and a lack of a positive resilience factor is likely to have negative
implications for an individual. This definition of resilience was utilized by a review of research
into resilience to suicidality (Johnson, Wood, Gooding, Taylor, & Tarrier, 2011b), where it was
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found to enable a new perspective on suicide resilience and to generate new suggestions for
future research in the area. It seems that a view of resilience which incorporates both positive and
negative poles may represent a more accurate and promising perspective.

By providing a set of standards against which to test proposed resilience variables, the
Bi-Dimensional Framework provides a means by which to compare and review proposed resilience
variables. By enabling the comparison of proposed and tested resilience variables, it is hoped that
this framework will help the field of resilience research move toward more refined and developed
concepts of resilience.

Origins

The importance of resilience is now widely appreciated. Despite this, it is a relatively new area
of psychological research which has largely developed within the past 50 years. Here, a brief
overview will be provided of two of the most influential areas of resilience research.

Resilience in Development

One strand of carly resilience research focused on populations of children considered to be
facing high levels of risk. This area of research began to flourish in the 1970s, at a time when
developmental theories emphasizing the importance of early experiences (e.g., Bowlby, 1958)
were dominant. In contrast to these ideas, resilience research highlighted the prevalent capacity
of individuals to overcome stressors experienced in early life and show healthy patterns of
development. Several researchers have been credited as being “pioneers” in this area, including
Lois Murphy, Michael Rutter, Emmy Werner and Norman Garmezy (Vernon, 2004).

Researchers investigating resilience from this perspective were interested in identifying the
factors that enabled individuals to show this ability to adapt and adjust. The dominant approach
taken by these researchers was to identify groups of children considered to be at high risk, and
to measure factors that predicted healthy patterns of development. For example, in one seminal
study Emmy Werner and Ruth Smith followed a cohort of 698 children growing up in the
Hawaiian Island of Kauai from before birth and at ages 1, 2, 10, 18, 32 and 40 (Werner &
Smith, 2001). Around a third of this cohort was identified as being at high risk due to exposure
to multiple risk factors before the age of 2. Of this subgroup, it was noted that a third showed
evidence of healthy development at age 18 despite their high-risk status. These children were
distinguished from the remaining two-thirds of the subgroup by having an “easy” temperament,
higher self-confidence, and higher levels of social play (Werner, 1990, 1995). Similarly, in a
highly influential series of studies conducted entitled “Project Competence,” Norman Garmezy,
together with colleagues such as Ann Masten and Auke Tellegen, investigated those factors that
were associated with positive outcomes in the face of risk. For example, one Project Competence
study focused on a community sample of 200 children (Garmezy, Masten, & Tellegen, 1984).
Although these children were not considered high risk per se, risk was estimated by asking
parents for information regarding each child’s exposure to a range of risk factors such as life
stress. Analyses investigated whether proposed resilience variables could predict behavioral
outcomes in addition to, and in interaction with, reported risk measures. Results suggested that
high IQ and high socioeconomic status were predictive of one of the outcomes of interest,
although no factors appeared to interact with measures of stress (Garmezy et al., 1984).

In general, researchers in this area have tended to stress that resilience should be viewed as a
process involving the individual and their surrounding context, rather than a personality construct
or fixed individual trait (e.g., Rutter, 1985; Masten, Best, & Garmezy, 1990). Because of this
premise, much research in this area has focused on the impact of family and community-level
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variables, as well as psychological variables. For example, work by Michael Rutter investigated
the development of women raised in the care of social services and found that a positive school
environment could be an important protective factor (Rutter & Quinton, 1984). The social
focus of this research, combined with the long follow-up periods of several studies (e.g., Rutter &
Quinton, 1984; Werner & Smith, 2001), has led this area of resilience to have a high level
of external validity, and relevance for the fields of politics, social work, and education. For the field
of mental health, this research provided evidence to suggest that mental health disorders were
not genetically or biologically predetermined, but that the causality of such disorders was complex,
and likely to be social and psychological as well as biological in origin. At the time this research
was being conducted such views were not widely accepted, and these studies can be credited
with helping the field of mental health move toward its current, more holistic understanding of
mental and emotional disorders.

However, despite this influence, findings from this area of research suffer from limitations.
One of these is the variation and lack of clarity regarding the criteria for what represents a
“resilient” outcome. Researchers in this area have used a wide range of both risk and outcome
measures which vary in quality, and challenge the internal validity of studies. Another considerable
limitation is the lack of a framework for the investigation of resilience. Research in this area has
generally understood resilience to be the capacity to produce good outcomes in the face of risk
or adversity, which would suggest the need to investigate resilience using a “buffering” model,
where proposed resilience factors would be expected to moderate the likelihood that risk will
lead to a negative outcome. However, the methodologies used by many of the studies in this
area have not demonstrated this, and theoretical thinking in this area has viewed this as only one
of several possible approaches to investigating resilience (Garmezy et al., 1984; Masten, 2001).

Hardiness

As resilience research from a developmental perspective became more established in the 1980s,
an alternative approach to resilience research also began to emerge. This focused on resilience in
relation to stress and health and centered on the concept of “Hardiness,” proposed by Suzanne
Kobasa (1979). The research into Hardiness can be viewed as an investigation into a personality-
based concept of resilience. In particular, the construct of Hardiness was based on existential
personality theory, and defined as a set of characteristics that enable individuals to resist the negative
impact of stressors (Kobasa, Maddi, & Kahn, 1982). Hardiness has generally been viewed as
consisting of three subfacets, Commitment, Control, and Challenge (Kobasa, 1979; Maddi,
2002). Commitment refers to a predisposition to be engaged and involved with others and the
surrounding environment; Control describes a tendency to try and take control of the surrounding
environment and events; and Challenge refers to a propensity to view potentially difficult events
as challenges rather than threats (Maddi, 2002). There has been contention surrounding the
Challenge subfacet, with some research suggesting it may have poor predictive validity in relation
to health outcomes, and weak psychometric properties (Funk & Houston, 1987; Hull, Van
Treuren, & Virnelli, 1987). Although more recent measures of Hardiness were designed to
address these issues (e.g., Maddi & Khoshaba, 2001) it still seems to be the weakest predictor of
a range of outcomes of the three subfacets (e.g., Eschleman, Bowling, & Alarcon, 2010).

Early studies set out to test whether Hardiness was protective against stress. For example, in
the first study in the area, Kobasa (1979) compared a group of executives who had experi-
enced high levels of stress and fallen ill with a group of executives who had experienced high
levels of stress but maintained health. Results suggested that the group who had maintained
health reported holding a greater degree of hardy attitudes (Kobasa, 1979). Later studies
sought to examine Hardiness in relation to a wider range of outcomes such as occupational
performance (e.g., Rich & Rich, 1987), and mental health (e.g., Florian, Mikulincer, &
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Taubman, 1995; Harrisson, Loiselle, Duquette, & Semenic, 2002), and to explore associations
between hardiness and coping styles (e.g., Williams, Wiebe, & Smith, 1992; Crowley, Hayslip,
& Hobdy, 2003). These studies have found Hardiness to be positively associated with reduced
levels of burnout at work (Rich & Rich, 1987), reduced mental distress in the face of stressors
(Florian et al., 1995; Harrisson et al., 2002), and more adaptive use of coping strategies
(Williams et al., 1992; Crowley et al., 2003).

Research into Hardiness can be credited with helping to advance understanding in the areas of
stress and health. As Maddi (2002) describes, when the concept of Hardiness was first introduced,
there was a burgeoning appreciation for the negative impact of stress, but a confusion surrounding
how to approach and manage this. The research conducted into Hardiness has confirmed this
association between stress and health, but explained that this relationship varies according to
psychological factors, in particular those attitudes described as Hardiness. This has led to both an
understanding that stress can be managed, and the development of interventions designed to
improve Hardiness and well-being (Maddi, Kahn, & Maddi, 1998).

Thus, the Hardiness literature has advanced understanding of resilience in relation to the
fields of occupational and health psychology. However, this literature suffers from two main
limitations. The first limitation concerns the lack of development surrounding the concept of
Hardiness. This concept was based on existential personality theory and initially proposed by
Kobasa (1979) over 30 years ago. Since this time, there has been a dramatic increase in knowledge
regarding the cognitions, coping strategies, appraisal styles, and other psychological factors
which support well-being and stress management. Despite this, the concept of Hardiness has
been relatively static and has not sought to incorporate this wide range of research findings.

The second limitation is shared with the literature investigating resilience from a develop-
mental perspective, and refers to the lack of a framework for testing Hardiness. Similar to the
concept of resilience in the developmental literature, Hardiness is viewed as a factor or set of
factors which enable individuals to resist the negative impact of stress (Maddi, 2002), and, as
such, would be expected to be a buffer or moderator of the association between stress and
negative outcomes. However, much research into Hardiness has failed to recognize the need to
investigate and establish the presence of moderation effects. Indeed, some studies have instead
cither tested for direct associations between Hardiness and the outcome or tested Hardiness as
a mediator of the association between stress and outcome (e.g., Kobasa, Maddi, & Courington,
1981; Garmezy et al., 1984). Mediators do not impact the relationship between two variables,
but rather provide an explanation for the relationship. As such, studies of mediation provide no
evidence that a variable confers resilience or acts as a buffer. Furthermore, amongst those studies
which have investigated Hardiness as a moderator of stress, findings have been equivocal.
Whereas some studies have found evidence that Hardiness buffers the association between risk
and outcomes (Waysman, Schwarzwald, & Solomon, 2001; Klag & Bradley, 2004 ), others have
not supported this (Tang & Hammontree, 1992; Heckman & Clay, 2005). This challenges the
view that Hardiness does indeed provide resistance to stress, but this has not been recognized by
many researchers in the field.

Limitations in the Current Literature

These areas of resilience research have generated a large amount of interest in the topic, and
there is now a considerable body of literature describing factors and processes which appear to
have a positive impact on the well-being of individuals exposed to risk or difficult circumstances.
However, these areas of resilience research have suffered from limitations, most notably from the
lack of a framework for testing whether a proposed variable confers resilience.

This lack of a guiding framework has led to confusion concerning the criteria that need to be
met in order to establish that a factor confers resilience. Because of this there has been a wide
range of analytical approaches taken to investigating potential resilience factors. Much of this
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research has investigated resilience as a direct correlate of outcome scores. This has been based
on the view that resilience is a positive factor or constellation of positive factors, and an inverse
association with a negative outcome provides evidence of resilience. However, this has led to a
difficulty distinguishing how resilience factors differ from risk factors. This is because every
factor has an inverse or opposite and, when using this approach, low levels of a proposed risk
factor could be described as resilience. For example, whereas some researchers have described
higher levels of substance use as a risk factor for violent behavior (Dahlberg, 1998), others have
described abstaining from substance use as a resilience factor (McKnight & Loper, 2002).

One way to resolve this difficulty could be to suggest that resilience factors are internal
characteristics and risk factors are those factors that are external. This resolution would be
consistent with the research into Hardiness, which has viewed resilience as a personality
construct and has tended to research this in relation to stressors that are viewed as external
(e.g., Kobasa, 1979; Kobasa et al., 1981; Florian et al., 1995). However, research suggests that
many factors that are considered to be external, such as life events, are to some extent influenced
by qualities of the individual, and cannot be assumed to have occurred entirely randomly
(Eschleman et al., 2010). Furthermore, some of the strongest risk factors for negative outcomes
are known to be internal, for example, depression and hopelessness are known to be some of
the most consistent and reliable predictors of suicidality (e.g., Beck, Steer, Kovacs, & Garrison,
1985; Beck, Brown, Berchick, Stewart, & Steer, 1990; Hawton, Sutton, Haw, Sinclair, &
Harriss, 2005). It could be suggested that individuals may have other psychological constructs
which could prevent feelings of hopelessness or depression from leading to suicidality. However,
when a framework for resilience requires risk factors to be external, it is not possible to investigate
such research questions.

In summary then, it is suggested that: (1) correlational research cannot provide evidence of
resilience, but instead can only suggest whether a proposed factor increases or decreases risk; and
(2) distinguishing risk and resilience factors based solely on the criterion that resilience is internal
and risk is external is both inaccurate and limiting. Here, we will present the Bi-Dimensional
Framework for resilience (Johnson et al., 2011b), which aims to outline criteria for resilience that
can overcome these limitations. The framework was first introduced for the study of resilience to
suicide. Here, it will be presented and adapted for the study of resilience research more generally.

The Bi-Dimensional Framework for Resilience

The Bi-Dimensional Framework outlines three main criteria for variables to be viewed as conferring
resilience. First, it suggests that resilience must be viewed as constituting a separate dimension
to risk, which acts to moderate or buffer the impact of risk on negative outcomes. Second, both
risk and resilience should be understood as bipolar dimensions. That is, each risk factor also has
an inverse that can be viewed as positive and protective, and each resilience factor has an inverse
that can be understood as negative, amplifying the effect of risk. For this reason, concepts of
resilience should not view it as a purely positive factor, but understand it as a spectrum incorporating
both positive and negative possibilities. Third, the Bi-Dimensional Framework suggests that
resilience factors need to be understood as internal characteristics.

Resilience and Risk as Separate Dimensions

The first and most integral part of the framework concerns the need to distinguish resilience
factors from risk factors. In order to make this distinction, it is suggested that research needs to
go beyond the investigation of basic bivariate associations and examine interactions between
variables. This is because evidence of direct associations between proposed resilience factors and
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outcome variables can only demonstrate whether the factor increases or decreases risk of
the outcome. For example, abstaining from substance misuse could be described as a resilience
factor for developing antisocial behavior (McKnight & Loper, 2002), but this could simply
be because it represents low levels of a risk factor, namely, substance misuse. If this is the case,
substance abstinence does not represent resilience as such, but simply reduced risk. In order to
be understood as conferring resilience, the Bi-Dimensional Framework suggests that a factor
needs to demonstrate evidence of attenuating, moderating, or buffering the strength of the
association between risk and outcome.

In many ways, this suggestion is consistent with the direction in which resilience research
appears to be moving, as it is becoming increasingly common in the literature to investigate
interactions when researching potential resilience variables. However, there is a lack of clarity
surrounding the extent to which it should be considered necessary to establish an interaction
effect to demonstrate the presence of resilience, and some researchers have viewed this as one of
several approaches to investigating resilience, rather than a required criterion (e.g., Masten,
2001). Furthermore, it is unclear whether any form of interaction can be considered to demon-
strate resilience, or whether a particular pattern of interaction is necessary to show a buffering
effect. The Bi-Dimensional Framework provides clarity on this issue by suggesting that a resilience
factor should become active when individuals are experiencing increased high risk, and act to
reduce the likelihood of negative outcomes. Conversely, when levels of risk are low, resilience could
be expected to be dormant. Thus, for individuals experiencing low levels of risk, there should be
minimal difference in reported distress (or other negative outcome) between those reporting
high versus low resilience. However, for individuals facing high risk, there should be a marked
difference in distress dependent upon level of resilience (see Figure 6.1).

The Bi-Dimensional Framework suggests that resilience can be understood as a separate
dimension to risk which interacts with it to reduce its negative impact (see Figure 6.2). For
individuals experiencing low levels of risk, there is no causal factor driving the likelihood of
negative outcomes, so resilience factors may be dormant. However, for individuals experi-
encing increased exposure to adversity, high levels of resilience may act as a barrier, rendering
the relationship between risk and negative outcomes weak. Conversely, for individuals exposed
to increased risk with lower levels of resilience, the barrier protecting from the impact of risk is
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Figure 6.1 Hypothetical resilience interaction. For individuals with high levels of resilience, the
association between risk and suicidality is reduced. Reprinted from Johnson, Wood, Gooding, Taylor, &
Tarrier, “Resilience to suicidality: The buffering hypothesis,” Clinical Psychology Review (2011), vol. 31(4),
pp- 563-591, with permission from Elsevier.
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Figure 6.2 Risk and resilience as separate dimensions. Reprinted from Johnson, Wood, Gooding, Taylor,
& Tarrier, “Resilience to suicidality: The buftering hypothesis,” Clinical Psychology Review (2011), vol. 31(4),
pp- 563-591, with permission from Elsevier.

lower, and the likelihood of negative outcomes could be expected to be increased. In this way,
the bi-dimensional view of resilience and risk proposes that individuals can be understood as
occupying one of four basic quadrants dependent upon their levels of risk and resilience
(depicted by Figure 6.2).

This suggests that it is necessary to measure three parameters in order to ascertain presence
of resilience: (1) risk or adversity, (2) the proposed resilience variable, and (3) the outcome
variable. Again, to some extent this is consistent with previous thinking in this area. For
example, Masten and Powell (2003) suggest that two judgments are necessary to ascertain
resilience. The first of these is evidence that an individual is coping or “doing okay,” and the
second is that the individual is facing adversity. However, the Bi-Dimensional Framework
extends this by suggesting that the first of these judgments should be viewed as containing two
parameters. The first parameter is the evidence of coping defined by outcome, for example, a
reduction in the likelihood of a negative outcome. The second parameter is what we would
understand as resilience, and this is the buffering or moderating factor that attenuates the
impact of the risk factor to lead to the outcome.

Resilience and Risk as Bipolar Dimensions

To sum up, the first proposal of the Bi-Dimensional Framework is that risk and resilience are
separate dimensions. Extending this, the second proposal is that both these dimensions are
bipolar. This is based on the observation that each risk factor has an inverse or opposite that can
be understood as being positive or reducing risk, and each resilience factor has an inverse that
can be understood as negative, amplifying risk. For example, loneliness could be described as a
risk factor that increases the likelihood of suicidality, or social support could be described as a
protective factor that reduces the likelihood of suicidality (e.g., Bonner & Rich, 1990; Stravynski &
Boyer, 2001; Jeglic, Pepper, Vanderhoft, & Ryabchenko, 2007). Whether these dimensions
are viewed as positive or negative is essentially arbitrary as both dimensions have positive and
negative poles (see Figure 6.3). This suggests that concepts of resilience should instead view it
as a spectrum, recognizing that low levels of proposed positive resilience factors are likely to have
a negative impact for an individual experiencing stress, and low levels of negative risk factors are
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Figure 6.3 Risk and resilience as separate bipolar dimensions. Reprinted from Johnson, Wood, Gooding,
Taylor, & Tarrier, “Resilience to suicidality: The buffering hypothesis,” Clinical Psychology Review (2011),
vol. 31(4), pp. 563-591, with permission from Elsevier.

likely to lead to more positive outcomes. The Bi-Dimensional Framework suggests that individuals
considered to be high on risk factors can also be described as being low on protective factors,
and individuals considered to be high on resilience factors can also be described as having low
levels of amplifying factors (see Figure 6.3).

This proposal deviates from the implicit, underlying assumption of much previous resilience
research which has viewed risk factors as primarily negative factors, and resilience factors as
primarily positive factors. Indeed, the fact that a variable is considered to be “positive” or to
reflect positive processes has previously appeared to be the main defining quality of factors
considered to constitute resilience. However, as Masten, Best and Garmezy (1990) note, this
has led to a problem in distinguishing between studies of resilience and studies of cumulative
risk. To return to the example above, a study could examine the predictive value of a variable
called “social support” in addition to risk variables, and describe the research as investigating
resilience. Alternatively, the same study could instead call the same variable “loneliness” and
describe the study as investigating cumulative risk.

The Bi-Dimensional Framework suggests, then, that resilience variables should be identified
by their ability to buffer the impact of other variables which increase likelihood of negative
outcomes. Previous views of resilience and risk have been limited by suggesting that resilience
factors need to be positive, and risk factors need to be negative. By understanding that all risk
and resilience factors are spectrums with both positive and negative poles, the Bi-Dimensional
Framework may lead to more accurate and comprehensive views of resilience. However, by
proposing that both resilience and risk factors have positive and negative poles, it may become
unclear which variables in an interaction constitute risk and which constitute resilience. Because
of this, it is necessary to outline additional criteria by which to determine whether a factor can
be viewed as resilience or risk.

Resilience as an Internal Characteristic

The Bi-Dimensional Framework suggests that risk factors can be any factor, either internal or
external, that directly increase or decrease the likelihood of a particular outcome. Risk is a broad
category, then, and any negative outcome is likely to have many risk factors. By contrast, the
framework suggests that resilience factors are much narrower in scope. First, as discussed
above, they are factors that must moderate or buffer the impact of a risk factor or risk factors upon
the negative outcome of interest. Furthermore, the framework suggests that these factors need
to be internal characteristics of the unit under study. For example, if you are interested in the
resilience of families, resilience factors must be internal characteristics of the family unit, rather
than the family’s context or setting. Where the “unit” is an individual, resilience must be
understood as a psychological construct. This framework takes this view for three main reasons.
First, it is consistent with much previous research; second, it is consistent with the gene-
rally held understanding of resilience amongst psychologists (Cohen, Pooley, Ferguson, &
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Harms, 2011); and, third, it is consistent with wider definitions of resilience in other areas of
research (e.g., Seybold, Herrick, & Brejda, 1999; Brand & Jax, 2007; Haimes, 2009). In general,
resilience is a term used to refer to the quality of an entity or object which enables it to withstand
or quickly recover from the impact of negative external forces. Most research into resilience has
focused on the individual, and in this case, it would be congruent to define resilience as a
psychological capability or construct.

It should be noted that some previous researchers have preferred to describe resilience as a
process between internal characteristics and the setting or context (Rutter, 1987; Masten et al.,
1990). However, the Bi-Dimensional Framework seeks to extend these views by suggesting that
although external factors are likely to influence resilience, they cannot be viewed as constituting
resilience. That is, it is possible that external factors may support or denigrate the development
of resilience (Almeida, 2005), but they are influences upon resilience rather than resilience itself.

Strengths of the Framework

The Bi-Dimensional Framework does not describe or support any particular concept of
resilience, but instead outlines a method by which to (a) investigate new concepts of resilience,
and (b) evaluate existing research into resilience. This approach has three main strengths.

1. It is inductive and bottom-up When investigating the concept of resilience, the frame-
work requires the researcher to first identify the outcome or risk factor of interest, and then to
work from this towards identifying particular buffers. Previously, resilience research has often
taken a more top-down approach, proposing a resilience concept and then investigating the
range of situations in which this seems to confer resilience. Because it begins with the proposed
resilience concept and seeks to apply this to risk factors and outcomes, this prevents the concept
itself from being refined. By contrast, the Bi-Dimensional Framework provides a method by
which to aggregate research into resilience in relation to particular negative outcomes or risk
factors. By facilitating this review process, the Bi-Dimensional Framework could enable evidence-
based, more refined concepts of resilience to be developed.

2. Itis flexible The Bi-Dimensional Framework is flexible and able to adapt to a range of potential
risk and resilience factors. Because of this, it can be applied to a range of situations and used to
develop broad, comprehensive views of risk and resilience factors relevant for particular outcomes.

3. It overcomes jargon The criteria outlined by the framework enable the identification of
resilience variables based on their nature (e.g., psychological) and their function (i.e., their
ability to moderate or buffer the impact of risk on outcome), rather than the terminology used
to describe them. That is, these criteria transcend the various terms that have been used in the
literature to describe resilience, such as “hardiness,” “adaptive coping,” and “mental toughness,”
and provide researchers with a common framework for interpreting studies from each of these
literatures. This is useful when (a) aggregating and reviewing studies of resilience against a
particular risk factor or negative outcome, and (b) developing new concepts of resilience.

Research using the Bi-Dimensional Framework

The Bi-Dimensional Framework was originally developed to guide research investigating
resilience to suicidality. One of the benefits of this approach is its flexibility, and it has been used
to guide both questionnaire research and experimental studies in this area. Studies that have
applied this framework to questionnaire research have now found evidence to suggest that an
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individual’s positive self-beliefs regarding their ability to solve problems, cope with emotions,
and gain social support may moderate the association between risk factors and suicidality
(Johnson, Gooding, Wood, & Tarrier, 2010a; Johnson et al., 2010b). In particular, these types
of positive belief have been found to buffer the association between negative life events and
suicidality in a nonclinical population (Johnson et al., 2010a), and to buffer the association
between hopelessness and suicidality amongst individuals with a diagnosis of schizophrenia
(Johnson et al., 2010b).

Two studies have applied this framework to experimental research investigating trait reappraisal,
which refers to a tendency to try to control emotions by controlling thought processes (Johnson,
Gooding, Wood, Taylor, & Tarrier, 2011a). This research was interested in investigating whether
trait reappraisal acted to buffer or to amplify the impact of an experience of failure on subsequent
teelings of defeat, an emotion linked to suicidality. All participants completed a measure of trait
reappraisal and subjective defeat at baseline before taking part in a task. Half of the participants
were allocated to the “success” condition, where the task was easy and they gained a high score,
but the other half were allocated to a “failure” condition, where the task was extremely difficult
and the score they gained was extremely low. Results suggested that all participants in the
“failure” condition felt more defeated than participants in the “success” condition following the
task. However, there was an interaction which suggested that participants with higher levels of
trait reappraisal were particularly vulnerable to the effects of the fixed failure task. This pattern
was found amongst both clinical and nonclinical participants. According to the Bi-Dimensional
Framework, these results can be viewed as suggesting that a reduced tendency to control emotions
by controlling thoughts may confer resilience upon individuals. Previously, the value of this
research for exploring resilience may not have been recognized, but when resilience variables are
viewed as bipolar, it becomes clear how factors which moderate risk — either by buffering or
amplifying risk — can further our understanding of resilience.

More recent work has applied the framework to investigate resilience in relation to paranoia,
a prevalent and important symptom of psychosis (Johnson, Jones, Lin, Wood, Heinze, &
Jackson, 2014). This research was conducted amongst young adults using mental health services,
and found that the extent to which individuals experienced shame moderated the association
between stressful life events and paranoia. High shame amplified the association, and low shame
was a buffer, suggesting that individuals who are not prone to feeling shame are likely to be resilient
to experiencing paranoia when under stress (Johnson et al., 2014).

The Bi-Dimensional Framework as a Tool to Interpret Existing Studies

One of the strengths of the Bi-Dimensional Framework is that it is not limited to being a guide
for new research, it can also be used as a tool for interpreting, aggregating, and reviewing existing
studies. For example, one review has used this approach to investigate resilience to suicidality
(Johnson et al., 2011b). This review found that when the criteria outlined by the framework
were used to identify relevant studies for review, studies that had claimed to investigate resilience
had in fact only investigated direct associations, and could not be included. Conversely, studies
that had investigated interactions involving at least one psychological variable had not viewed
themselves as investigating resilience, although their findings had implications for understandings
of resilience. Any search that included only relevant labels for resilience, such as “resilience,”
“hardiness,” or “coping” would have missed these studies. By using criteria to define resilience
which concern the methodological approach taken rather than the researchers’ interpretation of
their study and findings, the Bi-Dimensional Framework was able to identify and review
psychological variables that conferred resilience, but had not necessarily been viewed as relevant
to resilience research. For example, the review found evidence suggesting that more positive
attributional styles and a higher sense of agency buffered the impact of risk on suicidality.
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Furthermore, there was evidence that higher levels of hopelessness and perfectionism were both
amplifiers of risk, suggesting that lower levels of these psychological constructs can confer resilience.
By taking an approach that incorporated both positive and negative factors, it was possible to
move toward a more comprehensive understanding of resilience in the area of suicidality.

Resilience and Positive Clinical Psychology

The study of resilience is the study of factors that seem to buffer individuals from negative
outcomes in the face of stress; it is the investigation of what people do that means they carry on
when others are unable to cope. As such, it is clear why this topic is so popular amongst both
positive psychologists, who want to focus on what people do “right,” and clinical psychologists,
who want to know how they can help to stop things going “wrong” for their clients. It is the
very heart of resilience to look at both the “positive” and the “negative” in tandem; to recognize
that there is a complex interplay between stressors, risk factors, and individual qualities.
Resilience, then, is likely to be a key concept in the developing field of Positive Clinical
Psychology, which is focused upon drawing together research findings from these two fields
(Wood & Tarrier, 2010; Johnson & Wood, 2016). The Bi-Dimensional Framework may be a
useful tool in this endeavor, particularly as it can be used to identify and aggregate studies which
have tested resilience factors, even if they have not been described in this way by the researchers.
Indeed, a range of so-called “positive” psychological variables have been tested as resilience vari-
ables in relation to mental health outcomes, according to the framework. For example, both
hope and optimism have been found to reduce the likelihood that rumination, a known risk
factor for a range of psychological disorders, will lead to suicidal ideation (Tucker et al., 2013).
Similarly, gratitude has been found to bufter against the development of depression in response
to financial strain (Krause, 2009), and authenticity has been found to buffer against the
development of depression in response to low social support. Self-compassion, a construct that
comprises self-kindness, feelings of common humanity, and mindfulness, has been found to
confer resilience against depression in response to burn-out (Woo Kyeong, 2013) and against
loss of functioning in response to stressful menopausal symptoms (Brown, Bryant, Brown, Bei, &
Judd, 2014).

One of the observations underpinning both Positive Clinical Psychology and the Bi-Dimensional
Framework for resilience is that no variable is purely positive, or purely negative, and that all
variables exist on a continuum from positive and negative. When this is considered, it is inte-
resting to note that some studies from a clinical perspective have investigated similar concepts
as resilience factors, albeit at the other end of the continuum. For example, shame, which can
be viewed as the inverse of self-compassion (i.e., rejection of the self rather than acceptance)
has been found to amplify mental health problems in response to abuse (Beck et al., 2011;
Shorey et al., 2011), and hopelessness, the inverse of hope, is one of the most consistent
amplifiers of suicidality in response to risk factors (Johnson et al., 2011b). This suggests that
the two fields may have more in common than initial appearances would suggest, and that an
integrative, positive clinical psychology approach would be beneficial for researchers developing
concepts of resilience.

Resilience in Clinical Practice

The Bi-Dimensional Framework may initially appear to be a research-oriented, technical
approach to understanding resilience, but it could have some important implications for
psychological formulation, intervention, and risk assessment. In line with the literature, recent
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years have seen a growing emphasis on the discussion of “resilience” factors amongst psychological
therapists, which have generally been viewed as being simply “positive variables,” for example,
the presence of social support or evidence of past coping ability. These factors tend to be viewed
as optional add-ons to psychological formulations, as a way of recognizing client strengths and
offering a more positive slant to things. However, as has been outlined in this chapter, the
Bi-Dimensional Framework instead suggests that rather than being “positive” or “negative” factors
(as, indeed, every factor exists on a continuum from positive to negative), resilience factors are
buffers of visk. That is, compared with factors with an additive effect on the outcome variable, for
every unit level of change, resilience factors should have a greater impact. Another way to
describe this, is that resilience factors can be viewed as “switches” that “turn down” the impact
of risk. Rather than being an optional add-on to a psychological formulation, then, resilience
factors could unlock both the reasons why a client may be vulnerable to life stressors or other
risk factors, and also to indicate the point at which to target interventions aimed at preventing
relapse. For example, evidence that positive self-appraisals buffer the association between life
stress and suicidal ideation (Johnson et al., 2010a) would suggest that low levels of positive
self-appraisal would put an individual at higher risk of suicidal ideation, and that developing
more positive self-appraisals with these clients could help to prevent suicidal ideation occurring
in the face of future stressful events. Knowledge of buffers and amplifiers of risk may be par-
ticularly important when working with clients with risk factors that are difficult or impossible to
change. For example, those that are related to gender, age, socioeconomic, or relationship status.
For these clients, working to develop resilience factors may be an important route for reducing
the risk of negative outcomes (or, indeed, increasing the likelihood of things “going well”).

This research may also have implications for clinical risk assessments, which are notoriously
difficult, particularly when the negative outcome the assessment is focused upon is rarer (such as
suicide) (Gangwisch, 2011). For example, when risk assessing with a client currently experiencing
low levels of stress, it can be difficult to estimate how they will respond should their situation
change. An assessment of relevant resilience factors could be used to inform this prediction, as
this should indicate the extent to which a person is likely to be “buffered” or resilient to
subsequent stressful events.

Where Next? The Bi-Dimensional Framework for
Studying Team Resilience

To date, the Bi-Dimensional Framework has been used as an approach for investigating resilience
at the level of the individual (i.e., psychological resilience). However, it could also be applied to
research investigating resilience at the group level, such as families or teams. Here, rather than
looking at psychological resilience, the research would focus on internal characteristics of the
group, for example, if the group of interest were teams, this might be team communication,
cohesion or functioning.

Healthcare Teams

This possibility is particularly interesting in relation to healthcare. In the United Kingdom, for
example, the healthcare system is facing growing demands from an ageing, sicker population
(National Health Service, 2014), and it is likely to become increasingly more important that
healthcare teams are able to deliver high quality, safe care when under pressure. However, it is
currently unclear which factors lead a team to be “resilient,” or able to deliver high quality care
when demands vary, and how this “resilience” might be developed. A burgeoning area of
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research has begun to consider these questions, and propose qualities and factors that resilient
healthcare teams, systems, and organizations demonstrate (Hollnagel, Braithwaite, & Wears,
2013), but there is a need for more empirical research in this area. The Bi-Dimensional
Framework could be used to test some of these proposed resilience variables. For example,
Hollnagel (2010) suggests that resilient healthcare organizations are those with the ability to
(1) respond to variation in demands, (2) monitor what is happening, (3) anticipate future events,
and (4) learn from experience. Using the framework, it would be possible to test one or more
of these variables using a multilevel modelling design. For example, staff across a range of
comparable teams (e.g., inpatient ward teams) could be asked to complete measures of
(a) stressors (e.g., staffing ratios, complexity of patients’ healthcare needs, increases in demand),
and (b) proposed team resilience variables (e.g., team learning and ability to adapt). Outcome
variables could then be sought at the team level, such as the occurrence of adverse events on the
ward, or the patient perceived quality of care. This data could then be analyzed to investigate
whether the proposed resilience variables moderate the association between reported stressors
and the outcome variables at team level. Such research could help to identify which factors
enable teams to withstand stress, and the ways in which teams could be supported to provide a
high level of care both in ideal circumstances, and also when demands vary.

Conclusion

This chapter has aimed to give a brief overview of the development of resilience research and
some of its achievements to date. It has highlighted some of the limitations of the existing liter-
ature and outlined the need for a set of criteria by which to test whether a proposed factor con-
fers resilience. The Bi-Dimensional Framework offers such a set of criteria. These criteria
overcome limitations in the existing literature, and importantly, they highlight the importance
of viewing resilience factors as existing on a continuum with both positive and negative poles.
All positive factors have an inverse that is negative, and vice versa: A lack of a positive factor is
likely to have negative implications, and a lack of a negative factor is likely to have positive impli-
cations. The Bi-Dimensional Framework offers a way to integrate findings from both positive
psychology and clinical psychology research when building concept of resilience, and in this way
may be a useful tool for the emerging field of Positive Clinical Psychology.
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Selt-Efticacy

A Foundational Concept for Positive Clinical
Psychology

James E. Maddux and Evan M. Kleiman

What is Self-Efficacy?

A Very Brief History

Although the term “self-efficacy” is of relatively recent origin, interest in beliefs about personal
control has a long history in philosophy and psychology. Spinoza, David Hume, John Locke,
William James, and (more recently) Gilbert Ryle have all struggled with understanding the role
of “volition” and “the will” in human behavior (Russell, 1945; Vessey, 1967). The theories of
effectance motivation (White, 1959), achievement motivation (McClelland, Atkinson, Clark, &
Lowell, 1953), social learning (Rotter, 1966), and helplessness (Abramson, Seligman, &
Teasdale, 1978) are just a few of the many theories that have sought to explore relationships
between perceptions of personal competence and human behavior and psychological well-being
(see also Skinner, 1995; Molden & Dweck, 2006). Bandura’s 1977 article, however, formalized
the notion of perceived competence as “self-efficacy,” defined it clearly, and embedded it in a
theory of how it develops and influences human behavior.

Defining Self-Efficacy

A good way to understand self-efficacy is to distinguish it from related concepts. Self-efficacy is
not perceived skill, but rather perceptions of what can be done with one’s skill. It is not concerned
with beliefs about the ability to perform specific and trivial motor acts, but rather with the beliefs
that one can coordinate and orchestrate skills and abilities in changing and challenging situations.
Self-efficacy is not concerned with what someone believes they will do, but about what someone
believes they can do. Selt-efficacy beliefs are not casual attributions. Casual attributions involve
explanations for behavior that caused an event; self-efficacy involves the belief of capability for
behavior. Self-efficacy beliefs are not intentions to behave or intentions to attain a particular
goal. An intention is what you say you will probably do; and research has shown that intentions
are influenced by a number of factors, including, but not limited to, self-efficacy beliefs (Maddux,
1999a).

Self-efficacy is not self-esteem. Self-esteem involves beliefs about other’s ratings of self-worth.
Efficacy beliefs contribute to self-esteem only in direct proportion to the importance placed on
that domain. Self-efficacy is not a motive, drive, or need for control. An individual may have a
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strong need for control in a particular domain and still hold weak beliefs about their efficacy for
that domain. Self-efficacy beliefs are not outcome expectancies (Bandura, 1997) or behavior—
outcome expectancies (Maddux, 1999b). A behavior-outcome expectancy is the belief that a
specific behavior may lead to a specific outcome in a specific situation. A self-efficacy belief is
the belief about the ability to perform the behavior or behaviors that produce the outcome.
Self-efficacy is not a personality trait. It is a set of beliefs about the ability to coordinate skills and
abilities to attain desired goals in specific domains. Measures of “general” self-efficacy have been
developed (e.g., Sherer, Maddux, Mercandante, Prentice-Dunn, Jacobs, & Rogers, 1982;
Tipton & Worthington, 1984; Chen, Gully, & Eden, 2001) and are used frequently in research,
but they have not been as useful as more specific self-efficacy measures in predicting what people
will do under more specific circumstances (Bandura, 1997; Maddux, 1995).

Are Self-Efficacy Beliefs Causes of Behavior?

Because the importance of self-efficacy beliefs depends on the assumption that they have some
causal impact, this issue will be addressed first. Bandura and Locke (2003) summarized the
findings of nine large meta-analyses conducted on work-related performances in both laboratory
and field studies, psychosocial functioning in children and adolescents, academic achievement
and persistence, health functioning, athletic performance, laboratory studies in which self-efficacy
beliefs were altered experimentally, and collective efficacy in groups. According to Bandura and
Locke (2003), “the evidence from these meta-analyses is consistent in showing that efficacy
beliefs contribute significantly to the level of motivation and performance” (p. 87) (See Bandura &
Locke, 2003, for a more in-depth discussion of this research.)

Where do Self-Efficacy Beliefs come From?

Understanding how self-efficacy beliefs develop requires understanding a the broader theoretical
of social cognitive theory — an approach to understanding human cognition, action, motivation,
and emotion that assumes that we are active shapers of rather than simply passive reactors to our
environments (Barone, Maddux, & Snyder, 1997; Bandura, 2001, 2006; Molden & Dweck,
20006). Social cognitive theory’s four basic premises, shortened and simplified, are:

1 We have powerful cognitive capabilities that allow for the creation of internal models of
experience, the development of innovative courses of action, the hypothetical testing of such
courses of action through the prediction of outcomes, and the communication of complex
ideas and experiences to others. We also can engage in self-observation and can analyze and
evaluate our own behavior, thoughts, and emotions. These self-reflective activities set the
stage for self-regulation.

2 Environmental events, inner personal factors (cognition, emotion, and biological events),
and behaviors are interactive influences. We respond cognitively, effectively, and behaviorally
to environmental events. Also, through cognition we exercise control over our own behavior,
which then influences not only the environment but also our cognitive, affective, and
biological states.

3 “Self” and “personality” are socially embedded. They are perceptions (accurate or not) of
our own and others’ patterns of social cognition, emotion, and action as they occur in
patterns of situations. Thus, self and personality are not simply what we bring to our inter-
actions with others; they are created in these interactions, and they change through these
interactions.
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4 We are capable of self-regulation. We choose goals and regulate our behavior in the pursuit
of these goals. At the heart of self-regulation is our ability to anticipate or develop expec-
tancies — to use past knowledge and experience to form beliefs about future events and states
and beliefs about our abilities and behavior.

These assumptions suggest that the early development of self-efficacy beliefs is influenced
primarily by two interacting factors. First, it is influenced by the development of the capacity
for symbolic thought, understanding cause—effect relationships, self-observation, and self-
reflection. The development of a sense of personal agency begins in infancy and moves from
the perception of the causal relationship between events, to an understanding that actions
produce results, to the recognition that they can be the origin of actions that effect their
environments. As children’s understanding of language increases, so do their capacity for
symbolic thought and, therefore, their capacity for self-awareness and a sense of personal
agency (Bandura, 1997).

Second, the development of efficacy beliefs is influenced by the responsiveness of environments
to the infant’s or child’s attempts at manipulation and control. Environments that are responsive to
the child’s actions facilitate the development of efficacy beliefs, whereas nonresponsive
environments retard this development. The development of efficacy beliefs encourages exploration,
which in turn enhances the infant’s sense of agency. The child’s social environment (especially
parents) is usually the most important part of his or her environment. Thus, children usually
develop a sense of efficacy from engaging in actions that influence the behavior of other people,
which then generalizes to the nonsocial environment (Bandura, 1997).

Efficacy beliefs and a sense of agency continue to develop throughout the life span as we
continually integrate information from five primary sources: performance experiences, vicarious
experiences, imagined experiences, verbal persuasion, and physiological /emotional states.

Performance Experiences

Our own attempts to control our environments are the most powerful source of self-efficacy
information (Bandura, 1997). Successful attempts at control that you attribute to your own
efforts will strengthen self-efficacy for that behavior or domain. For example, if a professor gets
strong ratings of teaching effectiveness from their students, and if they attribute those ratings to
their abilities as a teacher (versus luck or easily pleased students), then their self-efficacy beliefs
for teaching will probably be strengthened. Likewise, perceptions of failure that they attribute to
lack of ability usually weaken self-efficacy beliefs.

Vicarious Experiences

Self-efficacy beliefs are influenced by our observations of the behavior of others and the conse-
quences of those behaviors. We use this information to form expectancies about our own
behavior and its consequences, depending on the extent to which we believe that we are similar
to the person we are observing. Vicarious experiences generally have weaker effects on self-
efficacy expectancy than do performance experiences (Bandura, 1997).

Imagined Experiences

We can influence self-efficacy beliefs by imagining ourselves or others behaving effectively or
ineffectively in hypothetical situations. Such images may be derived from actual or vicarious
experiences with situations similar to the one anticipated, or they may be induced by verbal
persuasion, as when a psychotherapist guides a client through interventions, such as systematic
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desensitization and covert modeling (Williams, 1995). Simply imagining yourself doing
something well, however, is not likely to have as strong an influence on your self-efficacy as will
an actual experience (Williams, 1995).

Verbal Persuasion

Efficacy beliefs are influenced by what others say to us about what they believe we can or cannot
do. The potency of verbal persuasion as a source of self-efficacy expectancies will be influenced
by such factors as the expertness, trustworthiness, and attractiveness of the source, as suggested
by decades of research on verbal persuasion and attitude change (e.g., Eagly & Chaiken, 1993).
Verbal persuasion is a less potent source of enduring change in self-efficacy expectancy than
performance experiences and vicarious experiences.

Physiological and Emotional States

Physiological and emotional states influence self-efficacy when we learn to associate poor
performance or perceived failure with aversive physiological arousal and success with pleasant
feeling states. When you become aware of unpleasant physiological arousal, you are more likely
to doubt your competence than if your physiological state were pleasant or neutral. Likewise,
comfortable physiological sensations are likely to lead me to feel confident in my ability in the
situation at hand. Physiological indicants of self-efficacy expectancy, however, extend beyond
autonomic arousal. For example, in activities involving strength and stamina, such as exercise
and athletic performances, perceived efficacy is influenced by such experiences as fatigue and
pain (e.g., Brown, Joscelyne, Dorfman, Marmar, & Bryant, 2012.)

Why is Self-Efficacy Important to Positive Clinical Psychology?

Fully describing the many ways that self-efficacy beliefs are important to positive clinical psychology
would take hundreds of pages. We will focus on four areas: self-efficacy and self-regulation;
self-efficacy and psychological adjustment; self-efficacy and physical health; self-efficacy and
psychological interventions.

Self-Efficacy and Self-Regulation

All the effects of self-efficacy flow from its role in self-regulation, including the role that self-
efficacy plays in psychological problems and successful psychological interventions. Almost all
psychological problems can be conceived in terms of self-regulatory difficulties of breakdowns:
behavioral, cognitive, and emotional. In addition, regardless of what happens during a psycho-
therapy session, the success of the intervention depends on the clients capacity to implement
cognitive, emotional, and behavioral changes strategies in his or her everyday life — which requires
good self-regulation skills.

Because self-regulation refers to a set of “processes by which people control their thoughts,
feelings, and behaviors” (Hoyle, 2006, p. 1507), understanding self-regulation consists of not just
understanding who self-regulates well and who does not: “stable tendencies to self-regulate in
particular ways or with characteristic levels of success or failure” (Hoyle, 2006, p. 1508). It consists
also of understanding the process of self-regulation or how people self-regulate. A social cognitive
approach to self-regulation is concerned specifically with understanding this process, not simply
measuring individual differences in general self-regulatory ability (Cervone, Shadel, Smirth, &
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Fiori, 2006; Karoly, 2010). A social cognitive approach assumes that self-regulation consists of a set
of skills that can be learned and improved with practice, while recognizing that people differ in the
capacity for mastering these skills because of differences in personality and to some extent biology
(e.g., effortful control, Eisenberg, Valiente, & Eggum, 2010; conscientiousness, McCrae &
Lockenhoft, 2010).

Social cognitive theory views self-regulation as consisting largely of “proactive discrepancy
production by adoption of goal challenges working in concert with reactive discrepancy reduction
in realizing them” (Bandura & Locke, 2003, p. 87). By setting goals, people produce discrep-
ancies between where they are and where they would like to be, and then work to reduce these
discrepancies by striving to attain their goals. They then mobilize their resources and efforts based
on what they believe is needed to accomplish those goals (Bandura & Locke, 2003).

Self-efficacy beliefs influence self-regulation in several ways (Locke & Latham, 1990; Bandura,
1997; Bandura & Locke, 2003). First, they influence the goals people choose and the tasks they
decide to tackle. The higher one’s self-efficacy in a specific domain, the loftier the goals that one
sets in that domain (e.g., Tabernero & Wood, 2009).

Second, self-efficacy beliefs influence people’s choices of goal-directed activities, allocation of
resources, effort, persistence in the face of challenge and obstacles, and reactions to perceived
discrepancies between goals and current performance (Bandura, 1997; Bandura & Locke, 2003;
Vancouver, More, & Yoder, 2008). In the face of difficulties, people with weak self-efficacy
beliefs easily develop doubts about their ability to accomplish the task at hand, whereas those
with strong efficacy beliefs are more likely to continue their efforts to master a task when difficulties
arise. Perseverance usually produces desired results, and this success then strengthens the individual’s
self-efficacy beliefs.

Third, self-efficacy for solving problems and making decisions influences the efficiency and
cffectiveness of problem solving and decision-making. When faced with complex decisions,
people who have confidence in their ability to solve problems are able to think more clearly and
make better decisions than do people who doubt their cognitive skills (e.g., Bandura, 1997).
Such efficacy usually leads to better solutions and greater achievement. In the face of difficulty,
people with high self-efficacy are more likely to remain task-diagnostic and to search for solutions
to problems. Those with low self-efficacy, however, are more likely to become self-diagnostic
and reflect on their inadequacies, which distract them from their efforts to assess and solve the
problem (Bandura, 1997).

Most of the research on the effect of self-efficacy on self-regulation suggests that “more
is better” — that is, the higher one’s self-efficacy, the more effective one’s self-regulation in
pursuit of a goal. But can self-efficacy be “too high”? Perhaps so, in at least three ways. First,
as Bandura (1986) suggested, “a reasonable accurate appraisal of one’s capabilities is ... of
considerable value in effective functioning,” and that people who overestimate their abilities
may “undertake activities that are clearly beyond their reach” (p. 393). Certainly, an impor-
tant feature of effective self-regulation is to know when to disengage from a goal because
one’s efforts are not paying off. Although strong self-efficacy beliefs usually contribute to
adaptive tenacity, if these beliefs are unrealistically high, they may result in the relentless
pursuit of an unattainable goal. Thus, high self-efficacy beliefs that are not supported by
past experience or rewarded by positive goal-related feedback can result in wasted effort and
resources that might be better directed elsewhere. As of yet, however, we have no way of
determining when self-efficacy is “too high” and at what point people should give up trying
to achieve their goals. Many successful individuals throughout history have a long record of
failure and/or rejection before reaching success (Pajares, 2005).

Second, the way in which strong self-efficacy beliefs develop can affect their impact on
behavior. Inflated self-efficacy beliefs (positive illusions) can lead to complacency and diminished
effort and performance over time (Yang, Chuang, & Chiou, 2009), as well as an increased
willingness to engage in potentially dangerous behaviors, such as using a cell phone while driving
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(Schlehofer, Thompson, Ting, Ostermann, Nierman, & Skenderian, 2010). Further, people
who develop high levels of self-efficacy without effort and struggle may set lower goals and may
be satisfied with lower performance, compared with those who attain strong efficacy beliefs
through hard work (Bandura & Jourdan, 1991). As a result, progress toward a goal may be
hindered.

Third, help-seeking behaviors may be lower when self-efficacy is greater than actual abilities.
For example, smokers with an inflated sense of self-efficacy to quit smoking are less inclined
to enroll in programs to quit smoking and may have lower success in quitting smoking
(Dufty, Scheumann, Fowler, Darling-Fisher, & Terrell, 2010). This potential disadvantage of
unrealistically high self-efficacy and decreased help-seeking may apply to other domains,
including one’s ability to regulate alcohol and other substance use, diet, exercise, and many
other behaviors that involve self-regulation.

Self-Efficacy and Psychological Well-Being

Most philosophers and psychological theorists agree that a sense of control over our behavior,
our environment, and our own thoughts and feelings is essential for happiness and a sense of
psychological well-being. Feelings of loss of control are common among people who seek the
help of psychotherapists and counselors. This sense of a lack of control is a major factor in the
self-regulation disruptions and failures that, as noted previously, are apparent in almost all
psychological problems.

Self-efficacy beliefs play a major role in a number of common psychological problems. Low
self-efficacy expectancies are an important feature of depression in adolescents (Flett, Panico, &
Hewitt, 2011) and adults (Grembowski et al., 1993). Depressed people usually believe they are
less capable than other people of behaving effectively in many important areas of life.
Dysfunctional anxiety and avoidant behavior are the direct result of low-self-efficacy beliefs for
managing threatening situations (Williams, 1995; Bandura, 1997). Self-efficacy beliefs also play
a powerful role in substance abuse problems (DiClemente, Fairhurst, & Piotrowski, 1995),
cating disorders (Lobera, Estébanez, Fernandez, Bautista, & Garrido, 2009), post-traumatic
stress (Lambert, Benight, Wong, & Johnson, 2013) and suicidal behaviors (Thompson, Kaslow,
Short, & Wyckoft, 2002).

Self-Efficacy and Physical Well-Being

As research on embodied emotions (Niedenthal, 2007) has demonstrated, brain events, bodily
feeling states, and felt and expressed emotions are interacting forces (see also Kagan, 2007).
Therefore, a positive clinical psychology must also be a holistic clinical psychology that address
the body as well as the mind. The growing research, for example on the effect of exercise on
emotions and mood (Howarter, Bennett, Barber, Gessner, & Clark, 2014), suggests that positive
clinical psychologists would be wise to include physical exercise as an interventions for clients
with difficulty managing anxiety and depression. Thinking more broadly, positive clinical
psychologists should also be concerned with what their clients eat and drink because poor nutri-
tion can diminish overall physical and psychological well-being. For this reason, positive clinical
psychologists should become familiar with the theory and research from health psychology that
offers suggestions for motivating clients to make positive lifestyle changes that will enhance their
health. Most strategies for preventing health problems, enhancing health, and hastening recovery
from illness and injury involve changing behavior. Research on self-efficacy has greatly enhanced
our understanding of how and why people adopt healthy and unhealthy behaviors and of how
to change behaviors that affect health (Maddux, Brawley, & Boykin, 1995; O’Leary & Brown,
1995; Bandura, 1997). Beliefs about self-efficacy influence health in two ways.
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First, self-efficacy beliefs influence the adoption of healthy behaviors, the cessation of unhealthy
behaviors, and the maintenance of behavioral changes in the face of challenge and difficulty. All
the major theories of health behavior, such as protection motivation theory (Maddux & Rogers,
1983; Rogers & Prentice-Dunn, 1997), the health belief model (Strecher, Champion, &
Rosenstock, 1997), and the theory of reasoned action/ planned behavior (Fishbein & Ajzen,
1975; Ajzen, 1988; Maddux & DuCharme, 1997), include self-efficacy as a key component (see
also Maddux, 1993; Weinstein, 1993). In addition, enhancing self-efficacy beliefs is crucial to
successful change and maintenance of virtually every behavior crucial to health, including
exercise (Kassavou, Turner, Kamborg, & French, 2014), diet (Berman, 2005), dental hygiene
(Buglar, White, & Robinson, 2010), pain management (Costa, Maher, McAuley, Hancock, &
Smeets, 2011), safe sex (Widman, Golin, Grodensky, & Suchindran, 2013), smoking cessation
(Gwaltner, Metrik, Kahler, & Shiffman, 2009), overcoming alcohol abuse (Kelly & Greene,
2014), compliance with treatment and prevention regimens (Chan, Zalilah, & Hii, 2012), and
disease detection behaviors such as skin cancer self-examination (Robinson et al., 2014).

Second, self-efficacy beliefs influence a number of biological processes, which, in turn,
influence health and disease (Bandura, 1997). Self-efficacy beliefs affect how the immune system
responds to stress (O’Leary & Brown, 1995; Bandura, 1997; Caserta, Wyman, Wang, Moynihan, &
O’Connor, 2011). Lack of perceived control over environmental demands can increase
susceptibility to infections and hasten the progression of disease (Gomez, Zimmermann,
Froehlich, & Knop, 1994; Bandura, 1997). Self-efficacy beliefs also influence the activation of
catecholamines, a family of neurotransmitters important to the management of stress and perceived
threat, along with the endogenous painkillers referred to as endorphins (Bandura, Taylor,
Williams, Mefford, & Barchas, 1985; O’Leary & Brown, 1995).

Self-Efficacy and Psychotherapy

We use the term “psychotherapy” to refer broadly to professionally guided interventions based
on psychological theory and research that are designed to enhance psychological well-being,
while acknowledging, again, that self-regulation plays an important role in all such interventions.
Different interventions, or different components of an intervention, may be equally effective
because they equally enhance self-efficacy for crucial behavioral and cognitive skills (Maddux &
Lewis, 1995; Bandura, 1997; Goldin et al., 2012; Warren & Salazar, 2015) and help individuals
cope with inevitable “backslides” in therapeutic progress (Kadden & Litt, 2011).

In therapy, enhancing self-efficacy for overcoming psychological difficulties and for imple-
menting self-control strategies in specific challenging situations is essential to the success of
therapeutic interventions (Maddux, 1995; Bandura, 1997). Self-efficacy is so important in
treatment because a large amount of therapeutic progress occurs outside the therapy session
when the client does homework (e.g., practicing therapy skills, exposure to feared stimuli, etc.).
If clients do not believe in their ability to do work outside of session, they may be less likely
to engage in homework activities, thus reducing the effectiveness of the treatment. Thus, it is
important to assess, and if necessary, address, self-efficacy in regard to a client’s ability to
complete homework assignments in therapy. Indeed, increases in self-efficacy are key mechanisms
of change in treatments for issues such as depression (Nash, Ponto, Townsend, Nelson, & Bretz,
2013), anxiety (Goldin et al., 2012; Brown et al., 2014 ), drug addiction (Kadden & Litt, 2011),
and tobacco use (Hendricks, Delucchi, & Hall, 2010; Alessi & Petry, 2014).

Self-efficacy theory emphasizes the importance of arranging experiences designed to increase
the person’s sense of efficacy for specific behaviors in specific problematic and challenging
situations. Self-efficacy theory suggests that formal interventions should not simply resolve
specific problems, but should provide people with the skills and sense of efficacy for solving
problems themselves. Some basic strategies for enhancing self-efficacy are based on the five
sources of self-efficacy previously noted.
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Performance experience The phrase “seeing is believing” underscores the importance of
providing people with tangible evidence of their success. When people actually can see themselves
coping effectively with difficult situations, their sense of mastery is likely to be heightened
(Saemi, Porter, Ghotbi-Varzaneh, Zarghami, & Maleki, 2012). These experiences are likely to
be most successful when both goals and strategies are specific. Goals that are concrete, specific,
and proximal (short range) provide greater incentive, motivation, and evidence of efficacy than
goals that are abstract, vague, and set in the distant future. Specific goals allow people to identify
the specific behaviors needed for successful achievement and to know when they have succeeded.
For example, the most effective interventions for phobias and fears involve “guided mastery” —
in vivo experience with the feared object or situation during therapy sessions, or between sessions
as “homework” assignments (Williams, 1995; Gallagher et al., 2013). Recent technological
advances now allow for the use of “virtual reality” experiences in the treatment of phobias
and fears (e.g., Rothbaum, Anderson, Zimand, Hodges, Lang, & Wilson, 2006). In cognitive
treatments of depression, clients are provided structured guidance in arranging success experiences
that will counteract low-self-efficacy expectancies (Maddux & Lewis, 1995).

Vicarious experience Vicarious learning and imagination can be used to teach new skills and
enhance self-efficacy for those skills. For example, modeling films and videotapes have been
used successfully to encourage socially withdrawn children to interact with other children. The child
viewing the film sees the model child, someone much like him- or herself, experience success and
comes to believe that he or she too can do the same thing (Conger & Keane, 1981). In vivo
modeling has been used successfully in the treatment of phobic individuals. This research has
shown that changes in self-efficacy beliefs for approach behaviors mediate adaptive behavioral
changes (Bandura, 1986; Williams 1995; Ollendick, Ost, Reuterskiold, & Costa, 2010).
Common everyday (nonprofessional) examples of the use of vicarious experiences to enhance
self-efficacy include advertisements for weight loss and smoking cessation programs that feature
testimonials from successful people with whom an individual can identify. The clear message
from these testimonials is that the listener or reader also can accomplish this difficult task.
Formal and informal support groups — people sharing their personal experiences in overcoming
a common adversity, such as addiction, obesity, or illness — also provide forums for the enhancement
of self-efficacy.

Imagined experience Live or filmed models may be difficult to obtain, but the imagination is
an easily harnessed resource. Imagining ourselves engaging in feared behaviors or overcoming
difficulties can be used to enhance self-efficacy. For example, cognitive therapy of anxiety and
fear often involves modifying visual images of danger and anxiety, including images of coping
effectively with the feared situation. Imaginal (covert) modeling has been used successfully in
interventions to increase assertive behavior and self-efficacy for assertiveness (Kazdin, 1979).
Systematic desensitization and implosion are traditional behavioral therapy techniques that rely
on the ability to imagine coping effectively with a difficult situation (Emmelkamp, 1994;
Wiederhold & Bouchard, 2014). Because maladaptive distorted imagery is an important com-
ponent of anxiety and depression, various techniques have been developed to help clients modify
distortions and maladaptive assumptions contained in their visual images of danger and anxiety
(e.g., Ng, Abbott, & Hunt, 2014). A client can gain a sense of control over a feared situation by
imagining a future self that can deal effectively with the situation.

Verbal persuasion Most formal psychological interventions rely strongly on verbal persuasion
to enhance a client’s self-efficacy and encouraging small risks that may lead to small successes.
In cognitive and cognitive-behavioral therapies (Holland, Stewart, & Strunk, 2006; Goldin
et al., 2012), the therapist engages the client in a discussion of the client’s dysfunctional
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beliefs, attitudes, and expectancies and helps the client to see the irrationality and self-defeating
nature of such beliefs. The therapist encourages the client to adopt new, more adaptive beliefs
and to act on these new beliefs and expectancies. As a result, the client experiences the suc-
cesses that can lead to more enduring changes in self-efficacy beliefs and adaptive behavior.
People also rely daily on verbal persuasion as a self-efficacy facilitator by seeking the support
of others when attempting to lose weight, quit smoking, maintain an exercise program, or
summon up the courage to confront a difficult boss or loved one.

Physiological and emotional states We usually feel more self-efficacious when we are calm
than when we are aroused and distressed. Thus, strategies for controlling and reducing emo-
tional arousal (specifically anxiety) while attempting new behaviors should enhance self-efficacy
beliefs and increase the likelihood of successful implementation. Hypnosis, biofeedback,
relaxation training, meditation, and medication are the most common strategies for reducing
the physiological arousal typically associated with low self-efficacy and poor performance.
Relatedly, cognitive behavior therapy for Social Anxiety Disorder aims to reduce anxious
emotional arousal by teaching individuals to reappraise the cognitions that lead to anxiety.
Studies find that cognitive reappraisal self-efficacy is one of the paths through which cognitive
behavior therapy functions (Goldin et al., 2012).

Summary

In the past three decades, we have learned much about the role of self-efficacy beliefs and
psychological adjustment and maladjustment, physical health, and self-guided and professionally
guided behavior change. Positive clinical psychology emphasizes the development of positive
human qualities and the facilitation of psychological health and happiness in addition to the
prevention of or remediation of negative human qualities and human misery. It also embraces
the notion that individuals can be self-initiating agents for change in their own lives and the lives
of others. The emphasis of social cognitive theory and self-efficacy theory on the development
of “enablement” — providing people with skills for selecting and attaining the life goals they
desire — over prevention and risk reduction is consonant with both of these emphases. Self-efficacy
research concerned with enhancing our understanding of self-regulation will enhance our under-
standing of how to provide people with these enablement skills.

In the past few years, there has been growing research in this area; however, the majority of
studies have been within the context of education (Ramdass & Zimmermann, 2011; Piperopoulos, &
Dimov, 2014). Although research in education is strongly warranted, in agreement with others
(e.g., Sitzmann & Ely, 2011), we note that it is also important to examine self-efficacy and self-
regulation outside of education. Future studies on goal attainment in work, hobbies, and other
areas of life are needed.

Second, positive clinical psychology emphasizes the social embeddedness of the individual and
acknowledges that my individual success and happiness depends to a large degree on my ability
to cooperate, collaborate, negotiate, and otherwise live in harmony with other people. In addition,
the ability of businesses, organizations, communities, and governments (local, state, and national)
to achieve their goals will increasingly depend on their ability to coordinate their efforts, particularly
because these goals often conflict. For this reason, collective efficacy — including collective efficacy
in organizations and schools (see Goddard, 2001), and efficacy for social and political change —
provides numerous important questions for future research. In a world in which communication
across the globe often is faster than communication across the street, and in which cooperation
and collaboration in commerce and government is becoming increasingly common and increasingly
crucial, understanding collective efficacy will become increasingly important.
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The simple yet powerful truth that children learn from The Little Engine That Could (“I think
I can! I think I can!”) has been amply supported by over three decades of self-efficacy research:
namely, that when equipped with an unshakable belief in one’s ideas, goals, and capacity for
achievement, there are few limits to what one can accomplish. As Bandura (1997) has stated:
“People see the extraordinary feats of others but not the unwavering commitment and countless
hours of perseverant effort that produced them” (p. 119). They then overestimate the role of
“talent” in these accomplishments, while underestimating the role of self-regulation. The timeless
message of research on self-efficacy is the simple, powerful truth that confidence, effort, and
persistence are more potent than innate ability. In this sense, self-efficacy is concerned with
human potential and possibilities, not limitations, thus making it an essential concept for a truly
“positive” clinical psychology.
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Empathy
“The Good, The Bad and The Uyly”

Eamonn Ferguson

If you see someone in distress you may try to imagine how they feel, you may feel concern or
sympathy for them, or imagine how you would feel if you were in the same situation. You may
also experience distress from seeing them suffer. These types of experience are variously described
in the scientific and philosophical literatures as empathy and empathy-related constructs (Batson,
2009). These resonate well with people’s lay understandings of empathy (Kerem, Fishman, &
Josselson, 2001; Hakansson & Montgomery, 2003). Empathy is an important construct as it is
not only key for successful social interactions, but may also result in benefits to both the target
of empathy and the empathizer themselves in terms of reputation building, positive well-being,
and even longevity (Brown, Nesse, Vinokur, & Smith, 2003; Hakansson & Montgomery, 2003;
Weinstein & Ryan, 2010). Based on these benefits, empathy is starting to take a more central
role in applied psychology. For example, it is viewed as desirable trait for care providers (Ferguson,
James, & Madely, 2002; Kim, Kaplowitz, & Johnston, 2004; Silvester, Patterson, Koczwara, &
Ferguson, 2007) and as such a trait to be actively selected for (Patterson, Ferguson, Lane,
Farrell, Martlew, & Wells, 2000).

While wholeheartedly acknowledging the benefits of empathy, the existence of variability in
trait empathy in the population, implies that empathy also has a “dark side” (Nettle, 2006;
Ferguson, 2013; Ferguson, Semper, Yates, Fitzgerald, Skatova, & James, 2014). One account —
amongst others — to explain variation in trait expression is based on a trade-off between costs
and benefits exhibited by the trait (Nettle, 2006). For example, neuroticism carries benefits,
in terms of directing attentional resources toward danger, but carries a cost of increased suscep-
tibility to psychiatric illness (Nettle, 2006). Motivated by this reasoning this chapter examines
the evidence for the dark side of empathy, and examines potential implications for applied
psychology practice.

Defining Empathy in a Costs and Benefits Models

Before exploring the dark side of empathy it is necessary to define empathy in terms of its
constituent component and processes. These components and processes provide the basis of
understanding when empathy will results in benefits (e.g., helping others, reputation building)
or costs (e.g., increased pain sensitivity).

The Wiley Handbook of Positive Clinical Psychology, First Edition. Edited by Alex M. Wood and Judith Johnson.
© 2016 John Wiley & Sons, Ltd. Published 2016 by John Wiley & Sons, Ltd.
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General Theoretical Frameworks

Broad theoretical models of empathic processes fall into three classes (Rameson & Lieberman,
2009): (1) Theory-Theories, (2) Simulation Theory, and (3) Dual-Process Theories.

Theory-Theories These models suggest that empathic representations arise from
cognitive mentalizing, based on the application of “lay models” of the mind, to infer others’
emotions (Batson, 2009; Rameson & Lieberman, 2009). This requires conscious and con-
trolled processing, reflecting appraisals of the target and the situation in which the target
is acting.

Simulation theories These theories require that we “put ourselves in the ‘mental shoes’ of
another ...” (Rameson & Lieberman, 2009: p. 95) and use our own representation to simulate
how the other is feeling (Decety & Jackson, 2004; Keysers & Gazzola, 2007). These processes
are generally viewed as automatic and not requiring conscious awareness (Decety & Jackson,
2004). However, the automatic representations of another’s emotions will, very probably, reflect
basic emotions (e.g., fear) with more complex social emotions, such as sympathy requiring active
cognitive processing (Decety & Jackson, 2004).

Dual-process These models acknowledge that both processes are important for the empathic
responses with automatic processes feeding into conscious ones (Decety & Jackson, 2004;
Shamay-Tsoory et al., 2005; Singer, 2006; Keysers & Gazzola, 2007; de Wall, 2008). There are
a number of excellent reviews of this literature (e.g., Decety & Jackson, 2004; de Vignemont &
Singer, 2006; Singer & Lamm, 2009).

Definition

The definition of empathy adopted here is based on a dual-process model, and in what follows
the person who is in distress and to whom the empathic processes are directed will be called the
“target” and the person who is empathizing the “empathizer.”

The empathy process is defined here as follows:

1 The process that results in the formation of a representation and understanding of the targets
emotional state, which forms the basis of the empathizer’s responses.

2 This representation can occur without necessarily having direct emotional stimulation
(Singer, 2000).

3 The empathizer knows that the target is the source of the empathizer’s emotional experience —
there is a self-other differentiation (Decety & Jackson, 2004; de Vignemont & Singer, 2000).

4 The emotional representation of the empathizer does not have to be isomorphic (i.e., the
same) with that of the target, but can be (see Batson & Shaw, 1991). This is a departure from
other theorists, especially those working in the neuroscience of empathy who view empathy
as occurring only when the target’s and empathizer’s emotions are isomorphic (de Vignemont &
Singer, 2006; Singer & Lamm, 2009; Bird & Viding, 2014). The approach adopted here
does not require that the emotions experienced by the target and empathizer are the same and
thus includes sympathy (Batson & Shaw, 1991; Batson, 2009). Sympathy is part of the
experiential response to another’s distress (Batson, 2009). The empathizers response to
the target — helping, avoiding or harming — (Point 1 of the definition above) will depend, in
part, on whether the empathizer emotional experiences are isomorphic (see “Benefits to
Target” section below).
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The Main and Subcomponents of Empathy

Three main components of empathy — (1) cognitive (i.e., understanding the targets’ emotional
states), (2) emotional (i.c., feeling the others’ emotional state in some way), and (3) motor
(i.e., automatic process that allow action—perception synchronization) —are traditionally recognized
in the literature (Decety & Jackson, 2004; Blair, 2005). As an analogy, these three components
can be thought of as moons orbiting the planet “Empathy” (Figure 8.1). The terrain of the
moons can be explored to identify their different continents or subcomponents. Batson (2009)
identified eight different concepts used in the literature to refer to empathy. I will use these to
define the subcomponents of empathy that constitute the main cognitive, emotional, and motor
components. I will also be drawing on the work of authors such as Singer and colleagues (Singer,
2006, Singer & Lamm, 2009) and Blair (2005, 2008).

First, two subcomponents linked to automatic processes can be identified that define the terrain
of the moon “Auntomatic (Motor) Empathy.” These are: (1) Motor Mimicry (i.e., automatically
synchronizing the posture, emotions, and expression of others: Singer & Lamm, 2009; Batson’s
2nd Concept); and (2) Emotional Contagion (i.e., the automatic tendency to catch another’s
emotions: Singer & Lamm, 2009: Batson’s 3rd Concept). Singer and Lamm (2009) suggest that
motor mimicry and emotional contagion are linked, and Decety and Jackson (2004 ) include mimicry
in their definition of emotional contagion.

However, many authors clearly state that both mimicry and emotional contagion do not equate
to empathy, as these perception—action processes lack self~other differentiation (e.g., Bernhardt &
Singer, 2012). They are, however, included here for two reasons. First, mimicry can be
conscious — we may choose to deliberately mimic others (Decety & Jackson, 2004). Second,
within a dual-process framework these represent the primitive processes that form a basis of
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more complex processes (e.g., perspective-taking) that introduce mental flexibility (Decety &
Jackson, 2004). Recent neuroimaging data supports this contention (Morelli, Rameson, &
Lieberman, 2014) and thus from a process-oriented perspective these are the basic building
blocks for higher-order empathic processes (e.g., de Wall 2008; see also Lamm, Nurbaum,
Meltzoff, & Decety, 2007). While, it is acknowledged that, in some clinical cases, higher-order
empathic processes can be adopted without these primitive processes (Danziger, Faillenot, &
Peyron, 2009), it is argued that the ability to mimic and catch emotions is needed for
higher-order empathic processes. Indeed, for most normal development they are likely to be
the basis of empathic ability (de Wall, 2008). To be clear, if just emotional contagion is
experienced this is not empathy, but the ability for this to occur is needed for empathy to be
experienced.

The terrain of Cognitive Empathy has four subcomponents that primarily reflect Theory—
Theory processes: “Theory of Mind,” “Knowledge,” “Perspective-Taking (other)” [PT ], and
“Perspective-Taking (self)” [PT ].

“Theory of Mind” reflects an understanding that others have a mind and have emotions,
desires, beliefs, etc. “Knowledge” refers to (1) memory, (2) appraisals of the situation the
target is in, and (3) knowledge about the target. All three of these may be used to infer the target’s
emotions (see de Wall, 2008: Batson’s 1st Concept). Thus “Knowledge” is a key part of the
empathic process, as the strength of the empathic response varies as a function of appraisals
of: (1) similarity between the empathizer’s appraisals of the target’s situation, emotions, and
personality and their own; (2) familiarity with the target; (3) fasrness of the targets actions;
(4) group membership; and (5) kinship (see de Vignemenot & Singer, 2006; Engen & Singer,
2013, for reviews).

The two perspective-taking components ([PT(O>], and [PT(S>]) differ with respect to how the
empathizer represents their emotions relative to the target’s emotions. PT,  refers to imagining
how the other person might feel (Batson, 2009: Batson’s 5th Concept). PT  reflects how the
empathizer imagines they would feel if they were in the target's position: Batson’s 4th and 6th
Concepts). Research shows that PT  and PT  are related but distinct processes: PT  has been
shown to be distinct from PT  at both a neurological level (Lamm, Batson, & Decety, 2007),
and psychometrically (Lockwood, Seara-Cardoso, & Viding, 2014), as well as in terms of
emotional responses, with PT ' resulting in sympathy and compassion (Empathic Concern) and
PT  resulting also in personal dlstress (Batson, Early, & Salvarini, 1997).

While defined here as an example of theory—theory processes, there is some degree of active
simulation in PT . PT  contains aspects simulation as the empathizer has to imagine, not only
what the target is experiencing, but also simulate how they would feel in that situation themselves.
Thus, PT | may be better envisaged as perspective-taking that is a mixture or theory-theory and
simulation theory approaches.

PT can be either “isomorphic” (imaging you would feel the same negative emotion as the
target does), or “nonisomorphic” (imagining you would feel something different). In its weakest
sense, nonisomorphic PT = may entail imagining you would feel the same emotion but in a more
or less intense manner. This may represent a self~other empathy gap (Loewenstein, 2005). In its
truest sense, nonisomorphic PT | may also result from the empathizer imagining that they would
feel a different emotion to the target if they were in the same situation (the target is sad, but the
empathizer would feel angry or even happy). For example, if someone adopts a PT | with respect
to a target’s bereavement, while the target may feel relief that the person’s suffering is over (as
well as sadness), the PT | empathizer may imagine that they would feel just sadness, or may even
feel anger in the same situation as the target. There also may be contexts where the PT | empa-
thizer would feel positive emotions if they were in the same situation. For example, if a target’s
romantic relationship ends, but the empathizer feels the target’s partner was overly controlling
and aggressive, the PT, empathizer may think that they would feel glad if they were in the
target’s position.
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The terrain of Emotional Empathy can be divided into two subcomponents: Empathic Concern
and Empathic Distress. Empathic Concern refers to feeling emotions such as sympathy and
compassion for the target (Batson’s 8th Concept). Sympathy is feeling for and, as such, the emotion
felt by the empathizer is not isomorphic with the target (cf. Singer & Lamm, 2009). Empathic
Distress refers to the distress someone feels when seeing the target distressed (Batson’s 7th
Concept). This may arise via PT .

A Dual-Process Account of the Components of Empathy

The main and subcomponents detailed in Figure 8.1 can be rearranged to provide a dual-process
model (Figure 8.2), whereby earlier primitive process are the basis for later more complex
empathic representations and processes (see also de Wall, 2008).

There are two primary processes: (1) Automatic (Motor) Empathy (mimicry and emotional
contagion), and (2) Primary Cognitive Processes (ToM and knowledge). The former represents
automatic representational processes and the later conscious cognitive processes that form
the basis of subsequent cognitive and emotional empathic processes and responses. ToM is
hypothesized to build from mirror neurones (see Gallese & Goldman, 1998) that underlie basic
mimicry/imitation (Lieberman, 2007; Iacoboni, 2009). The combination of ToM and
knowledge allows the person to know that another has emotions, provide self-other differentiation
(which is key for empathic processes) and provides the contextual knowledge to start the
appraisal process of identifying more complex emotions. This is a conscious theory-theory-
driven process, but one that builds from the automatic simulation that underlies mimicry. Once
this process begins, the empathizer can then actively “empathize” using one of four core
empathic processes: (1) PT , (2) “Empathic Concern,” (3) PT , or (4) “Empathic Distress.”

Core empathic processes
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Note that the automatic (motor) empathy components can feed directly to PT isomorphic.
This is because when the PT  process is isomorphic the representation will likely be consistent
with activation of mirror neuron/emotional contagion systems. We will return to these later to
explore how these core empathic processes may differentially influence prosocial and antisocial
behavior.

Evolution of Traits: Cost and Benefits

It is recognized that empathic ability can be expressed as a heritable trait (Knafo, Zahn-
Waxler, Hulle, Robinson, & Rhee, 2008) that shows variation in the population (Davis,
1983; Hein & Singer, 2008; Baron-Cohen, 2012; Georgi, Petermann, & Schipper, 2014).
Trait empathy is correlated with many of the same brain areas involved empathic processes
(Singer, Seymour, O’Doherty, Kaube, Dolan, & Frith, 2004 ), indicating that trait empathy
taps the same basic empathic processes as described in the developmental, social, cognitive,
and neuroscience literatures. Trait empathy also serves to enhance these empathic processes
(Singer et al., 2004).

From an evolutionary perspective it is necessary to explain why this variability exists. Natural
selection should select against variability and select the aspect of the trait that is best adapted to
increasing fitness. One solution to the puzzle is offered in terms of a cost—benefit trade-off
model (Nettle, 2006). The basic tenet of this approach is that traits evolved to meet the adaptive
needs of changing environments, for which there is no optimal value, and as such traits carry
both cost and benefits, the mixture of which will determine the optimal fitness level depending
on the current context. By the same reasoning empathy, as an evolved trait showing variability
in the population, will likewise have associated costs and benefits (Nettle, 2006; Ferguson,
2013). These costs and benefits are detailed in the following sections.

“The Good, the Bad and the Ugly”®

We can draw an analogy with Sergio Leone’s film The Good, The Bad and The Ugly° to classify
the relative costs and benefits of empathy. The “good” represents the benefits (automatic or
intended) to the empathizer, target, and society; the “bad” represents unpleasant outcomes to
all parties both automatic and intended; while the “ugly” represents the nasty and malevolent
intended outcomes linked to empathy.

The Good

The benefits of empathy reflect benefits to the empathizer, the target, and society. The benefits
of empathy of these parties are briefly detailed below.

Benefits to the Empathizer The main benefits to the empathizer concern warm-glow and
reputation building as well as longevity.

Reputation Building and Warm-Glow The act of helping is likely to engender feelings of
“warm-glow” in the helper (Andreoni, 1990), and those who express greater empathy (via trait
empathy or perspective-taking manipulation) are more likely to help others (Batson & Shaw,
1991; Batson, 2002). Therefore, these feelings should be more likely to be experienced by those
with high empathic traits. Thus, there are benefits for personal psychological well-being.

If the offer of help is made public, or the helper is known to be a “good person,” the helper
will gain utility in terms of reputation (Pfeiffer, Tran, Krumme, & Rand, 2012), with good
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reputation resulting in an increased likelihood of being helped by others (Milinski, Semmann, &
Krambeck, 2002).! However, reputation can be faked and loses its value when it becomes a
less reliable indicator of an individual’s previous helping (Pfeiffer et al., 2012). Thus, people are
more likely to offer help to another when the good deeds are observed (Milinski et al., 2002) or
reliably signaled (Zahavi & Zahavi, 1997; Zollman, Bergstrom, & Huttegger, 2013).

Longevity Empathy may also be indirectly linked to longevity. Helping others has been linked
to increased longevity (Brown et al., 2003). With respect to empathy, emotional empathy has
been linked to increased volunteering (Mitani, 2014 ), with other oriented motives (akin to
empathy), and with autonomous motives for volunteering linked to increased longevity
(Konrath, Fuhrel-Forbis, Lou, & Brown, 2012). Thus, empathy may have survival benefits.
Studies directly linking empathy to longevity need to be conducted, with the hypothesis that
empathy is linked to longevity via the degree of helping behavior it engenders.

Benefits to the Target The empathy—altruism model of Batson (see Batson & Shaw, 1991;
Batson, 2002), proposes that helping is motivated primarily to relieve the target’s distress, and
has generated a large body of work linking PT  and “Empathic Concern” to increased helping
(Batson, 2002). “Empathic Distress,” on the other hand, as a self-oriented subcomponent of
empathy, tends to result in avoiding situations likely to result witnessing others’ distress (Davis,
Mitchell, Hall, Lothert, Snapp, & Meyer, 1999).

However, the relationship between PT and behavior is more complex as PT, | can result in
helping, mood self-regulation, or not helping (see Figure 8.2), depending on whether the emo-
tional representation experienced by the PT | empathizer and target are isomorphic or not. This is
predicated on the idea that that those who adopt a PT, empathic process come to “fecl,” to some
extent, the emotion they are imagining they would feel if they were in the target position. This may
occur via two, interlinked routes: (1) affective priming (Fazio, 2001), and/or (2) vividness
of the representation as the “vividness” to which an emotional state is represented (Loewenstein,
Weber, Hsee, & Welch, 2001; Loewenstein & Small, 2007). Indeed, there is evidence to show
that PT | results in reporting greater personal distress (Batson, Early, & Salvarini, 1997).
Attribution processes may also lead to social comparison processes whereby the PT | empathizer
views the target as being weaker or stronger (e.g., less or more able to cope) than they would be
in the same situation.

If the PT | empathizer imagines that they would feel isomorphic emotions with the distressed
target, they may direct their behavior to relieve any negative emotions that arise from taking a
PT  position. One way to archive this is by helping the target, as relieving the target’s distress
reduces any isomorphic negative mood the PT  process generates for the empathizer. This is
akin to the negative-state-relief (NSR) model of Cialdini and colleagues (Cialdini & Kenrick,
1976, Cialdini, Schaller, Houlihan, Arps, Fultz, & Beaman, 1987), whereby the empathizer
helps the target, but is motivated primarily to relive his or her own negative state rather than the
target’s distress.

If the PT | empathizer feels they would experience a different negative emotion to the target,
their representation is nonisomorphic, and their choice of action may be driven by a number of
processes. In this case, relieving the target’s distress is unlikely to relieve any emotional distress
the empathizer feels as a function of the PT | process and therefore may instead result in
emotional regulation by other means, such as drugs, exercise, watching a film, etc. (see Cialdini
et al., 1987). If the empathizer believes that they would feel a more intense negative emotion
(depression rather than sadness) or a different negative emotion, the empathizer may try to find
ways to relieve any personal distress via mood regulation strategies (Cialdini et al., 1987). The
PT  empathizer’s choice of behavior to regulate their own mood may be linked to the specific
action patterns of that emotion (Lazarus, 1993; Raghunathan & Pham, 1999). Thus, this
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personal mood regulation will result indirectly in not belping the target as the “empathizer”
secks relief for their negative emotions by means other than by helping. Social comparison
processes may also result in not offering belp. For example, if the target is sad and withdrawn but
the empathizer feels they would be angry and would try to get even in the same context, the
empathizer may not belp as they see the target as passive. Similarly, blaming the target may result
in reduced helping. Alternatively, if the empathizer feels that he or she would not cope as well as
the target, he or she may adopt other mood regulation strategies and, again, not help. Finally,
if the PT  empathizer imagines that they would feel better than the target and experience
a positive emotion (e.g., happy), this positive affect felt by the empathizer may result in an
increased probability of belping the target (Eisenberg, 1991).

The basic association between empathy (PT  and Empathic Concern) and helping is
influenced by a number of contextual factors. For example, PT  is more likely to result
in helping kin (Maner & Gaillior, 2007), and both PT  and Empathic Concern seems to be
specifically important for low-cost helping (Neuberg, Cialdini, Brown, Luce, Sagarin, &
Lewis, 1997; Ferguson, Farrell, & Lawrence, 2008) and unrelated to high-cost helping like
blood donation (Ferguson, Lawrence, & Farrell, 2008; Schlumpf et al., 2008; Steele et al.,
2008; Ferguson, Taylor, Keatley, Flynn, & Lawrence, 2012). Indeed, Batson, O’Quin,
Fultz, Vanderplas, and Isen (1983: study 3) showed that when they increased the cost of
helping, the impact of empathy was reduced and the pattern of responses conformed to a
pattern more consistent with egoistic motives. Furthermore, empathy is also likely to
be unrelated to planned helping behaviors where the target is not present: blood donation,
charitable giving (Einolf, 2008).

The above evidence indicates a robust link between self-reported and manipulated (perspective-
taking) empathy with helping (especially low-cost helping). Similar links have also been reported
using physiological assessments of empathy (see Eisenberg & Miller, 1987). For example,
Hein, Lamm, Brodbeck, and Singer (2011) examined the extent to which a match between
people’s skin conductance response (SCR), when feeling pain themselves, and observing
another’s pain predicted subsequent helping — willingness to take the place of another about to
receive an electric shock. The electric shock was defined at tolerable but painful. The results
showed an increased likelihood of helping when the match was greatest. Furthermore, Morelli,
Rameson, and Lieberman (2014) showed that brain activation linked to empathic responses
predicted daily prosocial behavior. All of which were low-cost (e.g., gave directions, picked up a
fallen object for someone, held open a door).

Thus, consistent with all other reviews there is strong evidence that empathy in terms of PT |
and Empathic Concern influences helping (mainly low-cost helping), the only deviation is
Empathic Distress and PT, under certain conditions.

A recent interesting development in this area has been to see the target not just as a passive
recipient of empathy, but to examine the target’s belief that another is actively taking their
perspective. Goldstein, Vezich, and Shapiro (2014) refer to this as “perceived perspective-
taking,” and explore the consequences of believing another is taking the target’s perspective.
These authors show that when a target feels others are taking their perspective that this infers
many of the same benefits as empathizing, including helping the empathizer.

Benefits to Society The benefits of empathy to society reflect better, wider social interactions
and reduced prejudice.

Simple Cooperation and Bargaining As well as helping others, empathic processes may
also promote better social interaction via beneficial mutual cooperation. In terms of social
dilemmas, such as the prisoner’s dilemma game, evidence shows that PT  with the
co-player induces greater cooperation (Batson & Moran, 1999; Batson & Ahmad, 2001).
Similarly, in dictator games,® processes akin to empathic concern induce greater offers of
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help (Andreoni & Rao, 2011). Thus, empathy promotes cooperation and this may have
additional benefits in terms of wider helping via “upstream indirect reciprocity” (Nowak &
Sigmund, 2005); that is, the target helped (shown cooperation) may feel gratitude and go
on to help someone else.

Reducing Out-Group Bias and Prejudice A final way in which empathy can help wider society
is through the reduction of prejudice. There is evidence that PT  for out-group members
can result in increased helping toward wider social groups such as charities (Batson, Chang, Orr,
& Rowland, 2002), as well as less prejudicial behavior (Batson et al., 2011).

The Bad

The short review above supports the general consensus that empathy has benefits for the
empathizer, the target, and society. This section details the potentially negative effects for the
empathizer and wider society.

Costs to the Empathizer There are costs of empathy to the empathizer in terms of pain per-
ception, Empathic Distress, and psychiatric disorder.

Pain 1If 1T empathize with another’s physical pain will that affect my experience of pain?
Theories that suggest that empathy has an automatic component where the same neural sub-
strates are activated while observing pain, suggesting that observing pain will activate a pain
representation. Indeed, there is a growing body of neuroimaging studies showing that
observing another’s pain activates that same “pain matrix” in the observer as is activated when
they feel the pain themselves (Singer et al., 2004; see Singer & Frith 2005; Frith & Singer
2008; Lamm, Decety, & Singer, 2011; Bernhardt & Singer, 2012; Engen & Singer, 2013;
Singer & Kimecki, 2014, for reviews). This pattern is seen whether the target is a loved one or
a stranger, but is stronger for loved ones (Cheng, Chen, Lin, Chou, & Decety, 2010), and
even when the target has an unusual pain response to the norm — showing pain to a Q-tip but
not to a needle (Lamm, Meltzoft, & Decety, 2010). Furthermore, this effect is observed for
both a PT  and PT , resulting in both similar (the anterior insula (AI)) as well as separate
(the right temperoparietal junction) patterns of activation (Jackson, Brunet, Meltzoff, &
Decety, 2006). These neural responses are stronger in those who score higher in trait Empathic
Concern (Singer et al., 2004).

These studies also show that when the empathizer rates a target’s pain, they rate it as being as
painful as the pain they experienced themselves (see Singer et al., 2004; Loggia, Mogil, &
Bushnell, 2008). They also indicate increased Empathic Distress as well as Empathic Concern
for the target (Lamm, Meltzoff, & Decety, 2010), with PT  resulting in more intense pain ratings
than PT  (Jackson et al., 2006). These laboratory-based results resonate well with epidemiological
survey data showing that high trait empathy (cf. PT ) is related to increased reported pain
(Schieman & van Gundy, 2000).

Hyper-Empathy When someone’s empathy scores are very extreme they may care so much for
others that they neglect themselves (Baron-Cohen, 2012) or be more likely to follow the group
(Pessin, 2012). Both are potentially harmful to the individual as negating one’s own needs (e.g.,
food, emotional support, etc.) can result in physical and psychological distress. Such patholog-
ical caring may also be distressing to others who do not want to be helped.

Empathic Distress The experience of Empathic Distress, that is, the experience of negative
feelings associated with another’s distress, is not only linked to avoidance of highly emotionally
charged helping situations (Davis, 1983; Davis et al., 1999), but is an obvious personal negative
outcome of empathy.
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Psychiatric Illness Empathic responses also have a role to play in understanding psychiatric
illness. Here I examine depression and obsessive-compulsive disorder.

Depression  The role of empathy in depression may be considered in terms of (1) a simple deficit
model, (2) a toxic combination of empathic traits, or (3) a 7isk factor.

It has been suggested that the increased focus on the self in depression should result in deficits
in empathic processing in depression (Preston, 2007).

A recent meta-analysis revealed, however, that not all components of empathy are in deficit in
depression. Instead, there may be a toxic combination of empathic traits in depression (Schreiter,
Pijnenborg, & ann het Rot, 2013). Specifically, Schreiter and colleagues (2013) show that in
depression, while emotional empathy (Empathic Concern) was intact, there were deficits in
Cognitive Empathy (ToM, perspective-taking), but increased levels of Empathic Distress. Thus,
depression reflects an increased self-oriented distress (PT ) at others’ suffering, which may lead
to avoiding social interactions, coupled with an intact Empathic Concern linked to a desire to
help others. Therefore, it appears that depressed individuals are torn between avoiding social
interactions and wanting to help. This intrapsychic conflict will inevitably be distressing and one
that therapy may need to address.

Zahn-Waxler and Van Hule (2012) suggest that high levels of empathy may be a 75k factor
for depression when there is either (1) a predisposition to sadness or (2) when empathy leads to
pathogenic guilt. They argue that pathogenic guilt may occur, for example, when a child has to
care for an emotionally distressed parent and then begins to attribute a causal role to themselves
for the parent’s distress. Indeed, there is evidence linking high empathy to pathogenic guilt
(O’Connor, Berry, Lewis, & Stiver, 2012). Thus, the caring context in which the empathic
response is embedded is crucial to determining if empathy will act as a risk factor for depression
or not. Consistent with this, there is evidence that when people develop empathy, as part of
benefit seeking, while helping a target in a highly emotionally charged context, this empathy is
linked to subsequent increased depression (Kim et al., 2007).

Obsessive-Compulsive Disorder (OCD)  Empathic traits also have a potential role to play in under-
standing OCD (Fontenelle et al., 2009). This is based on two observations by Fontenelle and
colleagues (2009). First, those with OCD are more likely to be overly emotionally attached to
items, which can take on symbolic meaning, representing significant others and sentiments of the
past. The possessions are a way to “empathize” with (feeling for) loved ones. Second, higher
levels of oxytocin are linked to both empathic responses and OCD. Consistent with this,
Fontenelle et al. (2009) provide evidence that those with OCD show heightened levels of both
Empathic Concern and Empathic Distress. This is a pattern similar to that described above for
depression, except here both Empathic Concern and Empathic Distress are increased.
Furthermore, both Empathic Concern and Empathic Distress were shown to be positively asso-
ciated with greater reported levels of (1) checking, (2) ordering, (3) washing, and (4) hoarding.

Costs to Society Empathy has costs to society in terms of reducing contributions to the public
good and increasing in-group favoritism.

Contributing to the public good Most psychology experiments on empathy (and many in neu-
roscience) have focused on helping a single targeted individual (either present or hypothetical).
Fewer studies on empathy have examined the situation when there is a tension between helping
either (1) a targeted individual, (2) the wider group, or (3) redirecting resources to the self.*
If empathy benefits individuals, then it may be a potential threat to helping the wider community
and the public good, as empathizers may direct resources toward specific individuals rather than
resources being aggregated and used to help many (Batson, 2011).
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It may be argued that society would be better off if we all contributed to the public good, as
there are resources for all to use. If we all pay higher tax, then services such as street lights,
healthcare, law enforcement, education, etc. can be provided for all. The problem here is one of
free-riding, whereby people benefit from the resources without contributing.® Free-riding is
seen as motivated by self-interest. These effects can be modeled in the laboratory in terms of
public good games (PGG) — whereby, for example, people play in a group of four anonymous
players. Everyone has an initial and equivalent endowment (private account) and can contribute
some, none, or all to the public account. Whatever is contributed it is summed and doubled
and paid back equally to all members of the group regardless of their level of initial contribution.
So each person gets to keep for themselves what they had kept back in their public account,
plus what is returned to them from the public account. If everyone contributes maximally,
and equally, the group benefits as each individual gains the most. However, as individuals are
unsure what others will do, then not contributing (free-riding) or contributing a small amount
(cheap-riding) will most likely maximize the individual’s payoff, but not the group’s. What is the
effect of empathic responses here? In more complex social exchanges, such as in a PGG, evi-
dence indicates that empathizing with a target in the group results in resources being diverted
to that target and away from the group (Batson, Batson, Todd, Brummett, Shaw, & Aldeguer,
1995; Batson, Klien, Highberger, & Shaw, 1995; Batson et al., 1999). Thus, while the targeted
individual benefits, the wider group resource diminishes.

These findings may seem at odds with work cited earlier saying that empathizing with a target
can reduce prejudice. As Batson (2011) points out, whether or not empathy is “friend or foe”
of public goods depend on the target. It is a “friend” if empathy is targeted in such a way as to
increase compassion for the wider group, and a “foe” when this is not the case and empathy is
targeted at particular individuals in a group. Indeed, there is some support for the contention
that empathizing with a wider group enhances the public good (Oceja, Heerdink, Stocks,
Ambrona, Lopez-Perez, & Salagado, 2104). Thus, not only can self-oriented motivations
(e.g., self-interest), as traditional theory states, be threats to the public good, but so also can
other-oriented motivations (e.g., empathic concern and PT for an individual) under very
specific conditions.

In-Group Favoritism Parochial altruism and nepotism (Bernhard, Fischbacher & Fehr, 2006)
arise when kin or in-groups are preferentially favored and receive beneficial treatment. While, kin
selection is one key model for explaining the survival of altruism (Griffin & West, 2002), this
may become a dark side of altruism as helping is not always directed at the most needy or
deserving. There is also evidence that such in-group favoritism is enhanced by empathy toward
in-group members (Sturmer, Snyder, & Omoto, 2005). This, again, may lead to social disadvan-
tage and enhanced stereotyping. Also it is possible to help your in-group by harming the out-
group (see also Griffin & West, 2002).

The Ugly

Finally, the darkest side of empathy — psychopathy /antisocial behavior and torture and exploitation —
are explored

Psychopathy Blair (2005, 2008) has proposed a model of psychopathy (see also Shamay-
Tsoory, Harari, Aharon-Peretz, & Levkovitz, 2010) whereby psychopathy is characterized by
intact cognitive empathy (ToM) and motor empathy, but reduced emotional empathy. Smith
(2006) proposes a similar model to explain Antisocial Personality Disorder (ASPD). Following
Smith (2006), the psychopathic individual and the person with ASPD are able to understand
the emotions and feelings of others (good and intact cognitive empathy) and thus be able to
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manipulate them, but are less likely to feel “for,” or “as,” or “with” the target, thus removing
the motivation not to harm. Thus, it is the relative strength of cognitive and emotional empathy
that motivates the behavior of these individuals, and there is evidence that high levels of
psychopathic traits are associated with lower emotional empathy (Mahmut, Homewood, &
Stevenson, 2008), but intact for cognitive perspective-taking (Jones, Happe, Gilbert, Burnett, &
Viding, 2010). In nonclinical populations there is evidence that perspective-taking ability is
advantageous in bargaining situations, enabling people to identify hidden agreements, whereas
empathic concern is either not advantageous or disadvantageous (Galinsky, Massux, Gilin. &
White, 2008). This pattern suggests that a combination of perspective-taking and reduced
empathic concern is advantageous with respect to finding useful information to manipulate
negotiations in one’s favor.

Drawing on the subcomponents of empathy described above (see Figures 8.1 and 8.2),
psychopathic traits should be linked to good Theory of Mind, Knowledge, and PT . That is,
understanding that others have emotions, understanding how context influences those emo-
tions, and be able to image what the other is feeling. They would also have low Empathic
Distress, Empathic Concern, and deficits in PT . Thus, they are less likely to feel distress
at the target suffering, feel sympathy for the target, or imagine how they would feel in the
context of the target.

Recently, Bird and Viding (2014) have described a model of empathy — the Self to Other
Model of Empathy (SOME) — which focuses on the mechanisms (cognitive and affective) that
underlie the experience of empathy and use this to explain some of the darker aspects of
empathy, including psychopathy. Five systems comprise the SOME. There are two input
systems: (1) the Situational Understanding System, and (2) the Affective Cue Classification
System. The Situational Understanding System is domain general and represents the system for
understanding the emotions of a target based on the context in which the target is found. The
Affective Cue Classification System provides an initial classification of a target’s emotions based
on cues such as facial expression. These systems feed bi-directionally into each other and feed
into two representational systems: (1) the Affective Representation System, and (2) the Theory
of Mind System (ToM). The Affective Representation System provides the emotional state of
the empathizers toward the target. These two representational systems feed bi-directionally
into each other and also feed back to the Situational Understanding System. The final system
is a Mirror Neuron System that mediates the link between the Affective Cue Classification
System and the Affective Representation System. The final component of the SOME is a Self/
Other Switch, which is necessary for the experience of empathy as opposed to emotional
contagion.

The SOME model describes psychopaths as having the ability to conceptualize another’s
distress, via the Theory of Mind System, but to have impairments in the Affective Cue
Classification System. This is similar to the description above. However, they extend this to
argue that normally developing individuals use their Theory of Mind System to resolve conflicts
that arise when the emotion expressed (Affective Cue Classification System) is at odds with the
context in which it is expressed (Situational Understanding System); for example, being upset
when the context affords being happy. Psychopathic individuals, it is argued, do not use the
Theory of Mind System to resolve such issues.

Exploitation Empathy has two roles to play in exploitation. First, some people may be more likely
to be exploited, such as those high in emotional empathy (Buss & Duntley, 2008; Widiger &
Presnall, 2012) or those who are hyper-empathic (Baron-Cohen, 2012), as they may be more
casily talked into things, are overly trusting, and go along with the group (Pessin, 2012). Second,
these “exploitative” actions are more likely to be taken by those high on cognitive empathy
(Singer & Lamm, 2009), who may also be low in the subcomponent of emotional empathy — the
psychopath described above.
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Torture It is often assumed that torturers tend to lack empathy so as to be able to torture
effectively (Reeder, 2010). However, Reeder (2010) points out that there are “sadistic” torturers
who are motivated to torture to enjoy the victim’s suffering. As such, they need to empathize
with the victim’s suffering.

With respect to subcomponents of empathy the “sadistic” torturers should be low in
emotional distress, PT(S) and Empathic Concern, but have intact Theory of Mind, Knowledge,
PT . That is, this type of torturer will not be inhibited from action in terms of fecling for the
victim, feeling pain via PT | processes, and trying to avoid their distress. They will, however,
need to be able to understand the victim’s pain in the context of torture (Theory of Mind,
Knowledge, and PT ). This pattern is the same as that proposed for psychopathy.

Related Constructs

Before concluding it is necessary to acknowledge and discuss two very recent developments that
relate directly to the argument presented above. Specifically, the concept of “pathological
altruism” (Oakley et al., 2012; Oakley, 2013) and “Self to other model of empathy” (SOME)
described by Bird and Viding (2014).

Pathological Altruism

The concept of the dark side of empathy resonates with aspects of the notion of “pathological
altruism” (Oakley et al., 2012; Oakley, 2013), whereby altruistic behavior can result in harm to
the self, others, and society. Oakley (2013) defines “Pathological Altruism” as occurring when
“the attempted altruism ... results in objectively foreseeable and unreasonable harm to self,
to the target of the altruism, or to others beyond the target” (p. 10408). The key issue for
pathological altruism is that the harm is “objectively foreseeable and unreasonable.” With
respect to potential harm to self and others arising from the costs associated with empathy, some
can be subsumed under the Pathological Altruism definition (i.e., directing public goods to
in-group members), but others do not (such as increased pain sensitivity).

Self to Other Model of Empathy (SOME)

The components or systems of the SOME model of Bird and Viding (2014 ) have a degree of
conceptual overlap with the subcomponents described above (see Figure 8.1).

The Situational Understanding System as a system for understanding the emotions of a target
in context is similar to the “Knowledge” subcomponent. The Affective Cue Classification
System as an initial emotion classification system is based on cues such as facial expression, and
is similar to the Mimicry and Emotional Contagion subcomponents as well as perhaps to
the “Knowledge” subcomponent. The Affective Representation System, which provides the
emotional state of the empathizers, is most similar to the roles played by PT = and PT
The Theory of Mind System equates to the Theory of Mind subcomponent. The error
Neuron System is similar to the mimicry subcomponent detailed above. The emotional
empathy component from Figure 8.1 is missing in the SOME, but this is not surprising as in
the SOME model empathic responses are only isomorphic. As detailed above, nonisomorphic
responses are included in the model of empathy in this chapter as (1) they are part of people’s
response to others’ distress within a dual-process model, and (2) to they help us to understand
a wider set of the benefits and costs of the empathic process, including, among others, pain
perception, depression, OCD.
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Future Directions

The brief overview above shows clearly that empathy has a bright side (“the good”) in terms of
helping others, reducing prejudice, and increasing the empathizer’s well-being and reputation.
But it also carries a dark side (“the bad”) in terms of increased pain perceptions, reduced giving
to the public good, a risk factor for psychiatric illness. Finally, the darkest side (“the Ugly”) of
empathy emerges in terms of psychopathy, torture, and exploitation. These have implications for
the field in terms of (1) theory and research, as well as (2) practice.

Theoretical and Methodological Implication

There are four main theoretical /methodological conclusions.

Acknowledge the Dark Side First, there is a need to acknowledge the dark and darkest sides
of empathy, as has been done for other traits previously held to be “always beneficial,” such as
conscientiousness (Boyce, Wood, & Brown 2010; Ferguson et al., 2014). Traits like empathy
should therefore be considered carefully not only in terms of the relative interplay between
components of empathy, but also with respect to contexts, as negative effects may emerge only
in specific contexts (see Kim et al., 2007).

Two Research Traditions as One To date, work on empathy has generally fallen into two
distinct camps: (1) the prosocial researchers, and the (2) dark-side researchers. If the cost—
benefit model is valid then a single paradigm that combines both the dark side and prosocial side
of research on empathy within a single design is needed. If the cost—benefit trade-oft model
has validity, then manipulation of empathy and assessment of trait empathy, should, in the same
individuals, lead to both prosocial and dark-side behavior. The following basic multistage design
would be fruitful in this context. In Stage 1, empathy can be manipulated using a perspective-
taking paradigm developed by Batson and colleagues to explore the relationship to helping,
with the simple prediction that PT  and Empathic Concern will result in greater helping. The
perspective-taking manipulation would be with respect to someone suffering from pain, so that
in later stages of the experiment association with pain could be assessed. In Stage 2, a pain
threshold test (e.g., Cold Pressor) could be used to explore basic pain thresholds and percep-
tions of pain. The prediction would be that reported pain should be greater and pain thresholds
reduced for those higher in trait empathy or exposed to a PT  manipulation. In a final stage,
Stage 3, an economic game could be used, whereby tension is produced between giving money
to the self, a larger group, or the target empathized with in Stage 1 could be explored. The
hypothesis here is that the target will receive some of the money even if the money has been
raised for the wider group.

Empathic Accuracy It is important that, where possible, researchers assess the accuracy of the
empathizer’s emotional judgments of the targets emotions. This is important for PT ; as here the
target imagines how they would feel if they were the target. To judge whether this is isomorphic
or not requires knowing how accurately the empathizer judges the target’s emotions. As detailed
above, there are different implications for helping depending on whether the emotion “felt” by the
empathizer is isomorphic or not (see Figure 8.2). Crucially, however, the majority of the work on
PT and PT has not assessed “empathic accuracy” and this needs to be done.

Other “Empathy”-Related Phenomena There are a series of emotions that share some neu-
ronal circuitry with empathic systems. These include shame, guilt, envy, and “Schadenfreude.”
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Such feelings may arise through perspective-taking and social comparison processes as described
above. The empathizer may perceive that they would feel guilt or shame in a particular context,
this could be that same as the target does (isomorphic) or they could feel shame when the target
does not (nonisomorphic). Finally, envy occurs when we have a negative emotional response to
perceiving another’s good fortune and “Schadenfreude” when we feel a positive emotional
response to another’s perceived bad fortune. Again, these are important social emotions that
arise via the perspective-taking process in a specific context and will influence bright- and dark-
side behaviors. Shame and guilt may lead to helping behavior, for example, as a way of repairing
relationships and mood (see Jankowski & Takahashi, 2104, for an excellent review).

Practical Implications

With respect to practice there are enormous implications for the professional psychology
disciplines, especially occupational and clinical psychology. If empathy is identified as a key trait
for a job (e.g., medicine, law enforcement), then care is needed to examine the relative balance of
cognitive and emotional empathy in potential candidates. Also, there is a need to examine how
empathy will interact with the nature of the work environment. For example, in some contexts
it may be a risk factor for depression, specifically in jobs that involve social interactions that are
highly emotionally charged. In such contexts, it may be better to (1) not select high empathy
candidates, or (2) to make sure that appropriate training and monitoring are in place. Compassion
training may be beneficial here. Compassion training aims to foster attitudes and feelings of
loving kindness, friendliness, benevolence, and emotional positivity (Leiberg, Klimecki, & Singer,
2011). Evidence shows that compassion training leads to greater prosociality (Leiberg et al., 2011;
Weng et al., 2013). Importantly, however, compassion training, compared with empathy
training, reduced negative affect and enhanced positive affect in response to suffering (Klimecki,
Lweiberg, Ricard, & Singer, 2014).

Finally, clinical psychology needs to consider the subtle interplay of the components of
empathy when developing therapies for illness like depression. Specifically if illnesses like depression
are function of tension between wanting to help, but feeling too distressed by others distress,
then techniques that allow the patient to understand and deal with their responses to other
distress may be beneficial. Again, compassion training may be beneficial here.

Conclusion

The aim of this chapter has been to show that there is a dark side to empathy, and that this needs
to be both acknowledged and considered in both research and applications in applied psychology.
I hope that this aim has been achieved and the reader is convinced that the dark side of empathy
is out there and needs to be explored.

Notes

1 This represents indirect reciprocity (Nowak & Sigmund, 2005).

2  While the data suggest that empathy may be more important for predicting low-cost helping, some
recent work suggests that this may depend on beliefs about empathic malleability. Schumann, Zaki, and
Dweck (2014) show that people vary in their mental models of empathy from one that is malleable
(believe it can be developed) to one that is fixed (empathy cannot be developed). Those who have a
malleable model are more likely to exert effort in challenging contexts. Thus, empathy may be associated
with helping in high-cost situation, but only for those with a malleable model of empathy.
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3 Inadictator game there are two players —a dictator and a recipient. The dictator has a financial endowment
and can choose to transfer some, none, or all of it to the recipient. Whatever the dictator decides is what
both parties get. The rational position is for the dictator to give nothing.

4 There are examples of simple bargaining games like the Prisoner’s Dilemma game, but in these cases
empathy is still direct at a single target — the other player (Batson & Moran, 1999; Batson & Ahmad,
2001).

5 There is, of course, the possibility of legitimate “free-riding,” whereby people do not contribute because
they cannot (Ferguson & Corr, 2012; Ferguson et al., 2012); also referred to as phenotypic defectors
(Lotem, Fishman, & Stone, 1999). These tend to be treated by other the same as co-operators and not
like free-riders (Ferguson et al., 2012).
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Nostalgia

A Buttersweet Emotion that Confers
Psychological Health Benefits

Constantine Sedikides and Tim Wildschut

Nostalgia is, by its very nature, bittersweet, the happiest memories laced with melancholy. It’s

that combination, that opposition of forces, that makes it so compelling. People, places, events,
times: we miss them, and there’s a pleasurve in the missing and a sadness in the love.

Walk Like o Man: Coming of Age with the Music of Bruce Springstein,

Robert J. Wiersema

Positive Clinical Psychology is concerned with balancing positivity and negativity in human
experience and clinical treatment (Wood & Tarrier, 2010). We are focusing in this chapter on
the emotion of nostalgia, which is inherently positive and negative, and its implications for
psychological health. We discuss depictions of bittersweetness or ambivalence in lay definitions
of nostalgia, in narrations of nostalgic experiences, and in its affective signature. Further,
we consider nostalgia’s psychological health benefits: social, self-related, and existential.
We conclude with a speculative link between nostalgic ambivalence and the health benefits that
the emotion confers.

The Ambivalence of Nostalgia

The New Oxford Dictionary of English (1998) defines the emotion of nostalgia as “a sentimental
longing or wistful affection for the past” (p. 1266). This definition implies bittersweetness or
ambivalence. The nostalgizer feels both good and bad.

Speculations on Nostalgic Ambivalence

Speculative quests depict nostalgia as an ambivalent emotion. Although Davis (1979) argued
that nostalgia “is infused with imputations of past beauty, pleasure, joy, satisfaction,
goodness, happiness, love” (p. 18), other authors (Best & Nelson, 1985; Johnson-Laird &
Oatley, 1989; Hertz, 1990) maintained that it is filled with sadness, as the nostalgizer comes
to the realization that the past is irrevocably lost. Although Kaplan (1987) regarded nos-
talgia a “warm feeling about the past ... one of joyousness, producing an air of infatuation

The Wiley Handbook of Positive Clinical Psychology, First Edition. Edited by Alex M. Wood and Judith Johnson.
© 2016 John Wiley & Sons, Ltd. Published 2016 by John Wiley & Sons, Ltd.
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and a feeling of elation” (p. 465), Peters (1985) asserted that it ranges from “a fleeting
sadness and yearning to an overwhelming craving that persists and profoundly interferes
with the individual’s attempts to cope with his present circumstances” (p. 135). And
although Chaplin (2000) claimed that nostalgia reflects appreciation and re-enjoyment of
past experiences, other authors (Fodor, 1950; Socarides, 1977) added that it involves
psychological pain. Nostalgia, Werman (1977) stated, is “wistful pleasure, a joy tinged with
sadness” (p. 393).

The nostalgizer, then, is presumed to feel negatively for a bygone way of life, for the passing
of treasured moments, and for the current absence of persons significant to them. At the same
time, the nostalgizer feels positively for having had the opportunity to share defining life events
with those significant others. Davis (1979) mused extensively, if not poetically, on the ambivalence
entailed in yearning for an experience while conceding to its irredeemable loss.

Empirical Support for Nostalgic Ambivalence

We will capitalize on four sources of empirical support for ambivalence: lay conceptions of nos-
talgia, content analysis of nostalgic narratives, comparisons of experimentally-induced nostalgic
and ordinary autobiographical memories, and juxtaposition of positive and negative events in
nostalgic narratives.

Lay conceptions of nostalgia We (Hepper, Ritchie, Sedikides, & Wildschut, 2012)
examined lay conceptions of nostalgia by adopting a prototype approach, according to which
nostalgia is regarded as a fuzzy category with more representative members (i.c., features)
labeled as central and less representative members labeled as peripheral. Participants listed all
descriptors that came to mind while thinking about nostalgia, and then two judges coded
these descriptors into thirty-five features (Study 1). Another set of participants rated each
feature for centrality or peripherality, that is, for level of semantic proximity to their view of
nostalgia (Study 2). Central nostalgia features were positive (fond, rose-colored, and person-
ally important recollections of childhood or relationships) and negative (missing, wanting to
return to the past). Likewise, peripheral features were positive (warmth, calm, success) and
negative (regret, lethargy). In both cases, though, the positive features outweighed the
negative ones. We (Hepper et al., 2014) obtained similar findings in eighteen countries
spanning five continents. In all, lay conceptions of nostalgia are characterized by a degree of
ambivalence.

Content analysis of nostalgic narratives Ambivalence can also studied by asking participants
to narrate a nostalgic event from their lives, and then coding the narratives for the extent to
which they express positive or negative emotions. As a case in point, Holak and Havlena (1998)
instructed participants to describe their feelings concerning, and circumstances surrounding, three
nostalgic occasions that referred to persons, events, or objects. Judges rated the ensuing descrip-
tions on several emotions. The narratives reflected both positive (warmth, joy, elation, tender-
ness, gratitude) and negative (sadness, irritation, fear) emotions, although the former
outnumbered the latter.

We (Wildschut, Sedikides, Arndt, & Routledge, 2006, Studies 1-2) used a similar metho-
dology. Study 1 relied on forty-two nostalgic essays (1,000-1,500 words) published in the
periodical Nostalgia between 1998 and 1999. Two judges rated the extent to which the essays
reflected each of the twenty adjectives of the Positive and Negative Affect Schedule (PANAS)
(Watson, Clark, & Tellegen, 1988). The essays reflected both positive and negative affect,
albeit more positive than negative. We established the replicability of these findings in Study 2,
in which participants generated nostalgic narratives in the laboratory in response to the
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prompt “Please try to think of an important part of your past (e.g., event or episode) that
makes you feel most nostalgic.”

Comparisons of experimentally-induced nostalgic and ordinary autobiographical
narratives Another approach to examining nostalgic ambivalence entails experimental mani-
pulations of nostalgia and ratings of the produced narratives. Abeyta, Routledge, Sedikides, and
Wildschut (2014) used the event reflection task (ERT) (Sedikides, Wildschut, Routledge, Arndt,
Hepper, & Zhou, 2015), pioneered by Wildschut et al. (2006, Study 5), to manipulate nostalgia.
Participants in the experimental condition were instructed to bring to mind “a nostalgic event
in your life. Specifically, try to think of a past event that makes you feel most nostalgic. Bring this
nostalgic experience to mind. Immerse yourself in the nostalgic experience. How does it make
you feel?” Participants in the control condition were asked to bring to mind “an ordinary event
in your life. Specifically, try to think of a past event that is ordinary. Bring this ordinary experi-
ence to mind. Immerse yourselfin the ordinary experience. How does it make you feel?” In both
conditions, participants contemplated briefly how the experience made them feel and then listed
four keywords relevant to it. Finally, they spent a few minutes writing a narrative. Judges rated
the nostalgic (relative to the ordinary) narratives as reflecting more feelings in general, and also
more positive than negative feelings.

Juxtaposition of positive and negative events in nostalgic narratives Is the structure of
nostalgic narratives indicative of ambivalence? Davis (1977) emphasized the juxtaposition of
positive and negative affective states in nostalgic accounts. He maintained that, when nostalgic
episodes comprise negative elements, these “hurts, annoyances, disappointments, and irritations ...
are filtered forgivingly through an ‘it was all for the best” attitude” (p. 418). Work by McAdams,
Reynolds, Lewis, Patten, and Bowman (2001) is relevant to this point. These authors articulated
two narrative sequences: redemption and contamination. In a redemption sequence, the narrative
progresses from affectively unpleasant stages to affectively pleasant ones. As McAdams et al. put
it: “The bad is redeemed, salvaged, mitigated, or made better in light of the ensuing good” (p. 474).
In a contamination sequence, the narrative follows a reverse trajectory. As McAdams et al. put
it: “The good is spoiled, ruined, contaminated, or undermined by what follows it” (p. 474).

We wondered whether redemption versus classification is more typical of nostalgic narrative
structure. To answer this question, Wildschut et al. (2006) subjected the stories that readers had
submitted to the periodical Nostalgia (Study 1) and the events that participants had generated
in the laboratory under a nostalgia writing prompt (Study 2) to content analyses. In both studies,
nostalgic narratives manifested a predominantly redemptive (rather than contaminative)
trajectory. The structure of nostalgic narratives is characterized by redemption, a pattern that
Shakespeare (1996) captured sublimely in Sonnet 30 (p. 47):

When to the sessions of sweet silent thought

I summon up remembrance of things past,

I sigh the lack of many a thing I sought,

And with old woes new wail my dear time’s waste; ...
But if the while I think on thee, dear friend,

All losses are restor’d and sorrows end.

The Psychological Health Benefits of Nostalgia
Based on four sources of empirical evidence (lay conceptions of nostalgia, content analysis of

nostalgic narratives, comparisons of experimentally-induced nostalgic and ordinary auto-
biographical narratives, juxtaposition of positive and negative events in nostalgic narratives),
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we have concluded that nostalgia is an ambivalent, yet predominantly positive, emotion.
Below, we review research on the psychological health benefits of nostalgia. We then return to
the possible implications of ambivalence for nostalgia’s health benefits.

We conceptualize nostalgia as a resource that can be implemented to cope with distress. At the
very least, this conceptualization requires evidence of an association between nostalgia and the
fundamental approach-oriented action tendency. We have obtained such evidence (Stephan
et al., 2014). Nostalgia (induced through the ERT) instigates approach motivation, as assessed
by the Behavioral Activation System (BAS) subscale of the BIS/BAS Scales (Carver & White,
1994). Nostalgia is an approach-oriented emotion. Below, we engage in a more detailed
discussion of nostalgia’s health benefits.

Social, Self-Related, and Existential Benefits

We will consider three classes of health benefits that nostalgia bestows: social, self-related, and
existential.

Social health benefits Nostalgic evocation refers to momentous events (e.g., family
traditions, graduations, wedding anniversaries) or significant persons from one’s past (e.g.,
relatives, friends, romantic partners) (Wildschut et al., 2006, Studies 1-2; Abeyta et al., 2014).
Nostalgic experiences, then, are replete with social themes. In nostalgic reverie, “the mind is
‘peopled’” (Hertz, 1990, p. 195), and one reinstates symbolic connections with figures of the
past who are brought to life and become part of one’s present (Batcho, 1998; Wildschut,
Sedikides, Routledge, Arndt, & Cordaro, 2010). It follows that nostalgizing may entail social
health benefits.

We have provided empirical evidence for this proposition. Nostalgia (induced via a prototype-
based manipulation, scents, or the ERT) boosts social connectedness, that is, feelings of being
loved, protected, connected to loved ones, and trustful of others (Wildschut et al., 2006, Study 5;
Hepper et al., 2012, Study 7; Reid, Green, Wildschut, & Sedikides, 2014;) compared with
corresponding control conditions. Likewise, nostalgia (induced via the ERT) fosters stronger
perceptions of social support (e.g., “I can count on my friends when things go wrong,” “I can
talk about my problems with my friends”) (Zimet, Dahlem, Zimet, & Farley, 1988) than control
(Zhou, Sedikides, Wildschut, & Gao, 2008, Studies 2—3). Finally, ERT-induced nostalgia (versus
control) reinforces the security of the attachment system by decreasing attachment anxiety (e.g.,
“I worry that romantic partners won’t care about me as much as I care about them”) and attach-
ment avoidance (e.g., “I am very uncomfortable with being close to romantic partners”) (Fraley,
Waller, & Brennan, 2000; (Wildschut et al., 2006, Study 6).

Self-related health benefits The self occupies a prominent place in nostalgic narratives. Put
differently, the self'is invariably the protagonist of the event (Wildschut et al., 2006, Studies 1-2).
It follows that nostalgizing may have implications for the self. We tested this idea by focusing on
two classes of self-related health benefits, self-esteem and optimism.

Nostalgia augments self-esteem; that is, nostalgic participants report higher levels of self-
esteem than control participants. This finding emerges regardless of whether nostalgia is induced
via the ERT (Wildschut et al., 2006, Studies 5-6), by asking participants to compose stories that
rely on central (versus peripheral) prototypical features (Hepper et al., 2012, Study 7), by
requesting participants to listen to a nostalgic (versus control) song (Cheung, Wildschut,
Sedikides, Hepper, Arndt, & Vingerhoets, 2013, Study 3), or by instructing participants to
smell various scents (e.g., Chanel No. 5, apple pie, fresh-cut roses) (Reid et al., 2014). This
finding also emerges regardless of whether self-esteem is assessed with validated scales (e.g., the
Rosenberg [1965] Self-Esteem Scale; Wildschut et al., 2006, Study 6) or with preselected,
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face-valid items (e.g., “value myself,” “feel good about myself”) (Wildschut et al., 2006, Study 5;
Cheung et al., 2013; Hepper et al., 2012, Study 7).

In addition, nostalgia raises optimism. Nostalgic narratives (resulting from the ERT) contain
more references to optimism than control narratives (Cheung et al., 2013, Study 1). Scent-
induced nostalgia increases optimism (e.g., “optimistic about my future”) (Reid et al., 2014).
Moreover, nostalgic participants report being more optimistic (e.g., “feel like the sky is the
limit”) than their control counterparts (Cheung et al., 2013, Study 2). Importantly, self-esteem
mediates the effect of nostalgia on optimism: nostalgia raises optimism by lifting self-
esteem (Cheung et al., 2013, Study 3).

But where does self-esteem come from? Theories converge on social connectedness as a key
source of self-esteem. These theories include attachment (Mikulincer & Shaver, 2004 ), contin-
gencies of self-worth (Crocker & Wolfe, 2001), sociometer (Leary, 2005), and terror
management (Pyszczynski, Greenberg, Solomon, Arndt, & Schimel, 2004). On that basis, we
hypothesized an extended causal sequence, according to which nostalgia nurtures social
connectedness, which elevates self-esteem, which in turn raises optimism. The results were
consistent with the hypothesis (Cheung et al., 2013, Study 4).

Existential health benefits As stated above, nostalgic memories pertain to momentous
events or significant persons from one’s past (Wildschut et al., 2006, Studies 1-2; Abeyta
et al., 2014). Such memories may serve to reassure the individual of life’s meaningfulness
(Lambert, Stillman, Baumeister, Fincham, Hicks, & Graham, 2010). Nostalgia may “keep the
wolf of insignificance from the door” (Bellow, 1970, p. 190) or “quiet our fears of the abyss”
(Davis, 1979, p. 41). Nostalgia, then, is likely to serve as a reservoir of meaning in life. We
have tested and supported the hypothesis that nostalgia amplifies perceptions of life as
meaningful.

Scent-evoked nostalgia breeds meaning in life (e.g., “life has a purpose”) (Reid et al., 2014).
Following the ERT, nostalgic participant regard life as more meaningful (e.g., “sense of
meaning,” “sense of purpose”) than control participants (Van Tilburg, Igou, & Sedikides, 2013,
Study 5). After a prototype-based induction, nostalgizers report higher meaning (e.g., “life is
worth living,” “there is greater purpose to life”) than controls (Hepper et al., 2012, Study 7).
Finally, a nostalgic-event condition renders life more meaningful than an ordinary-event
condition or a desired-future-event condition (Routledge, Wildschut, Sedikides, Juhl, &
Arndt, 2012, Experiment 1), and decreases the quest for meaning — presumably because
meaning has been found — relative to a positive-past condition (Routledge et al., 2012,
Experiment 2).

Given the prevalence of social themes in nostalgic narratives, it is likely that the sociality of
nostalgia undergirds its existential health benefits. Social themes (e.g., family, relationship part-
ners, friends) are key sources of meaning in life (Hicks, Schlegel, & King, 2010; Lambert et al.,
2010). In addition, experimental evidence indicates that, when individuals confront existential
threat, social connectedness strengthens well-being and promotes adaptive functioning (Arndt,
Routledge, Greenberg, & Sheldon, 2005). In all, the literature points to social connectedness as
a mechanism through which nostalgia elevates meaning. We proceeded to test this idea. In
particular, we (Routledge et al., 2012, Study 2) induced nostalgia (via song lyrics), measured
sociality with the Social Provisions Scale (Cutrona & Russell, 1987; sample items: “There is
someone I could talk to about important decisions in my life” “I feel part of a group of people
who share my attitudes and beliefs”), and then assessed meaning with the Presence of Meaning
in Life subscale of the Meaning in Life Questionnaire (Steger, Frazier, Oishi, & Kaler, 2006;
sample item: “I have a good sense of what makes my life meaningful”). Sociality mediated the
effect of nostalgia on meaning; that its, nostalgia cultivated meaning through its capacity to
foster sociality. We replicated these finding with a song-based induction of nostalgia (Routledge
etal., 2012, Study 1).
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The Buffering Role of Nostalgia

Nostalgia not only grants psychological health benefits, butit may also buftfer against psychological
threat. We conceptualize the regulatory role of nostalgia as follows. Threat (e.g., noxious
stimulus or aversive psychological state) impacts negatively on the social, self-related, or
existential aspects of psychological functioning. However, threat also triggers nostalgia. In turn,
nostalgia alleviates or counteracts this negative impact. Stated otherwise, the negative direct
impact of the noxious stimulus or aversive state is attenuated or offset by its positive indirect
impact through nostalgia.

We (Stephan et al., 2014, Study 2) tested a general version of this regulatory model in
the domain of avoidance and approach motivation. First, we induced avoidance motivation
(noxious stimulus or aversive psychological state). In the experimental condition, participants
wrote down five events they wanted to avoid in the future, whereas, in the control condition,
they wrote down five ordinary and likely future events. Next, we measured nostalgia.
Participants filled out a state version of the Nostalgia Inventory (Batcho, 1995): they rated the
extent to which they missed twenty aspects of their past (e.g., “my family house,” “my childhood
toys,” “the way people were”). Lastly, we assessed approach motivation. Participants completed
the BAS (Carver & White, 1994). Avoidance (versus control) motivation tended to decrease
approach motivation. However, avoidance motivation also triggered nostalgia. In turn,
avoidance-triggered nostalgia strengthened approach motivation. We discuss next specific
tests of the regulatory model as they pertain to nostalgia’s capacity to buffer assorted
psychological threats.

Buffering against social threat We examined whether nostalgia buffers against the social
threat of loneliness, a discrete emotion defined in terms of negative thoughts or feelings (e.g.,
pessimism, unhappiness, self-blame, depression, lack of desired relationships) (Cacioppo et al.,
2006). We hypothesized that loneliness (aversive state) would decrease sociality (i.e., perceptions
of social support), but also trigger nostalgia. In turn, nostalgia would combat loneliness through
its social health benefits, that is, by increasing perceived social support.

We (Zhou et al., 2008, Study 2) obtained support for this hypothesis. We induced loneliness
with a procedure developed by Wildschut et al. (2006, Study 4). All participants read statements
drawn from the UCLA Loneliness Scale (Russell, Peplau, & Cutrona, 1980). However, the
response options to these statements varied depending on condition. In the experimental
condition (high loneliness), we rigged the response options to maximize agreement (e.g.,
“I sometimes feel isolated from others™) and, hence, engender in participants the sense of high
loneliness. In the control condition (low loneliness), we rigged the response options to maxi-
mize disagreement (e.g., “I always teel isolated from others”) and, hence, foster the sense low
loneliness. On the ostensible basis of their responses to the UCLA Loneliness Scale, participants
received feedback indicating that, compared with their peers, they were either high on loneliness
(experimental condition) or low on loneliness (control condition). A manipulation check
confirmed that participants in the experimental condition felt lonelier than those in the control
condition.

Following the successful induction of loneliness, we assessed nostalgia and social support. For
nostalgia, we used the state version of the Southampton Nostalgia Scale (Routledge, Arndt,
Sedikides, & Wildschut, 2008; Barrett, Grimm, Robins, Wildschut, Sedikides, & Janata, 2010),
which comprises items referring to the proneness, frequency, and personal relevance of nostalgia.
For social support, we used the state version of the Multidimensional Scale of Perceived Social
Support (e.g., “I can count on my friends when things go wrong”) (Zimet et al., 1988). We
found, as hypothesized, directionally opposite causal effects of loneliness on nostalgia and social
support. Lonely participants felt socially unsupported but also nostalgic. In turn, their feelings
of nostalgia combated loneliness by fostering a sense of social support.
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Buffering against self-threat We asked whether nostalgia buffers the self-threat inherent
to negative performance feedback (Sedikides, 2012). Nostalgia increases self-esteem and
optimism (Wildschut et al., 2006, Study 5; Hepper et al., 2012, Study 7; Cheung et al.,
2013), and we hypothesized that these self-related health benefits act as barricades that
deflect self-threat. Our findings were consistent with this hypothesis (Vess, Arndt, Routledge,
Sedikides, & Wildschut, 2012, Experiment 2). We instructed participants to complete the
Remote Associates Test (Mednick, 1962), an alleged assessment of analytic reasoning, and
then gave them false feedback (negative versus positive). Subsequently, we induced nostalgia
with the ERT. Lastly, we collected the dependent measure: Participants indicated the extent
to which they attributed their test performance to their ability. Prior research shows that
people respond defensively on this measure. That is, they deny that failure was due to their
low ability (Campbell & Sedikides, 1999). In replication of this past research, participants
were more likely to assume reduced personal responsibility (i.e., denied lack of ability) in the
case of failure feedback than success feedback. However, their responses were contingent on
how nostalgic they were. Nostalgic participants took more responsibility for their failure than
control participants did, although the two groups did not differ in their assumed responsi-
bility for success. Nostalgia lowered defensiveness to self threat, which implies that nostalgia

fortifies the self (Sedikides, 2012).

Buffering against existential threat Being told that life is meaningless communicates
threat (Becker, 1971). We wondered whether nostalgia buffers against this existential threat,
and we hypothesized that it does so through its existential health benefits, that is by
increasing meaningfulness. We (Routledge et al., 2011, Study 3) manipulated meaningless-
ness in the laboratory. In the experimental (meaning-threat) condition, participants read an
essay, written allegedly by a philosophy professor at the University of Oxford, which argued
that life has no meaning. An excerpt read as follows: “There are approximately 7 billion
people living on this planet ... The Earth is 5 billion years old and the average human life
span across the globe is 68 years. What is 68 years of one person’s rat-race compared with
5 billion years of history? We are no more significant than any other form of life in the
universe.” Participants in the control condition (no meaning-threat) read an essay arguing
that computers had limitations. An excerpt read as follows: “the computer never understood
a word of this text. A computer does not comprehend what is stored in its ‘memory’ any
more than a book in the library understands what it contains.” The essays were equal in
length and rated similarly on interest, engagement, and originality. Following the manipula-
tion of meaninglessness, we measured state nostalgia with a three-item scale (e.g., “I feel
nostalgic at the moment”). Participants in the meaning-threat condition reported feeling
more nostalgic than those in the control condition. Meaninglessness spontancously evoked
nostalgia.

Our regulatory model stipulates that, following threat (i.e., meaninglessness), nostalgia will
surge to diffuse it. But how so? According to existential psychologists, one of the most
common strategies to diffuse threat involves derogation of the message and its source (Berger &
Luckman, 1967; Greenberg et al., 1990). We relied, once again, on the principle that if a
psychological resource protects against threat, then strengthening this resource will lower
defensiveness toward the threat (Pyszczynski et al., 2004; Sherman & Hartson, 2011). We
proposed that nostalgia is a psychological resource that can protect against threat. If so, nos-
talgic engagement will lower defensiveness toward meaning threat. Following the ERT, we
(Routledge et al., 2011, Study 4) exposed participants to the same meaningless manipulation
as above (i.e., life has no meaning versus limitations of computers). Next, we assessed defen-
siveness through participants’ responses to items that referred to the quality of the essay (e.g.,
“The essay is convincing in its points”) and the competence of its author (e.g., “The author is
a reliable source”). In the meaning-threat condition, nostalgic participants derogated the
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essay and its author to a lesser extent than control participants. The two groups did not differ
in the control condition. Thus, an infusion of nostalgia curbed the intensity of defensive
responding to meaning threat.

Meaning can be conceptualized as “presence of meaning in life” or as “search for meaning in
life,” but also as understanding the world in terms of basic relations between events or objects
(Arndt, Landau, Vail, & Vess, 2013). Surrealist art is an example (Proulx, Heine, & Vohs,
2010). This kind of art violates accepted links between objects and events, thus imposing a
threat to meaning. Surrealist art is structure-threatening in contrast to representational art,
which is structure-preserving. We (Routledge et al., 2012, Study 3) used Surrealist versus
representational art to manipulate meaning. In the experimental (meaning-threat) condition,
we presented participants with a Surrealist painting (7he Son of Man by René Magritte). In the
control (no meaning-threat) condition, we presented them with a representational painting
(Landscape With a Double Rainbow by John Constable). Next, we induced nostalgia with the
ERT. Finally, we assessed meaning in life. Participants in the Surrealist (compared with repre-
sentational) art condition reported lower meaning in life. However, nostalgia moderated this
effect. In the Surrealist art condition, nostalgic participants evinced higher meaning in life than
controls, whereas, in the representational art condition, the two groups did not differ in their
perceptions of meaning in life. Once again, nostalgia buffered against reductions in life
meaningfulness.

Buffering against well-being threat We consider the regulatory role of nostalgia in respect
to two domains of well-being threat: stress and boredom.

People vary at the dispositional level in their perceptions of meaning in life. Those with
meaning deficits are especially vulnerable to experiencing stress in demanding circumstances
(Park & Folkman, 1997). We (Routledge et al., 2011, Study 6) hypothesized that induced
nostalgia would exert a palliative influence by assuaging their stress. First, we assessed dis-
positional levels of meaningfulness (e.g., “My life has meaning”). Then, we manipulated
nostalgia via the ERT. Subsequently, we induced stress with the Trier Social Stress Test
(TSST) (Kirschbaum, Pirke, & Hellhammer, 1993). This is validated stress-induction
procedure that includes the impromptu delivery of a speech. Lastly, we measured stress
(e.g., “jittery,” “fearful”) immediately following the TSST. In general, and in replication of
past research (Park & Folkman, 1997), participants with meaning deficits reported higher
levels of stress than their counterparts. However, this finding was qualified by nostalgia. In
particular, nostalgia reduced the level of stress among participants with low dispositional
meaning in life, but not among those with high dispositional meaning in life. Nostalgia
buffered against stress.

We asked whether nostalgia also buffers against boredom. This unpleasant state is charac-
terized by negative affect, dissatisfaction and, importantly, lack of meaningful engagement
(Van Tilburg & Igou, 2012). As such, boredom is likely to prompt a search for meaning in
life. Nostalgia may come to the rescue. Our findings lent support to these notions (Van
Tilburg et al., 2013). First, we showed that boredom leads to nostalgia. We induced boredom
by having participants copy ten (high-boredom) versus two (low-boredom) references about
concrete mixtures (Study 1), or trace a line across either nine (high-boredom) or three (low-
boredom) large spirals (Studies 2-3). In both cases, participants in the high-boredom
condition reported greater levels of nostalgia (e.g., “Right now, I am feeling quite nostalgic”)
than those in the low-boredom condition. Next, we (Van Tilburg et al., 2013, Study 4) examined
the meaning-regulation function of nostalgia. We manipulated boredom (with the reference-
copying task), measured search for meaning (by asking participants if they were intended to
engage in something meaningful or purposeful), and then measured nostalgia (through the
retrieval and self-rating of nostalgic recollections). Boredom intensified the search for
meaning and also triggered nostalgia. Further, search for meaning mediated the effect of
boredom on nostalgia.
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Does Ambivalence Account (Partially) for the Psychological
Health Benefits of Nostalgia?

The ambivalence of nostalgia may, at least in part, be responsible for its psychological health benefits.
The rationale for this proposition derives from the literature on mixed, that is, positive and negative,
emotions (“taking the good with the bad”). Larsen, Hemenover, Norris, and Cacioppo (2003)
took a favorable view on the experience of mixed emotions. They argued that the presence of
positive emotions thwarts the influence of negative emotions in making meaning out of challenging
or distressing life events, a process beneficial to well-being. If their reasoning is correct, then
individuals who experience mixed emotions ought to show improved well-being over time (Zautra,
Reich, Davis, Potter, & Nicolson, 2000). Empirical evidence has been consistent with this idea. For
example, bereaved adults who display positive emotions during their grieving period report lower
grief over time (Bonanno & Keltner, 1997). Individuals who visualize a stressful event along with
their emotional responses to it manifest improved coping (e.g., greater acceptance of the event,
more positive reinterpretations of it) (Rivkin & Taylor, 1999). Widows who report more positive
emotions on stressful days show more successful adaptation later in life (Ong, Bergeman, Bisconti,
and Wallace (2006). And the concurrent experience of positive and negative emotions among
persons undergoing psychotherapy predicts higher well-being above and beyond other potential
predictors (e.g., unique effects of positive and negative emotions, personality traits, the passage of
time) (Adler & Hershfield, 2012). Nostalgia, with its signature affective ambivalence, may also be
related to better adaptation and higher well-being in the long run.

We argued that the narrative structure of nostalgic episodes is also ambivalent. Past research
has demonstrated that redemption (as opposed to contamination) is associated with well-being
and improved health. For example, redemption-oriented life stories are positively associated with
psychological maturity (Bauer, McAdams, & Sakaeda, 2005) and identity maturity (McLean &
Pratt, 2006). Moreover, redemptive life stories are positively related to well-being both concur-
rently (Lilgendahl & McAdams, 2011) and longitudinally (Tavernier & Willoughby, 2012).
Further, more-improved (compared with less-improved) psychotherapy patients are particularly
likely to remember their therapeutic sessions in a redemptive manner (Adler, Skalina, &
McAdams, 2008). Nostalgia, given its redemptive narrative structure, may also be associated
positively with these indices of psychological adjustment. Future research will do well to focus
on whether nostalgic ambivalence underlies, at least partially, the emotion’s health benefits.

Coda

Nostalgia has long been considered a brain disease, a psychiatric illness, or a clinical disorder (for
a review, see Sedikides, Wildschut, & Baden, 2004). Contemporary research has rehabilitated
the image of nostalgia (Sedikides et al., 2015). It is now regarded a self-conscious and social
emotion that is prevalent and universal. Nostalgia is a psychological resource with implications
for psychological health. More relevant for the objectives of this chapter, nostalgia is an ambiv-
alent (albeit predominantly positive) emotion, and this ambivalence may be partially responsible
for nostalgia’s health benefits. Consistent with the agenda of Positive Clinical Psychology (Wood &
Tarrier, 2010), nostalgia showcases how “taking the good with the bad” in human experience
can be advantageous for psychological health.
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A Dark Side of Gratitude?
Distinguishing between Beneficial
Gratitude and its Harmful Impostors
for the Positive Clinical Psychology

of Gratitude and Well-Being
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and Philip Watkins

Gratitude is not only a virtue but the pavent of all others
Cicero

Gratitude is an illness suffered by dogs
Joseph Stalin

Throughout history, the concept of gratitude has been seen as central to the understanding of
well-being and the smooth running of society, being a mainstay of philosophical and religious
accounts of living (Emmons & Crumpler, 2000). However, it was not until research adopted by
(although predating) the positive psychology movement was conducted (beginning with
McCullough, Kilpatrick, Emmons, & Larson, 2001) that it became a mainstream area of research
within personality (McCullough, Emmons, & Tsang, 2001) and then clinical psychology (Wood,
Froh, & Geraghty, 2010). Research has exploded over the last 15 years, with studies on gratitude
being amongst the most quickly accruing within psychology. Our recent review (Wood, Froh, &
Geraghty, 2010) summarizes this literature, which shows that low gratitude is strongly, uniquely,
and possibly causally related to clinical impaired functioning and impaired clinically relevant
processes. Our review also outlines the interventions that can be used to increase gratitude in
order to improve well-being.

Gratitude has very much been adopted by the positive psychology movement and in many
ways is the emblematic poster child (Bono, Emmons, & McCullough, 2004). However,
particularly from philosophy (Carr, in press), there have been concerns raised about a potential
dark side of gratitude. This has not been extensively discussed in the psychological literature, and
yet understanding any possible “side effects” of gratitude is particularly important as inter-
ventions to promote gratitude move to into clinical practice. The aim of this chapter is to attempt
to clarify when and where gratitude is apparently negative, with the aim of building a more
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balanced study of gratitude within psychology. Our vision is for a field of gratitude research in
which the potential negative side of gratitude is given as much consideration as the positive side.
Specifically, we take the view that there are both beneficial and harmful forms of gratitude.
Whilst the beneficial form may always be positive for the individual, it is easily confused (by both
individuals and scholars) with the maladaptive forms. We call for more research to distinguish
the two and caution that any use of gratitude interventions within clinical practice has to take
care to promote the beneficial rather than harmful kinds of gratitude. Our aim with this chapter
is in keeping with the positive clinical psychology (PCP) (Wood & Tarrier, 2010; Chapter 1, this
volume), which aims to transform the discipline into one where the understanding and fostering
the positive is given equal attention as understanding and reducing the negative. We aim to
extend this approach to gratitude through clarifying the distinctions between the beneficial form
of gratitude and its harmful imposter.

This chapter is aimed to be seminal to the field of gratitude research through beginning a new
phase that moves beyond just showing that higher levels of gratitude are generally beneficial
toward showing bow, when, and for whom gratitude is beneficial. In doing so the area will develop
a more balanced view of when trait and state levels of gratitude are and are not helpful to an
individual’s life, consistent with the general cognitive approach to emotions taken within
psychology. This more balanced approach will be much more able to inform clinical practice as
to when and how to promote gratitude within a given client. Such developments are also more
likely to engage scholars who are skeptical about gratitude and gratitude research through per-
ceiving an over-focus on only beneficial gratitude within the current research. Were it to emerge
that most experiences of gratitude were beneficial (apart from specific cases) then the ensuing
research literature would be a lot more convincing for the communities, cultures, and research
and practitioner groups for whom gratitude does not immediately seem like an important con-
cept, perhaps as the harmful kinds of gratitude more readily come to mind. A more balanced
field of gratitude research and practice would be better able to answer the ready challenges that
gratitude critics can make about a straw man of gratitude research in which all forms of gratitude
are considered to be beneficial. We believe that only through engaging in the search for the
“dark side” of gratitude can the field progress toward a full understanding of the concept and its
roles in people’s lives, be safely used in clinical practice, and be convincing to those who remain
skeptical about engaging with gratitude research and practice.

The Beneficial Consequences of Gratitude

The psychological research into gratitude over the last 15 years has overwhelmingly focused on
the benefits of higher levels of gratitude (Wood, Froh, & Geraghty, 2010). People who feel
more gratitude in life are more generally appreciative of the positive in the self and world (Wood,
Maltby, Stewart, & Joseph, 2008) as well as the future (McCullough et al., 2001). This suggests
a possible key role for gratitude in determining mental health, given Beck et al.’s (1979) model
of depression as involving a “negative triad” comprising negative views about the self, world,
and future. Gratitude may form a “positive triad” comprising positive views about the self,
world, and (due to its shared variance with optimism) (Emmons & McCullough, 2003; Froh,
Yurkewicz, & Kashdan, 2009) future. In keeping with this book, we see gratitude and optimism
as forming the “missing half” of Beck’s triad, rather than as some separate entity; if mental health
is seen as arising in part from a three continua (negative to positive views about the world,
negative to positive views about the self, and negative to positive views about the future) then it
would seem that gratitude is intimately linked to this process. The empirical evidence showing
strong relationships between gratitude and mental health is consistent with this view (Wood,
Froh, & Geraghty, 2010).
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There are four factors that suggest that higher levels of gratitude may be clinically important
in addition to the strong cross-sectional relationships between gratitude and well-being. First,
higher levels of gratitude protect from stress and depression over time (Wood, Maltby, Gillett,
Linley, & Joseph, 2008; Lambert, Fincham, & Stillman, 2012). This suggests a possible role of
gratitude in the resilience to clinical levels of symptomatology during life transitions, and the
findings further suggest that the role of gratitude in well-being may be causal.

Second, higher levels of gratitude predict a wide range of clinically relevant processes, including
less impaired sleep (Wood, Joseph, Lloyd, & Atkins, 2009), more social support seeking and
active coping, combined with less disengagement coping (Wood, Joseph, & Linley, 2007a,b),
the greater development of social support (Wood et al., 2008), better quality relationships
(Algoe, Haidt, & Gable, 2008; Lambert, Clarke, Durtschi, Fincham, & Graham, 2010; Lambert &
Fincham, 2011; Algoe, 2012; Algoe & Stanton, 2012), and more generous interpretation of
social transactions (through interpreting gifts received as more costly [to their benefactor],
valuable [to them], and altruistically intended) (Wood, Maltby, Stewart, Linley, & Joseph,
2008). Impaired sleep, insufficient social support, and impaired relationship dynamics are
implicated in a wide variety of variety of psychological and health problems (Rodriguez &
Cohen, 1998; Cohen, Gottlieb, & Underwood, 2000; American Psychiatric Association, 2013)
and coping determines psychological and behavioral reactions to stress (Lazarus, 1993). If gratitude
is affecting these processes, then it may have a downstream consequence on mental health
conditions.

Third, the relationship between gratitude and well-being seems to be unique, existing above
the 30 facets of the NEO PI-R operationalization of the full breadth and depth of personality
traits within the Five Factor model (Wood, Joseph, & Maltby, 2008, 2009). This is important
as, whilst many traits within personality psychology predict well-being, there is a lot of conceptual
and empirical overlap between the different traits, and newly conceptualized traits are often later
shown to relate only to well-being due to their shared variance with other, already known
predictors. Gratitude shows an exceptional degree of incremental validity in predicting well-being
above the traits most studied in psychology.

Fourth, simple exercises have been developed to increase levels of gratitude (see Wood, Froh, &
Geraghty, 2010; Shin and Lyubomirsky, Chapter 23, this volume), the most common of which is to
simply write three things for which one is grateful at night before bed (Emmons & McCullough,
2002). In the first randomized controlled trials to compare this technique to one commonly
used in clinical therapy (Geraghty, Wood, & Hyland, 2010a,b), “counting blessings” was found
to be as effective as automatic thought monitoring and challenging in decreasing worry (in a
population largely clinically high on anxiety) and improving body image (in a population largely
clinically low on this appraisal). A notable feature of these studies was the use of an unguided
self-help internet intervention; anyone could access and do these exercises. Such online
interventions have the benefit of reaching greater numbers of people than conventional therapies,
although they are hampered by very high drop-out rates, and those who do drop out cannot
benefit fully from the intervention. Notably, the gratitude intervention had lower levels of drop-
out whilst still (in intention to treat analysis) being as efficacious on the presenting problem.
This would suggest that clinicians may sometimes wish to use these techniques preferentially as
part of a therapy package for certain clients, such as those particularly at risk of disengaging
from therapy.

Anecdotally, some participants reported that they initially did not think they could do the
exercise at all, as they saw nothing in the world for which to be grateful. However, as the day
passed they noticed things (specifically so that the observation could be recorded in the diary) that
otherwise they would not have noticed. Seen in such a way, the intervention is not simply a five-
minute daily exercise, but rather a continual attempt to reappraise events more accurately
throughout the day by noticing the positive in addition to the negative. If this was an important
factor then it would suggest that participant engagement is critical to success. Lack of engagement
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may explain why many studies into this technique show differences between the gratitude
condition and a negative induction “hassles conditions” (to be interpreted as the hassles decreasing
well-being, not a benefit of the gratitude condition), but not between the gratitude condition and
a neutral control condition (see Wood, Froh, & Geraghty, 2010, for a general critique of control
groups in gratitude research). Many of the null results seem to arise from samples who might be
less enthusiastic about participating (e.g., undergraduates participating as a course requirement).
Notably, some of the strongest supporting results for gratitude interventions emerge from our
two studies (where participants volunteered for an experimental treatment for worry or body
image, respectively): Seligman, Steen, Park, & Peterson (2005), who studied participants who had
self-selected for a positive psychology intervention; and Study 3 of McCullough et al. (2002),
which found significant results verses neutral controls in participants with rheumatoid arthritis
(Study 3), but not undergraduate samples (Studies 1 and 2; although arguably the controls were
more active than neutral). There is also a second intervention involving writing letters to people
to whom one is grateful and have not properly thanked. Ongoing research is examining the
relative efficacy of these two interventional types (see Wood, Froh, & Geraghty, 2010; Shin and
Lyubomirsky, Chapter 23, this volume).

A third more experimental interventional technique has been developed for children (Froh
et al., in press) which involves teaching them (in an age appropriate manner) to accurately read
the appraisals of a gift-giving situation in order to feel appropriate levels of gratitude. Specifically,
following the social cognitive model of Wood, Maltby, Stewart, Linley, & Joseph (2008), chil-
dren were taught (in an age-appropriate manner) to more accurately identify the help they
received from others in terms of how costly it was to provide (to their benefactor), how valuable
it is them, and how altruistically intended was benefactor’s help (the appraisals which in the
social cognitive model cause transactional gratitude). The early evidence reported showed indi-
cation that the intervention was effective in improving both the children’s self- and teacher-
rated well-being, as well as motivating behavioral tendencies to express gratitude in different
settings. Theoretically, this approach could be extended to adults. Part of the novelty in this
approach is that its focus is specifically on accurately interpreting the situation. This approach
may be more likely in certain client groups to promote beneficial gratitude rather than the
harmful kinds discussed below; the focus is very specifically on the accurate reading of the
situation rather than generally increasing gratitude without specific guidance as to how to ensure
this is a good reflection of reality.

Gratitude interventions seem to work for some people some of the time. However, much
more research is needed, and some of the enthusiasm seen within positive psychology
communities to focus on the immediate implementation of these interventions in a wide variety
of settings may be premature. Indeed, in one study (Sin, Della Porta, & Lyubomirsky, 2011) a
gratitude intervention was found to decrease well-being, contrary to the general pattern in the
literature. Important questions for future research (see also Watkins, 2013) are:

p—

How do gratitude interventions work, what are the active mechanisms?

2 For whom do they work (do individual characteristics interact with whether the person is
allocated to the gratitude or control group to determine outcome)?

3 What is the participant experience and what exactly do participants actually do?

4 For which groups of people (e.g., those with extrinsic versus intrinsic motivation to do
gratitude exercises) do gratitude interventions work better or worse?

5 What is the optimum delivery of the intervention, for example: (a) how often should the

exercise be performed (dose responsiveness)?; (b) how many things for which they are

grateful should people list?; (¢) what is the optimum length of the intervention?; (d) should

people be guided to think of different categories of things for which to be grateful, such as

people, life in general, etc. (see Wood, Maltby, Steward, & Joseph, 2008, for a list of the

domains of gratitude)?
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6 Do apparent null results emerge because of ceiling effects due to both the gratitude and
control group being high in gratitude well-being prior to the intervention?
7 When and for whom might gratitude interventions be harmful?

Answers to these questions would likely explain some of the null results alluded to above (and
discussed in Wood, Froh, & Geraghty, 2010); it may be that there are distinct “boundary
conditions” or moderators that explain when and for whom gratitude interventions are helpful.
Some emerging work is beginning to answer these questions, such as through showing that
baseline levels of positive affect may moderate the effectiveness of the intervention (Froh,
Kashdan, Ozimkowski, & Miller, 2009), and that people falling prey to “gratitude fatigue,” with
the usefulness of the intervention being dose responsive (Froh, Sefick, & Emmons, 2008); sce
also the work out of Sonja Lyubomirsky’s laboratory and her chapter (Chapter 23) in this volume.

Gratitude interventions are quick and simple to deliver, apparently have client acceptability (as
seen in the drop-out rates in Geraghty, Wood, & Hyland 2010a,b), and seem to work well for
some people. These factors make gratitude interventions attractive to clinicians and can be a
simple way of making existing therapeutic intervention more consistent with PCP through the
inclusion of an additional gratitude task at low cost. However, as noted by Wood, Froh, and
Geraghty (2010), and considering the challenges discussed throughout this chapter, this should
be considered an “off-label” use of an intervention based on individual clinical judgment and with
informed consent, as the evidence base is not yet sufficient to definitively recommend the
technique under standard clinical guidelines for the amount of evidence needed for this purpose.
We encourage the development of that evidence base. However, for the research questions we
highlight to be answered, there needs to be a greater engagement in the question of whether there
is a negative side to gratitude, and much greater awareness — and research into — related issues,
resulting in movement from the occasional framing of all forms of gratitude as positive for everyone
all of the time, toward a more balanced PCP view that recognizes that different forms of gratitude
can be beneficial or harmful depending on the person and the situation that they are in.

Toward a Balanced View of Gratitude: Philosophical Considerations

As noted by Held (Chapter 3, this volume), it is complex to talk about the “positive” or “negative”
characteristics, as these words have various meanings and it is often the case that different people
are using the terms to connote different meanings. Positive and negative may refer to: (1) the
valance of the emotional experience, (2) the general impact of something, or (3) the specific
role of the experience for a given individual in a given context (whether it is beneficial to them or
harmful). For example, anger may be negative in the sense of emotional valance, but positive in
a given situation if it helps an individual behave more appropriately (as, e.g., in righting a genuine
wrong). Such variable usage may be leading to unnecessary disagreements between scholars who
are simply unaware that they are using the words “positive” and “negative” to mean different
things. To clarify: it is to the third meaning of positive and negative that we mean to speak of in
this chapter. In an attempt to avoid confusion, we refer to this “positive” and “negative” as
beneficial and harmful, respectively. We are aware that these words may themselves be confusing
but they are perhaps closest to our intended meaning. Clinical psychologists may talk about
“adaptive” and “maladaptive” with the same meaning, although we prefer to avoid these terms
to prevent confusion with evolutionary adaptation.

The question of what is beneficial or harmful for an individual may be seen from a prescriptive
perspective (e.g., what is almost universally considered beneficial both within and across
cultures), or an idiosyncratic perspective (e.g., what is positive for the life of the individual on
their own terms). A useful starting point for considering when gratitude is beneficial or harmful
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is to consider the question: “is gratitude a virtue?” The word “virtue” is much used within
positive psychology to refer to gratitude, although the meaning of this is not normally spelled
out. A comprehensive view of virtue was provided by Aristotle (1999). In the Aristotelean view,
virtue is the situationally appropriate use of several characteristics, when such appropriate use is
near universally considered to be amongst the most excellent expressions of humanity (a generally
prescriptive account of virtue). However, thoughts and behaviors associated with the use of
potentially socially excellent characteristics are seen as existing on a continuum from high to low,
with both the extreme high and low levels ends seen as equally nonvirtuous (lit. “vicious,” the
expression of vice). The socially excellent characteristic exists only at the “golden mean,” where
its use is situationally appropriate and displayed to the right degree. For example, modesty is
the situationally appropriate occurrence of thoughts and behaviors that can range from self-
effacement to arrogance. Behaviors at either side of this golden mean “sweet point” are harmful
to the person or others, and only behaviors that occur at the situationally appropriate mid-point
are considered beneficial. Modesty, as the situationally appropriate expression of behaviors that
lic on a continuum from low (self-effacement) to high (arrogance), is by definition always
beneficial. Behaviors, thoughts, and feelings on the self-effacement to arrogance continuum may
however be harmful in that they are situationally inappropriate; in such cases they are not the
virtue of modesty, which exists only at the appropriate point, but rather behaviors (such as self-
effacement) that are incorrectly labeled as such.

Through applying this framework to gratitude,' the use of the word “gratitude” becomes
complex, and it is likely that advocates and critics of gratitude research are using the term in
somewhat different ways. In the virtues usage, gratitude can only be beneficial by definition, as
it is a state comprising thoughts, emotions, and behaviors that are being situationally appropri-
ately displayed in a way that is considered socially excellent. With the same usage one can refer
to trait levels of gratitude (“grateful people”) based on the frequency and intensity with which
they experience state gratitude in this manner. However, a given state of thoughts, emotions,
and behaviors that an individual or others may label (in a nonvirtue ethics usage) as gratitude
may be situationally inappropriate and be harmful (“negative”), both in terms of what would be
considered socially excellent, and in terms of the impact on the individual’s life. Thus, inappro-
priately thanking an abuser would not be considered gratitude, in the virtues usage of the term,
as the behavior is excessive for the situation. Thus, in a virtues usage, it would be a near truism
to say that gratitude is always beneficial, as the word would refer exclusively to the situationally
appropriate display of state gratitude, not its lack or excess.

The practical importance of this discussion is in interpreting the recommendations of gratitude
researchers in the consulting room. Gratitude research can often be misunderstood if the author
is using the word gratitude to refer to (virtuous) situationally appropriate displays, in which case
it is entirely logical to say that we should always promote gratitude, whereas such claims would
be nonsense if they were interpreted to mean that people should display an excess of gratitude.
Appreciation of this point will also allow the development of a more advanced field of gratitude
research and practice, where the focus becomes explicitly on when the thoughts, emotions, and
behaviors associated with gratitude are appropriate, and thus meet the definition of “virtuous”
gratitude, to which many authors have been implicitly but not explicitly referring.

In a related vein, Peterson and Seligman (2004), from a broadly virtue ethic position, refer to
the golden mean as “gratitude,” too low levels as entitlement, its absence is rudeness or forget-
fulness, and its excess as ingratiation. Similarly, Shelton (2010) presents a taxonomy of seven
types of quasi-gratitude (when qualities of goodness are negligible or absent) and three types of
what he terms harmful gratitude (when gratitude is corrupted by behavior intended to hurt).
The seven forms of quasi-gratitude are shallow gratitude, reluctant gratitude, self-serving
gratitude, defensive gratitude, mixed gratitude, misperceived gratitude, and misplaced gratitude.
The three types of harmful gratitude are more pathological: hurtful gratitude, deviant gratitude,
and malignant gratitude.
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From a virtue ethics position, none of Shelton’s (2010) “false” gratitudes would be termed
gratitude as, although they may share similar behaviors (e.g., expressing thanks), appraisals, and
experienced emotion, each represent deviations from what would be considered culturally excel-
lent situationally appropriate displays of these behavior, appraisals, and emotions. All would also
be considered harmful, at least in the sense that they are not optimum reactions to the situation.
To the extent that a person is characterized by these inappropriate forms of gratitude, they and
others may describe themselves as high on trait gratitude, but from a virtues perspective they
would be incorrect, based on mislabeling of the states that they are commonly experiencing. The
field of gratitude research must engage more consciously in making these distinctions through
more careful language usage, in order to avoid confusion and spend more time researching the
specific situations under which these different forms of “gratitude” occur. We refer here to
“beneficial” gratitude in the sense of an Aristotelean virtue, and “harmful” to refer to all other cases.

It seems that the word gratitude is being used in different ways by different scholars, leading
to much disagreement and confusion. This may be due to a nonshared use of language rather
than disagreement about the core concept. The subtlety in the types of gratitude should be
critically important to clinical psychologists seeking to improve mental health through gratitude
interventions, as their focus should be on promoting appropriate gratitude rather than its
maladaptive or quasi forms.

This subtlety between beneficial and harmful gratitude may also not be being picked up by
most psychological research into gratitude, which often relies on participant’s understanding of
the word gratitude. Even if they do understand it to refer exclusively to beneficial gratitude, as
much of the research is based on self-report it will rely on participant’s ability to correctly label
what they are experiencing as beneficial rather than as harmful gratitude (for issues with the
self-report of gratitude, see Davidson and Wood, in press). Similarly, some of the null results of
gratitude interventions may result from a minority of participants misinterpreting the exercise
and it promoting harmful forms of gratitude in them. We take the view that gratitude is by
definition always positive, ifin the virtues usage, but that similar experiences can easily masquerade
as gratitude, and that this is both causing confusion in scholarly discussions as to whether
gratitude is always positive and causing confusion for some individuals in their attempts to build
gratitude into their own lives. It will be the job of the clinical psychologist to help the individual
develop beneficial gratitude rather than the harmful forms, through appreciating these subtleties,
whether through specific gratitude exercises or other aspects of the therapeutic encounter. On
the academic side, there needs to be a new phase of gratitude research that separates out the
antecedents, correlates, and consequences of beneficial verses harmful gratitude, as well as how
these types of gratitude differentially interact with situations and are differentially fostered by
variants of gratitude interventions.

Despite the above considerations it should be emphasized that the empirical research (see
Wood, Froh, and Geraghty, 2010) overwhelmingly shows that trait gratitude measures are
strongly, uniquely, and causally relate to well-being, and there is good evidence that gratitude
interventions in general increase well-being. However, as with all such psychological work, this
is a pattern based on statistics, forming a generality about the particular populations from which
the sample was drawn. Even within these samples the variance in people’s responses will
incorporate some people who have higher gratitude and lower well-being (in trait research) or
who get worse in an intervention. Whether this is random error or a systematic difference that
could be picked up with moderation analysis remains to be seen. Also, as gratitude research and
practice increasingly moves into clinical domains, the statistically rarer cases may be seen more
frequently. It is important to understand when and for whom research is accidently picking up
harmful gratitude and this is an important avenue for future research. What we are arguing for
is the “emotionally intelligent” use of gratitude, and research and practice to become more
subtle in picking this up. However, given the strong links shown in the empirical work between
gratitude and well-being it seems that in general gratitude research is managing to pick up
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beneficial rather than harmful gratitude, and it is important to not be overcritical here, but
rather to aim for ever increasing refinement as befits a growing field of research.

The distinction between beneficial and harmful gratitude also avoids a potential problem for
gratitude research where gratitude is seen to be good all the time. Proponents of such views
seem to be arguing that gratitude is the elixir for all that ails us. Then, they move to redefining
gratitude: all that is good becomes gratitude. This is dangerous, because when we do this,
gratitude paradoxically loses its power. Gratitude is an important trait to the good life because it
is something meaningful and specific, and when we make it into everything good, we lose a
clear conception of gratitude, and then gratitude pretty much becomes anything, or nothing.
A clearer distinction between beneficial and harmful gratitude helps avoid this trap.

Harmful Gratitude

The proceeding discussion highlights examples of where harmful gratitude may occur, including
in settings that clinical psychologists are particularly likely to encounter when they are aiming to
increase gratitude with certain clients. Some of these examples are based on contributions to
Carr (in press), and arise more from the philosophical than psychological literature. As such,
they as yet lack an empirical basis, and must not overshadow the empirical findings that generally
gratitude has been shown to be beneficial, at least with the outcomes and samples studied.
However, much more research is needed into these areas whilst distinguishing between beneficial
and harmful types of gratitude.

Gratitude Within Abusive Relationships

A harmful gratitude may occur within a context of an objectively abusive relationship, with the
victim feeling what they experience as gratitude to the abuser (cf., Card, in press). In this case
such feelings are extremely negative, not least as it will motivate the person to remain in the
relationship and continue to tolerate the abuser. Indeed, this ingratiation may partially explain
why people remain in clearly abusive relationships when those around them (including in
extreme cases, the police and social services) say that they should leave. Consistent with the
opening quote from Stalin, the abuser may also foster ingratiation in their victim in several ways
with this express intent. For example, the abuser may encourage a false dependence from your
victim (e.g., “you’re nothing without me”, “you could not survive without me”, “no one else
would put up with you, and then where would you be?”). Further, an abuser may normally
provide such a low level of provision than any act (unworthy of gratitude and still unreasonable)
would attract substantial gratitude as it would be relatively higher than what is normally given.
This would be consistent with research by Wood, Brown, & Maltby (2011) that shows what
determines transactional gratitude is not the act itself, but rather how that act ranks amongst
what the person is used to receiving and how it falls on the overall range of the least to most help
that they normally receive (see also Algoe et al., 2008).

In the virtues model, such feelings toward an abuser would not be seen as gratitude as the
response is far beyond the virtuous, situationally appropriate mid-point (which here would be at
the extreme poll of ungrateful behavior, at least toward the specific act of the abuser). There
would certainly not be a widely held view in most modern societies that a wife feeling gratitude
toward her husband who is severely beating regularly (and even feeling gratitude for the beat-
ings) is having a virtuous reaction, the most excellent expression of her humanity. (Although, of
course, there would hopefully not be judgment either, rather an appreciation that this may be
what she needs to do to survive.) The example here is deliberately extreme, although this process
likely occurs very regularly for many people at a less extreme level. Although most people in
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most societies are not in extremely abusive relationships, many (if not most) people have some
unhealthy relationships in their personal or occupational lives, and everyone will routinely
encounter others acting inappropriately toward them and with ill-intent if only on a very
superficial level (e.g., the person cutting in line, the snappy person in the shop, etc.). To the
extent that people are feeling harmful gratitude toward these people they will likely behave
nonoptimally. Harmful gratitude, in these types of situations, can also prevent individuals from
giving those misbehaving the feedback they need to appropriately alter their behavior. Thus,
gratitude can be damaging not only to individuals who bear the brunt of misbehavior, but also
to those who sorely need corrective feedback with regard to their damaging behavior. To the
extent that people commonly feel such inappropriate emotions toward others with whom they
regularly interact, then they will likely create relationship problems, if only through a lack of
healthy boundaries.

Extending the sociocognitive model of gratitude (Wood, Maltby, Stewart, Linley, & Joseph,
2008), the beneficial gratitude in this situation is that which is based on appraisals of cost,
benefit, and altruism that are accurate readings of the situation. Based on the relative model of
gratitude (Wood, Brown, & Maltby, 2011), in order to make accurate judgments people would
also have to have an accurate idea of the distribution of amounts of help that people normally
get. This offers a framework with which to begin analyzing individual cases of when transactional
gratitude is beneficial or harmful. The interventional approach of Froh et al. (2014) may offer a
way toward promoting this healthy transactional gratitude.

The assumption that accurate readings of the situation are the most beneficial is in line with
Aristotelean perspectives and clinical perspectives such as Beck et al. (1979). Part of the motiva-
tion for this assumption is that people can make more rational decisions about their life if they
can more accurately read the objective situation. However, others (e.g., Taylor & Brown, 1988)
have suggested that a slightly rosy view of the world may be positively related to well-being,
which here would be a slightly generous interpretation of help received. The implications of this
for the promotion of gratitude is discussed by Watkins (2013, Watkins, in press). However, the
general literature on positive illusions is controversial (¢.g., Joiner, Kistner, Stellrecht, & Merrill,
2006) and the pervasiveness of the illusions has been challenged (Harris & Haun, 2011).
Nevertheless, it is a complex individual and clinical decision if and when to challenge moderately
rosy views of the world if they are maintaining well-being perhaps whilst an individual is
challenging their appraisals in another domain.

It is also a separate question as to whether beneficial gratitude could still be experienced in
even in abusive situations. For example, keeping in mind things for which it is appropriate to be
grateful (e.g., outside the abusive relationship) may be important to the individual’s recovery. It
is possible that such gratitude, quite distinct from the form described above, may be adaptive for
the individual. Making these kinds of distinction is a wide open and much needed area for future
research. In discussions of gratitude in abusive relationships there needs to be a much clearer
distinction between the form of “gratitude” being referred to; talking about the harmful
gratitude in this context to critique the beneficial or virtuous form of gratitude may lead to
misleading conclusions.

The Systems Justification Problem

Eibach, Wilmot, and Libby (2015) discuss a potential maladaptive form of gratitude that is
fostered by social systems to avoid people challenging the system itself. They discuss extensive,
although indirect, evidence that this may be occurring (e.g., parents higher on social systems
justification of valuing “good manners” in children more). They discuss, for example, that
cultural outpourings of gratitude during times of war may increase support for the military
actions. This is probably closest to the opening quote from Stalin. It is a version of what Nobel
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Prize winner Amartya Sen described as “the happy peasant problem.” Here he was referring to
the general problem of using subjective measures of states and quality of life (specifically life
satisfaction) to assess the person’s objective quality of life or the situation in which they are
living. In the first author’s experience, some of the most apparently grateful people are living in
countries in which people are the least free (as judged by corruption and low political and
human rights, including the systematic subjugation of women). Further, it is possible that some
people in some of these states may be grateful zo the state for the treatment (a group version of
the abusive relationship problem). Indeed, it was the first author’s perception in one such state
that, when talking to the locals about the aggressive behavior of the border guards in the airport
(who were shouting at people to get in line), the locals cheerfully, unanimously, and apparently
sincerely said they were grateful zo the guards for this behavior, which they said had been
explained to them on many occasions as necessary to keep them safe and free. He saw the scene
as somewhat reminiscent of Huxley’s (1931) fictional Brave New World, in which a despotic
state without the population’s best interests at heart focused on increasing positive moods as a
way to keep the people in line.

Indeed, given the ubiquity with which organized religion has promoted feeling gratitude as
a moral obligation (Emmons & Crumpler, 2000), and as organized religion has at least partially
operated in league with unhealthy states as an agent of social control, then it seems likely that
the promotion of gratitude for the purposes of state subjugation has been widespread
throughout history. There is, however, no direct research on this, and much is needed that
interacts subjective gratitude with objective living conditions at the individual and group
(national) level. The prediction would be that people feeling more harmful gratitude toward
those in control and also those that are less free would be more likely to put up with their lot
and be less likely to take appropriate action to assert their human rights. Such phenomena, of
course, may also manifest in all countries in the form of a contentment that leads to a lack of
striving for change. But it should again be noted that these are examples of harmful not
beneficial gratitude, which would not meet the definition of gratitude in a virtues framework.
It may very well be that even in such states there may be situationally appropriate experiences
of beneficial gratitude, for example, to the state for genuinely beneficial provisions, and if not
toward the state, then toward sources not connected to the state (e.g., family members). Even
were there increased gratitude in such states, it would be important to separate out whether this
is beneficial or harmful gratitude as well as its source; whether it is harmful gratitude toward the
state or beneficial gratitude emerging out of other positive aspects of the culture (such as
stronger communities). There also needs to be consideration of whether any evidence for the
“happy peasant” problem is due uniquely to harmful gratitude or the shared variance between
gratitude and life satisfaction (Wood, Joseph, & Maltby, 2008), given that the latter is normally
what is considered in this context. Nevertheless, this does highlight concern about how grati-
tude interventions could potentially be misused in some settings by those in control, as well as
the care with which large-scale interventions have to be delivered in order to promote beneficial
rather than harmful gratitude.

The Nonidentity Problem

From a pure philosophical viewpoint, and for one specific type of gratitude, Smilansky (in press)
describes the “nonidentity” problem, how gratitude for being alive necessitates gratitude for the
whole chain of events that lead to one’s existence. For example, in many Western societies the
Second World War caused such great loss of life and population movement that people with
families traced to this period would almost certainly not have been born had the Second World
War not occurred. How, then, Smilansky asks, can one feel gratitude for one’s existence without
also being grateful that the war (and antecedent atrocities) occurred? There are perhaps answers,
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such as from a Stoic (Epictetus, 2008) or Buddhist (Sangharakshita, 1990) viewpoint that one
should simply accept the universe as a vast causal entity and be glad that all transpires as it does
because this is how it is meant to be, as well as the only way that it could ever have turned out
(in secular terms, following the Big Bang, everything may have been predetermined through the
interaction of atoms set in chain by that event). This is also likely the view of many of the major
religious thinkers, although here there is a danger that this is motivated by the systems justification
noted above. It is also a rather radical solution and not one that has been explicitly been adopted
by the psychological research into gratitude. Smilansky’s criticisms are very early and much more
philosophical work is needed to consider his challenge in more depth including its tenability.
The scientific method of psychology is unlikely to add much to these ethical considerations of
whether a person should feel grateful, although could do much to establish a moral under-
standing of whether people generally believe that they should feel grateful in these situations.
Survey data would be useful here, as well as experiments in which the saliency of this problem is
manipulated to see whether gratitude differs when people are more aware of nonidentity problem
barrier to gratitude. However, such work would more likely develop a much needed better
understanding of types of harmful gratitude rather than show that beneficial gratitude cannot
exist. The direct relevance of the nonidentity problem to the practicing positive clinical
psychologist is perhaps less than some of the other considerations in this chapter, and the rele-
vance is perhaps more towards those interested in the philosophy and ethics underpinning
clinical practice.

The Slave-Foreman Problem

As discussed in Carr (in press) there are ethical problems with feeling gratitude toward people
who are themselves giving aid that is costly, valuable, and altruistic, but who are cogs within an
oppressive regime. For example, is it appropriate for a slave to feel gratitude toward a foreman
who treats him or her kindly, with good intent, and going beyond what is expected of their
position? (Critically, in this example it is beyond the authority of the foreman to release the slave,
although one assumes within their physical capability, if even at the cost of their own life.) It is
an ethically difficult question as to whether the slave should feel gratitude to this captor (many
would say not, although based on the social-cognitive model the person would be expected to
do so). Despite the foreman acting in a way that is costly, valuable, and altruistic, the system
could not exist without foremen, and, as such, they are as much of the problem as the (pitifully
inadequate) solution. Again, an extreme example is presented, partially due to a philosophical
epistemology in which a theory is expected to hold at the extremes, and should be tested with
thought experiments at these extremes (where it is perhaps most saliently not going to hold).
However, everyday examples of this will regularly occur; for example, should one feel grateful in
the situation where, when faced with mistreatment by an organization (e.g., cold-calling or pro-
vision of substandard products by unethical companies), an employee of that organization goes
beyond what is expected of their role to lessen the harm in a way that is costly, valuable, and
altruistic? In many ways, this is a version of the systems justification problem, but differs in moral
complexity as here it is not those that are in charge of the system (e.g., the slave owner) that are
the focus of the thought experiment, but rather those who in a sense victim themselves to it
whilst simultaneously allowing it to continue to exist. A concern would be that gratitude
expressed to these people would make them less likely to stop supporting the system, which if
done in sufficient numbers, would cause system change. More philosophical work is needed into
these issues, as well as experimental work to see how people do behave in these situations and
survey data to quantify people’s moral understanding of how people should react in these
situations. Practicing clinical psychologists need to be aware of these ethical complexities when
promoting gratitude in specific cases.
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The Other Personality Characteristics Problem

So far the examples have considered the situations in which gratitude is likely to be problematic.
Increasingly, the social sciences are focusing on how individual personality characteristics interact
with the objective environment to determine the person’s reaction (e.g., Boyce, Wood & Brown,
2010; Boyce & Wood, 2011a,b). Applying this approach to gratitude suggests that there may be
some people for whom the situations highlighted above may be particularly problematic. The
personality theory underlying Schema Therapy (Young, Klosko, & Weishaar, 2003; van
Vreeswijk, Broersen, & Nadort, 2015; see Taylor and Arntz, Chapter 30, this volume) is especially
helpful in this regard. Eighteen ways of viewing the world (each ranging from maladaptive to
adaptive) (Lockwood & Perris, 2015) are identified, which in turn arise from particular par-
enting conditions (themselves ranging from maladaptive to adaptive). Several are particularly
relevant: (1) people with maladaptive self-sacrifice schemas believe that they have to put others
needs before their own or they will suffer terrible consequences; (2) those with subjugation
schemas believe that it is unsafe to have even expressed their preferences and needs in the first
place; and (3) people with dependency schemas believe that they cannot function autonomously
in the world without deferring to more powerful others. Each of these (all on continua, continuous
with adaptive counterparts) are pervasive, long-term ways of viewing the world, involving
selective attention toward confirmatory information, selective ease of encoding for confirmatory
information, and greater ease of recall of confirmatory information (with the opposite processes
for disconfirming information). They have emerged from chronic negative environments or
acute negative events (normally the former, and normally involving the primary care givers
during childhood). Particular configurations of the eighteen schemas (and whether people are
acting in line with them, trying to avoid the triggering situation, or overcompensating by trying
to do the opposite) provide the underlying psychological process of what manifests externally as
a categorical personality disorder. It is possible (and a testable hypothesis) that maladaptive
gratitude may be particularly seen in these individuals, who may mislabel it as beneficial gratitude.
This would be consistent with Watkins et al.’s (2006) findings that grateful emotion is associated
with yielding to others. In therapy, clinicians may consider carefully questioning what clients are
labeling gratitude and helping them to explore whether it is beneficial gratitude or a harmful
form. It may be that the gratitude that such individuals feel is well placed, not linked to
subjugation, but rather the genuinely costly, valuable, and altruistic things that, for example, the
partner provides, or it may be misplaced and related to self-sacrifice, subjugation, and dependency
schemas. Given the majority of clients in clinical therapy have some maladaptive functioning on
the eighteen schemas, this underscores the importance in clinical practice of distinguishing
between beneficial and harmful gratitude, as well as the care with which any gratitude intervention
is presented to such clients to ensure that it is beneficial gratitude that is being fostered rather
than a deepening of their schemas.

Bringing Together the Positive and Negative Sides of Gratitude

Whereas the psychological literature (Wood, Froh, & Geraghty, 2010) has focused almost exclu-
sively on the benefits of gratitude, the philosophical literature (Carr, in press) has focused more
on ethical issues and special cases where gratitude may not be appropriate, tending if anything
toward focusing on when it is problematic. Partially this is due to psychology focusing on the
impact of gratitude in general in people’s lives, rather than situation-specific effects, and through
focusing on looking at the impact of gratitude in general irrespective of the other traits of the
individual. The philosophical literature has generally focused on ethics, when should an individual
teel gratitude, whereas the psychological literature has focused more on what happens when an
individual feels gratitude. A lack of integration between these literatures is harming research
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efforts, with some of the philosophical literature speculating on falsifiable statements of fact on
which there are already answers provided by psychology, and psychology not sufficiently
reflecting on underlying conceptual and philosophical challenges to gratitude that would lead to
testable predictions about when the concept is beneficial and when it is harmful. Moving the
study of gratitude forward will require: (a) a better integration between the philosophical and
psychological literatures, and (b) movement away from looking at the general (“on average”)
impact of gratitude on well-being irrespective of other personality characteristics or the specific
situations in which a person is living. It will also involve movement toward testing whether the
impact of gratitude is beneficial or harmful depending on dynamic interactions between gratitude,
other personality traits, and the objective environment. Within clinical therapy, it is important
that: (a) gratitude is considered, given its strong, unique, and possibly causal impact on well-
being; but that (b) in case conceptualization, the role of gratitude in people’s lives and in specific
relationships is considered in light of other characteristics of the individual and the exact situations
which a person is facing; and (c¢) that any attempt to increase gratitude therapeutically is done
carefully based on clinician judgment in collaboration with the client. This, until more research
is conducted, is the best way to ensure that beneficial rather than harmful gratitude is being
promoted, and that it will have a positive rather than negative impact on a person’s life.

Note

1 Auistotle did not specifically consider gratitude in Nicomachean Ethics. From his other work it seems that
he considered gratitude to not be a characteristic for which the situationally appropriate usage would be
socially considered an excellent expression of humanity (failing his test for inclusion). He saw gratitude
as generally aversive as it reflected an imbalance in what one is giving and receiving. This is perhaps
closer to indebtedness, which has since been shown by research to be a separate emotion caused by different
appraisals and leading to different thought action tendencies (Watkins, Scheer, Ovnicek, & Kolts,
2000). Difficulty of translation from classical sources (including different concepts of emotions) can
make it unclear whether the same topic is being discussed in ancient and contemporary work. Aristotle
seems focused on transactional gratitude (or perhaps indebtedness), whereas (at least in later Stoic
accounts) the wide sense of gratitude representing a general sense of appreciation for what one has was
revered. In this chapter we aim to use Aristotle’s wider conceptualization of virtue and apply it to
contemporary conceptions of gratitude, rather than present the Aristotelean view of the emotion (which
is discussed extensively in Carr, in press). Given that he explicitly chose to apply his framework to
characteristics within bis own time and culture that were considered excellent, we consider it legitimate to
apply a virtues ethics framework analysis to characteristics valued in our time and place. We stress,
however, that we are applying a loosely Aristotelean framework rather than representing Aristotle’s views.
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Using Eudaimonic Well-being

to Improve Lives
Chiara Ruini and Carol D. Ryff

Introduction

This Handbook on Positive Clinical Psychology signals a sea-change in mental health research
and practice. A central premise is that understanding and treatment of psychological disorders
requires a combined focus on positive and negative psychological experience. We submit that
efforts to promote good psychological health in the general public also require a prevention
focus built on knowledge of psychological strengths and vulnerabilities. In this chapter, we
give primary emphasis to a eudaimonic conception of psychological well-being, arguing that
it is richly suited to the tasks at hand given its inherent emphasis on achieving wellness vis-a-
vis the existential challenges of living. In the first section below, we review philosophical
foundations of the eudaimonic approach, and along the way note its distinctiveness from
hedonic conceptions of psychological well-being. We then review the psychological found-
ations of the eudaimonic approach, which were built on the integration of multiple
conceptions of positive functioning from clinical, development, existential, and humanistic
psychology. We briefly highlight growing evidence of the protective value of eudaimonic
well-being for physical health, and then turn our attention to the relevance of eudaimonia for
mental health. A first topic therein summarizes findings that have linked traditional indicators
of mental illness (depression, anxiety) to eudaimonic well-being. Evidence from across the
life course shows that those who suffer from psychological disorders are less likely to
experience eudaimonia, which underscores the importance of well-being as a target for
treatment. We then review evidence of interventions to promote eudaimonic, both in clinical
contexts (treating psychological disorders) and in educational contexts (preventing psycho-
logical disorders via promotion of eudaimonic well-being). A main message is that efforts
to facilitate experiences of purposeful engagement, self-realization, and growth are vital
avenues for improving human lives.

Distant Philosophical Foundations of Eudaimonia

In Nichomachean Ethics, written in 350 Bc, Aristotle asserted that highest of all goods achievable
by human action was “cudaimonia.” He used the term not to refer to things like pleasure,
worth, or honor, but instead to activities of the soul in accordance with virtue. His conception
of virtue had two parts. The first, involved aiming for balance or that which is intermediate.
Those of virtuous character thus engage in deliberate actions chosen to avoid excess or
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deficiency, whether they are extremes of pleasure or pain, fear or confidence, vanity or humility.
Beyond striving for the mean in modes of conduct, Aristotle’s deeper message about virtue was
that it involves achieving the best that is within us, each according his or her unique talents and
capacities. Eudaimonia is thus growth toward realization of one’s true and best nature. Although
Aristotle’s Ethics described multiple virtues, it is important to emphasize that he considered
eudaimonia (realization of one’s best self) the highest and most important virtue. In contempo-
rary scholarship (Norton, 1976), Hellenic eudaimonism is characterized as an ethical doctrine in
which each person is obliged to know and live in truth to his daimon (a kind of spirit given to
all persons at birth), thereby progressively actualizing an excellence (from the Greek “aréte”).
Eudaimonia is meaningful living conditioned upon self-truth and personal responsibility. As
such, it embodies the two great Greek imperatives, to “know thyself” and to “become what you are”
(Ryff & Singer, 2008).

It is important to note that other ancient Greeks, such as Aristippus and Epicuris, empha-
sized a different approach to the highest human good. For them, experiences of pleasure and
contentment — distilled as hedonia — were primary. These two contrasting approaches have
been described as key distinctions in contemporary research (Ryan & Deci, 2001) on well-
being, one concerned with human potentials and the other with human happiness. Empirical
investigations have documented that the two approaches are related but distinct (Keyes,
Shmotkin, & Ryff, 2002). Our focus is on the tradition of well-being that began with
Aristotle’s eudiamonia.

Contemporary Psychological Perspectives on Eudaimonia

Many subfields of psychology have addressed the task of defining positive functioning.
Some articulate its meaning with an emphasis on human growth and development (Biihler,
1935; Erikson, 1959; Biihler & Massarik, 1968; Neugarten, 1968, 1973), exemplified by tasks
and challenges individuals at different life stages. Others have drawn on existential and humanistic
formulations (Allport, 1961; Rogers, 1962; Maslow, 1968; Frankl,1992), which emphasize
finding meaning and purpose in life, sometimes in a world that makes no sense (e.g., times of
war). Others from clinical psychology sought to define mental health in positive terms rather
than to focus on dysfunction (Jung, 1933; Jahoda, 1958).

These diverse perspectives reveal points of convergence and recurrent themes, which were
integrated into a multidimensional formulation of psychological well-being (Ryft, 1989). The
six key dimensions resulting from the integration are briefly described below. Subsequent
sections will demonstrate their utilization in empirical research, clinical practice, and educational
programs.

Self-Acceptance

The Greeks admonished that we know ourselves — that is, strive to accurately perceive our own
actions, motivations, and feelings. Subsequent psychological formulations emphasized the
importance of positive self-regard, as a central feature of mental health (Jahoda) and a
characteristic of self-actualization (Maslow), optimal functioning (Rogers), and maturity
(Allport). Life-span theories further emphasized acceptance of self, including one’s past life
(Erikson, Neugarten). The process of individuation (Jung) underscored the need to come to
terms with the dark side of one’s self (the shadow). Thus, both ego integrity (Erikson) and indi-
viduation (Jung) emphasized a kind of self-acceptance that goes beyond standard self-esteem. It
is a more long-term self-evaluation that involves awareness and acceptance of personal strengths
and weaknesses.
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Positive Relations With Others

All the above perspectives emphasize interpersonal ties as central to a positive, well-lived life.
Aristotle’s Ethics included lengthy sections on friendship and love. Jahoda considered the ability
to love a central component of mental health, while Maslow described self-actualizers as having
strong feelings of empathy and affection for others and a capacity for great love and deep
friendship. Warm relating to others was a key criterion of maturity for Allport. Erikson’s view of
adult development emphasized the achievement of close unions with others (intimacy) as well as
the guidance and direction of others (generativity). Contemporary philosophical accounts of the
“criterial goods” of a well-lived life (Becker, 1992) also underscored the primacy of love,
empathy, and affection.

Personal Growth

This aspect of well-being comes closest in meaning to Aristotle’s eudiamonia, as it is explicitly
concerned with realization of potential as seen from the vantage point of internal self-evaluation.
Personal growth involves a dynamic, continual process of becoming. Maslow’s self-actualization was
centrally concerned with realization of one’s personal potential, as was Jahoda’s positive formulation
of mental health. Rogers described the fully functioning person as having openness to experience in
which he or she is continually developing and becoming, rather than achieving a fixed state wherein
problems are solved. Life-span theories (Buhler, Erikson, Neugarten, Jung) also gave explicit
emphasis to continued growth and the confronting of new challenges at different periods of life.

Purpose in Life

This dimension of well-being draws heavily on existential perspectives, especially Frankl’s search
for meaning in the face of adversity. Creating meaning and direction in life is fundamental to
living authentically as emphasized in existential perspectives. Themes of purpose are also evident
in Russell’s emphasis on zest and Jahoda’s definition of mental health. Allport’s conception of
maturity included having a clear comprehension of life’s purpose, which included a sense of
directedness and intentionality. Life-span developmental theories, in turn, referred to the
changing purposes or goals that characterize different life stages, such as being productive in
midlife, and turning toward emotional integration in later life.

Environmental Mastery

Jahoda defined the individual’s ability to choose or create environments suitable to his or her
psychological needs as a key characteristic of mental health. Life-span theories emphasized the
importance of being able to manipulate and control complex environments, particularly in
midlife, as well as the capacity to act on and change the surrounding world through mental and
physical activities. Allport’s criteria of maturity included the capacity to participate in significant
spheres of endeavor that go beyond the self. This area of well-being parallels other psychological
constructs, such as sense of control and self-efficacy, although the emphasis on creating a
surrounding context that suits one’s personal capacities is unique to environmental mastery.

Autonomy

Many conceptual frameworks of well-being emphasize qualities such as self-determination,
independence, and the regulation of behavior from within. Self-actualizers are described as
showing autonomous functioning and resistance to enculturation (Maslow). The fully functioning
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person has an internal locus of evaluation, whereby one does not look to others for approval, but
evaluates oneself by personal standards (Rogers). Individuation is described in terms of a
“deliverance from convention” (Jung), in which one no longer belongs to the collective beliefs,
fears, and laws of the masses. The existential idea of living in “bad faith” similarly conveys the
importance of self-determination and living authentically, rather than following the dogma or
dictates of others. Finally, life-span perspectives emphasized gaining a sense of freedom from the
norms governing everyday life in the later years.

The above six dimensions were operationalized with structured, self-report scales to allow for
empirical assessment of the extent to which individuals see themselves as having or lacking
various aspects of well-being. In the 25 years since they were created, more than 400 publications
using them have been generated. Many inquiries have examined how well-being changes with
aging, and how it is linked with experiences in work and family life. For present purposes, we
briefly review scientific findings that have linked well-being to physical and mental health.

Eudaimonia and Physical Health

Numerous studies, as reviewed by Ryft (2014), have linked eudaimonia to physical health out-
comes. Some have shown diminished well-being when people are dealing with health problems
(e.g., frailty, disability, fibromyalgia, Parkinson’s), but others have examined possible protective
benefits of higher well-being, measured in terms of having fewer chronic conditions, greater
productivity, and lower use of health care. Cancer survivors have been studied with findings
revealing their psychological strengths and vulnerabilities relative to non-cancer comparison
groups. Engaging in better health behaviors (exercising, not smoking) has been shown to predict
higher eudaimonic well-being as well as good sleep. Together, these investigators underscore the
likely reciprocal relationships between eudaimonic well-being and health.

Other studies have linked eudaimonic well-being to multiple physiological systems in an effort
to evaluate whether qualities such as purposeful life engagement and personal growth are
beneficial. Findings have shown those with higher well-being have lower levels of daily salivary
cortisol, lower pro-inflammatory cytokines, and lower cardiovascular risk (Lindfors & Lundberg,
2002; Hayney et al., 2003; Ryft, Singer, & Love, 2004 ). Eudaimonic well-being has also been
examined as a possible moderator of links between life challenges and biological risk factors.
Research on social inequalities has documented that those with lower levels of educational
standing have higher levels of interleukin-6 (IL-6), after adjusting for numerous factors
(Morozink, Friedman, Coe, & Ryff, 2010). IL-6 is implicated in the etiology of cardiovascular
and rheumatological disease as well as osteoporosis and Alzheimer’s disecase. However, among
those with a high-school education or less, higher eudaimonic well-being (multiple dimensions)
was associated with lower IL-6, thus revealing a possible protective influence. Shifting to the
challenges of aging, eudaimonic well-being has been found to moderate the relationships bet-
ween later life comorbidity and inflammation (Friedman & Ryft, 2012). That is, many older
adults live with multiple chronic conditions known to fuel further inflammatory processes that
can contribute to functional decline. Although IL-6 and C reactive protein (CRP) were higher
among those with higher levels of chronic conditions, these effects were buffered by levels of
cudaimonic well-being. Older adults with higher levels of purpose in life and positive relations
with others had levels of inflammation comparable with those with fewer chronic conditions.
Gene expression profiles related to inflammation have also been linked to eudaimonic well-
being (Fredrickson et al., 2013), with findings showing that those high in eudaimonic well-being
showed decreased expression of pro-inflammatory genes and increased expression of antibody
synthesis genes. Notably, these health-related benefits for gene expression were not apparent for
hedonic well-being.
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Particular interest has been shown in purpose in life, a key existential aspect of eudaimonia.
Longitudinal inquiries have shown that those higher in purpose in life had decreased risk for
mortality, after adjusting for numerous potential confounds (Boyle, Barnes, Buchman, &
Bennett, 2009; Hill & Turiano, 2014). Higher levels of purpose in life also predict reduced risk
for incident Alzheimer’s disease and mild cognitive impairment (Boyle, Buchman, Barnes, &
Bennett, 2010), even in the presence of organic pathology in the brain (Boyle et al., 2012).
Higher levels of purpose in also predict reduced risk of stroke and myocardial infarction (Kim,
Sun, Park, & Peterson, 2013; Kim, Sun, Park, Kubzansky, & Peterson, 2013), as well as better
preventive healthcare practices (Kim, Strecher, & Ryff, 2014).

The neural correlates of eudaimonic well-being have also been studied. Using functional
magnetic resonance imaging, those who were faster to evaluate negative emotional stimuli
showed increased amygdala activation by the effects varied by reported levels of eudaimonic
well-being (van Reekum et al., 2007). Those with higher levels of well-being were slower to
evaluate negative information and they showed reduced amygdala activation. Another study
documented that higher eudaimonic well-being was linked with sustained activity in reward
circuitry (e.g., ventral striatum), while viewing positive stimuli as well as with lower cortisol
output (Heller et al., 2013). Finally, eudaimonic well-being has been linked with insular cortex
volume, which is involved in higher-order functions. Those with higher levels of personal
growth, positive relations with others, and purpose in life showed greater right insular cortex
great matter volume (Lewis, Kanai, Rees, & Bates, 2014).

In summary, growing evidence indicates that well-being is compromised in those with physical
illnesses and disabilities, but also that it appears to play a protective role in the face of disease risk and
earlier mortality. Further benefits have linked with higher eudaimonic well-being with lower stress
hormones and lower inflammatory markers, including in contexts of adversity or challenge, as well
as better gene expression profiles. Eudaimonic well-being has also been connected to various brain-
based processes involved in emotion regulation and high-order cognitive functions. Given these
salubrious connections, it is all the more important to examine whether eudaimonic well-being can
be promoted, both among those who suffer from depression and anxiety as well as among mentally
healthy individuals in early and later life. These possibilities are examined in the next section.

Eudaimonia and Mental Health

In this section, we first review evidence, largely from population-based epidemiological studies,
on the linkages of traditional indicators of mental health (e.g., depression, anxiety) with cudai-
monic well-being. Such findings underscore an important point: namely, that the absence of
cudaimonic well-being may be a vulnerability factor contributing to, or resulting from, other
psychological disorders. We examine evidence of these linkages both in adulthood and later life
as well as in early life, particularly the period of adolescence. A central question in linking mental
illness to positive mental health is whether eudaimonia is modifiable. We examine this question
via evidence of longitudinal studies of change in well-being across time as well as via studies that
have linked eudaimonia to personality traits. An overarching message of this section is that
eudaimonic well-being is critical for good mental health throughout the life course.

Epidemiological Findings on Well-Being and Mental Illness

In his complete model of mental health, Keyes (2002, 2006) used data from the Midlife in the
US (MIDUS) national study to describe the condition of flourishing, which referred to the
presence of high levels of hedonic, eudaimonic, and social well-being. Alternatively, languishing
referred to impaired levels of these aspects of well-being, albeit without suffering from anxiety,
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depression, panic disorder, or alcohol dependence. Keyes suggested that a state of languishing
could characterize both the prodromal (early symptom stage), or the residual phase of having
experienced mental disorders. Further probing of the interplay between well-being and mental
health incorporated longitudinal data from MIDUS. Findings showed that cross-time gains in
well-being predicted cross-time declines in mental illness, and alternatively that losses in well-
being over time predicted increases in mental illness (Keyes, Dhingra, & Simoes, 2010). The
absence of well-being was also linked with increased the probability of all-cause mortality (Keyes &
Simoes, 2012). Such work, based on samples of adults, underscored that mental health involves
a complex balance of positive and negative psychological characteristics, and, importantly,
emphasized that impaired levels of well-being may constitute risk for psychological distress,
including relapse and recurrence in psychiatric disorders (Wood & Joseph, 2010).

Studies with adult clinical samples strengthened these observations. In an investigation that
included comparison with mentally healthy control samples, Rafanelli et al. (2000) studied
twenty remitted patients with mood and anxiety disorders. They presented with significant
impairments in well-being compared with healthy control subjects. Similarly, Fava et al. (2001)
evaluated eudaimonic well-being in thirty remitted patients with panic disorder and thirty
matched controls, and also found impairments for patients in some specific areas, but not in
others. Importantly, these patients were judged to be in the remission phase of their disorders,
and not in need for further therapies. The treatments they received were thus effective in
improving psychological symptoms, but left dimensions of well-being impaired compared with
those of healthy controls. That aspects of eudaimonic well-being were impaired in such patients
suggested vulnerability for recurrence of the prior disorder. In this formulation, experiences of
eudaimonia can thus be construed as a key component of what is required to prevent relapse
(Fava, Ruini, & Belaise, 2007).

The above ideas, built around research on adults, are also relevant for earlier periods in the life
course. In pioneering work on a population-based sample of American adolescents (aged 12-18),
Keyes (2006) found that only a small proportion (around 25%) were actually flourishing
(following above definition) and, further, that levels of mental health declined with age. That is,
there was a 10% loss of flourishing between middle school and high school. Subsequent analysis
confirmed age differences in flourishing, with the lowest prevalence in the youngest age cohorts
(Keyes 2006, 2007; Keyes & Westerhof, 2012).

Other studies have further documented the high prevalence of psychological difficulties in
children and adolescents. Currently available epidemiological data suggest a worldwide prevalence
of child and adolescent mental disorders of approximately 20%. (World Health Organization,
2001). An international meta-analysis of population-based studies found that in all cultures depres-
sive disorders were higher for adolescents than for children, and for adolescent girls than for boys
(Costello, Erkanli, & Angold, 2006). Such work shows increases in prevalence of depression with
age, which more than doubles at puberty. Impaired school performance, the absence or paucity of
positive interpersonal relationships, and low self-esteem are some of the most common problems
associated with poor mental health in early development (Tao, Emslie, Mayes, Nakonezny, &
Kennard, 2010). Further, these problems can be considered as factors predicting future episodes of
anxiety or depressive disorders (Emslie et al., 2008). Of particular relevance to the present chapter,
indicators of poor psychosocial functioning in children and adolescents may reflect the lack of
cudaimonic well-being in areas described by Ryff’s model (1989), such as environmental mastery,
personal growth, positive relation with other, self-acceptance, purpose in life and autonomy.

Longitudinal Change in Eudaimonic Well-Being

If eudaimonic well-being is implicated in the prevention of, or recovery from psychological
disorders, a primary question is whether well-being itself is largely stable, or shows variability
and change over time. Strong evidence of stability might suggest that aspects of eudaimonic
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well-being are not easily modifiable. With regard to adulthood and later life, multiple initial
investigations, based on cross-sectional designs, documented age differences in particular aspects
of eudaimonic well-being. Specifically, that older persons in several studies were found to have
notably lower profiles on purpose in life and personal growth compared with midlife adults (e.g.,
Ryft, 1989; Ryff & Keyes, 1995; Clarke, Marshall, Ryff & Rosenthal, 2000). These findings
suggested possible vulnerabilities that come with aging, possibly linked with loss of roles and
significant relationships as well as physical health decline. Subsequent findings from multiple
longitudinal studies, including those based on large national samples (Springer, Pudrovska, &
Hauser, 2011), confirmed these age declines in the strongly existential aspects of well-being
(purpose, self-realization, and growth). While conveying a disconcerting message that growing
old may entail losses in aspects of eudaimonia, such findings nonetheless clarified that well-being
is neither stable nor fixed over the life course, but rather appears to be responsive to events and
experiences of people’s lives.

Such age-related declines in eudaimonia may be implicated in findings from other investiga-
tions showing an increasing trend of depressive disorders in late life (around 75 years) (Haynie,
Berg, Johannson, Gatz, & Zarit, 2001; Steffens, Fisher, Langa, Potter, & Plassman, 2009).
Speaking directly to this possibility, Wood & Joseph (2010) documented that adults and older
adults with low levels of eudaimonic well-being were over seven times more likely to be depressed
ten years later, and twice as likely to be depressed, even after controlling for personality, negative
functioning, prior depression, demographic, economic and physical health status. Other
longitudinal inquiries have addressed links between early personality profiles (age 16) and midlife
well-being, finding that teenage females who were more extraverted had higher well-being in all
PWB dimensions in midlife (Abbott et al., 2008). Teenage neuroticism, in contrast, predicted
lower well-being on all dimensions, with the effects mediated through emotional adjustment.

Thus, eudaimonia has a relevant role in human development and along the life course. As
described in the previous section, both ancient and modern philosophers have underlined the
importance of living according to personal values and of pursuing meaningful life goals that
involve developing one’s potential across the life-span. Because the relationship between eudai-
monia and mental illness seems appears to be particularly significant across the life-span, it
heightens the importance of developing specific interventions designed to foster eudaimonic
well-being, both to reduce mental illness and psychological distress at diverse ages as well as to
promote optimal functioning outside the clinical context.

Clinical and Educational Interventions for Promoting Eudaimonia

Our focus on intervention first addresses treating emotional disorders in the clinical context via
promotion of well-being. Second, we shift to an emphasis on prevention of emotional disorders
in educational contexts also built on the promotion of eudaimonia. The investigations described
in the previous section indicated that the absence of well-being creates conditions of vulnerability
to possible future adversities. Following Ryff and Singer (1996), we thus advocate for the
implementation of interventions designed not only and exclusively to alleviate the negative, but
also to engender the positive.

Clinical Interventions for Promoting Eudaimonia

Persistent impairment of well-being can occur even after a successful treatment of affective
disorders (Rafanelli et al., 2000; Fava et al., 2001). This realization calls for a reframing of the
concept of “effective treatment” in clinical psychology and psychiatry to encompass a broader
clinical vision that sees the restoration of well-being as a specific endpoint of an effective therapy
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(Fava et al., 2007). Such a perspective has led to the development of new therapeutic techniques
with the aims of increasing patient’s personal comfort, and improving quality of life and
cudaimonia (Seligman, Rashid, & Parks, 2006; Wood & Tarrier, 2010; Ruini & Fava, 2012;
Bolier et al., 2013). One such positive psychotherapeutic strategy —Well-being Therapy (WBT) —
adopted Ryff’s model of eudaimonia and was tested in a number of controlled investigations
with patients with mood and anxiety disorders (Ruini & Fava, 2012). WBT was found to be a
protective factor for recurrent depression up to six-year follow-up (Fava et al., 2004).

In this investigation, patients with recurrent major depression, who had been successfully
treated by pharmacotherapy, were randomly assigned to either WBT or clinical management
(CM) and followed up for six years. During this period no antidepressant drugs were used unless
a relapse ensued. This happened in eight (40%) of the twenty patients in the WBT group, com-
pared with eighteen (90%) in the CM group. The WBT group had a total of twelve depressive
episodes during the follow-up, compared with thirty-four of the CM group. Importantly, in the
WBT group patients tended to relapse four years after treatment, whereas patients in the CM
conditions relapsed after two years. Thus, WBT had a highly significant effect in decreasing and
delaying the number of relapses into depression (Fava et al., 2004). Another example of the
protective role of WBT in depression comes from a clinical case illustration. Ruini, Albieri, &
Vescovelli (2014) described the case of a woman with a severe depressive episode following a
marital crisis who was treated by WBT over one year. She had no relapses up to two years after
treatment, even when she faced another marital crisis that led to divorce. The clinical story of
this patient illustrates how improved levels of eudaimonic well-being buffered against relapse,
which is usually triggered by psychosocial stressor.

Further, WBT was found to be particularly effective in treating anxiety disorders (Fava et al.,
2005; Ruini & Fava, 2009; Ruini et al., 2014) with long-lasting effects. Twenty patients with
generalized anxiety disorders (GAD) were randomly assigned to eight sessions of cognitive-
behavioral therapy (CBT) or the sequential administration of four sessions of CBT followed by
another four sessions of WBT. A one-year follow-up was undertaken. In both groups, eudai-
monic well-being, particularly impaired in self-acceptance and environmental mastery, was
impaired before treatment. These dimensions, together with anxiety symptoms, greatly improved
after treatment, however. Further, the CBT-WBT approach displayed significant advantages
over CBT only, and these improvements were maintained at follow-up. Ruini and Fava (2009)
provided subsequent clinical evidence for the efficacy of WBT in treating anxious patients. They
described a case of a woman with GAD, perfectionism, and obsessive compulsive personality
traits, who was treated with a sequential combination of CBT and WBT. CBT was particularly
effective in providing cognitive restructuring to worries and catastrophic thinking style, whereas
WBT was particularly valuable in addressing perfectionism by promoting self-acceptance.
Improvements in environmental mastery and interpersonal relationships were also observed.
These gains were maintained in the long term and provided protection to the patients when she
faced major life changes (work relocation, death of her father-in-law) (Ruini and Fava, 2009).

In light of these promising outcomes, Albieri et al. (2009, 2011) applied a modified WBT
protocol (Child-WBT) in a group of clinically distressed children, reporting emotional and
behavioral disorders. Even though it was an open trial, the results were encouraging and children
significantly improved in symptom and well-being dimensions after eight sessions of Child-WBT
(Albieri et al., 2009, 2011).

Educational Interventions for Promoting Eudaimonia

Beyond clinical populations, the promotion of eudaimonia may have an important role in
preventing mental illness and psychological distress in the broader population. This potential
may be of crucial importance in vulnerable phases of life, such as adolescence or later life.
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Preventive interventions in adolescence find a natural context in schools and educational
settings. In fact, schools are increasingly recognized as not only an ideal setting for learning and
education, but also as forums for building skills that promote resilience and psychological well-
being (Caffo, Belaise, & Forresi, 2008). Further, the philosophical foundation of eudaimonia,
as described earlier, emphasizes that fact that ancient philosophers used to teach and discuss
these existential issues with their pupils. Eudaimonia thus appears, across the wide sweep of time,
to be particularly feasible in educational settings.

In a pilot work, a modified form of WBT was developed and applied in school settings (Well-
Being Therapy-School Program protocol, Ruini, Belaise, Brombin, Caffo, & Fava, 20006). In
this School WBT protocol, which encompassed four class sessions, middle school students were
randomly assigned to either (a) a protocol using theories and techniques derived from cognitive-
behavioral therapy, or (b) a protocol derived from WBT. Both school-based interventions
resulted in a comparable improvement in symptoms and psychological well-being (Ruini et al.,
2006), thereby documenting the feasibility of WBT techniques in younger populations.
However, the number of sessions was low (four) and the first two sessions were shared by the
same treatments.

The differential effects of WBT and CBT approaches were subsequently explored in another
controlled school investigation, involving longer interventions and an adequate follow-up. In
this investigation (Tomba et al., 2010). 162 students were randomly assigned to either (a) a pro-
tocol derived from WBT, or (b) an anxiety-management protocol (AM). The aim of this study
was to test whether each strategy would yield better results for its specific target (well-being/
distress) relative to the other. Compared with the pilot study (Ruini et al., 2006), the number of
sessions was increased to six. The results of this new investigation showed that the school-based
WBT intervention produced significant improvements in autonomy and friendliness, whereas
the school-based Anxiety Management (AM) intervention ameliorated psychological distress
(anxious and depressive symptoms). When the two interventions were compared using the
covariance analyses for baseline measurements, the AM intervention produced a significant
decrease in anxiety and depression, whereas WBT showed a significant positive effect in
improving students’ interpersonal functioning and also physiological symptoms of anxiety. These
findings suggest that improvement in psychological well-being may also yield a decrease in
anxiety, within the complex balance of positive and negative affect. However, an important
aspect to be noted is that both intervention strategies maintained their effects at a six-month
follow-up.

Considering the promising results obtained with middle school students (Ruini et al., 2006;
Tomba et al., 2010), the WBT school intervention has been extended to high school students,
who are considered a more “at risk population” for mood and anxiety disorders (Clarke et al.,
1995). School interventions were performed on a sample of 227 students. The classes were
randomly assigned to (a) a protocol derived from WBT (five classes) or (b) attention-placebo
protocol (four classes). Also in this case both school-based interventions consisted of six, two-
hour sessions. WBT school intervention was found to be effective in promoting psychological
well-being, with particular reference to personal growth compared with the attention placebo
group (Ruini et al., 2009). Further, it was found to be effective in decreasing distress, in
particular anxiety and somatization. Such data confirm results obtained in the preliminary inves-
tigations on the WBT school program performed on middle school schools (Ruini et al., 2006;
Tomba et al., 2010) where the intervention yielded significant improvement in physical well-
being and somatization. Overall, the findings suggest that school-based WBT has important
clinical implications in light of the documented high prevalence of somatic symptoms in children
and adolescents (Ginsburg, Riddle, & Davies, 2006; Muris, Vermeer, & Horselenberg, 2008).
In the latter study, the beneficial effect of a WBT school protocol in decreasing anxiety was also
maintained at the follow-up, whereas in the attention placebo group improvements faded and
disappeared. With young populations, promoting positive functioning and building individual
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strengths thus appears to be more beneficial in the long term than simply addressing depressive
or anxious symptoms.

Building on these promising results, a group intervention for promoting eudemonia in older
people in the community was recently developed (Friedman et al.; 2015). Later life comes with
many challenges (loss of roles and significant others, health changes), and longitudinal studies
have documented decline occurs in certain aspects of well-being, such as purpose in life and
personal growth (see Ryff, 2014 ). With these vulnerabilities in mind, the WBT school protocol
was adapted for older adults, including the addition of age-appropriate exercises such as life
review (Serrano, Latorre, Gatz, & Montanes, 2004 ). The program consists of 90-minute classes
meeting once per week in community settings (e.g., senior centers; public libraries) with sharing
of positive memories and discussion on the characteristics and role of eudemonia in later life.
A combination of CBT techniques with specific exercises for promoting eudaimonia in later life
characterized the program. It was delivered to a sample of 103 men and women aged 60 or over.
At the end of the eight weeks, participants reported significantly increased eudaimonic well-
being, life satisfaction, and social well-being along with lower levels of depression and fewer
physical symptoms and sleep complaints. Interestingly, these gains were particularly robust for
individuals with lower pre-program levels of eudaimonic well-being. Similarly, those presenting
initial higher levels of depression benefited the most from the intervention. The results are
preliminary, but suggest the feasibility and effectiveness of a preventive group intervention for
enhancing positive functioning in older adults in the community.

Summary and Conclusions

This chapter aimed at describing eudaimonia and its crucial role in human life. We illustrated
how eudaimonia is deeply embedded in our cultural history by providing an overview of
philosophical and psychological theories that date back to ancient Greek philosophers. These
perspectives and subsequent formulations in modern times clearly emphasize the importance of
possessing life goals and virtues, meaningful relationships, and realizing one’s true potential
across the life course. These positive characteristics have been maintained as core values across
centuries, thus making it clear that eudaimonia encompasses the essential characteristics of what
defines optimal human functioning.

Arecent and large body of research has documented the benefits of these positive psychological
characteristics for physical and mental health. This chapter summarized the growing evidence,
which documents the protective role of such eudaimonic characteristics as purposeful
engagement, positive interpersonal relationships, and personal growth in the face of life
challenges. People possessing high levels of well-being displayed lower levels of biological risk
factors associated with chronic metabolic and degenerative disorders. The protective role of
cudaimonia appears to be particularly crucial during later life, in which aging individuals who
maintaining high levels of well-being have reduced risk for cognitive impairments, fewer comor-
bidities, and they tend to live longer.

Beside physical health benefits, we emphasized how eudaimonia is deeply linked to mental health,
which we argue involves a complex balance of positive and negative psychological characteristics.
People with low levels of well-being (eudaimonic, hedonic, eudaimonic, social) may characterize the
prodromal (early) or the residual phase of mental disorders. We summarized a large body of epide-
miological and clinical research showing that impaired well-being constitutes risk for psychological
distress, including relapse and recurrence in psychiatric disorders. The association between eudai-
monia and mental health was also examined in therapeutic settings, where the restoration of well-
being has been recently included as a criterion of recovery in depressive disorders. This observation
translated to psychotherapeutic interventions designed specifically to improve patients’ well-being.
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One such positive intervention, known as WBT, adopted Ryff’s model of well-being. We described
the benefits reported by patients with mood and anxiety disorders, both after treatment and on the
long term. Importantly, this technique was recently modified for use with child clinical populations,
which also displayed improvement in symptoms and well-being after treatment.

Building on such clinical work, we then described more recent efforts to translate such
interventions to preventive practices. These were illustrated with a series of school interventions
secking to improve eudaimonia in children and adolescents. Scientific findings showed important
benefits in reducing anxiety and psychological distress. Finally, because later life constitutes a
vulnerable stage in the human journey, we reported on promising results from a group inter-
vention aiming to promote eudaimonia in older individuals living in the community.

In conclusion, this chapter contributes to the Handbook of Positive Clinical Psychology by
underscoring the importance of eudaimonic well-being for improving lives from early
development in adolescence to adulthood and later life. Perhaps our most important message is
that eudaimonia, which has a long tradition of being valued from the ancient Greeks until the
present, can be promoted in ways that are feasible, cost-effective, and fundamentally worth-
while. We see great potential in expanding such work for vulnerable individuals, such as those
who are socioeconomically disadvantaged or who are facing stressful life situations. Targeted
clinical and educational interventions, such as those described herein, that seek to preserve,
restore, or improve eudaimonic well-being for such individuals could prevent them from falling
into a state of languishing, or developing physical or mental illnesses. Eudaimonia is, in our view,
an opportunity that each human being deserves.
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Positive Clinical Gerontology

Integrating “Positive” and “Negative”
Perspectives on Aging

Adam Davidson and George Vaillant

Biographies are not Written in Black and White

Rejected for military service during the Second World War and later judged occupationally
feckless, Charles Boatwright had difficulty establishing a career. In his early fifties his alcoholic
wife left him for another man, and he had become estranged from his children. Yet time and
again in questionnaires he exclaimed his good fortune and optimism. At 83 years of age,
Boatwright enjoyed working 28 hours a week for his nonprofit organization. At 85 he was an
exemplar of wisdom, and at 89 he still exercised for two hours at day. At 91 Boatwright had been
happily married for 35 years, and was totally devoted to his stepchildren (Vaillant, 2012c¢).

Could we have predicted Boatwright’s seemingly successful aging? What should we expect of
our old age: happiness and wisdom or loneliness and ill health? Surely such a black-and-white
distinction between extreme positive and negative expectations is naive. The tangled tapestry of
human life is woven in many directions: good, bad, ambivalence, and apathy are assured for us
all. Every biography of human life has ups and downs, twists and turns, opportunities and
challenges. All “simple facts” conceal a story that is more subtle and sophisticated. Clear-cut
“positive” or “negative” statements simply cannot convey the nuances of reality. This is as
applicable to science as it is to people. (The irony of stating this as a “simple fact” is not lost on
the authors.)

However, “simple facts” seize attention, especially when seasoned with shock and sensation-
alism. Ezikiel Emanuel, a leading American bioethicist and one of the architects of the Affordable
HealthCare Plan, says he hopes to die at 75 (Emanuel, 2014). He contends Fries’ (1980)
“compression of morbidity,” which argues that people are living longer and healthier, instead
believing in a prolonged period of incapability and physical frailty at the end of life.

The Ambivalence Of Aging

Many aspects of aging can appear threatening to independence and competency. Negative
stereotypes of disease, disability, dependency, and depression are rife (Scheidt, Humpherys, &
Yorgason, 1999; Kite, Stockdale, Whitley, & Johnston, 2005). As we age, chronic diseases
become more prevalent (Department of Health, 1992), and physical and cognitive deterioration
seems inevitable. The elderly generally experience a reduction in physical strength (Larsson,
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Grimby, & Karlsson, 1979; Andrews, Thomas, & Bohannon, 1996; Bohannon, 1997), an
increase in body fat (Jackson et al., 2002), and sensory impairment (Doty, Shaman, Applebaum,
Giberson, Siksorski, & Rosenberg, 1984; Woodruff-Pak, 1997), as well as a decline in mental
processing speed (Kail & Salthouse, 1994), verbal fluency (Light & Burke, 1993), and
mathematical abilities (Schaie, 1988).

However, this need not be the case. Hardman and Stensel (2009) argue that this decline is
caused, at least in part, by a lack of activity and could be largely reversed by activities like high-
resistance exercise (Vandervoort, 1992). Various empirical studies have shown the reversal of
strength loss (Fiatarone, Marks, Ryan, Meredith, Lipsitz, & Evans, 1990; Skelton, Young, Greig &
Malbut, 1995; Melov, Tarnopolsky, Beckman, Felkey, & Hubbard, 2007). Furthermore,
encouraging activity in older people may have somatopsychic benefits, such as reducing the
decline in cognitive function (Hertzog, Kramer, Wilson, & Lindenberger, 2008; Aichberger,
Busch, Reischies, Strohle, Heinz, & Rapp, 2010).

Although some cognitive abilities may decline with age, most retirees consider themselves
cognitive impairment-free (Sauvaget, Jagger, & Arthur, 2001), and they are less likely to suffer
mental disorders (Drentea, 2002; Mein, Martikainen, Hemingway, Stansfeld, & Marmot, 2003).
The minds of the elderly are more content, more capable of emotional complexity, experience
fewer negative emotions (whilst maintaining similar levels of positive emotions), retain emotion-
ally important memories, comprehend multiple points of view, and derive greater satisfaction
from relationships (Carstensen & Charles, 2003; Helmuth, 2003; Vaillant, 2012a).

We need not fear old age, even with regard to our physical health. Nearly 90% of 65-74 year
olds, and nearly 75% of 75-84 year olds have no disabling conditions, and these percentages are
rising (Manton, Corder, & Stallard, 1997). Although neurons are lost from the brain with age,
new neurons continue to develop (Shingo et al., 2003), and judicious pruning continues to
develop throughout the life-span (Vaillant, 2012c¢). The average 5-year-old has twice as many
neurons as a 21-year-old. Evidence shows most people maintain a sense of well-being until the
very ends of their lives (Rowe & Kahn, 1998; Mayer & Baltes, 1999).

Indeed, we should not fear old age, as the experiences of the elderly are susceptible to
expectation bias. Negative stereotypes of aging can reduce performance on tasks, whilst positive
stereotypes improve it (Levy, 1996, 2009). Having a positive self-perception at the age of 50 can
increase life-span by over seven years (Levy, Hausdorff, Hencke, & Wei, 2000; Levy, Slade,
Kunkel, & Kasl, 2002).

Although surviving to an old age is necessary for “successful” aging, it is not a sufficient
condition. The aim is to “add more life to years, not just years to life” (Vaillant, 2004, p. 561).
This chapter begins with the issues of quantifying “positive” health, then summarizes the factors
that predict “positive” aging, both those that are commonly thought of as “positive,” and those
considered “negative.” An examination of how to describe, prescribe, and facilitate flourishing
in later years follows, including a consideration of the complexities introduced by separation of
“positive” and “negative.”

Dilemmas of Dialectics

Gerontology is complicated by the heterogeneity of the elderly population. The longer our lives,
the further they can diverge from the norm. For some, each passing year increases the probability
that accidents, disease, or poor self-care will take their toll. For others, the passing of time
presents the opportunity to mature, build success, and grow social circles.

Before it is possible to analyze antecedents of “successful” aging, the term must be defined.
What indicators of “success” reveal a life well lived? Clearly, survival and the lack of illnesses are
factors, but they are not sufficient. Health is not simply the absence of illness (World Health
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Organization (WHO), 1952). Physical health can be measured by blood pressure or the step test
(Brouha, 1943), but mental health is subjective; it requires cultural sensitivity and caution over
value judgments. Vaillant (2003, 2012b) suggests the following possibilities.

Above Normal Functioning

Supporters of the discase model may define mental health as a global assessment of functioning
(GAF) (American Psychiatric Association (APA), 1994) score of above 80 (Vaillant, 2012b, p. 94).
However, although the GAF has been empirically validated across countries and languages (Armelius,
Gerin, Luborsky, & Alexander, 1991), it seems to be based upon Freud’s view that “mental health is
an ideal fiction” (Valliant, 2003, p. 1374), as even the highest scores describe “minimal symptoms”
(APA, 1994, p. 34). The WHO Disability Assessment Schedule replaces it in the DSM-5 (APA,
2013), but the new tool remains a measure of mental illness rather than health; all 36 questions
contain the words “difficulty,” “problem,” “drain,” or “health condition” (pp. 747-748).

Presence of Multiple Strengths

Positive psychologists may prefer to discount weaknesses and define mental health as the presence
of strengths. In an attempt to resolve the controversy of what could (or should) be considered a
“strength,” Dahlsgaard, Peterson, and Seligman (2005 ) identified six “core virtues” they believe
are universal across history, culture, religion, and philosophy, and created the Values in Action
Inventory of Strengths (VIA-IS) (Peterson & Seligman, 2004 ). However, subsequent statistical
analysis has questioned these six core virtues, with three-, four-, and five-factor models being
proposed (Shryack, Steger, Krueger, & Kallie, 2010).

The VIA-IS is a self-report measure, which may reveal only what people consider socially desir-
able (Crowne & Marlowe, 1960), or incorrectly believe they possess (Kristjansson, 2013). It may
simply measure what virtues they subjectively value, although the word “values” implies beliefs
that are prioritized over others, so perhaps this is the definition of a character strength. Criticized
as being a “bag of virtues” (Kristjansson, 2012), wisdom is required to choose when and how to
apply the VIA strengths (Aspinwall & Staudinger, 2003; Schwartz & Hill, 2006). Of course, pos-
session does not guarantee use, and Seligman, Steen, Park, and Peterson (2005) found those not
using their strengths were no different from those who did not possess them. Perhaps a more
objective measurement of strength application is required to judge mental health.

Subjective Well-being

Who better to ask about well-being than the person who experiences it? There are many con-
cerns with self-reporting (Nisbett & Ross, 1980), but if a deluded person believes they have a
good life, it is matter of ontological debate to argue with them. Of course, should the delusion
end, their answer may change, and this is the main problem with this measure; it is a temporary
measure of state rather than a longer-term judgment of living well. Events change our circum-
stances and new information alters our point-of-view. Had Vincent Van Gogh known what was
to become of his art, would his subjective well-being have been different?

Positive Emotions

Using the prevalence of positive emotions as a proxy for quality of life has attracted much
criticism (King, 2001), often because positive psychologists are guilty of an @ priors appraisal
of valence (Held, 2004). For Lazarus (2003), there are three reasons to decide emotions are
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“positive”: they subjectively feel good, they arise from favorable circumstances, or they
bring about desired outcomes. All three reasons are subjective, depending on personal expe-
rience and social context. An objective measurement of valance may one day come from
neuroscience (Panksepp, 1998), but Barrett (2006) argues that emotions are features of the
mind, not the brain, experienced differently and are not objectively observable. Biology
could classify emotion depending on whether it activates the sympathetic nervous system,
causing a fight or flight response, or the parasympathetic nervous system, causing relaxation.
This is consistent with Fredrickson’s (2001) broaden-and-build theory: negative emotions
narrow our focus to immediate dangers, whilst positive emotions broaden our awareness,
encouraging exploration and play. However, the sympathetic nervous system can also be
stimulated by “positive” emotions, such as the excitement of going on a rollercoaster. The
authors disagree as to whether or not this is “positive,” so the question of contextualizing
valance remains.

High Socioemotional Intelligence

Context is key. Negative emotions can be crucial for survival; a feeling of contented joy
would be a hindrance if a lion attacked you, and society would judge too much happiness
mania (Wood & Tarrier, 2010). Like character strengths, wise application of emotions
determines if they are adaptive or maladaptive. High socioemotional intelligence is the
accurate perception of emotions, the appropriate emotional response to situations, and
the management of emotion to nurture relationships and achieve goals (Goleman, 2006).
A person high in socioemotional intelligence would appreciate the value of both positive
and negative emotions. Negative emotions are protective, positive emotions are social and
empathic. Either could be an appropriate response, and both could be applied strategically
in the pursuit of goals.

Involuntary Coping Mechanisms

Socioemotional intelligence assumes that responses to conflict can be voluntary choices. A different
conceptualization of mental health considers involuntary coping mechanisms that alter the
perception of reality to protect us from painful stressors (Vaillant, 1977, 1992, 2000). Just as
our body maintains homeostasis through involuntary heart rate and temperature control, what
Freud called “ego defense mechanisms” are usually unconscious, certainly involuntary. Although
unconscious processes are unpopular with positivist cognitive psychologists (Vaillant, 2012a),
these ontologically subjective concepts are epistemologically objective (Searle, 1995) and they
are returning to fashion under the monikers of grit (Duckworth, Peterson, Matthews, & Kelly,
2007), defensive pessimism (Norem & Chang, 2002), and “the marshmallow test” (Mischel,
2014). Involuntary alteration of perception may not seem mentally healthy, but these mechanisms
can be ordered by magnitude of reality distortion from “psychotic” to “mature” (Vaillant, 1971,
APA, 1994). “Psychotic defenses,” such as delusional projection, psychotic denial, and psychotic
distortion, are common in young children and the mentally ill. “Immature defenses,” such as
passive aggression, projection, and acting out, are common in adolescents, those with personality
disorders, and substance abusers. “Neurotic defenses,” including displacement and isolation, are
common among many adults, especially those with phobias and compulsions. The “mature
defenses” of humor, altruism, and sublimation alter the perception of reality least, and are
generally considered virtuous and adaptive.

This continuum spans the realms of both the maladaptive covered by clinical psychology
and the adaptive of positive psychology. “Mature defenses” are associated with self-reported
happiness, physical health, job satisfaction, and good relationships (Vaillant, 1977; Malone,



Positive Clinical Gerontology 171

Cohen, Liu, Vaillant, & Waldinger, 2013); whereas more distorting defenses are associated
with poor adjustment, marital problems, sick days, and poor friendships. Individuals who
suffer brain injuries or prolonged substance abuse typically descend to lower levels (Vaillant,
2000). However, psychotherapy has been shown to aid a person in moving from maladaptive
coping mechanisms to more adaptive ones, a transformation associated with clinical change
(Bond, 2004; Bond & Perry, 2004; Perry & Bond, 2012). Coping mechanisms are independent
of socioeconomic class and levels of education, and generally become more adaptive with age
(Vaillant, 2000).

Maturity

This leads to our final definition of mental health, maturity. Drawing on Erikson’s (1951) stages
of human development, and two additional stages (Vaillant, 1995), longitudinal studies have
provided empirical evidence that mastery of developmental tasks is associated with mental health
(Vaillant & Milofsky, 1980; Vaillant, 2002, 2012c¢), whilst being independent of gender,
socioeconomic class, and level of education (Vaillant, 2012b).

The first adult stage is “identity,” separating our values and beliefs from those of the
family and culture of childhood. The second is “intimacy,” reciprocally and interdepen-
dently committing to a person or community. “Career consolidation” involves committing
to a career we enjoy, are competent at, and for which we are compensated. “Generativity” is
the fourth task, when caring for others and guiding the community become valued more
than personal achievements. Becoming a “keeper of the meaning” or guardian usually occurs
in late midlife and involves preserving history, culture, and principles with impartiality.
Finally “integrity” is the acceptance of death, past events and decisions, and being at peace
with the world.

Each of these stages represents personal growth, wrestling with changes that often hard to
bear. We make compromises and commitments, sever attachments, and limit options, usually
with excitement for opportunities to come and sorrow for those that will not. Often unaware,
protected by our involuntary coping strategies, this process of growing, of living, of aging
involves all three aspects of mind — affective, cognitive and conative — in both “positive” and
“negative” ways. As we struggle and ascend through these stages, should guidance come from
clinical psychology, positive psychology, or both disciplines?

Quantifying Positive Aging

Which definition of mental health is superior? It depends on context: the words “adaption” and
“fitness” imply conformity to some external standard. When selecting roles for Navy recruits,
paranoid personalities are a poor fit for submarines, but well adapted to airplane spotting
(Vaillant, 2012b, p. 93). Positive emotions can appear important in individualist cultures, but
there is evidence that optimism is not suited to collectivist cultures (Chang, 1996). All the
suggested definitions need cross-cultural examination.

An analogy for these different types of mental health can be found in athletes, because the
antonym of physical illness is not the absence of illness, but the presence of fitness. Again, the
word “fit” implies a purpose, and there is no commonly agreed answer to what people are “for.”
Humans are capable of many diverse tasks, a ballet dancer is very different to a power-lifter, and
both are impressive demonstrations of human potential.

There are many ways to flourish. It is imperative that scientists do not impose personal ideals
of the “good” life (King, 2001; Held, 2004; Becker & Marecek, 2008), and run the risk of
creating a “myth of mental illness” for those who do not fit (Szasz, 1960).
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Predicting Positive Aging

The antecedents of successtul aging can best be determined by prospective longitudinal studies
of people’s lives (Vaillant, 2012c, p. 95), although cross-sectional and retrospective studies can
provide information of interest, both have severe limitations. A cross-sectional study of aging is
limited to contrasting groups of people at a single point in time. The between-groups comparison
can examine only averages, not life stories. The old and young under comparison are not the
same people; they come from different periods in history, experiencing differing technologies,
educational standards, qualities of healthcare, and culture. A cross-sectional study captures a
single point in time, measuring states not traits. On a single measure, it can be difficult to
distinguish an athlete with the flu from a chronically ill patient having a good day, whereas
longitudinal studies expose the participants “normal.”

Retrospective studies discuss the past in the present, a very different process to recording a life
as it happens because history is often forgotten, embellished, or modified. Even a retrospective
analysis of objective facts is subject to selection bias and limited solely to measurements taken
and preserved to the present day. Prospective longitudinal studies go beyond “rosy retrospection”
to reveal the truth; butterflies were born from caterpillars, tadpoles turned into toads — warts
and all.

One such study is the Harvard Study of Adult Development (affectionately known as “The
Grant Study”), described in detail in previous reports (Vaillant, 2002, 2012c¢). It began in 1938
with the intention of studying the lives of successful, high-achieving, healthy men — a Positive
Psychology endeavor 60 years before Seligman’s and Csikszentmihalyi’s (2000) seminal
introductory paper. The original purposive sample contained a few hundred Harvard students,
cach subjected to physical examinations, psychiatric interviews, psychometric testing, home
interviews with family members, and even EEG and Rorschach tests (Vaillant, 2012c¢, p. 74).
After combat experience for many in the Second World War, the men were debriefed.
Psychological testing and interviews, including with the men’s wives, continued. The men have
been re-interviewed a further three times since reaching the age of 45, and continue to under-
take biennial questionnaires and physical examinations every five years.

Although not a perfect prospective study (information about childhood was collected when
the men were in college, and information about girlfriends after many were married in 1955),
the surviving men are now over 90, and have been measured at least every two years (with a few
very minor exceptions) their entire adult lives (Vaillant, 2012c¢, p. 83). These multiple data
points allow contextualization of the sample, distinguish between states and traits, and protect
against the alteration of history to determine causation from correlation.

To enable comparisons between socioeconomic backgrounds, levels of education, and gender,
data for a cohort of nondelinquent inner-city men from the Glueck Study of Juvenile Delinquency
and for a cohort of gifted women, originally part of the Stanford (Terman) Study, have also been
collected (Vaillant, 2012c¢)

The Happy-Well and the Sad-Sick

Vaillant (2004) quantified “successful aging” by considering both the subjective and objective
forms of physical and mental health. Thus, the “happy-well” could be contrasted to the “sad-
sick.” These groups were differentiated by six factors, each assessed blind to the outcome
variables (Vaillant & Mukamal, 2001).

1 Objective physical health as assessed by an internist. At age 75 for the college men and 65
for the inner-city men, their medical reports, which had been taken every five years, were
rated on a four-point scale; 1 — no irreversible illness present; 2 — irreversible illness present,
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but neither disabling nor life shortening; 3 — chronically ill, but not yet disabled; 4 — irreversible
illness and significant disability (Vaillant, 1979).

2 Self-reported subjective physical health as measured by a fifteen-point scale called
“Instrumental Activities of Daily Living” (Vaillant, 2002) at age 75, which contains items
questioning beliefs in capabilities.

3 Years of life before 80 living without objective or subjective disability.

4 Objective mental health was assessed at age 65 using evidence of competence in work,
relationships, play, and the absence psychiatric problems with good inter-rater reliability
(Vaillant & Vaillant, 1990).

5 Objective assessment of social support, by two independent assessors reviewing interviews
and questionnaires, including questionnaires from family members (Vaillant, Meyer,
Mukamal, & Soldz, 1998).

6 Subjective life satisfaction, from self-report questionnaires assessing nine aspects of live over
the past 20 years.

Using these categorizations for the college cohort (N=237), 62 were classified as “happy-well,”
40 as “sad-sick,” and 60 as “prematurely dead” (died between 50 and 75). Similarly for the
inner-city cohort (N = 332), 95 were classified as “happy-well,” 48 “sad-sick,” and 75 “prematurely
dead” (before age 65). “Successful aging” was coded for each participant, on a scale of “1” for
the “happy-well” to “4” for the “prematurely dead.” The two cohorts allow for the comparison
between groups who were measured to differ in 1Q, socioeconomic status, and levels of education,
whilst controlling variables such as gender, race and nationality.

Predictors of Positive Aging

Flourishing is associated with longevity. Previous studies have demonstrated happy people live
longer (Friedman, Tucker, Tomlinson-Keasey, Schwartz, Wingard, & Criqui, 1993; Danner,
Snowdon, & Friesen, 2001). Vaillant and Mukamal (2001) showed no exception. The mean age
of death or impairment through disability for “sad-sick” college men was 71.4 years old, and for
“sad-sick” inner-city men it was 62.3 years old. In contrast, the “happy-well” were, on average,
still alive at ages 80 and 70 for the college and inner city men, respectively. Interestingly, the
health decline of inner-city men who completed more than 15 years of education was similar to
the college men, suggesting education is more important than socioeconomic status in predict-
ing future health. The mediating variable here is not so much education per se; it is the belief
that you have a future and the capacity to postpone present gratification for future gain.
Duckworth calls this coping mechanism “Grit” (Duckworth et al., 2007).

The most important antecedent for successful aging was the avoidance of nicotine and alcohol
abuse (Vaillant & Mukamal, 2001). The number of pack years (packs per day multiplied by years
smoking) correlated with a lack of successful aging (lower scores representing healthier and hap-
pier) for both the college men (7= .35, p < 0.001) and inner-city men (7= .31, p < 0.001). This
may be due to the physical health risks associated with smoking; the correlations with subjective
life satisfaction were not significant, but the correlations with length of active life were (college
men 7= -.30, p < 0.001; inner-city men » = -.31, p < 0.001). Alcohol abuse was also detrimental
to successful aging (college men » = 42, p < 0.001; inner-city men » = .19, p < 0.001) and
reduced the length of active life (college men 7 = —.38, p < 0.001; inner-city men » = -.18, p <
0.001) for the inner-city men. It should be noted that smoking and alcohol are often confound-
ing variables that occur simultaneously and difficult to separate (DiFranza & Guerrera, 1990).

The most important factor in predicting mental health, subjectively or objectively, was the use
of mature coping mechanisms (Vaillant & Mukamal, 2001). The men were assessed from inter-
views at age 47 using a nine-point scale similar to the DSM-IV Defensive Functioning Scale
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(Vaillant, 1992). The scores were coded “1” when mature defenses (coping mechanisms) were
deemed present (a score of 1-3 on the nine-point scale) and “2” if deemed absent when the men
scored 4-9 on the scale). Maturity of defenses explained a great deal of variance in the objective
mental health of both the college men (» = .41, p < 0.001) and the inner-city men (7 = .46, p <
0.001). The correlation between maturity of coping mechanisms and subjective life satisfaction
was significant for both the college men (» = .34, p < 0.001) and inner-city men (» = .28, p <
0.001), further supporting the argument for the use of involuntary coping mechanisms as a
measure of mental health as discussed above.

Vaillant and Mukamal (2001) also coded a body mass index (BMI) between 21 and 29 at age
50 as “1” and other values as “2,” and found healthy weight was correlated with successful aging
(college men 7 = .14, p < 0.05; inner-city men » = .11, p < 0.05). Stability of marriage, coded
“1” if the participant was married without divorce, separation, or serious problems at age 50,
“2” otherwise, was another very significant factor (college men » = .27, p < 0.001; inner-city
men 7= .22, p < 0.001). Exercise that burned over 500 kilocalories per week was coded as “1,”
and little or no exercise as “2” (for the college men only), and this was also found to predict
successful aging (7= .22, p < 0.001).

Comparing the college men to the inner-city cohort suggests the privileged are better at self-
care (Vaillant, 2012c¢). Diseases that can be the result of lifestyle choices, such as lung cancer and
Type 1I diabetes were far more prevalent in the inner-city men, whilst illnesses independent of
self-care, such as cancer and arthritis, occurred in similar numbers. However, this increased risk
was not seen in inner-city men with postgraduate education, who were similar to the Harvard
sample, suggesting education leads to successful aging through improved self-care.

It should be noted that both the college and inner-city groups were all white, all male, all
American born between 1915 and 1935. The small size (total N = 569) and limited variability
of the sample limits generalization of these findings. However, longitudinal studies that span
entire adult lifetimes are not easily replicable, so these findings are offered as a heuristic guide to
focus future nomothetic research.

Simple Strategies are not Sufficient

It is apparent that gerontology spans the domains of positive psychology and clinical psy-
chology. Some predictors of successtul aging could be separated into “positive” (such as
exercise and education) and “negative” (such as not being a smoker and not abusing alcohol),
but other predictive factors (such as mature involuntary coping mechanisms and healthy
weight) could belong to cither school of thought. Stability of marriage is a more complex
issue; divorce is usually considered “negative,” but it would be maladaptive to remain in a
“bad” relationship.

Vaillant (2002), describes successful aging as a minefield, and advises that we follow the foot-
prints. But some paths vanish (do not follow those) and some footprints appear as if from
nowhere; the trampled grass distinguishing significant variables from dead-ends changes with
time (Melstrom, 1993). Again, the length of the Grant Study reveals the complexities of predic-
tors across the life-span. Vaillant (2012¢) summarizes three studies that span ages 55 to over 90,
separating factors that are important to health decline at different age periods (p. 245). Of the
six mental health variables (such as high use of drugs, major depression, immature defenses) that
were important to health before age 55, none are significant over that age. Levels of education
appear to be unimportant before age 55, important between 55 and 80, and then not significant
after the age of 80. Alcohol abuse and Type II diabetes have similar patterns, appearing significant
for a time then not significant after, but this could be explained by the mortality rates of those
diseases and the attrition of the affected in the sample.
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These sleeper eftects, variables with changing correlations throughout the life-span, highlight
the difficulty in predicting “positive” aging. Both “positive” and “negative” variables can predict
both “positive” and “negative” outcomes, confounding others in a many-to-many relationship,
which changes over time.

Concluding Complexities, and Contradictions

Every aspect of gerontology requires an insight into “positive” and “negative,” from describing
successful aging and quantification of measurement, to prediction, prescription, and facilitation.
Segregating life improvement techniques into clinical treatments, which solely reduce the
negative, or PPIs, which solely improve the positive, overlooks the multifaceted nature of life.
Most clinical psychologists would not consider simply advising alcoholics “to quit” to be sufficient
treatment. Fostering social support (Vaillant, 2014) and the development of mature coping
mechanisms (Vaillant, 2000) are also required. Likewise, a positive psychologist advocating the
benefits of exercise is unlikely to ignore the dangers of smoking. Both positive and negative issues
are addressed by “positive” and “business as usual” psychologists alike, “in the positive hope of
better living” (Held, 2004, p. 39). So why not just call them all “psychologists”?

Any treatment of aging is a simplification. We all tell many stories, our lives are multifaceted,
and