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Emotion and Psychopathology

ANN M. KRING

One way we can learn about human behavior is to study what happens
when things go wrong. Certainly a number of things “go wrong” in psy-
chopathological disorders, and perhaps one of the more notable signs of
things gone awry is some kind of emotional disturbance. One analysis has
noted that as many as 85% of psychological disorders include disturbances
in emotional processing of some kind (Thoits, 1985}, whether they be “ex-
cesses” in emotion, “deficits” in emotion, or the lack of coherence among
emotional components. Despite the widespread involvement of emotion
dysfunction in psychopathology, systematic research into the nature,
causes, and consequences of these disturbances has only recently been con-
ducted. In this chapter, I briefly review the literature on emotion distur-
bance in three forms of psychopathology, with a particular emphasis on po-
sitioning these disturbances within the temporal course of the disorders.
After first defining what I mean by emotion, emotion function, and emo-
tion dysfunction, I then discuss the kinds of evidence that are needed to dis-
tinguish emotional features in psychopathology as either antecedents,
concomitants, or consequences. | next review the available evidence on
emotion disturbances in three different disorders: schizophrenia, unipolar
depression, and social phobia. Finally, I consider the potential for basic
emotion research paradigms to inform the study of the causes and manifes-
tations of emotion disturbances in psychopathology, and conclude with
suggestions for a research agenda in this area.
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338 EMOTIONS
DEFINING AND MEASURING EMOTION

Emotion has been defined a number of different ways, and debate congin.
ues as to how to best define this somewhat elusive construct. Many emo-
tion researchers agree, however, that emotions comprise a number of
components, including {but not limited to} expressive, experiential, and
physiclogical, which are typically coordinated within the individual. More.
over, the coordination of these components, under most circumstances
serves 2 number of important intra- and interpersonal functions (see, e.g_’
Ekman, 1994; Frijda, 1986; Keltner & Kring, 1998; Lang, Bradley, &
Cuthbert, 1990; Levenson, 1992). More broadly, emotions have developed
through the course of human evelutionary history to prepare organisms to
act in response to a number of environmental stimuli and challenges.

it is worth noting distinctions amonyg various terms used in the emo-
tion literature. Although the terms “affect” and “emotion” have been used
interchangeably, a number of theorists and researchers have distinguished
between the terms, both conceptually and empirically. Generally speaking,
the term affect is most often used in reference to feeling states, whereas
emotions comprise multiple components (only one of which is a feeling
state} and are hypothesized to occur in response ro some obiject, person, or
situation, whether real or imagined {see, e.g., Feldman Barrett & Russell,
1999}). Rosenberg (1998} considers affect a broad, organizing term under
which emotions and moods can be subsumed. In addition, affect is hypoth-
esized to be trait-like, whereas emotions and moods are {affective} state-
like, given their rransient nature. Adopting a somewhat different perspec-
tive, Russell and Feldman Barrett {1999; see also Feldman Barrent &
Russell, 1999) argue that affect, or—as they put it—core affect, reflects
feeling states that are ever present and are just one of many constituents of
what they refer 10 as prototypical emotion episodes. These prototypical epi-
sodes are hypothesized to occur in response to something and comprise
cogaitive, behavioral, feeling, and physiological components. In their anai-
ysis, moods are core affects that endure for a longer period of time. Unfor-
tunately, it is often difficult to make clear distinctions between affect, emo-
tion, and mood based on the names of the measures emploved in studies
{Feldman Barrett & Russeli, 1999). For example, although the Positive and
Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen, 1988) as-
sesses experienced affect, presumably so does the Differential Emotions
Scale {DES; Izard, 1972). Using the framework of Russell and Feldman
Barrett {1999}, much of the research on emotion disturbance in psycho-
pathology has been concerned with the various components of prototypical
emotional episodes, one of which is core affect, aithough some research has
been concerned with just one component, namely, the experience of feeling
states of core affects. To ease interpretation, | will refer to feeling states in
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response to some stimulus {e.g., film, person, situation) as experienced
emotion. Feeling states that are assessed without explicit reference to an
object will be referred to as affects. Of course, some measures used in vari-
ous studies reviewed may not necessarily follow this rubric and thus will
preclude this distinction. In those cases, however, I will note the component
of emotion each measure refers to if it is not already obvious.

As my colleagues and I have argued elsewhere {Keltner & Kring, 1998;
Kring & Bachorowski, 1999}, the functions of emotion in persons with
various psychopathological disorders are comparable to those for non-
disordered individuals. In many different disorders, however, one or more
components of emotional processing are impaired in some respect, thus in-
rerfering with the achievement of emotion-related functions. For example,
nonverbal displays of fear and anxiety among individuals with social pho-
bia may evoke complementary fear and anxiety in others (Dimberg &
Ohman, 1996} or discourage others from interacting with them. Similarly,
schizophrenia patients’ absence of facial expressions may evoke negative
responses from others {Krause, Steimer-Krause, & Hufnagel, 1992) and
have 2 number of other consequences for social relationships and interac-
tions (see, e.8., Hooley, Richters, Weintraub, & Neale, 1987).

Adopting a multicomponential and functional definition of emotion
has several implications for the study of emotion and psychopathology.
First, researchers interested in specifying the mature of emotion distur-
bances in psychopathology ought to measure more than one component of
emotion. Unfortunately, much of psychopathology research has relied upon
the use of clinical rating scales that typically assess only one component of
emotion., For example, a commonly used rating scale in schizophrenia
called the Scale for the Assessment of Negative Symptoms {SANS; Andrea-
sen, 1983} contains a subscale to measure the symptom called flat affect.
Fiat affect refers to a lack of ourward expression of emotion (facially, vo-
cally, and gesturally). To make these ratings, trained clinicians interview 2
patient and then rate the extent to which the patient was expressive during
the interview. Although informative with respect to understanding emo-
tional expression, using just this scale does not provide information on the
experiential or physiological components of emotion. As will be discussed
below, a complete understanding of emotion disturbance in schizophrenia
requires assessment of the other emotion components. Second, a number of
laboratory-based paradigms have been developed in the basic emotion liter-
ature that explicitly include methods for measuring and analyzing multiple
components of emotion. Recently, psychopathology researchers have taken
advantage of the methodological advancements made by basic emotion re-
searchers and have incorporated these measures and paradigms into the
study of different psychopathological disorders. For example, reliable self-
report measures of the broad dimensions of affect {i.c., fecling states) have
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been developed {see, e.g., PANAS; Watson, Clark, & Tellegen, 1988) in
nonpatient populations and have been successfully applied to the study of
depression {see, e.g., Watson, Clark, & Carey, 1988) and social anxiety
(see, e.g., Wallace & Alden, 1997). Third, understanding both the intra-
and interpersonal functions of emotion informs the study of emotion dis-
turbance in psychopathology much the same way, for example, that under-
standing brain function informs the study of the behavioral sequelae of
brain damage.

ANTECEDENTS, CONCOMITANTS, AND CONSEQUENCES

In their seminal review of cognitive theories of depression, Barnett and
Gotlib (1988) distinguished between the concepts of antecedents, con-
comitants, and consequences. Briefly, for a variable to be considered an
antecedent of a psychological disorder, it must be shown to precede the
onset of the disorder. Those features that are observed during an episode
of a psychological disorder may be more accurately construed as con-
comitants, and those features that persist after the episode has abated
might be considered consequences. Building upon Zubin and Spring’s
(1977) diathesis-stress model of schizophrenia, Dawson and colleagues
{Dawson & Nuechterlein, 1984; Dawson, Nuechteriein, Schell, Gidin, &
Ventura, 1994; Nuechteriein & Dawson, 1984} described related con-
cepts referred to as episode and vulnerability indicators. Episode indica-
tors are those features that are present during a psychotic episode but not
during remission; stable vulnerability indicators are featurces that are pres-
ent both during remission and psychosis; and mediating vulnerability fac-
tors are features that are abnormal during remission but are markedly
more deficient during psychosis.

I order to understand the status of emotional disturbances in different
psychological disorders, it is necessary to review the evidence for their oc-
currence in the context of the temporal course of the disorder. Specifically,
is there evidence showing that emotion disturbances precede the onset of 2
given disorder? Such evidence would support the role of an observed emo-
tion disturbance as antecedent to the disorder or as a vulnerability indica-
tor. Moreover, knowing that an emotion disturbance predates the onsetof a
particular disorder allows for more unambiguous claims about the causal
status of that disturbance. A prospective, longitudinal study is the best de-
sign to determine whether or not emotional disturbances precede the onset
of a disorder. Unfortunately, few such studies have been conducted. How-
ever, other forms of indirect evidence can be garnered to support the role of
emotional disturbances as antecedent to the disorder, including follow-back
and retrospective studies. These methods are not without their limitations,
howeves, which I discuss below.
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Is there evidence that emotional disturbances are present only during
an active symptomatic state? Such evidence sugpests that the disturbances
are better construed as concomitants or episode indicators. Indeed, most of
the research on emotional disturbances in psychopathology has employed
cross-sectional designs that are ideally suited to evaluate whether particular
ernotional features can be construed as concomitants. Fiaally, if the evi-
dence indicates that emotion disturbances persist after symptomatic recov-
ery or predate a relapse, the disturbances can be construed as consequences
of the disorder. Prospective, longitedinal designs are again the best method
for ascertaining whether emotional features can be considered to be a con-
sequence of the disorder. To examine whether emotion disturbances predict
relapse, it is important to distinguish between relapse and recurrence of
symptoms (Hollon & Cobb, 1993), and to distinguish symptoms from
broader emotional dysfunction.

EMOTION DISTURBANCES IN SPECIFIC PSYCHOLOGICAL DISORDERS

As noted at the outset of this chapter, emotional disturbances figare promi-
nently in many different psychological disorders. Space constraints prohib-
its consideration of many disorders, and thus I have chosen to focus on
three disorders: schizophrenia, unipolar depression, and social phobia. My
reason for choosing these three also stems from the fact that there is a
growing body of theory and empirical research on the nature of emotional
disturbances in these disorders. Although not typically considered an
“emotional” disorder, there has been more research conducted on the emo-
tional features of schizophrenia than on emotional disturbances in the
mood or anxiety disorders. Nonetheless, a number of recent findings point
to the importance of additional systematic study of emotion disturbances in
the more traditional “emotional” disorders, which include unipolar depres-
sion and social phobia. | will first review the evidence for emotional distur-
bances in each disorder and then consider whether the disturbances can be
construed as an antecedent, concomitant, or consequence {or some combi-
nation of these three} to the disorder. Where possible, the review is limited
to studies that have assessed muitiple components of emotions. These stud-
ies include laboratory-based as well as more naturalistic studies employing
measures of facial expression, vocal expression, and self-report of emo-
tional expertence. Although recenr studies of schizophrenia have also incor-
porated physiological indices of emotional responding heart rate, and skin
conductance {see, e.g, Kring & Earnst, in press; Kring & Neale, 1996},
there are not yet many published studies in depression or social phobia chat
have included these measures. Studies of this sort are now underway and
will likely further illuminate the nature of emotional disturbances in many
forms of psychopathology.
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Schizophrenie

Emotion Disturbonces

During the 1990s, a number of empirical studies of emotion disturbance in
schizophrenia have found that schizophrenia patients show fewer observ-
able facial expressions in response to emotional stimuli {see, ¢.g., Beren-
baum & Oltmanns, 1992; Dworkin, Clark, Amador, & Gorman, 1996,
Krause et al., 1992; Kring & Farnst, 1999; Kring, Kerr, Smith, & Neale,
1993; Kring & Neale, 1996) and during social interaction {see, e.g., Borod
et al., 1989; Krause, Steimer, Sanger-Alr, & Wagner, 1989; Kring, Alpert,
Neale, & Harvey, 1994; Martin, Borod, Alpert, Brozgold, & Weikowitz,
1990; Mattes, Schneider, Heimang, & Birbaumesr, 1995} than do non-
patients. Interestingly, however, these laboratory studies also find that
schizophrenia patients report experiencing similar or even greater amounts
of emotion compared with nonpatients. Thus, schizophrenia patients’ out-
ward displays of emotion are not often an accurate reflection of their expe-
rienced emotion. Stated differently, schizophrenia patients report experi-
encing strong emotions in response to a variety of emotionally evocative
stimuli, yet they do not often display these feelings outwardly. Clinically,
dampened expressive behavior most closely resembles the symptom of
schizophrenia referred to as flat affect. By all outward appearances, pa-
tients with flat affect appear to experience no emotion. Yet, as demon-
strated by studies that assess multiple components of emotion, the outward
display belies the internal emotional experience.

A number of studies have found that schizophrenia patients’ and
nonpatient controls’ reports of emotional experience are similar using a
wide variety of self-report measures of emotion. Nonetheless, it has been
suggested that schizophrenia patients cannot report how they actually feel
but instead are reporting based on how they think the investigators might
want them to respond (i.e., response bias). However, additional evidence of
emotional responding among schizophrenia patients renders the possibility
of response bias less plausible. Although patients displayed fewer observ-
able facial expressions in response to emotionally stimuli, recent studies
have shown that patients display very subtle, microexpressive displays in a
manner consistent with the valence of the stimuli {Earnst et al,, 1996;
Kring, Kerr, & Earnst, 1999; Mattes et al., 1995). For example, in response
to positive stimuli schizophrenic patients exhibit more zygomatic (check)
muscle activity, which is typically associated with positive emotion, than
corrugator (brow} muscle activity, which is typically associated with nega-
tive emotion, in response to positive stimuli. By contrast, patients exhibit
more corrugator activity than zygomatic activity in response to negative
stimuli {Kring & Earnst, in press; Kring, Kerr, & Earnst, 1999). Thaus, these
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findings of more subtle facial muscle activity in response to emotional stim-
uli bolster the conclusion that schizophrenic patients are responding emo-
tionally.

Despite the weli-replicated pattern of diminished expression and intact
emotional experience among schizophrenia patients, the findings from lab-
oratory studies are seemingly inconsistent with other evidence demonstrat-
ing schizophrenia patients to have the symptom of anhedenia, or the di-
minished capacity to experience pleasure {see, e.g., Blanchard, Bellack, &
Mueser, 1994). Indeed, anhedonia appears to be fairly prevalent in schizo-
phrenia, with one study finding as many as three-fourths of patients to have
at least moderate levels of anhedonia and one-fourth of patients to have se-
vere anhedonia {Fenton & McGlashan, 1991} More recent studies have
examined the relationship between anhedonia and reports of emotional ex-
perience in response to emotional stimuli. For example, Blanchard and col-
leagues {1994} found that schizophrenic patients’ scores on a measure of
anhedonia were negatively correlated with their reports of positive emotion
after both positive and negative emotion-eliciting film clips. That is, the
higher the patients scored on the anhedonia measure, the less positive emo-
tion they reported feeling after viewing emotionally evocative stimuli. Un-
fortunately, this study did not include a nonpatient comparison group with
which the patients’ reports of emotional experience couid be compared.
However, Berenbaum and Oltmanns {1992) found that schizophrenic pa-
tients with flat affect did not differ from nonpatients in their reported emo-
tional experience to emotional film clips even though they scored higher on
measuzes of anhedonia.

An apparent discrepancy emerges in the studies reviewed thus far
With few exceptions, studies that present emotionally evocative stmuli to
schizophrenic patients find that patients report experiencing the same
amount of positive emotion as nonpatients. Yet, other studies find that
schizophrenic patients score higher on measures of anhedonia, indicating
that they experience less positive emotion, particularly pleasure, than
nonpatients. How can these findings be reconciled? This pattern of findings
suggests that the nature of hedonic deficit in schizophrenia may be more
circumscribed. As we have suggested elsewhere {Kring, 1999; Germans &
Kring, 2000}, although schizophrenic patients may not report a pleasure
deficit when positive stimuli are presented to them, they may manifest an
impaired ability to anticipate the hedonic value of forthcoming pleasurable
experiences. It has been hypothesized that hedonic experience includes both
appetitive {anticipatory) and consummatory components (see, e.g., Klein,
1987). In other words, the pleasure one derives from the imagining or the
expectancy of a rewarding or pleasurable experience {appetitive pleasure)
leads to the pursuit and engagement in the pleasurable activity, which re-
suts in consummatory pleasure. The research described above suggests that
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when presented with emotional material, patients can and do experience
positive emotion. However, when asked more generally about whether they
find circumstances pleasurable, they are likely to report experiencing less
positive emotion.

Other evidence supports this claim. For exampie, Myin-Germeys,
Delespaul, and deVries {(in press) had schizophrenic patients complete self-
reports of emotional experience at random, daily time intervals over a
2-week period and found that they reported experiencing less positive emo-
tion and more negative emotion than did nonpatient controls. Myin-
Germeys and colleagues concluded that the hedonic deficit evident in these
patients’ self-reports might be linked to the decreased frequency with which
these patients participated in pleasurable activities and social interactions,
perhaps because they could not anticipate that such activities would be
pleasurable. Indeed, Delespaul (1995) found that when asked to report
their daily activities, schizophrenic patients described themselves as “doing
nothing” {versus engaging in hobbies, sports, social activities, or watching
television) five times more frequently than did nonpatient controls. Thus,
on a daily basis, schizophrenic patients may not report experiencing plea-
sure, particularly pleasure linked with social interaction, because they are
not participating in pleasurable activities. Although these findings support
the notion that anhedonia is inked to a failure to engage in pleasurable ac-
tivities, it is difficult to determine whether patients’ diminished engagement
in rewarding pastimes is a cause or a consequence of hedonic deficit.

Other research has indicated that schizophrenia patients may have def-
icits in emotion perception (see, e.g., Kerr & Neale, 1993; Mueser et al,,
1996; Salem, Kring, & Kerr, 1996). However, it is important to note that
this deficit does not appear to be specific to emotion perception. Rather, the
schizophrenic patients in these studies manifested a more generalized deficit
in perceiving faces and voices. Moreover, one study did not find evidence
for emotion perception deficits among acutely il schizophrenia patients
{see, e.g., Bellack, Blanchard, & Mueser, 1996}, and this result has led some
investigators to speculate that antipsychotic medications may be better able
to ameliorate perception deficits (including emotion perception} among
acutely ill patients but not more chronically disturbed patients (Mueser et
al.,, 1996}.

Antecedent, Concomitant, or Consequence?

Unfortanately, few prospective studies on emotion disturbances in schizo-
phrenia have been conducted. Nonetheless, indirect evidence suggests that
at least some of the observed emotion disturbances may predate the onset
of schizophrenia. More specifically, findings from several studies suggest
that schizophrenia patients may display fewer facial expressions {particu-
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larly positive expressions) and report experiencing less positive emotion
and more negative emotion prior to the onset of the iliness. For example,
Walker, Grimes, Davis, and Smith {1993) obtained home movies of aduits
with schizophrenia that were made before these adults developed schizo-
phrenia. They coded facial expressions from the home movies of preschizo-
phrenic boys and girls and found that the girls displayed fewer joy expres-
sions and that both the boys and the girls displayed more negative facial
expressions compared to their healthy siblings {(Walker et al,, 1993). It
could be the case, however, that the preschizophrenic children showed dif-
ferent types of behaviors or engaged in different types of social interactions
captured by the home movies. Thus, these differences could have resuited
in different {but appropriate) facial expressions.

Follow-up studies of aduits who were seen in mental health clinics as
children suggest that schizophrenia patients, particularly males, were shy,
withdrawn, anxious, depressed, and socially isolated as children {Fleming
& Ricks, 1970; Robbins, 1966). Follow-back studies that rely on archival
data have found that preschizophrenic boys were emotionally unstable, de-
pressed, nervous, and impulsive and thar preschizophrenic girls were with-
drawn and passive {Watt, 1972). Using both follow-up and follow-back
method, Knight and Roff {1983, 1985} found evidence that affective distur-
bances appeared in childhood and persisted into adulthood. Although the
findings from these studies are interesting, it remains unclear whether this
pattern of social and emotional behavior was actually related to the onset
of schizophrenia and whether the patterns were specific to schizophrenia
due to the retrospective nature of the design and the fairly limited sample
{i.e., patients seen in clinics as children are not necessarily representative of
all schizophrenia patients). However, findings from prospective high-risk
studies have reported similar findings. High-risk studies identify a group of
children at risk for developing schizophrenia (typically defined as having a
biological parent with schizophrenia} and then follow them from childhood
through the period of risk {Neale & Olamanns, 1980). Teacher ratings from
the Copenhagen High-Risk Study indicated that boys and girls who were
later diagnosed with schizophrenia were mote emotionally labile, socially
withdrawn, socially anxious, and relatively unexpressive than children who
did not develop schizophrenia (Qlin, John, & Mednick, 1995; Olin &
Mednick, 1996). Findings from the New York High-Risk Project indicated
that anhedonia was significantly associated with having a biological parent
with schizophrenia but not affective disorders {Erlenmeyer-Kimling et al.,
1993} and that flat affect was greater among adolescents at risk for devel-
oping schizophrenia than among adolescents at risk for developing affec-
tive disorders {Dworkis et al., 1991}

Although there is suggestive evidence that at least some type of emo-
tion disturbance in schizophrenia may predate the onset of the disorder,
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many of the observed emotion disturbances in schizophrenia can perhaps
be most accurately construed as concomitants of the disorder. Indeed, most
of the research on emotion in schizophrenia has been cross-secrional and
has included patients with at least some degree of residual symptoms. This
is not to say, however, that the findings from this cross-sectional research
are uninformative. Indeed, findings from these studies have further eluci-
dated the nature of emotion disturbances in schizophrenia and have set the
stage for further prospective, longitudinal studics.

With respect to whether emotion disturbances in schizophrenia can be
construed as consequences of the disorder, there is some evidence that emo-
tional disturbances in schizophrenia are fairly stable. Both the symptoms of
flat affect and anhedonia are chronic (Knight, Roff, Barnett, & Moss,
1979} and stable across time {Blanchard, Mueser, & Beilack, 1998; Keefe et
al., 1991; Kring & Earnst, 1999; Lewine, 1991; Pfhol & Winokur, 1982},
in a longitudinal study conducted by my laboratory {(Kring & Earnst,
1999}, diminished emotional expression was stable across § months. How-
ever, our study did not specifically include assessments during and follow-
ing a symptomatic episode,

Unipolar Depression
Emotion Disturbonces

Two of the current diagnosnc criteria {DSM-IV; American Psychiatric Asso-
ciation, 1994} for unipolar depression reflect emotion disturbances: sad
mood and loss of interest or pleasure (anhedonia). Although the specific
emotion of sadness would seem to be an ideal emotion for further study in
depression, most of the research into the nature of emotion disturbances in
depression has focused on broader feeling states or core affects (see Russell
& Feldman Barrett, 1999). More specifically, evidence indicates that de-
pression can be broadly characterized by low levels of positive affect and
heightened levels of negative affect (see, e.g., Watson, Clark, & Carey,
1988). Positive and negative affect are associated with emotional responses,
cognitive styles, and personality traits, such as extraversion and neuroti-
cism {Watson, Clark, & Teliegen, 1988). Persons with low levels of positive
affect are likely to experience emotions such as sadness and to be interper-
sonally disengaged. By contrast, persons with high levels of negative affect
frequently experience emotions such as anxiety, guilt, and anger. Related to
findings of heightened negative affect among individuals with depression,
comorbid anxiety is also associated with unipolar depression (see, e.g.,
DiNardo & Barlow, 1990). Thus, although sadness is certainly central to
emotion, it is not uncommon for individuals with depression to experience
a namber of different negative emotions.
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Davidson, Tomarken, and colleagues have found that a particular pat-
tern of resting brain activity is related to positive and negative affect as well
as with depression. More specifically, resting left frontal hypoactivation has
been observed in both currently depressed individuals {see, e.g., Allen,
facono, Depue, & Arbisi, 1993; Henriques & Davidson, 1991} and previ-
ously depressed individuals {Henriques & Davidson, 1990}, whereas greater
relative left frontal byperactivation has been observed in individuals who
teport generally experiencing high levels of positive affect and low levels of
negative affect {Tomarken, Davidson, Wheeler, & Doss, 1992). Tomarken
and Keener (1998} have suggested that relative left frontal hypoactivation
may be a marker of risk for depression that is reflected by a number of
behavioral and emotional deficits, including the relative incapacity to re-
spond to positive emotional stimuli and self-regulatory deficits in the
capacity to use positive events 1o shift into positive emotional states.

Additional evidence from studies that assess components of emotion
episodes indicates that individuals with vnipolar depression may also ex-
hibit dampened facial, vocal, and gestural expressive behavior (Berenbaum
& Oltmanns, 1992; Ekman & Friesen, 1974; Gotlib 8 Robinson, 1982;
Hargreaves, Starkweather, & Blacker, 1963; Jones & Pansa, 1979; Kaplan,
Bachorowski, & Zarlengo-Strouse, 1999; Murray & Arnott, 1993; Scherer,
1986; Ulrich & Harms, 1985; Waxer, 1974}. Moreover, dampened expres-
sive behavior among individuals with depression may be specific to positive
expressions. For example, Berenbaum and Oltmanns (1992} found that de-
pressed individuals showed fewer facial expressions in response to positive
stimuli {but not to negative stimuli) than did nonpatients and schizophrenic
patients with flat affect. As noted in the discussion of schizophrenia, dimin-
ished expression and experience in response to positive emotional stimuli is
broadly consistent with the clinical symptom of anhedonia.

In addition to disturbances in emotion expression and experience,
other studies have found that imdividuals with depression have deficits in
emotion perception and biases in the processing of emotional material. For
example, Gur and colleagues {1992} found that depressed individuals dem-
onstrated a general negative bias in an emotion discrimination task as wel!
as an impairment in facial expression recognition. Furthermore, some
studies have shown that depression is linked to memory biases for mood-
congruent stimuli {Bradley, Mogg, & Williams, 1995; Mathews & Macleod,
1994).

Antecedent, Concomitant, or Consequence?

Similar to the research on emotional features of schizophrenia, moset of the
studies have been designed to more fully characterize the emotional symp-
toms of depression. Thus, most of the evidence reviewed above suggests
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that the emotional disturbances associated with unipolar depression can be
construed as concomitants or episode indicators. For example, with respect
to emotion-related cognitive blases, the evidence suggests that memory bi-
ases dissipate upon remission {MacLeod 8 Mathews, 1991), indicating
that such biases are state but not trait markers of depression.

Unlike the literature on cogaitive aspects of depression, very few stud-
ies have examined whether these emotion disturbances predate the onset of
the first episode of depression or persist after other symptoms abate. Al-
though a number of high-risk studies have been conducted whereby chil-
dren with ar least one depressed parent are compared with children of
nondepressed parents {and, in some instances, children of parents with
other psychological disorders), few of these studies have systematically as-
sessed emotion disturbances among these children. Rathes, high-risk studies
have typically sought to determine the children’s risk for developing depres-
ston and possible behavioral and psychosocial risk factors that predict the
onset of depression. Thus, there is evidence that children of depressed par-
ents are more likely to experience sad mood, anxiety, fears, and anhedonia
than children of nondepressed parents (see, e.g., Billings & Moos, 1983;
Welner, Welner, McCrary, & Leonard, 1977), aithough it remains unclear
whether this pattern is specific to children of depressed parents (see, e.g.,
Downey & Coyne, 1990; Lee & Gothb, 198%a, 1989b). Other recent evi-
dence suggests that some of the emotion disturbances associated with de-
pression may predate the onset of the first episode. Recall that relative de-
creased activation of left frontal brain areas has been associated with
depression. This same pattern of left frontal hypoactivation has been ob-
served in infants of depressed mothers (see, e.g., Field, Fox, Pickens, &
Nawrocki, 1995}, In addition, greater left frontal hypoactivation has been
found among adolescents at risk for developing depression {defined by hav-
ing a mother who was currently or previously depressed) even though the
adolescents did not differ from a comparable control group in current de-
pressed mood (Tomarken, Simien, & Garber, 1994). Insofar as this pattern
of brain activity is linked with positive affect {Tomarken et al., 1992), these
findings suggest that electroencephalographic measures of frontal brain
activity may be emotion-related vulnerability indicators for depression
{Yomarken & Keener, 1998).

It seems somewhat paradoxical 1o think that emotion disturbances in
depression would persist after symptomatic recovery, since the symptoms
that are alleviated comprise the observed emotion disturbances (i.e., sad
mood and anhedonia). However, recent evidence suggests that certain treat-
ments for depression may be more effective in targeting both positive and
negative affect. For instance, Tomarken, Elkins, Anderson, Shelton, and
Hitt {2000) have found that the combined treatment of sleep deprivation
and antidepressant medication was associated with an increase in positive
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affect and a decrease in negative affect. By contrast, patients who received
only antidepressant medication experienced a decrease in negative affect
but no corresponding increase in positive affect. Thus, these findings indi-
rectly suggest that, depending upon the treatment, low positive affect may
persist after the episode of depression has gone into remission. Clearly,
more research is needed to understand the changes in positive and negative
affect that occur both during and after treatment.

Secial Phobig
Fmotion Disturbances

Social phobia is characterized by anxiety, fear, and avoidance of social situ-
ations, performance, and evaluations. Indeed, individuals with social pho-
bia do not experience such anxiety when alone, but rather experience ex-
treme anxiety when confronted with a social situation that involves
interaction or presumed evaluation (Barlow, 1988}, Theories of social anxi-
ety hold that social anxiety is an extreme manifestation of an otherwise
useful response that has evolved to promote an individual’s sensitivity to
others’ disapproval {Barlow, 1988}, to facilitate integration into a social
group {Baumeister & Leary, 1995; Miller & Leary, 1992), or to negotiate
power and status differences (Gilbert & Trower, 1990). When trait social
anxiety reaches extreme levels, social phobia may result {Leary & Kowal-
ski, 1993).

Social phobia’s most apparent emotional disturbance is the heightened
experience of anxiety, fear, and other negative emotions in the context of a
social situation, Recent studies have begun to assess the nature and specific-
ity of this disturbance in the experience component of emotion. For exam-
ple, Wallace and Alden (1997) assessed reports of positive and negative af-
fect in individuals with social phobia and nonclinical controls following
successful and unsuccessful social interactions. Individuals both with and
without social phobia reported experiencing more negative affect following
the unsunccessful social interaction than the successful one. However, only
the individuals with social phobia reported significantly greater negative af-
fect and less positive affect than controls following both kinds of interac-
tions.

Although a handful of studies have assessed a broad array of nonver-
bal behaviors associated with social phobia, no study has systematically ex-
amined facial expressions of emotion. Nevertheless, there appear to be non-
verbal cues that are reliably associated with social anxiety. For example,
Marcus and Wilson {1996} studied social anxiety among college women
during an observed speaking task. Observers’ ratings of anxiety were signif-
icantly related to speakers’ reports of anxiety even though speakers rated
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themselves as more anxious than observers rated them. These findings indi-
rectly suggest that social anxiety is composed of relatively easily recogniz-
able nonverbal behaviors and cues. In our laboratory, we have examined
how social anxiety influences social interactions between men and women
meeting for the first time. Dyads who were more socially anxious smiled
and nodded less often, exhibited greater speech dysfluencies such as stuster-
ing, leaned to the side more often, and were generally less socially engaging
and inviting than dyads who were less socially anxious {Kring, Wissman, &
Schmid, 1999).

Research on emotion-related cognitive processes and social phobia in-
dicates that socially anxious individuals may have a bias in attending to
negative emotional stimuli, including threat words, facial expressions, and
evaluation-related nonverbal cues {Asmundson & Stein, 1994; Hope,
Rapee, Heimberg, & Dombeck, 1990; Pozo, Carver, Weliens, & Scheier,
1991; Veliaca & Rapee, 1998; Winton, Clark, & Edelmann, 1995}, For ex-
ample, Winton and colieagues {1995} presented slides of different facial ex-
pressions of emotion to individuals scoring high and low on a measure of
social anxiety. Socially anxious participants were more likely to identify
neutral facial expressions as negative and rated all the expressions more
negatively than did participants who were not socially anxious.

Antecedont, Concomitant, o (onsequence?

Theorists have suggested that a biological and psychological propensity to
experience anxiety in combination with stressful life events involving social
interaction set the stage for the development of social phobia (see, eg.,
Barlow, 1988). Unfortunately, measurement and definition of this predispo-
sition to experience heightened anxiety remain to be elucidated. One recent
study, however, suggests that a particular temperamental style may be
uniguely linked to social phobia. Mick and Telch (1998) found that retro-
spective reports of behavioral inhibition, a temperamental style that in-
volves avoidance, isolation, excessive sympathetic arousal, and withdrawal
in the face of novel situations, were related to symptoms of social phobia
but not generalized anxiery disorder.

Nonetheless, that social anxiety manifests itseif only in the context of a
social situation suggests that the emotional disturbance is perhaps best con-
strued as a concomitant rather than as an antecedent or a consequence.
This is not to say, however, that repeated exposure to anxiety provoking
social interactions will not exacerbate or at least contribute to the mainte-
nance of social phobia over time. In addition, there are likely to be a num-
ber of interpersonal consequences of the experience and display of height-
ened anxiety. For example, individuals with social phobia nonverbally
comimunicate to others the inordinate risk of embarrassment in social inter-
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action, thus precluding the desire for interacting with those individuals. In
addition, it seems fikely that interactions with socially phobic individuals
will be more frustrating and distressing and perhaps eventually avoided
(Keltner & Kring, 1998},

CONCLUSION, INTEGRATION, AND DIRECTIONS

Emotion disturbances are common among many different forms of psycho-
pathology. Research in the past 15 years has sought to more fully charac-
terize the nature of these emotion disturbances, Although this chapter has
focused on the disturbances that characterize just three disorders, a number
of other disorders include widespread emotion disturbances. For example,
many of the personality disorders include problems in emotion regulation,
such as borderline personality disorder (see, e.g., Farchaus-Stein, 1996;
Linchan, 1987; Shearin & Linchan, 1994) and psychopathy {Arnett, Smith,
& Newman, 1997; Patrick, Bradley, & Lang, 1993; Patrick, Cuthbert, &
Lang, 1994). Nearly all of the anxiety disorders are characterized by
heightened negative affect {see, e.g., Chorpita & Barlow, 1998; Clark &
Watson, 1991; Watson et al., 1995}, yet recent research has attempted to
further elucidate emotional disturbances that distinguish the specific anxi-
ety disorders (see, e.g., Mulkens, de Jong, & Merkelbach, 1996; Zinbarg &
Barlow, 1996). Challenges for the nexr generation of research include iso-
lating the specificity of emotion disturbances within different disorders,
more clearly locating the disturbances within the temporal course of the
disorder, examining both specific, discrete emotions as well as broader
emotion dimensions, linking emotion disturbances with other disorder-
related disturbances, and developing and implementing interventions that
targer emotion disturbances.

It seems that one fruitful approach to meeting these chailenges is to
continue to incorporate basic emotion methods and paradigms into the
study of psychopathology. For instance, researchers interested in studying
emotion disturbances in psychological disorders ought to include measures
of maltiple emotion components and frame hypotheses about emotion dis-
turbances with an empirically validated theoretical approach to emotion
{Keltner & Kring, 1998; Kring & Bachorowski, 1999; Tomarken &
Keener, 1998). Moreover, a combination of both laboratory and naturalis-
tic research will likely yield the most complete picture of emotion distur-
bances in psychopathology. Thus, laboratory findings of heightened negative
emotional experience among schizophrenia patients has been confirmed in
studies assessing patients’ emotional experience in daily life. Other ap-
proaches to the study of emotion will also generate refevant information
about the nature of emotion disturbances in psychopathology. For exam-
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ple, narrative approaches have been successfully employed in the study of
agoraphobia and bereavement (Capps & Bonanno, in press; Capps &
Ochs, 1995). Personal narratives are rich sources of information about cur-
rent, past, and future life events (see, e.g., McAdams, 1996; Ochs & Capps,
1996}, This approach can provide information about bow individuals use
language to describe their emotions and make sense of the illness experi-
ence. Combining this approach with more traditional clinical interviews
will undoubtedly help to elucidate how emotion figures prominently in var-
ious forms of psychopathology.

Although there are a number of important directions for future re-
search, I note two here in some detail. First, the specificity of emotion dis-
rurbances in psychopathology needs to be clarified. For example, although
some evidence indicates that heightened negative affect in combination
with lowered positive affect is specific to unipolar depression {Watson,
Clark, & Carey, 1988), other studies have found the same pattern in social
phobia {Wallace & Alden, 1997} and schizophrenia {Blanchard, Mueser, &
Bellack, 1998). Notably, studies finding this pattern in other disorders did
not include a comparison group of individuals with unipolar depression, so
it is difficult to know if these patient groups demonstrate a similar pattern
of reported positive and negative affect. Indeed, it is necessary to include
other psychopathological comparison groups to get at the specificity of
emotion disturbances. Nonetheless, these finding suggest that lowered posi-
tive affect may not be specific to unipolar depression. Is it important to
identify specific emotion disturbances for different disorders? It may be the
case that broad characterizations of emotion disturbances identify 2 num-
ber of different disorders and that specificity is the exception rather than
the rule. Indeed, heightened negative affect is a prime example of a general
distress factor common to many different psychological disturbances.
However, some specificity may nonetheless be detected among different dis-
orders. For example, schizophrenia patients are less expressive of both pos-
itive and negative emotions {Kring & Earnst, 1999), whereas depressed
patients may only exhibit fewer positive expressions {Berenbaum & Oflt-
manns, 1992}. Identifying a specific emotion disturbance will aid in linking
that disturbance to other known biological, cognitive, and behavioral fea-
tures of a particular disorder. A second direction for research is to more
clearly locate emotion disturbances within the temporal course of the disor-
der. A major focus of this chapter has been to consider whether the ob-
served emotion disturbances in various disorders can be considered ante-
cedents, concomitants, or consequences. The starting place for much of the
research on emotion and psychopathology has been to more fully charac-
terize the emotional symptoms. In essence, these studies have generated
construct validity evidence for emotional symptoms and have thus pro-
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vided support for the role of emotional features as concomitants of differ-
ent disorders. However, in some cases, this research has gone beyond vali-
dating symptoms. For example, laboratory research has confirmed that
schizophrenia patients with the symptom of flat affect are less expressive
across a variety of situations. Moreover, this research has shown that the
emotion disturbance in schizophrenia involves not only the expressive com-
ponent of emotion; rather, it is best characterized by a pattern of expres-
sive, experiential, and psychophysiclogical emotion components (Kring &
Neale, 1996}, Continued research that seeks to fully delineate the emo-
tional symptoms of various psychological disorders is stilf an important di-
rection for research.

This research strategy that has begun with emotional symptoms or fea-
tures of a particular disorder is in contrast to, for example, research on cog-
nitive accounts of depression. In that research, the focus is not on symp-
toms per se, but rather on broader cogaitive styles that are hypothesized to
account for the symproms. However, psychopathology researchers inter-
ested in emotion are now well equipped to further investigate questions
about mechanism. The search for mechanisms leads to questions about an-
recedents and consequences of emotional disturbances. As reviewed above,
indirect evidence supports the role of emotion disturbances in schizophre-
pia and anipolar depression as antecedents and consequences of the respec-
tive disorders. Further prospective studies that assess the emotional re-
sponding in the same patients across episodes are sorely needed. Moreover,
new relevant findings from ongomng high-risk studies will continue to be
generated as the samples pass through the period of risk. Although these
studies were not necessarily designed to study emotional risk factors, they
nonetheless contain a number of measures relevant to answering questions
about whether emotion disturbances predict the onset and/or maintenance
of different disorders.

In summary, emotional disturbances figure prominently in psycho-
pathology. Additional research is needed, however, to illuminate the man-
ner in which disturbed components of emotional processes contribute to
the onset, maintenance, and loag-term consequences of the disorders, Re-
search that encompasses a wide variety of methods and maultiple levels of
analysis is the most promising approach o further our understanding and
treatment of emotion dysfunction.
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