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ARTICLE INFO ABSTRACT

Objective: This study evaluated changes in positive affect within cognitive-behavioral treatments (CBT) for an-
xiety disorders. It was hypothesized that there would be significantly greater increases in positive affect in CBT
conditions compared to the waitlist, and particularly higher in the Unified Protocol (UP) than the single disorder
protocols (SDP) given the UP's focus on emotions (including positive emotions) rather than symptoms.
Method: Patients with heterogeneous anxiety disorders (N = 223) were randomly assigned to the UP, SDP or
waitlist. Linear mixed model regression (intent to treat) analyses were used to compare change in positive affect,
quality of life, and savoring between patients in the treatment conditions (UP and SDP) versus waitlist condi-
tions. Between condition effect sizes were calculated to assess the magnitude of difference within conditions at
post-treatment.

Results: Results indicated a significant Group (treatment vs. waitlist) X Time (pre- post-treatment) interaction (F
(1, 154.36) = 6.75; p = .01) for positive affect in which the treatment group showed significant improvements
in positive affect pre- to post-treatment (ESsg = 0.37, SEsg = 0.09, 95% CI [0.20: 0.54]) and the waitlist con-
dition did not. There were no differences between UP and SDP conditions in positive affect at baseline or at post-
treatment.

Conclusions: These results suggest CBT, which typically focuses on reductions in negative affect, may also im-
prove positive affect. The importance of future research evaluating, targeting, and improving positive affect in
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CBT trials is discussed.
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1. Introduction

While negative affect has been widely studied in relation to the
development and treatment of emotional disorders (i.e., anxiety, mood,
and related disorders [1]), the role of positive affect in connection to
these conditions remains under-studied [2]. In general, positive affect
refers to pleasant states of emotion, including joy, enthusiasm, con-
fidence, and love [3]. Of note, positive affect is not simply the opposite
of negative affect, but rather an independent construct not always in-
versely correlated with negative affect [4-6], although this has his-
torically been debated in the literature with others considering them to
be bipolar ends of the same dimension [7], and still others integrating
these perspectives within a hierarchical model [8].

Positive affect has been associated with many health-related

benefits in clinical and non-clinical populations. For instance, research
suggests it may increase stress resilience and overall mental health and
well-being [2,9,10]. In addition, positive affect has been associated
with improved immune system functioning and reductions in pain le-
vels [11,12]. Furthermore, more frequent instances of positive affect
have been linked to improvements in overall functioning, such as an
increase in problem-solving skills [13,14] and goal attainment [15],
and academic achievement [16] .

Emotional disorders are associated with deficits in positive emotions
[17,18], over and above the contributions of negative affectivity [1].
This finding may be due to positive emotion dysregulation [2,19],
specifically through excessive dampening of positive emotional ex-
periences when they occur [20]. Theoretical accounts have postulated
treatments aimed at enhancing positive affect may hold many benefits,
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such as decreasing the impact of negative emotional experiences, en-
hancing overall functioning [21,22], and potentially even offsetting risk
of relapse [19]. Further, preliminary research has demonstrated that
explicitly targeting positive affect in treatment through the addition of
therapeutic strategies or modules, such as well-being therapy [23],
quality of life therapy [24], positive psychotherapy [25], and a positive
emotion regulation augmentation [26] can lead to improvements in
positive affect. Taken together, literature suggests there is a benefit to
increasing positive affect in treatment.

Despite the advantages of addressing positive affect for both emo-
tional and physical health, the majority of psychotherapy interventions
continue to focus on targeting negative affect. Correspondingly, most
studies of leading treatments for emotional disorders remain focused on
evaluating outcomes of reduced symptoms of negative affectivity [2],
rather than increased positive affectivity. The question remains if and
how existing treatments for emotional disorders change positive affect
even though it is not their central focus. Cognitive-behavioral therapies
(CBT) might be well-suited for enhancing positive affect [19], as spe-
cifically changing thought patterns and/or behavioral responses may
lead to more positive interpretations and a willingness to approach, or
even savor experiences previously considered negative. For a detailed
review of cognitive-behavioral strategies aimed at enhancing positive
emotion regulation, see Carl et al. [19].

Transdiagnostic treatments (e.g., the Unified Protocol for the
Transdiagnostic Treatment of Emotional Disorders [UP]; [27,28],
which focus on the broad range of emotions rather than symptoms
associated with a specific disorder, may be particularly helpful as they
provide a platform to specifically discuss the range of emotions (in-
cluding positive) across diagnoses. In the emotional disorder frame-
work, an individual attempts to escape or avoid the aversive experience
of frequent and intense negative emotions, which often backfires, re-
sulting in continuation of this pattern [29]. This framework extends to
positive emotions as well; some individuals find the experience of po-
sitive emotions distressing (e.g., worry about what might happen if one
let's their down and feels happy, feel that they don't deserve to feel joy,
feelings of happiness reminds them of times they felt happier) and
engage in efforts to dampen or avoid such experiences. The UP then
targets these patterns with each core skill (understanding emotions,
mindful emotion awareness, cognitive flexibility, countering emotional
behaviors, understanding and confronting physical sensations, and
emotion exposures) aimed at changing the maintenance cycle of one's
emotional experience its aversive associations, rather than an often
disorder-specific context [27]. This emotion-focused approach coupled
with the integration of many traditional CBT skills in one unified in-
tervention makes the UP a potential treatment for addressing deficits in
positive affect.

The present study aims to explore changes in positive affect within a
large randomized controlled trial comparing various CBT protocols to a
waitlist control condition. It was hypothesized 1) there would be sig-
nificantly greater increases in positive affect amongst those in the
treatment conditions compared to the waitlist condition and 2) these
increases in positive affect would be higher in the UP condition than the
single disorder protocol (SDP) condition (given the UP's explicit focus
on emotions, rather than symptoms). Additionally, we predicted 3)
increases in positive affect would be associated with decreases in an-
xiety, depression, negative affect, and clinical severity, as well as in-
creases in quality of life and savoring beliefs, amongst those in treat-
ment conditions.

2. Method
2.1. Participants
Participants (N = 223) were enrolled in a treatment trial and met

criteria for a principal (most interfering and distressing) diagnosis of
panic disorder, generalized anxiety disorder, social anxiety disorder, or
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obsessive-compulsive disorder. On average patients were 31.06
(SD = 10.99) years old and the majority (n = 124) identified as female
and Caucasian (n = 186). Additional inclusion/exclusion criteria and
details of the sample have been described elsewhere (see Barlow et al.

[23]).
2.2. Procedure

Once deemed eligible for the study, patients were randomized to
treatment with the Unified Protocol (n = 88), SDP (n =91), or a
waitlist control (n = 44). The single diagnosis protocol corresponded
with the patient's principal diagnosis: Managing Social Anxiety: A
Cognitive-Behavioral Therapy Approach - 2nd edition (MSA-II;
[30,31]; Mastery of Your Anxiety and Panic — 4th edition (MAP-IV;
[32,33]; Mastery of Your Anxiety and Worry — 2nd edition (MAW-II;
[34,35]; and Treating Your OCD with Exposure and Response (Ritual)
Prevention Therapy — 2nd edition [36,37]. Patients with a principal
diagnosis of panic disorder completed 12 weeks of treatment and all
others completed 16. The university institutional review board ap-
proved all study procedures, and informed consent was obtained from
patients prior to study participation. Additional study details, including
a CONSORT diagram depicting participant flow, are available in the
parent study (see: Barlow et al. [23]; clinicaltrials.gov identifier:
NCT01243606).

2.3. Measures

All measures were administered at baseline and post-treatment.
Positive affect was measured using the positive affect subscale of the
Positive and Negative Affect Schedule — Expanded Form (PANAS-X;
[38], a self-report measure assessing affect. Participants rate the extent
to which they generally have felt various emotions indicated by dif-
ferent affective descriptors (e.g., cheerful, excited, proud). Related
constructs were also assessed to provide more comprehensive evalua-
tion of one's experience of positive affect. Specifically, the Savoring
Beliefs Inventory (SBL; [39]) was included as a measure to assess one's
tendency to savor (hold onto/enhance) or dampen (minimize) positive
emotions. Both the total score, calculated by subtracting the sum of the
items assessing dampening from the sum of the items assessing sa-
voring, as well as the savoring the moment subscale, referring to efforts
to prolong positive emotions as they are happening (compared to the
past/future) were used. The Quality of Life Enjoyment and Satisfaction
Questionnaire (QLESQ; [40]) was also used as a measure of wellbeing,
assessing enjoyment and satisfaction with various aspects of life (e.g.,
work, health, relationships). The neuroticism subscale of the Eysenck
Personality Questionnaire (EPQ; [41,42] assessed neuroticism and
symptoms of depression and anxiety were assessed using the clinical-
rated Hamilton Depression Rating Scale (HAM-D; [43] and Hamilton
Anxiety Rating Scale (HAM-A; [44], respectively. All measures are well-
established and have demonstrated adequate psychometric properties.
Clinical severity was assessed across time points by study assessors
blinded to conditions, who assigned a dimensional clinical severity
rating (CSR) on a scale from 0 (no symptoms) to 8 (extremely severe
symptoms). A rating of 4 or higher represented the clinical threshold for
DSM diagnostic criteria, assigned using the Anxiety Disorders Interview
Schedule (ADIS), a semi structured clinical interview. Inter-rater
agreement for assessment of principal diagnosis ADIS CSR was 98%,
using criteria specified by Brown et al. [45]

3. Statistical analyses

Analyses were conducted in SPSS 20.0. Independent samples t-test
were conducted to assess for differences across study conditions.
Correlations were used to examine the associations between positive
affect and related constructs at baseline within the full sample.
Correlational analyses were also used to examine associations between
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change in positive affect and change in these related constructs. Linear
mixed model regression (intent to treat) analyses were used to compare
change in positive affect, quality of life, and savoring (total score and
savoring the moment subscale) between patients in the treatment
versus waitlist conditions. As an intent-to-treat analysis, linear mixed
model regressions do not require imputation of missing data. Main ef-
fects of group (treatment or waitlist) and time (pre- or post-treatment)
were examined; however, the interaction between these effects was the
primary outcome of interest in these analyses. To explore the magni-
tude of the interactions, Cohen's d effect sizes were used; these were
interpreted conservatively with 0.2, 0.5, and 0.8 reflecting small,
medium, and large effects, respectively [46]. In addition to Cohen's d,
which examine differences between groups, standardized mean gain
(ESsg) effect sizes were calculated to examine the magnitude of change
within each condition (treatment versus waitlist). This effect size was
used because it includes a correct for repeated measurements [47]; it
was considered significant if its confidence interval did not include zero
and was interpreted using the same standards as Cohen's d.

4. Results

At baseline, the sample evidenced significant deficits in positive
affect (M = 28.70, SD = 7.26), falling a standard deviation below non-
clinical norms (M = 35.0, SD = 6.4; [38]). There were no significant
differences between UP (M = 31.56, SD = 8.41) and SDP (M = 31.99,
SD = 7.16) conditions on levels of positive affect at baseline (t
(174) = 0.71, p = .48) and post-treatment (£(117) = —0.30, p = .76),
therefore data were collapsed across UP and SDP conditions for all
further analyses in order to compare patients who received CBT to the
waitlist control condition. In proceeding with analyses, an independent
samples t-test indicated no significant differences in scores at baseline
between those randomly assigned to treatment (M = 28.61, SD = 7.04)
and waitlist (M = 29.05, SD = 8.19) conditions (t(217) = —0.35,
p =.30). As seen in Table 1, correlation analyses indicated that sa-
voring beliefs (total score), savoring beliefs (savoring the moment
subscale), and quality of life were significantly positively correlated
with positive affect, whereas negative affect, neuroticism, diagnostic
severity, anxiety and depression were significantly negatively corre-
lated with positive affect at baseline. As seen in Table 2, increases in
positive affect were significantly associated with decreases in anxiety,
depression, negative affect, and increases in quality of life, savoring
beliefs (total score) and savoring beliefs (savoring the moment sub-
scale), but not clinical severity.

Results from the linear mixed model regressions are presented in
Table 3. Overall, all interactions were significant and the effect sizes

Table 1
Baseline correlations with positive affect (full sample).
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indicated the treatment group showed significant improvement on all
outcomes whereas the waitlist condition did not. Results indicated a
significant Group (treatment vs. waitlist) X Time (pre- post-treatment)
interaction (F(1, 154.36) = 6.75; p = .01) for positive affect in which
the treatment group showed significant improvements in positive affect
pre- to post-treatment (ESsg = 0.37, SEsg = 0.09, 95% CI [0.20: 0.54])
and waitlist condition did not (ESsg = — 0.02, SEsg = 0.10, 95% CI
[—0.23: 0.18]). Similarly, there was a significant interaction when
examining changes in quality of life (F(1,156.30) = 4.99, p = .02) with
the treatment group showing significant improvements of moderate
magnitude (ESsg = 0.64, SEsg = 0.11, 95% CI [0.43: 0.85]) whereas the
waitlist condition did not significantly improve (ESsg = 0.18,
SEsg = 0.12, 95% CI [—0.05: 0.41]). There was also a significant in-
teraction with regards to the savoring beliefs total score (F(1,
163.19) = 5.30, p = .23); the treatment group showed significant im-
provements (ESsg = 0.43, SEsg = 0.08, 95% CI [0.27: 0.58]) and the
waitlist condition did not (ESsg = 0.13, SEsg = 0.11, 95% CI [—0.08:
0.34]). Finally, analysis of the savoring the moment subscale indicated
a significant Group x Time interaction (F(1, 162,24) = 8.78, p = .004)
in which the treatment group showing significant improvement
(ESsg = 0.52, SEsg = 0.08, 95% CI [0.37: 0.67]) and the waitlist con-
dition did not (ESsg = 0.13, SEsg = 0.10, 95% CI [—0.06: 0.32]). All
interaction effects were small to medium in magnitude (Table 3).

5. Discussion

The present studied evaluated change in positive affect within a
randomized controlled trial comparing cognitive behavioral therapies
to a waitlist control condition. Results suggest, consistent with study
hypotheses, that those who received CBT showed significant improve-
ments in positive affect pre- to post-treatment, while significant
changes were not observed amongst those in the waitlist condition.
Furthermore, change in positive affect was significantly associated with
related constructs including quality of life, savoring beliefs, and sa-
voring the moment, as well as anxiety, depression, and negative affect.
Positive affect was only associated with clinical severity at pre-treat-
ment, possibly due to the diagnostic heterogeneity of the sample, as
research suggests different emotional disorders have different associa-
tions with positive affect [48], and future research may want to explore
these relationships.

Contrary to hypotheses, there were no differences between the UP
and SDP conditions in change in positive affect. This was surprising,
given that the UP is designed to address avoidant responses to any
emotion, including positive emotions. However, although the UP pro-
vides a framework to address deficits in positive emotions that may

Quality of life  Savoring beliefs Savoring beliefs (savoring the Neuroticism  Clinical Anxiety  Depression  Negative affect
(total score) moment subscale) severity
Positive affect 0.64 0.54 0.54 —-0.31 —0.30 -0.17 —-0.31 -0.20
* p < 0.05.
= p < 0.01.
Table 2
Change score correlations between positive affect and other study variables.
Quality of life  Savoring beliefs Savoring beliefs (savoring the Neuroticism  Clinical Anxiety Depression ~ Negative affect
(total score) moment subscale) severity
Positive affect  0.55 0.34 0.44 —0.25 -0.18 —0.42 -0.37 —0.26

= p < 0.01.
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Table 3
Linear mixed model analysis comparing pre- to post-treatment changes in positive affect, quality of life, and savoring between treatment and waitlist conditions.
Pre-treatment Post-treatment Group X Time P d
M (SE) M (SE) F(df)
Positive affect TX 28.66(0.544) 31.54(0.69) 6.75 (1, 154.36) 0.01 0.42
WL 29.05(1.10) 28.66(1.35)
Quality of life TX 44.34(0.67) 49.91(0.81) 4.99(1, 156.30) 0.027 0.43
WL 44.00(1.35) 45.91(1.58)
Savoring beliefs (total score) TX 10.93(1.78) 21.06(1.90) 5.30(1, 163.19) 0.023 0.29
WL 11.30(3.61) 13.61(3.72)
Savoring beliefs (savoring the moment subscale) X —1.01(0.73) 4.11(0.77) 8.78(1, 162.24) 0.004 0.40
WL —2.72(1.48) —1.51(1.51)

Note. Mean = estimated marginal means from Linear Mixed Model analysis; SE = standard error; TX = treatment condition; WL = waitlist condition; d = Cohen's d
effect size for mean difference of groups with unequal sample sizes within a pre/post design [56], using more conservation raw scores and not linear mixed model

estimates.

exist due to excessive dampening, it may be that specific, in-session
attention on positive emotions is needed to maximize increases across
treatment. Patients often explicitly express a desire to decrease negative
symptoms (e.g., anxiety, depression) rather than increasing their posi-
tive emotions. The findings that there is no difference in change in
positive affect between UP and SDP conditions, may represent a by-
product of symptom remission whereby participants are improving
with treatment, engaging more with the world, and having more per-
ceived positive experiences. This interpretation of study results is
generally consistent with the fact that the UP and SDPs are equivalent
treatments in reducing principal diagnosis severity [28]. An interesting
follow up study would be to ensure that explicit references to positive
emotions are included in every module to address whether this leads to
more robust gains in positive affect. For instance, the second edition of
the UP workbook [49], developed after the present trial, explicitly in-
cludes positive emotion monitoring in each session, and a description
about the functional nature of positive emotions, and it would be im-
portant to evaluate if this addition contributes to any change in positive
affect.

These findings add to the limited existing research examining
changes in positive affect as an outcome in CBT. Existing CBT inter-
ventions, including transdiagnostic treatments such as the UP, appear
to improve both positive and negative affect. This result is promising, as
it suggests brief, skills-based treatments can promote positive affect, a
construct associated with wellbeing and flourishing [50, 51], which
may reduce risk of relapse [19]. Given research suggesting that deficits
in positive emotion regulation strategies occur across emotional dis-
orders [19] additional focus on effectively increasing positive emotions
in cognitive-behavioral treatments is warranted. For instance, specifi-
cally targeting positive emotions throughout treatment, or adding
augmentative positive emotion enhancement interventions may be
helpful [26, 52].

Results from the present study should be considered in light of
several limitations. First, participants were generally of high socio-
economic and education status. Prior research has found specific de-
mographic combinations may maximize or minimize positive emotions
(i.e., happiness; [53], and there is some data to suggest positive affect is
both associated with and precedes success in multiple life domains (e.g.,
education, employment; [15]. Thus, the sample may have had levels of
positive affect that do not reflect typical samples of individuals with
anxiety disorders which could have impacted the extent to which this
variable was responsive to treatment, potentially limiting the general-
izability of findings. However, as indicated in the results, the sample
did evidence significantly reduced positive affect compared to non-
clinical populations at baseline, suggesting minimal demographic ef-
fects. Second, our measure of positive affect, the PANAS-X, can be ad-
ministered in reference to several windows of time (e.g., past week, past
month, generally). The present study asked participants to endorse the
degree to which they generally experience a range of positive emotions,
which may have limited our precision in measuring changes in positive

affect. Third, the positive emotion words included on PANAS-X tend to
be indicative of high-arousal states of emotion (e.g., “enthusiastic”,
“excited”), and future research would benefit from additional, com-
prehensive assessment of positive affect.

Despite its limitations, the present study adds to the literature in-
dicating positive affect is a malleable construct, and can be influenced
by CBT. In light of the fact that positive affect has been associated with
improved psychological [2] and medical outcomes [11], there may be
utility in incorporating brief, CBT approaches in medical settings. In-
deed, efforts for implementation of CBT in primary care or hospital
settings are promising [54, 55]. Future research should continue to
evaluate, target, and improve positive affect as a construct in CBT. In-
tegrated assessment of positive affect in clinical trials, in addition to
standard assessment of negative affect and symptom-specific measures
is important moving forward to ensure comprehensive outcome eva-
luation. Furthermore, specific attention is needed to understand the
mechanisms by which cognitive-behavioral treatments target and im-
prove positive affect.

Acknowledgements

This study was funded by grant RO1 MH090053 from the National
Institute of Mental Health.

References

[1] Brown TA, Barlow DH. A proposal for a dimensional classification system based on

the shared features of the DSM-IV anxiety and mood disorders: implications for

assessment and treatment. Psychol Assess 2009;21:256-71. https://doi.org/10.

1037/a0016608.

Garland EL, Fredrickson B, Kring AM, Johnson DP, Meyer PS, Penn DL. Upward

spirals of positive emotions counter downward spirals of negativity: insights from

the broaden-and-build theory and affective neuroscience on the treatment of emo-

tion dysfunctions and deficits in psychopathology. Clin Psychol Rev

2010;30:849-64. https://doi.org/10.1016/j.cpr.2010.03.002.

Watson D. Positive affectivity: the disposition to experience pleasurable emotional

states. Handb. Posit. Psychol. New York, NY, US: Oxford University Press; 2002. p.

106-19.

Gloria CT, Steinhardt MA. Relationships among positive emotions, coping, resi-

lience and mental health. Stress Health 2016;32:145-56. https://doi.org/10.1002/

smi.2589.

Tugade MM, Fredrickson BL, Barrett LF. Psychological resilience and positive

emotional granularity: examining the benefits of positive emotions on coping and

health. J Pers 2004;72:1161-90. https://doi.org/10.1111/j.1467-6494.2004.

00294.x.

Finan PH, Garland EL. The role of positive affect in pain and its treatment. Clin J

Pain 2015;31:177-87. https://doi.org/10.1097/AJP.0000000000000092.

[7]1 Ong AD, Zautra AJ, Reid MC. Psychological resilience predicts decreases in pain

catastrophizing through positive emotions. Psychol Aging 2010;25:516-23. https://

doi.org/10.1037/a0019384.

Nelson DW, Sim EK. Positive affect facilitates social problem solving. J Appl Soc

Psychol 2014;44:635-42. https://doi.org/10.1111/jasp.12254.

Paterson TSE, Yeung SE, Thornton WL. Positive affect predicts everyday problem-

solving ability in older adults. Aging Ment Health 2016;20:871-9. https://doi.org/

10.1080/13607863.2015.1043619.

[10] Lyubomirsky S, King L, Diener E. The benefits of frequent positive affect: does
happiness lead to success? Psychol Bull 2005;131:803.

[2

—

[3

=

[4

=

[S

=

[6

=

8

=

[9

[}


https://doi.org/10.1037/a0016608
https://doi.org/10.1037/a0016608
https://doi.org/10.1016/j.cpr.2010.03.002
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0015
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0015
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0015
https://doi.org/10.1002/smi.2589
https://doi.org/10.1002/smi.2589
https://doi.org/10.1111/j.1467-6494.2004.00294.x
https://doi.org/10.1111/j.1467-6494.2004.00294.x
https://doi.org/10.1097/AJP.0000000000000092
https://doi.org/10.1037/a0019384
https://doi.org/10.1037/a0019384
https://doi.org/10.1111/jasp.12254
https://doi.org/10.1080/13607863.2015.1043619
https://doi.org/10.1080/13607863.2015.1043619
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0050
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0050

J. Wilner Tirpak, et al.

[11]

[12]

[13]

[14]

[15]

[16]
[17]

[18]

[19]
[20]

[21]

[22]

[23]

[24]

[25]

[26]
[27]
[28]
[29]
[30]

[31]

[32]

[33]

Mega C, Ronconi L, De Beni R. What makes a good student? How emotions, self-
regulated learning, and motivation contribute to academic achievement. J Educ
Psychol 2014;106:121-31. https://doi.org/10.1037/a0033546.

Diener E, Seligman MEP. Very happy people. Psychol Sci 2002;13:81-4. https://
doi.org/10.1111/1467-9280.00415.

Kotov R, Gamez W, Schmidt F, Watson D. Linking “big” personality traits to anxiety,
depressive, and substance use disorders: a meta-analysis. Psychol Bull
2010;136:768-821. https://doi.org/10.1037/a0020327.

Carl JR, Soskin DP, Kerns C, Barlow DH. Positive emotion regulation in emotional
disorders: a theoretical review. Clin Psychol Rev 2013;33:343-60. https://doi.org/
10.1016/j.cpr.2013.01.003.

Carl JR, Fairholme CP, Gallagher MW, Thompson-Hollands J, Barlow DH. The ef-
fects of anxiety and depressive symptoms on daily positive emotion regulation. J
Psychopathol Behav Assess 2014;36:224-36. https://doi.org/10.1007/510862-013-
9387-9.

Fredrickson BL. What good are positive emotions? Rev Gen Psychol 1998;2:300.
Fredrickson BL. The role of positive emotions in positive psychology: the broaden-
and-build theory of positive emotions. Am Psychol 2001;56:218-26. https://doi.
org/10.1037/0003-066X.56.3.218.

Fava GA, Ruini C. Development and characteristics of a well-being enhancing
psychotherapeutic strategy: well-being therapy. J Behav Ther Exp Psychiatry
2003;34:45-63. https://doi.org/10.1016,/50005-7916(03)00019-3.

Frisch MB. Quality of life therapy: applying a life satisfaction approach to positive
psychology and cognitive therapy. New York, NY, US: John Wiley & Sons Ltd; 2006.
Seligman ME, Rashid T, Parks AC. Positive psychotherapy. Am Psychol
2006;61:774.

Carl JR, Gallagher MW, Barlow DH. Development and preliminary evaluation of a
positive emotion regulation augmentation module for anxiety and depression.
Behav Ther 2018;49:939-50. https://doi.org/10.1016/j.beth.2017.11.008.

Barlow DH, Ellard KK, Fairholme CP, Farchione TJ, Boisseau CL, May JTE, et al.
Unified protocol for transdiagnostic treatment of emotional disorders: workbook.
Oxford University Press; 2010.

Barlow DH, Farchione TJ, Bullis JR, Gallagher MW, Murray-Latin H, Sauer-Zavala
S, et al. The unified protocol for transdiagnostic treatment of emotional disorders
compared with diagnosis-specific protocols for anxiety disorders: a randomized
clinical trial. JAMA Psychiat 2017. https://doi.org/10.1001/jamapsychiatry.2017.
2164.

Barlow DH, Farchione TJ, Sauer-Zavala S, Latin HM, Ellard KK, Bullis JR, et al.
Unified protocol for transdiagnostic treatment of emotional disorders: workbook.
2nd ed. Oxford University Press; 2017.

Hope DA, Heimberg RG, Turk CL. Managing social anxiety: a cognitive-behavioral
therapy approach therapist guide. 1st ed. Oxford; New York: Oxford University
Press; 2006.

Hope DA, Heimberg RG, Turk CL. Managing social anxiety: a cognitive-behavioral
therapy approach. Treatments that work. 2010.

Barlow DH, Craske MG. Mastery of your anxiety and panic: workbook. 4th ed.
Oxford; New York: Oxford University Press; 2006.

Craske MG, Barlow DH. Mastery of your anxiety and panic: therapist guide. 4th ed.
Oxford: Oxford University Press; 2006.

Craske MG, Barlow DH. Mastery of your anxiety and worry: workbook. 2nd ed.
Oxford: Oxford University Press; 2006.

Zinbarg RE, Craske MG, Barlow DH. Mastery of your anxiety and worry. 2nd ed.
Oxford; New York: Oxford University Press; 2006.

Foa EB, Yadin E, Lichner TK. Exposure and response (ritual) prevention for ob-
sessive-compulsive disorder (workbook). 2nd ed. Oxford; New York: Oxford
University Press, USA; 2012.

Yadin E, Foa EB, Lichner TK. Treating your OCD with exposure and response. 2nd
ed. New York; Oxford: Oxford University Press; 2012.

Watson D, Clark LA, Tellegen A. Development and validation of brief measures of

[34]

[35]
[36]

[37]

[38]
[39]
[40]
[41]
[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]
[51]

[52]

[53]

[54]

[55]

General Hospital Psychiatry xxx (xxxx) XXX—XXX

positive and negative affect: the PANAS scales. J Pers Soc Psychol
1988;54:1063-70.

Bryant F. Savoring Beliefs Inventory (SBI): a scale for measuring beliefs about sa-
vouring. J Ment Health 2003;12:175-96. https://doi.org/10.1080/
0963823031000103489.

Endicott J, Nee J, Harrison W, Blumenthal R. Quality of life enjoyment and sa-
tisfaction questionnaire: a new measure. Psychopharmacol Bull 1993;29:321-6.
Eysenck HJ, Eysenck SBJ. Manual of the Eysenck personality questionnaire (junior
and adult). Kent, UK: Hodder & Stoughton; 1975.

Eysenck SBG, Eysenck HJ, Barrett P. A revised version of the psychoticism scale.
Personal Individ Differ 1985;6:21-9. https://doi.org/10.1016/0191-8869(85)
90026-1.

Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry
1959;23:56-62.

Hamilton M. The assessment of anxiety states by rating. Br J Med Psychol
1959;32:50-5. https://doi.org/10.1111/j.2044-8341.1959.tb00467.x.

Cohen J. Statistical power analysis for the behavioral sciences. 2nd ed. Hillsdale,
NJ: Lawrence Erlbaum Associates; 1988.

Keyes C. The mental health continuum: from languishing to flourishing in life. J
Health Soc Behav 2002;43:207-22.

Keyes CL. Promoting and protecting mental health as flourishing: a complementary
strategy for improving national mental health. Am Psychol 2007;62:95.

Chakhssi F, Kraiss JT, Sommers-Spijkerman M, Bohlmeijer ET. The effect of positive
psychology interventions on well-being and distress in clinical samples with psy-
chiatric or somatic disorders: a systematic review and meta-analysis. BMC
Psychiatry 2018;18:211https://doi.org/10.1186/512888-018-1739-2.

Mroczek DK, Kolarz CM. The effect of age on positive and negative affect: a de-
velopmental perspective on happiness. J Pers Soc Psychol 1998;75:1333.
Magidson JF, Weisberg RB. Implementing cognitive behavioral therapy in specialty
medical settings. Cogn Behav Pract 2014;24:367-71. https://doi.org/10.1016/j.
cbpra.2014.08.003.

Sumner LA, IsHak WW, Dang J, Vanle B, Mahtani N, Danovitch I. Psychological
interventions in inpatient medical settings: a brief review. Int J Healthc Med Sci
2018;4:73-83.

Lakens D. Calculating and reporting effect sizes to facilitate cumulative science: a
practical primer for t-tests and ANOVAs. Front Psychol 2013;4. https://doi.org/10.
3389/fpsyg.2013.00863.

Brown TA, Chorpita BF, Barlow DH. Structural relationships among dimensions of
the DSM-IV anxiety and mood disorders and dimensions of negative affect, positive
affect, and autonomic arousal. J Abnorm Psychol 1998;107:179-92.

Barlow DH, Farchione TJ, Sauer-Zavala S, Latin HM, Ellard KK, Bullis JR. Unified
Protocol for Transdiagnostic Treatment of Emotional Disorders: Workbook. 2 edi-
tion. Oxford University Press 2017.

Keyes C. The mental health continuum: From languishing to flourishing in life. J
Health Soc Behav 2002;43:207-22.

Keyes CL. Promoting and protecting mental health as flourishing: A complementary
strategy for improving national mental health. Am Psychol 2007;62:95.

Chakhssi F, Kraiss JT, Sommers-Spijkerman M, Bohlmeijer ET. The effect of positive
psychology interventions on well-being and distress in clinical samples with psy-
chiatric or somatic disorders: A systematic review and meta-analysis. BMC
Psychiatry 2018;18:211. https://doi.org/10.1186/512888-018-1739-2.

Mroczek DK, Kolarz CM. The effect of age on positive and negative affect: a de-
velopmental perspective on happiness. J Pers Soc Psychol 1998;75:1333.
Magidson JF, Weisberg RB. Implementing cognitive behavioral therapy in specialty
medical settings. Cogn Behav Pract 2014;24:367-71. https://doi.org/10.1016/j.
cbpra.2014.08.003.

Sumner LA, IsHak WW, Dang J, Vanle B, Mahtani N, Danovitch I. Psychological
interventions in inpatient medical settings: A brief review. Int J Healthc Med Sci
2018;4:73-83.


https://doi.org/10.1037/a0033546
https://doi.org/10.1111/1467-9280.00415
https://doi.org/10.1111/1467-9280.00415
https://doi.org/10.1037/a0020327
https://doi.org/10.1016/j.cpr.2013.01.003
https://doi.org/10.1016/j.cpr.2013.01.003
https://doi.org/10.1007/s10862-013-9387-9
https://doi.org/10.1007/s10862-013-9387-9
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0080
https://doi.org/10.1037/0003-066X.56.3.218
https://doi.org/10.1037/0003-066X.56.3.218
https://doi.org/10.1016/S0005-7916(03)00019-3
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0095
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0095
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0100
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0100
https://doi.org/10.1016/j.beth.2017.11.008
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0110
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0110
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0110
https://doi.org/10.1001/jamapsychiatry.2017.2164
https://doi.org/10.1001/jamapsychiatry.2017.2164
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0120
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0120
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0120
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0125
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0125
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0125
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0130
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0130
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0135
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0135
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0140
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0140
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0145
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0145
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0150
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0150
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0155
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0155
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0155
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0160
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0160
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0165
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0165
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0165
https://doi.org/10.1080/0963823031000103489
https://doi.org/10.1080/0963823031000103489
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0175
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0175
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0180
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0180
https://doi.org/10.1016/0191-8869(85)90026-1
https://doi.org/10.1016/0191-8869(85)90026-1
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0190
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0190
https://doi.org/10.1111/j.2044-8341.1959.tb00467.x
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0200
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0200
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0205
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0205
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0210
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0210
https://doi.org/10.1186/s12888-018-1739-2
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0220
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0220
https://doi.org/10.1016/j.cbpra.2014.08.003
https://doi.org/10.1016/j.cbpra.2014.08.003
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0230
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0230
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf0230
https://doi.org/10.3389/fpsyg.2013.00863
https://doi.org/10.3389/fpsyg.2013.00863
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9010
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9010
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9010
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9015
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9015
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9015
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9020
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9020
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9025
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9025
https://doi.org/10.1186/s12888-018-1739-2
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9035
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9035
https://doi.org/10.1016/j.cbpra.2014.08.003
https://doi.org/10.1016/j.cbpra.2014.08.003
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9045
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9045
http://refhub.elsevier.com/S0163-8343(19)30039-8/rf9045

	Changes in positive affect in cognitive-behavioral treatment of anxiety disorders
	Introduction
	Method
	Participants
	Procedure
	Measures

	Statistical analyses
	Results
	Discussion
	Acknowledgements
	References




