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http://www.ncbi.nlm.nih.gov/pubmed/21668111App, B., D. N. McIntosh, et al. (2011). "Nonverbal channel use in communication of emotion: How may depend on why." Emotion 11(3): 603-617. .


This study investigated the hypothesis that different emotions are most effectively conveyed through specific, nonverbal channels of communication: body, face, and touch. Experiment 1 assessed the production of emotion displays. Participants generated nonverbal displays of 11 emotions, with and without channel restrictions. For both actual production and stated preferences, participants favored the body for embarrassment, guilt, pride, and shame; the face for anger, disgust, fear, happiness, and sadness; and touch for love and sympathy. When restricted to a single channel, participants were most confident about their communication when production was limited to the emotion's preferred channel. Experiment 2 examined the reception or identification of emotion displays. Participants viewed videos of emotions communicated in unrestricted and restricted conditions and identified the communicated emotions. Emotion identification in restricted conditions was most accurate when participants viewed emotions displayed via the emotion's preferred channel. This study provides converging evidence that some emotions are communicated predominantly through different nonverbal channels. Further analysis of these channel-emotion correspondences suggests that the social function of an emotion predicts its primary channel: The body channel promotes social-status emotions, the face channel supports survival emotions, and touch supports intimate emotions.

Bargh, J. A. and I. Shalev (2011). "The substitutability of physical and social warmth in daily life." Emotion. http://psycnet.apa.org/psycinfo/2011-10744-001/.


Abstract: Classic and contemporary research on person perception has demonstrated the paramount importance of interpersonal warmth. Recent research on embodied cognition has shown that feelings of social warmth or coldness can be induced by experiences of physical warmth or coldness, and vice versa. Here we show that people tend to self-regulate their feelings of social warmth through applications of physical warmth, apparently without explicit awareness of doing so. In Study 1, higher scores on a measure of chronic loneliness (social coldness) were associated with an increased tendency to take warm baths or showers. In Study 2, a physical coldness manipulation significantly increased feelings of loneliness. In Study 3, needs for social affiliation and for emotion regulation, triggered by recall of a past rejection experience, were subsequently eliminated by an interpolated physical warmth experience. Study 4 provided evidence that people are not explicitly aware of the relationship between physical and social warmth (coldness), as they do not consider a target person who often bathes to be any lonelier than one who does not, with all else being equal. Together, these findings suggest that physical and social warmth are to some extent substitutable in daily life and that this substitution reflects an unconscious self-regulatory mechanism.  And the BPS Digest for 20 June - http://bps-research-digest.blogspot.com/2011/06/feeling-lonely-have-bath.html - comments: Wallowing in the bath, immersed in soothing warm water, the benefits are more than sensuous, they're social too. That's according to John Bargh and Idit Shalev, researchers at Yale University, whose new research shows that physical warmth can compensate for social isolation. Indeed, their study suggests that people subconsciously self-comfort against loneliness through the use of warm baths and showers.  Among 51 undergrads, those who reported being more lonely also tended to bath or shower more often, to do so for longer and with warmer water. Overall, 33.5 per cent of the variation in these measures was accounted for by loneliness. A similar result was found for a community sample of 16 women and 25 men. Perhaps lonely people simply have more time to take baths because they go out less, but the association with preferring warmer water is harder to explain away.  A second study confirmed the causal role that physical temperature can play in people's sense of social warmth. Students conducted what they thought was a product test of a small therapeutic pack, which was either warm or cold. Those who evaluated the cold pack, holding it in their palm, subsequently reported feeling more lonely than those who tested a warm version of the pack.  What about a direct test of the therapeutic benefit of physical warmth? Another study had students recall a time they'd felt socially excluded, then they went on to perform the same product test of a warm or cold pack used before. Recalling being excluded had the expected effect of making students desire friendly company and comforting activities like shopping. But this effect was eradicated if they'd product tested the warm pack. "...Warm physical experiences were found to significantly reduce the distress of social exclusion," the researchers said.  Our recognition of the link between physical and social warmth is reflected in our language - "a warm smile", "a cold shoulder" - and has been for centuries: Dante in the Inferno links the betrayal of trust with the punishment of being physically frozen. Yet Bargh and Shalev think this understanding remains largely unconscious. To test this they had participants rate the loneliness of a protagonist after reading one of two near-identical versions of a short story. Participants who read the version in which she took a bath and shower in the same day didn't perceive her to be any more lonely than those who read the version without the extra bathing.  These findings build on the broader literature on embodied cognition, which has shown the effects of physical states on our thoughts and behaviour, and vice versa (e.g. heavier books are considered more important; washing alleviates guilt). And they add to past research suggesting a specific link between physical and social/emotional warmth. One earlier study found that participants felt socially closer to a researcher when they were tested in a warm room. Other research has linked physical and social warmth to activity in the same brain region - the anterior insular.  But this new study is the first to suggest we subconsciously administer our own tonic of physical warmth to compensate for social rejection. And it's the first to provide causal evidence that physical warmth can ameliorate feelings of exclusion. Bargh and Shalev speculated their findings could even have practical applications ... "the physical-social warmth association may be a boon to the therapeutic treatment of syndromes that are mainly disorders of emotion regulation, such as Borderline Personality Disorder," they said.

Carey, B. (2011). Expert on Mental Illness Reveals Her Own Fight. New York Times.  http://www.nytimes.com/2011/06/23/health/23lives.html?_r=1&ref=todayspaper  


(Interview with Marsha Linehan) Are you one of us?  The patient wanted to know, and her therapist — Marsha M. Linehan of the University of Washington, creator of a treatment used worldwide for severely suicidal people — had a ready answer. It was the one she always used to cut the question short, whether a patient asked it hopefully, accusingly or knowingly, having glimpsed the macramé of faded burns, cuts and welts on Dr. Linehan’s arms: “You mean, have I suffered?”  “No, Marsha,” the patient replied, in an encounter last spring. “I mean one of us. Like us. Because if you were, it would give all of us so much hope.”  “That did it,” said Dr. Linehan, 68, who told her story in public for the first time last week before an audience of friends, family and doctors at the Institute of Living, the Hartford clinic where she was first treated for extreme social withdrawal at age 17. “So many people have begged me to come forward, and I just thought — well, I have to do this. I owe it to them. I cannot die a coward”  ... 

Crits-Christoph, P., M. B. C. Gibbons, et al. (2011). "The dependability of alliance assessments: the alliance-outcome correlation is larger than you might think." Journal of Consulting and Clinical Psychology 79(3): 267-278. http://you.myipcn.org/science/article/pii/S0022006X11600296.


Objective: To examine the dependability of alliance scores at the patient and therapist level, to evaluate the potential causal direction of session-to-session changes in alliance and depressive symptoms, and to investigate the impact of aggregating the alliance over progressively more sessions on the size of the alliance-outcome relationship. Method: We used data from a study (N = 45 patients; N = 9 therapists) of psychotherapy for major depressive disorder in which the alliance was measured at every treatment session to calculate generalizability coefficients and to predict change in depressive symptoms from alliance scores. Two replication samples were also used. Results: At the therapist level, a large number of patients (about 60) per therapist is needed to provide a dependable therapist-level alliance score. At the patient level, generalizability coefficients revealed that a single assessment of the alliance is only marginally acceptable. Very good (>.90) dependability at the patient level is only achieved through aggregating 4 or more assessments of the alliance. Session-to-session change in the alliance predicted subsequent session-to-session changes in symptoms. Evidence for reverse causation was found in later-in-treatment sessions, suggesting that only aggregates of early treatment alliance scores should be used to predict outcome. Session 3 alliance scores explained 4.7% of outcome variance, but the average of Sessions 3-9 explained 14.7% of outcome variance. Conclusion: Adequate assessment of the alliance using multiple patients per therapist and at least 4 treatment sessions is crucial for fully understanding the size of the alliance-outcome relationship.

de Vries, R., S. Gosling, et al. (2011). "Income inequality and personality: Are less equal U.S. states less agreeable?" Social Science & Medicine 72(12): 1978-1985. http://www.sciencedirect.com/science/article/pii/S0277953611002371.


Richard Wilkinson's [`]inequality hypothesis' describes the relationship between societal income inequality and population health in terms of the corrosive psychosocial effects of social hierarchy. An explicit component of this hypothesis is that inequality should lead individuals to become more competitive and self-focused, less friendly and altruistic. Together these traits are a close conceptual match to the opposing poles of the Big Five personality factor of Agreeableness; a widely used concept in the field of personality psychology. Based on this fact, we predicted that individuals living in more economically unequal U.S. states should be lower in Agreeableness than those living in more equal states. This hypothesis was tested in both ecological and multilevel analyses in the 50 states plus Washington DC, using a large Internet sample (N = 674,885). Consistent with predictions, ecological and multilevel models both showed a negative relationship between state level inequality and Agreeableness. These relationships were not explained by differences in average income, overall state socio-demographic composition or individual socio-demographic characteristics.

Harold, G. T., F. Rice, et al. (2011). "Familial transmission of depression and antisocial behavior symptoms: disentangling the contribution of inherited and environmental factors and testing the mediating role of parenting." Psychological Medicine 41(06): 1175-1185. http://dx.doi.org/10.1017/S0033291710001753.


Background: Genetic and environmental influences on child psychopathology have been studied extensively through twin and adoption designs. We offer a novel methodology to examine genetic and environmental influences on the intergenerational transmission of psychopathology using a sample of parents and children conceived through in vitro fertilization (IVF).  Method: The sample included families with children born through IVF methods, who varied as to whether the child was genetically related or unrelated to the rearing mother and father (mother genetically related, n=434; mother genetically unrelated, n=127; father genetically related, n=403; father genetically unrelated, n=156). Using standardized questionnaires, mothers and fathers respectively reported on their own psychopathology (depression, aggression), their parenting behavior toward their child (warmth, hostility) and their child's psychopathology (depression, aggression). A cross-rater approach was used, where opposite parents reported on child symptoms (i.e. fathers reported on symptoms for the motherchild dyads, a direct association between mother depression and child depression was observed among genetically unrelated dyads, whereas a fully mediated path was observed among genetically related dyads through mother-to-child hostility and warmth. For fatherchild dyads. For aggression, the direct association between parent aggression and child aggression was fully mediated by parent-to-child hostility for both groups, indicating the role of parent-to-child hostility as a risk mechanism for transmission.  Conclusions: A differential pattern of genetic and environmental mediation underlying the intergenerational transmission of psychopathology was observed among genetically related and genetically unrelated fatherchild dyads.

Hicks, A. M. and L. M. Diamond (2011). "Don't go to bed angry: Attachment, conflict, and affective and physiological reactivity." Personal Relationships 18(2): 266-284. http://dx.doi.org/10.1111/j.1475-6811.2011.01355.x.


In 39 individuals in cohabiting relationships, the associations between naturally occurring couple conflict (assessed with end-of-day diaries) and next-morning ratings of negative affect, sleep disruptions, and awakening cortisol response were tested. Low-avoidant individuals showed heightened negative affect the morning after heightened quarreling. Yet high-avoidant individuals reported lower negative affect the morning after heightened quarreling. Greater quarreling was associated with more subsequent sleep disruptions overall, but this association was significantly stronger among individuals with high attachment anxiety and significantly weaker among individuals with high attachment avoidance. Finally, quarreling was associated with a significantly dampened cortisol awakening response in high-anxious women. The results have implications for understanding the distinct biopsychological pathways through which routine relationship experiences influence health-related physical and mental functioning.

Lawler-Row, K. A., L. Hyatt-Edwards, et al. (2011). "Forgiveness and health: The role of attachment." Personal Relationships 18(2): 170-183. http://dx.doi.org/10.1111/j.1475-6811.2010.01327.x.


(Free full text viewable/downloadable) Attachment was examined for its association to forgiveness and health. Young adults were interviewed about a time of conflict with a parent; during rest and interview periods, readings of blood pressure and heart rate were taken. Participants completed surveys of forgiveness, attachment, relationship commitment, parental intrusiveness, and health. Analyses revealed strong associations among forgiveness, attachment, and health. Structural equation modeling indicated a strong, negative direct association between forgiveness and health problems, as well as an indirect association between attachment and health problems through forgiveness. Forgiveness groups differed on heart rate and systolic blood pressure. Psychological tension, created by unforgiveness in a close relationship, may lead to physiological indices of unease, as well as self-reports of physical symptoms, loneliness, and stress.

Layous, K., J. Chancellor, et al. (2011). "Delivering happiness: translating positive psychology intervention research for treating major and minor depressive disorders." Journal of alternative and complementary medicine. http://www.ncbi.nlm.nih.gov/pubmed/21721928.


Abstract Despite the availability of many treatment options, depressive disorders remain a global public health problem. Even in affluent nations, 70% of reported cases either do not receive the recommended level of treatment or do not get treated at all, and this percentage does not reflect cases of depression that go unreported due to lack of access to health care, stigma, or other reasons. In developing countries, the World Health Organization estimates that <10% receive proper depression care due to poverty, stigma, and lack of governmental mental health resources and providers. Current treatments do not work for everyone, and even people who achieve remission face a high risk of recurrence and residual disability. The development of low-cost effective interventions that can serve either as initial therapy for mild symptoms or as adjunctive therapy for partial responders to medication is an immense unmet need. Positive activity interventions (PAIs) teach individuals ways to increase their positive thinking, positive affect, and positive behaviors. The majority of such interventions, which have obtained medium-size effect sizes, have been conducted with nondepressed individuals, but two randomized controlled studies in patients with mild clinical depression have reported promising initial findings. In this article, the authors review the relevant literature on the effectiveness of various types of PAIs, draw on social psychology, affective neuroscience and psychophamacology research to propose neural models for how PAIs might relieve depression, and discuss the steps needed to translate the potential promise of PAIs as clinical treatments for individuals with major and minor depressive disorders.

Ramseyer, F. and W. Tschacher (2011). "Nonverbal synchrony in psychotherapy: coordinated body movement reflects relationship quality and outcome." Journal of Consulting and Clinical Psychology 79(3): 284-295. http://you.myipcn.org/science/article/pii/S0022006X11600314.


Objective: The authors quantified nonverbal synchrony--the coordination of patient's and therapist's movement--in a random sample of same-sex psychotherapy dyads. The authors contrasted nonverbal synchrony in these dyads with a control condition and assessed its association with session-level and overall psychotherapy outcome. Method: Using an automated objective video analysis algorithm (Motion Energy Analysis; MEA), the authors calculated nonverbal synchrony in (n = 104) videotaped psychotherapy sessions from 70 Caucasian patients (37 women, 33 men, mean age = 36.5 years, SD = 10.2) treated at an outpatient psychotherapy clinic. The sample was randomly drawn from an archive (N = 301) of routinely videotaped psychotherapies. Patients and their therapists assessed session impact with self-report postsession questionnaires. A battery of pre- and postsymptomatology questionnaires measured therapy effectiveness. Results: The authors found that nonverbal synchrony is higher in genuine interactions contrasted with pseudointeractions (a control condition generated by a specifically designed shuffling procedure). Furthermore, nonverbal synchrony is associated with session-level process as well as therapy outcome: It is increased in sessions rated by patients as manifesting high relationship quality and in patients experiencing high self-efficacy. Higher nonverbal synchrony characterized psychotherapies with higher symptom reduction. Conclusions: The results suggest that nonverbal synchrony embodies the patients' self-reported quality of the relationship and further variables of therapy process. This hitherto overlooked facet of therapeutic relationships might prove useful as an indicator of therapy progress and outcome.

Sin, N. L., M. D. Della Porta, et al. (2011). Tailoring positive psychology interventions to treat depressed individuals. Applied positive psychology: Improving everyday life, health, schools, work, and society. M. C. S. I. Donaldson, & J. Nakamura. New York, Routledge: 79-96.


(Free full text downloadable from http://www.faculty.ucr.edu/~sonja/papers/SDL2011.pdf).  By pushing for greater emphasis on well-being, the field of positive psychology has challenged the conventional notion that mental health is equivalent to the absence of disorder (Fava & Ruini, 2003; Ryff, 1989). The prevalence of Major Depressive Disorder, as well as subclinical depression, speaks to the need for novel treatments that are effective, accessible, easily administered, individually tailored, and protective against future recurrence of depression. Growing research shows that positive psychology interventions – that is, experimental studies testing treatment programs and activities that primarily aim to cultivate positive emotions and personal strengths, rather than only fixing negatives – have been successful in reducing depressive symptoms and enhancing well-being. However, these interventions are not one-size-fits-all. Our preliminary study suggests that not all previous findings from happiness interventions with healthy individuals will generalize to depressed or dysphoric samples, because the motivational, affective, and cognitive deficits characteristic of depression can limit or even reverse the beneficial effects of effortful happiness-promoting activities. We encourage researchers and clinicians to consider the role of expectations and other moderating factors (such as social support, person–activity “fit,” and beliefs about the pursuit of happiness) when administering positive psychology treatments for individuals with depression.  Interventions that build on the positives in people’s lives show great promise for enhancing well-being, whether it be for making euthymic individuals happier or as a complement to traditional treatments for depression. 

Webb, C. A., R. J. DeRubeis, et al. (2011). "Two aspects of the therapeutic alliance: differential relations with depressive symptom change." Journal of Consulting and Clinical Psychology 79(3): 279-283. http://you.myipcn.org/science/article/pii/S0022006X11600302.


Objective: The therapeutic alliance has been linked to symptom change in numerous investigations. Although the alliance is commonly conceptualized as a multidimensional construct, few studies have examined its components separately. The current study explored which components of the alliance are most highly associated with depressive symptom change in cognitive therapy (CT). Method: Data were drawn from 2 published randomized, controlled clinical trials of CT for major depressive disorder (n = 105, mean age = 40 years, female = 62%, White = 82%). We examined the relations of 2 factor-analytically derived components of the Working Alliance Inventory (WAI; Horvath & Greenberg, 1986, 1989) with symptom change on the Beck Depression Inventory--II (BDI-II; Beck, Steer, & Brown, 1996) that occurred either prior to or subsequent to the examined sessions. WAI ratings were obtained at an early and a late session for each therapist-patient dyad. Results: Variation in symptom change subsequent to the early session was significantly related to the WAI factor that assesses therapist-patient agreement on the goals and tasks of therapy but not to a factor assessing the affective bond between therapist and patient. In contrast, both factors, when assessed in a late session, were significantly predicted by prior symptom change. Conclusions: These findings may reflect the importance, in CT, of therapist-patient agreement on the goals and tasks of therapy. In contrast, the bond between therapist and patient may be more of a consequence than a cause of symptom change in CT. The implications of these results and directions for future research are discussed.



