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Positive psychology has become influential in research and practice.  However, some 

have criticized positive psychologists who focus solely on the virtues of being positive.  A 

tyrannical pressure to be positive may potentially exist in positive psychology, as well as 

mainstream United States culture.  The following study explored perceptions of this theory using 

focus groups of individuals who differed in coping style, social desirability, and depression.  

Results suggest that individuals are affected by social pressures to be positive, and the expression 

of both positive and negative emotions is determined by social pressures, rules, context, and 

consequences.  Although emotional expression, especially negativity, is contraindicated in 

several social contexts, there are also social, psychological, and physical benefits to all types of 

emotional expression.  
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INTRODUCTION 

 Positive psychology is a relatively new school of clinical psychology that has become 

popular among clinicians and researchers alike.  As opposed to traditional clinical psychology 

that tends to focus on pathology, positive psychologists attempt to look at the positive side of 

individuals, defined as the inherent strengths and virtues of humankind.  Some positive 

psychologists claim that psychology has thus far been negatively biased and views positive 

qualities as suspicious.  Initially, the idea of rejecting the disease model /medical model of 

psychopathology sounds beneficial.  Psychology has long lingered on problems and weaknesses, 

and positive psychology is groundbreaking in its attempts to expand our awareness of positive 

human qualities.  This relatively new area of psychology has garnered much attention, and it has 

gained many supporters with its “revolutionary” ideals.   

In an introduction to a special issue of American Psychologist (2000), two of the 

forerunners in positive psychology, Seligman and Csikszentimihalyi (2000), detailed the virtues 

of this new trend.  They called on psychologists to pursue the heroic goal of praising human 

strengths, rather than focusing solely on mental dysfunction.  Constructs like well being, 

happiness, and optimism thrive under the umbrella of positive psychology.   

In theory, positive psychology may inspire psychologists because it allows every 

individual to be seen in a positive light.  However, a blind shift from negative to positive may 

neglect to address the documented existence and subjective experience of negative thoughts and 

feelings to which some individuals are inclined.  Held (2002) suggested that “looking on the 

bright side” has its costs.  While she acknowledged some virtues in positive psychology, she 

reported concerns that its ideas may become overgeneralized and misused.  Held (2002) further 

hypothesized that the increasing social pressure to be positive in America may not be solely 

beneficial.  The purpose of this study was to determine the extent to which certain individuals 
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experience a pressure to be positive and what consequences they feel this may have on them.  

This study also intended to describe potential implications of this social pressure on psychology 

as a field. 

Positive Psychology and Health 

Positive psychology has aimed to provide scientific evidence of its effectiveness in 

empirical studies, while also acknowledging the importance of research about weakness and 

pathology.  Kogan (2001, p. 74) quoted Seligman as stating that the positive psychology 

movement is not intended to replace “negative social science and psychology,” which he also 

supports.  Similarly, Peterson (2000), another positive psychologist, stated that some optimism 

may have costs.  However, this intention to be impartial may not have been successful, as 

positive psychology tenets have been misinterpreted and have bled into popular culture.   

Held (2002) cited the self-help industry as evidence for the carryover of positive 

psychological ideals into mainstream society.  These publications often claim to help any 

individual promote positive thinking and achieve happiness.  This popularized version of 

positive psychology may have been taken to excess and may have negative psychological 

consequences.  For example, cancer patients may be blamed (by self or others) for a deteriorating 

course of illness because they are not being positive enough (Wilkinson & Kitzinger, 2000). 

Research findings concerning the relationships between positivity and health have been 

inconsistent.  Some positive psychological research in aging (Taylor, Kemeny, Reed, Bower, & 

Gruenewald, 2000) finds that individuals that possess a positive attitude may enjoy better health 

and longevity than those who may be termed pessimists.  Taylor et al. (2000) suggested that a 

sense of personal control and an optimistic outlook, even if unrealistic, may help individuals 

cope with stress and/or life threatening illnesses like HIV.  They have found that individuals with 

HIV who had positive expectations lived longer than those with more realistic expectations.   
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In contrast, a recent longitudinal study by Schofield (2004) unexpectedly found that 

optimism in cancer patients did not predict survival.  Schofield (2004) proposed that it may be 

more important to acknowledge pessimistic feelings in cancer patients rather than encourage 

them to be optimistic and hide negativity.  Wilkinson and Kitzinger (2000) found that women 

with breast cancer reported an obligation to think positively.  Transcripts of focus group data 

showed that most of the women’s statements about positive thinking were phrased as imperatives 

(e.g., I should think positively).  Wilkinson and Kitzinger (2000) concluded that cancer patients’ 

statements of thinking positively did not necessarily imply an optimistic coping style.  Rather, 

the researchers asserted that these individuals may be conceding to a moral and social pressure to 

be positive to benefit their health.  However, the authentic expression of negative thoughts and 

emotions regarding negative life events may be equally if not more important to physical health 

than positivity. 

Studies by Watson and Pennebaker (1989) have found that disclosure of negative events 

and emotions through talking or writing increases longevity and has other positive effects on 

health.  Pennebaker and colleagues have spent years researching the health benefits of processing 

emotions, including those that are negative or traumatic (Pennebaker, 1995; Pennebaker, 1997; 

Pennebaker, 1998; Pennebaker & Beall, 1986; Pennebaker & Susman, 1988; Traue & 

Pennebaker, 1993).  Pennebaker and Susman (1988) found that individuals who did not talk or 

write about upsetting events had more health problems than individuals who expressed their 

traumatic experiences.  Verbal or written disclosure of negative experiences appears to be 

beneficial to physical health. 

In their original writing paradigm (Pennebaker & Beall, 1986), undergraduate students 

were randomly assigned to one of four writing groups: control group, trauma-emotion group, 

trauma-fact group, trauma-combination (fact and emotion) group.  Participants in the three 
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trauma groups were asked to write about the most traumatic event in their life.  The trauma-

emotion group wrote about a traumatic event, solely focusing on emotions associated with the 

event; the trauma-fact group wrote about a traumatic event, solely focusing on detailed facts of 

the event; the trauma-combination group wrote about both facts and feelings associated with a 

traumatic event; and the control group wrote about a trivial non-traumatic event.  Each group 

wrote for 15 minutes in four sessions.  Researchers measured blood pressure, pulse, and 

psychological variables both before and after writing sessions; they also maintained medical 

records for each participant for two years following the study.   

Pennebaker and Beall (1986) found both immediate and long term effects of written 

disclosure.  The immediate effects of writing about traumatic events were increased blood 

pressure and higher self-reported negative mood.  These results were strongest for participants in 

the trauma-combination group.  However, four months after the study, these same participants 

visited the student health center significantly fewer days for illness than participants in all other 

conditions.   Similarly, after the study, participants in the trauma-combo and trauma-emotion 

group reported significantly more reductions in health problems on a health problem index than 

other groups.  Interestingly, there were no differences in health-related behavior; therefore, the 

decreased health problems in those participants who wrote about their trauma were not likely due 

to significant behavioral change.  Finally, the control group had the most activity restriction due 

to illness and the trauma-combo group had the least activity restriction due to illness.  In short, 

participants who wrote about their trauma in a way that expressed emotion surrounding the event 

had stronger physical reactions immediately following written disclosure, and had fewer physical 

health problems and life disruption due to health problems than participants who wrote about 

trivial events or who gave an unemotional account of a traumatic event. 
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Pennebaker and Beall (1986) concluded that writing about a significant trauma leads to 

short-term physiological arousal and long term decreases in health problems.  These results were 

most pronounced for those individuals who wrote about both facts and emotions associated with 

the trauma.  These results have since been repeated and expanded to show similar health and 

psychological benefits in other populations, including unemployed workers (Spera, Buhrfiend, & 

Pennebaker, 1994), maximum security prisoners (Richards, Pennebaker, & Beall, 1995), medical 

students (Booth, Petrie, & Pennebaker, 1997), chronic pain sufferers (Petrie, Booth, Pennebaker, 

Davison, & Thomas, 1995), Holocaust survivors (Pennebaker, Burger, & Tiebout, 1989), grade-

school children (Pennebaker, 1997), among others.  The benefits of disclosing trauma also occur 

across social class and racial and ethnic groups.  Thus far, the only groups not found to have 

health benefits are those individuals with disordered cognitive processing and severe depression 

(Pennebaker & Seagal, 1999).  Other limitations of Pennebaker’s (e.g., Pennebaker & Beall, 

1986) research include the use of mostly non-clinical samples and a laboratory setting. 

In addition to physical health effects, Pennebaker and colleagues (e.g., Pennebaker & 

Beall, 1986) have also found psychological effects on individuals who write about traumatic 

experiences.  Two weeks after the original experiment, the trauma groups reported positive mood 

levels equal to or greater than groups that wrote about superficial topics.  Interestingly, the better 

individuals felt before writing, the worse they felt afterwards; inversely, the worse individuals 

felt before writing, the better they felt afterwards (Pennebaker & Seagal, 1999).  These results 

suggest that individuals who experience either negative thoughts or feelings may benefit more 

from expressing themselves than more positive individuals.  If writing about a significant trauma 

only four times has health benefits, consistent expression of mild negative experiences may 

accumulate in the form of significant reductions in health problems.  A lack of expression of 

negative emotions may have detrimental health effects. 
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Gross and Levenson (1997) found that emotional suppression of both positive and 

negative emotions led to increased physiological activation and impaired cognitive performance.  

Other studies of emotional suppression (Brown et al., 1996) found that those individuals scoring 

high in repression had as much cortisol as individuals scoring high in anxiety.  These findings 

suggest that the inhibition of negative emotions may lead to sympathetic arousal and, in turn, 

decreased immunological functioning.    Stanton et al. (2000) found that emotion-focused 

coping, which entails the active processing and expression of emotion, predicted psychological 

and physical adjustment in female cancer patients.  Participants in their study who used 

emotional approach coping regarding their cancer reported decreased distress, increased vigor, 

improved quality of life, decreased hospital visits, and other more favorable health outcomes 

when compared to participants who used different coping strategies or did not express emotion. 

Emotional expression, positive or negative, appears to be therapeutic both physically and 

mentally.  Future research should be designed to understand and appreciate individual 

differences to explain the conflicting results in studies of health.   

Defensive Pessimism 

 The area of coping style research also lends support to Held’s (2002) thesis that being 

negative is not always unhealthy.  Norem (2001) has found that a specific type of pessimism, 

which she terms defensive pessimism, is adaptive for some individuals.  She defined defensive 

pessimism as a strategy that anxious individuals may use to pursue goals, which entails two 

tactics: setting low expectations, and cognitively playing out all possible outcomes of a situation.  

By doing so, defensive pessimists prepare themselves for possible disappointments or failures.  

The opposing strategy, called strategic optimism, involves having optimistic expectations of 

performance and avoiding extensive exploration of possible outcomes.  Strategic optimists, 

therefore, expect to be successful in their endeavors.   
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 Norem (2001) has explained optimism and pessimism as occurring on separate 

dimensions, rather than the more traditional view that they lie on opposite ends of one 

dimension.  Therefore, increasing optimism in treatment does not necessarily affect the degree of 

pessimism.  Peterson (2000) also acknowledged that there is evidence that optimism and 

pessimism are not mutually exclusive.   Unfortunately, most measures of optimism and 

pessimism (e.g. Life Orientation Test-Revised; LOT-R; Scheier, Carver, & Bridges, 1994) favor 

the dimensional view.  

Norem (2001) studies found that when defensive pessimists were asked to be more 

strategically optimistic, they performed poorly.  Interestingly, when strategic optimists were 

asked to look at alternative outcomes to situations, i.e. use the defensive pessimists’ second 

tactic, their performance suffered.  Both groups also had increased anxiety when asked to change 

strategies.  Across settings, strategic optimists had a more positive mood and higher satisfaction 

than defensive pessimists.  However, inducing a positive mood in defensive pessimists impaired 

performance and does not increase satisfaction.  In other words, making individuals who utilize 

defensive pessimism more “happy” did not help them. 

In longitudinal research, Norem (2001) found that anxious individuals using defensive 

pessimism have higher self-esteem, more supportive friendships, and performed better 

academically than anxious individuals who did not use defensive pessimism.  Norem (2001) 

concluded that defensive pessimism is an effective strategy for success in some anxious 

individuals. 

Norem (2002) has also found that some types of optimism can have deleterious social 

side effects.  She compared defensive, or self-enhancing, optimists with nondefensive optimists. 

Defensive optimists are individuals who tend to promote the more likeable, positive aspects of 

themselves, while downplaying or defending against negative perceptions of themselves.  Norem 
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(2002) found that defensive optimists (DO) perceived social relationships as less positive than 

nondefensive optimists (NDO).  DOs also reported receiving less emotional support from their 

relationships.  In addition, friends of participants in the study described DOs as less likeable, less 

modest, and less emotionally close than NDOs.  Positive psychology often promotes self-

enhancement for mental health, but these results suggest that this strategy may have social 

consequences.   

According to Tennen and Affleck’s vulnerability hypothesis (1987), being optimistic may 

backfire when bad things happen.  Because optimists expect everything to work out well, they 

are vulnerable to maladjustment under stress, more so than pessimists.  In a test of this theory, 

Chang and Sanna (2003) found that more optimism was significantly associated with less 

depression symptoms and illness, and greater life satisfaction.  However, the association between 

accumulated negative life stress and depression symptoms was found to be exacerbated for 

optimists compared to what was found for pessimists.  A similar interaction pattern was found 

with physical symptoms and illness.  In other words, optimistic individuals experienced more 

and were affected more negatively both psychologically and physically by negative life stress 

than pessimists were.  These findings imply further that both pessimism and optimism have costs 

and benefits.  

Research (Chang & Sanna, 2003; Norem, 2001) suggests that individual dispositions and 

coping styles affect performance and relationships, and that becoming more positive or 

optimistic is not always beneficial.  Norem (2001) has claimed that “one size does not fit all,” 

and that individuals can be predisposed to utilize predominantly positive or negative coping 

strategies.  She has also advocated the need for research to distinguish different types of 

optimism and pessimism.  These terms are often used as umbrella terms; however, Norem (2001) 
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has postulated that they are sensitive to context.  Positive psychology works to better the human 

condition, but it is important to acknowledge that there is more than one human condition. 

 Held (2002) stated that positive psychologists do not explicitly accept findings that 

reinforce the positive qualities of being negative, like Norem’s (2001) research, even though 

coping is a main interest of positive psychology.  Norem (2001, 2002) has reliably shown that 

defensive pessimism is an effective coping strategy for some individuals, but her work has been 

either ignored or dismissed (Held, 2002).  In short, optimism appears to have been unequivocally 

favored by some psychologists, particularly those that subscribe to positive psychology.   

Depressive Realism 

Another research area that describes a nontraditional view of negativity is depressive 

realism.  Research on depressive realism suggests that depressed individuals judge and perceive 

the world more accurately than nondepressed individuals (Alloy & Abramson, 1979; see Taylor 

& Brown, 1988 for review).  Alloy and Abramson (1979) pioneered the research on depressive 

realism (sometimes referred to as the “sadder but wiser” paradigm).  In their seminal article, 

Alloy and Abramson (1979) found that nondepressed individuals gave less accurate judgments of 

a contingency task than depressed individuals.  Nondysphoric individuals perceived themselves 

as having more control over the outcome than they actually did.  However, since these original 

findings, research has been decidedly mixed about the validity of the construct of depressive 

realism (Alloy & Abramson, 1979; Bynum & Scogin, 1996; McKendree-Smith & Scogin, 2000; 

Stone, Dodrill, & Johnson, 2001).   

Adherence to the depressive realism theory may be controversial, as it runs counter to 

current influential theories of depression.  The opposing model of depression is Beck’s (1967) 

cognitive theory of depression, which posits that an overly negative bias, including pessimism, is 

demonstrative of depression.  Beck (1967) and his colleagues have suggested that the negativity 
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experienced in depression is an illusory and distorted way of thinking.  Cognitive-behavioral 

psychology uses terms such as cognitive distortions and negative filters to describe aspects of 

depression.  These ideas are in contrast with evidence from depressive realism research that 

depressed individuals are more realistic than nondepressed individuals.  In his book, Feeling 

Good, psychiatrist David Burns (1989; pp. 34) defined one cognitive distortion called  

disqualifying the positive as the tendency of depressed individuals to interpret neutral or positive 

experiences as negative ones.  He stated that this is “one of the most destructive forms of 

cognitive distortion” (Burns, 1989, pp.34).    

Beck’s (1967) cognitive theory of depression is heavily supported by the success of 

cognitive therapies, which help depressed clients perceive life more “realistically” (Burns, 1989).  

However, some authors suggest that cognitive therapy may be successful because it creates 

positive illusions and biases in an individual.  Taylor and Brown (1988) stated that normal 

human cognition is more based on illusion than reality, and that these illusions are adaptive for 

well-being.  Dobson and Franche (1989; pp. 420) suggested that if depressive realism holds, one 

of the criteria for mental health may be the “maintenance of positively distorted perceptions of 

the self and world.”   

Research on depressive realism has used varying methodologies.  In the original 

paradigm (Alloy & Abramson, 1979), participants were asked to press or not press a button and 

watch to see if a green light turns on or not.  The experimenter controlled the response/outcome 

contingencies.  Participants were divided into two groups (dysphoric and nondysphoric) based on 

their scores on a depression measure, and their responses were compared.  The dysphoric group 

was found to be more accurate in the experimental task.   

Most studies on depressive realism use an undergraduate population (Albright & 

Henderson, 1995; Bynum & Scogin, 1996; Dunning & Story, 1991; McKendree-Smith & 
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Scogin, 2000; Shrauger, Mariano, & Walter, 1998; Stone, Dodrill, & Johnson, 2001), and few 

studies have used clinically depressed participants (Dobson & Pusch, 1995).  Therefore, more 

research is needed to understand depressive realism and its effects in terms of depression 

severity.    The benefits and/or consequences of depressive realism may be dependent on level of 

depression, as well as comorbidity of other psychological disorders.  Because research to date 

has primarily used dysphoric, rather than clinically depressed individuals, findings may not 

reflect true depressive realism.  Because some researchers (McKendree-Smith & Scogin, 2000) 

have suggested that the effects of depressive realism may be moderated by severity of 

depression, the accurate assessment of depression severity is vital to depressive realism research. 

A number of methodological limitations and problems may be responsible for the mixed 

results in depressive realism research.  In general, findings of depressive realism research are 

contingent upon the definition of accuracy used (i.e. the objective standard for reality), the 

situation or tasks used, the theoretical stance of the authors, the population used, and the method 

used to assess depression (to categorize the dysphoric and nondysphoric).  Ackerman & 

DeRubeis (1991) stated that depressive realism is a function of how it is measured.  The use of 

the Beck Depression Inventory and its later revisions (BDI, Beck, Ward, Mendelson, Mock & 

Erbaugh, 1961; BDI-II, Beck, Steer, & Brown, 1996) in depressive realism studies may be 

inappropriate, as Beck‘s (1967) cognitive theory of depression is theoretically in opposition with 

depressive realism theory.  The BDI overrepresents items that are based on negative cognitions 

and their dysfunction.  Also, the assignment of participants to depressed or nondepressed 

categories is typically determined by cut scores (Albright & Henderson, 1995; Bynum & Scogin, 

1996; Dunning & Story, 1991; McKendree-Smith & Scogin, 2000; Shrauger, Mariano, & 

Walter, 1998), which may be a crude and less informative assessment than dimensional or 

unstructured methods.   
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Another problem with the methodology of research on depressive realism is that most 

studies rely on a laboratory setting rather than real-life situations.  Since real life lends itself to 

subjectivity, depressive realism is more difficult to measure accurately.  Researchers in this area 

have struggled with defining an objective reality central to their hypothesis.  Philosophers 

throughout the ages have yet to agree as to whether an objective reality even exists (Dobson & 

Franche, 1989).     

Dunning and Story (1991) found that depressive realism was not supported in the 

prediction of real-life events.  However, Shrauger, Mariano and Walter (1998) improved on 

Dunning and Story’s (1991) methodology and found that depressed individuals were more 

accurate in predictions of negative events than nondepressed individuals.  Nondepressed 

individuals were more accurate in positive predictions.  Despite limitations in depressive realism 

research methodologies, the possible existence of the construct calls into question the validity of 

current theories of depression that are utilized in treatment. 

 If depressive realism is a valid construct, the optimistic bias of nondepressed individuals 

has possible negative consequences.  Researchers (Taylor & Brown, 1988; Weinstein, 1980; 

Weinstein & Klein, 1996) have found that nondepressed or unrealistically optimistic individuals 

tend to view themselves as “better” than their peers, although it is logically impossible for 

everyone to be better than others.  Therefore, the optimistic illusions may act as self-handicaps, 

making some failures more disturbing.  However, in contrast, completely accurate perceptions of 

self may be depressing.  Baumeister (1989) proposed that there is an optimal level of optimistic 

distortion, where perceptions are not too inflated, nor too accurate.  When people have too much 

optimism, they make errors in judgment, or may be continually disappointed since their goals are 

so high.  According to Baumeister (1989) too little optimistic distortion may lead to depression 

or to reluctance to do anything.   
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  More stringent tenets of positive psychology encourage using positive illusions to 

combat negativity.  In more dysphoric or pessimistic individuals who do not utilize positive 

illusions (e.g. those who may adhere to depressive realism), this may be upsetting or disturbing.  

Positivity has been shown to increase happiness, the ability to care for others, and the capacity to 

be productive (Taylor & Brown, 1988), but if an individual does not view the world through a 

positive lens, does he/she feel worse when expected to have a positive attitude? 

The Tyranny of the Positive Attitude (Held, 2002) 

This phenomenon may not only be occurring within the field of psychology itself, but 

also in mainstream United States society.  Held (2002) hypothesized that a tyrannical push to 

think positively inundates the American public.  She claims that the optimistic outlook has been 

“taken to excess” in the past two decades.  She also cited popular media, music, and iconography 

as evidence of this subliminal message to always be “happy.”     

Ironically, the past twenty years has seen an increase in depression across all ages, which 

may be due to the concurrent increase in help-seeking of mental health services.  Millions of 

individuals in America are diagnosed and treated for depression each year.  Held (2002) has 

stated that she uses the phrase  tyranny of the positive attitude because it makes some individuals 

feel worse when it is intended to make them feel better, and its message is as oppressive as a 

despot’s mandate.  It is possible that a depressed individual, or simply an individual inclined to 

negativity, may experience dissonance between inner thoughts of negativity and the societal 

pressure to be positive.  Perhaps the unoptimistic population would feel more comfortable if their 

inner experiences were more accepted, rather than discouraged or ignored.  In addition, a lack of 

acceptance may distance these individuals from others, thereby increasing social isolation, which 

has been reliably shown to be associated with increased depression (e.g., Mistry, Rosansky, 

McGuire, McDermott, & Jarvik, 2001).  Theoretically, the depressed in turn become farther from 
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happiness than they were originally.  Nondepressed individuals may also experience this 

pressure to be positive.  Myers (2000) stated that professionals estimate that only 10-15% of 

Americans think of themselves as truly happy; however, when asked about their own happiness, 

nine of ten individuals describe themselves as “pretty happy” and “very happy.”  This may be 

evidence for the hypothesis that individuals report more positivity than they actually experience.  

Another implication is that self-report measures of positive psychological constructs may be 

invalid and unreliable. 

Held (2002) contended that Americans are urged to think that they should not feel 

negative emotions or have negative thoughts in situations that would normally be associated with 

negative reactions, such as the death of a loved one, for fear of being labeled or given medication 

(Duncan & Miller, 2000).  This may explain the overprescription of anti-depressants; doctors 

prescribe drugs, like Prozac, to individuals who are not clinically depressed, but are 

understandably feeling sad, mournful, or down.  If in obviously traumatic situations, negative 

emotions are viewed as pathological, then individuals may be likely to feel worse when they feel 

badly.  Thus, individuals predisposed to see the world as less bright, may in turn feel worse when 

they are expected to be optimistic without respite (Pyszczynski & Greenberg, 1987).  If 

nondepressed people are unrealistically optimistic as depressive realism research suggests the 

hypothesized tyrannical positive attitude dictated by the American zeitgeist may inflate the 

positive illusions.  This may increase the self-handicapping of nondepressed individuals.  It also 

may increase discomfort in more depressed individuals because parts of the society in which they 

live does not support or acknowledge their depressive realism. 

Evolutionary Perspective 

The tyrannical societal pressure to be positive may be competing with eons of evolution 

where pessimism was adaptive.  In an article on the evolution of negativity, Leahy (2002) 
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suggested that some aspects of psychopathology are part of human nature, rather than anomalies 

to be extinguished.  The ubiquity of phobias, depression, and anxiety across cultures and nations 

may imply that these pathologies have an evolutionary importance.  Leahy (2002) argued that 

evolution would not continually produce these widespread traits if they were not evolutionarily 

significant for survival.  However, others have contended that constructs like optimism are more 

integral to the evolution of human nature than pessimism (Peterson, 2000). 

In primitive settings where finding food and protecting against predators is necessary, a 

pessimistic attitude may be more adaptive.  Leahy (2002, pp. 304) used the following example:   

“If you think there is a tiger and you run, only to discover that there was no tiger, this produces 

only the sacrifice of the time and energy spent running.”  However, if you assume that you are 

not in danger and there is a tiger (false negative), you may end up a tiger’s meal.  By preparing 

for the worst scenario the primitive pessimist survives by predicting and avoiding possible 

threats.  Similarly, reflecting on past mistakes, or ruminating, might aid an individual in 

deciphering what went wrong and how to prevent it in the future.   

 These ideas may appear archaic to many in contemporary society; however, it is 

important to understand the origin, utility, and adaptability of current human qualities, like 

pessimism.  The presumed unwillingness to accept pessimism and its negative brethren and the 

active attempts to eliminate “psychopathology” may be in competition with years of human 

evolution.  Leahy (2002) has suggested a balance between pessimism and optimism, as both are 

strategies utilized to avoid risks, and both are needed to aid in adaptation.  He proposed the 

definition of pessimism as a negatively-biased evolved strategy, rather than a cognitive distortion 

to be altered. 
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Culture and Happiness 

 Some would argue that the obvious reason to negate the need for negativity is that it 

impinges on happiness.  The United States is founded on the right to the pursuit of happiness, 

and philosophers since Aristotle have debated the role of happiness in human life.  Likewise, 

research has also focused on how happiness is attained.  One construct often utilized as a 

measurement of happiness is subjective well-being (SWB), or how individuals judge their own 

positivity and life satisfaction. 

 The degree to which a nation, culture, or person emphasizes either individualism or 

collectivism may play a role in individual and group levels of reported happiness.  Individualistic 

societies place more value on individual wishes, while collective societies are based on what is 

best for the community over the individual.  Ahuvia (2002) examined the relationship between 

individualism, collectivism and SWB.  He suggested that SWB is increased when individuals are 

motivated by what they ‘want” to do (individualistic), rather than what they ‘ought’ to do 

(collectivistic).  Since collectivist societies are focused on fulfilling social obligations and roles 

over individual needs, they have lower SWB.  In fact, SWB as defined in United States 

mainstream culture may be an inaccurate measure of well being among individuals with more 

collective values.  

 In the context of the current study, this observation can be seen in a different light.  

People in the individualistic society of the United States that are pessimistic or negative may 

conform to social pressures to be positive.  Therefore, adhering to extrinsic motivations (i.e.   “I 

ought to be positive”) instead of being true to oneself may lower SWB or life satisfaction 

(Ahuvia, 2002).  The proposed pressure to be positive paradoxically acts like the collective 

responsibility of group solidarity or the approval of others. 
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 Ahuvia (2002) also stated that collectivist societies use social coercion to make 

individuals conform to group norms.  Again, the pressure to be positive can be seen in a similar 

fashion.  If individuals want to belong in the United States, they ought to be positive.  This 

coercion stands in opposition to the supposed individualistic nature of the United States.  This 

discussion does not aim to describe the United States as a collectivist society, as there are ways 

in which this country is purely based on the individual.  However, this distinction may not 

always be black and white. 

 While teaching, Ahuvia (2002) noticed that some students of collectivist societies seemed 

to place less value on SWB than students from individualistic societies.  If the pressure to be 

positive exists, the effects on people of different cultures, nations, and societies may be quite 

different.  These individuals may experience or react to the pressure differently.  For example, 

individuals from collectivist societies may be less likely to succumb to the pressure to be 

positive, as it may conflict with their valuing of the group over the individual.  It may be more 

important for them to maintain group solidarity than increase their personal feelings of positivity.  

In contrast, individuals from collectivist cultures may be more susceptible to social pressures.  

These distinctions remain unknown. 

 Another area of interest in happiness studies is the differences in SWB between nations, 

or what variables contribute to one nation being “happier” than another.  Research has found that 

SWB is strongly predicted by a nation’s wealth; however this relationship is not foolproof 

(Diener, Diener, & Diener, 1995).  Diener et al. (1995) found that Japan, a relatively wealthy 

nation, had low SWB compared to some poorer nations, like Colombia.  Diener et al. (2000) 

proposed that an inclination to be positive induced by cultural norms may account for national 

differences in SWB.  They hypothesized that positivity would predict overall life satisfaction at 

the individual and national level beyond objective measures, such as income, and that positivity 
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would correlate with how much people at both the individual and national level believe it is 

desirable to feel satisfied.  They sampled 41 societies and found that positivity predicted SWB 

and life satisfaction more strongly than income did, which may be indicative of a social 

desirability component in this research.  Positivity significantly correlated with the participant’s 

idea of ideal life satisfaction, which Diener et al. (2000) interpreted as evidence that cultural 

norms for life satisfaction might have some influence on an individual’s or a nation’s positivity. 

 Therefore, individuals may be influenced by what their society or culture dictates them to 

be, whether it is more or less positive.  People may rate their own life satisfaction based on how 

they believe the ideal person should be.  The implications this has for measurement error is 

astounding.  The positivity influence of culture may influence an individual’s responses to self-

report measures, especially those that measure global constructs.  

Effects on Psychological Measurement 

Most psychological research conducted relies on the ability of an individual to report 

inner psychological experience accurately.  Intriguing research by Shedler, Mayman, & Manis 

(1993) suggests that self-report questionnaires used in psychological research and practice are 

flawed.  Typically, such measures are used to distinguish “healthy” individuals from “unhealthy” 

individuals.  Shedler et al. (1993) found that within “healthy” groups there is a subset of 

individuals who are not actually healthy, but rather they defensively deny that anything is wrong.  

The authors termed this defensiveness illusory mental health.  Perhaps, societal encouragement 

to think more positively may cause people to defensively deny their problems because they feel 

like they are expected to be positive and healthy.  Shedler et al. (1993) hypothesized that their 

findings may account for research expounding positive illusions in the mentally healthy.  They 

asserted that positive illusions may be an artifact of poorly developed measures.  Research may 
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not be measuring what researchers are trying to measure because the pressure to be happy and 

self-confident inflates self-ratings of mental health. 

While an individual’s denial of his/her problems may be adaptive in some situations, the 

attempt to hide distress has psychological consequences as well as physiological costs.  

Participants with illusory mental health in Shedler et al.’s study (1993) showed higher levels of 

coronary reactivity than genuinely healthy or manifestly distressed subjects.  This difference was 

statistically significant, as well as being large enough to be considered medically significant.  

Therefore, psychological defensiveness may be related to numerous diseases, specifically 

psychosomatic illness.  Similarly, Watson and Pennebaker (1989) have found that individuals 

with high trait negative affectivity are not less physically healthy than individuals high in trait 

positive affect when health is measured objectively rather than by self-report.  It may not be 

pessimistic or negative thinking that leads to poor general health; rather, it is the feeling that one 

has to hide or cover-up negative feelings that leads to decreases in objectively measured health.   

Gross and Levenson’s (1997) research suggests that the inhibition of negative emotions 

does not lead to relief from the subjective experience of emotion.  Therefore, suppression does 

not necessarily increase positive feelings.  Other research (Brown et al., 1996; Weinberger, 

Schwartz, & Davidson, 1979) has also illustrated the negative effects of suppression and 

repressive coping on health.  Stanton, Danoff-Burg, Cameron, and Ellis (1994) found benefits to 

emotion-approach coping, a strategy where individuals cope with stress through emotional 

processing and expression.  They suggested that past research which has concluded that 

emotional expression is dysfunctional have used poor operational definitions of emotion-focused 

coping and faulty measures, i.e., coping measures confounded with psychopathology.  Findings 

from their research suggest that coping through emotional expression is adaptive in the 

management of stressful events, especially for women.  Other research (Austenfeld & Stanton, 
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2004) also attempted to rid emotion-based coping of its traditionally bad reputation of being 

associated with maladaptive outcomes. 

Implications and Conclusions 

Negativity may be as beneficial to some individuals as positivity.  In fact, both may be 

adaptive depending on the circumstances.  The crux of the current investigation is to counter the 

potential societal intolerance of negativity with the idea that the negative should not always be 

seen so negatively.  Discussing this topic becomes difficult in terms of semantics.  Pessimism, 

depression, and disenchantment are terms with negative connotations.  However, it is hoped that 

these qualities not be deemed undesirable because of their association with negativity.  Research 

and personal experience indicate that being negative is not always as detrimental as expected.  

The challenge of seeing the negative as constructive is destined to be difficult.    

Psychology has tried to gain distance from seeing individuals as faulty or sick from 

psychopathology.  However, some tenets of positive psychology may have strayed too far to the 

other side.  By potentially ignoring negative qualities in individuals and focusing solely on 

positive traits and strengths, positive psychology may not acknowledge the existence of 

unhappiness. An undeniable truth is that most individuals experience unhappiness and negative 

moods.  The proposed theory suggests that viewing maladies as obstacles that build character 

may be more useful.  Teaching individuals that are "un-positive" that positivity is the only and 

most desired way to be could be detrimental.  In psychology and society in general, this potential 

overemphasis on positivity may be doing more harm than good.     

Held (2002) did not suggest that we should openly whine about all of the negative things 

we experience, rather she and others (Stanton et al., 1994) advocated productive emotional 

expression, meaning that individuals should feel able to experience and express all types of 

emotions when it is not destructive.  Bohart (2002) stated that negativity can be functional.  He 



 

 21

described depression and other psychopathology as an individual’s way of coping.   Combating 

an individual’s general coping strategy, however pathological it may seem, may deter the course 

of psychotherapy.  Perhaps clinicians should individualize treatment depending on how a client 

tends to cope, instead of immediately opposing any negativity.  It may be more important to 

teach self-awareness, self-acceptance, and use client-tailored strategies, rather than attempt to 

separate individuals from their comfortable, automatic way of thinking.  This method lies in 

contrast with cognitive-behavioral psychotherapy, which aims to eliminate specific negative 

automatic thoughts. 

For example, Hayes, Strosahl, and Wilson (1999) developed Acceptance and 

Commitment Therapy (ACT) to counteract current mainstream clinical psychology’s assumption 

that a healthy normality exists and any abnormality is a disease.  ACT assumes that suffering is a 

universal human experience, and people who suffer have an opportunity to learn from their 

experiences in therapy.  Hayes et al. (1999) stated that it is psychologically healthy to experience 

bad feelings as well as good feelings.  Some individuals often attempt to avoid negative 

emotions, such as depression or anxiety, because of the societal message that successful living 

only comes when bad experiences are eliminated.  However, ACT teaches clients to accept 

things that cannot or need not change (internal experiences), in place of emotional avoidance, 

and change things that can be changed (behavior).  Acceptance of automatic responses resolves 

the inner struggle to reduce negative thoughts or emotions by allowing an individual to 

experience their private world without judgment.  Similarly, Carl Rogers emphasized, to 

therapists and clients alike, the importance of the empathic awareness of all feelings and 

experiences (Tudor & Worrall, 1994). 

Psychotherapy and other mental health treatments often attempt to increase self-

awareness, a construct that has been found to be associated with negative affect and depression 
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(Duval and Wicklund, 1972; Mor & Winquist, 2002; Woodruff-Borden, Brothers, & Lister, 

2001).  The value that processes like psychotherapy place on self-awareness may compete with 

the societal pressure to be positive.  Therefore, some individuals in therapy may have difficulties 

reconciling negative feelings that result from increased self-awareness with this pressure.  

Individuals susceptible to this pressure may deny their problems, forsaking increased self-

awareness.  In turn, this may have negative effects on their subjective well-being, physical 

health, and success in psychotherapy.   

A balance may exist between the poles of positivity and negativity, in that both are 

necessary, and both may have costs and benefits across individuals.  This idea is reflected in   

contemporary (Held, 2002) and evolutionary (Leahy, 2002) perspectives.  Neimeyer (1995, p. 

166) stated that even “research within the cognitive-behavioral tradition now suggests that 

negative thinking might not be negative in its consequences.”  However, as Held’s (2002) theory 

has suggested, the current societal trend tends to minimize negativity.  If depression were 

stripped of some of its negative connotations, depressed individuals may feel a decreased 

impulse to cover up or deny their negative feelings, which may aid in treatment of depressive 

symptoms.  Some individuals, such as defensive pessimists, may perform better using 

pessimistic strategies.  The proposed positive tyranny, trends in positive psychology, and Shedler 

et al.’s (1994) research on illusory mental health may all be related. 

 The existence of a pressure to be unrelentingly positive and happy in our society has 

implications for psychotherapy research and practice.  Langer and Abelson (1974) found that 

when clients initially discussed negative thoughts, the therapist tended to have more negative 

expectations and focused on what was wrong with the client.  It is easy to imagine the ubiquitous 

labeling bias possible if this “meta-negativity” was a consequence not only of specific theoretical 

orientations but also of society at large.  The Diagnostic and Statistical Manual for Mental 
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Disorders, fourth edition (DSM-IV; American Psychiatric Association, 1994) criteria themselves 

may be affected by what this study proposes.  Perhaps social isolation is less a function of 

depression and more a result of individuals alienating themselves for fear that others will not 

want to keep company with someone lacking prerequisite positivity.  This may suggest the 

possibility of alternative perspectives on mental disorders. 

Psychology should not become so isolated that it does not account for societal effects, no 

matter how difficult these may be to measure.  Social psychology continues to be a burgeoning 

field; however, there remains a lack of connection between psychological and sociological fields.  

Societal context is very rarely considered a variable in clinical psychological research.  Perhaps 

this in itself is an artifact of the United States doctrine of individualism, which attributes more 

control to individual variables than communal variables. 

 The purpose of the following study was to determine whether or not the social pressure to 

be positive exists in college students’ subjective experience.  Specifically, how do individuals 

who vary in levels of optimism, social desirability, and depressive symptoms perceive this 

pressure and how do they experience subsequent effects and consequences?  The grounded 

theory approach, a qualitative method of data analysis, was used to identify and describe the 

proposed phenomena.  In this case, data was gleaned from multiple focus groups.  Grounded 

theory entails developing a theory inductively from qualitative data (Glaser & Straus, 1967; 

Strauss & Corbin, 1990).  This method was chosen due to the lack of previous research in this 

area.  Also, this type of data analysis is preferred when the goal is to understand a social 

phenomenon in terms of an individual’s personal experience.  It was hypothesized that data 

collected from participants in the study would substantiate Held’s (2002) theory about the 

tyranny of the positive attitude in America.  
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METHOD 

General Study Design 

 Prior to data collection, the University Institutional Review Board for the Protection of 

Human Subjects approved the current study.  The study was completed in two phases.  During 

the first phase, participants completed demographic questionnaires, as well as several 

psychological measures.  Participants also reported whether or not they were interested in being 

considered for second phase participation.  From this group, the second phase participants were 

selected based on scores on measures.   

 After excluding participants with more extreme depression scores, four focus groups 

were created based on optimism and social desirability scores.  Participants who met criteria for 

each group were invited to participate.  The first group was created based on low optimism and 

low social desirability scores; the second group was created based on high optimism and high 

social desirability scores; the third and fourth groups were created based on midlevel scores on 

both optimism and social desirability. 

 Participants for the first phase were electronically recruited through the psychology 

department’s website for students interested in receiving extra-credit in undergraduate 

psychology courses.  Potential participants signed up for timeslots via internet where they also 

received information about time and location of the study.   The participants had the opportunity 

to earn extra credit in college courses for participating.   

 Participants in the first phase and second phase of the study completed an informed 

consent form that detailed their rights as participants to withdraw from the study at any time, as 

well as described the purpose, potential costs and benefits, and procedures for confidentiality.  

As an additional part of the informed consent in the first phase of the study, participants were 

given the opportunity to express interest in participating in the second phase, which involved 
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being a member of a focus group, by providing their initials and contact information.  In order to 

maintain participant confidentiality, contact information for participants was kept separately 

from corresponding measures (which did not contain any identifying information).  All 

participant data was kept in a locked research laboratory, accessible only to the primary 

researcher.   

First Phase Participants 

 Ninety-nine participants completed the first phase of the study.  These participants 

completed questionnaires and were given the opportunity to participate in focus groups for the 

second phase of the study.  First phase participant demographic information is presented in Table 

1.  There were 17 males and 82 females that participated.  The sample ranged in age from 18 to 

54 years (M = 21.71, SD = 6.66), with the majority of participants being age 21 or younger 

(77.8%), female (82.8 %), American (84.8%), Caucasian (58.6%), single (70.7%), and having no 

children (88.9%).  More detailed demographic information is available in Table 1. 

 The general psychological history reported by participants in the first phase of the study 

is presented in Table 2.  The majority of the participants reported experiencing depression (in 

general) once or twice (36.4%) or several times (34.3%).  Twenty-two percent of the sample 

reported never experiencing depression.  Most of the participants (87.9%) reported that they 

were not currently depressed.  Similarly, the majority of the sample reported never being 

diagnosed with depression (87.9%), never taking medications for depression (82.8%), never 

being involved in therapy for depression (68.7%), and never being in inpatient treatment for 

depression (98%).  Only 4% and 1% of the participants report currently taking medications for 

depression or currently being in therapy for depression, respectively.  Reported family history 

showed that 62.6% of the sample reported no parental history of depression, while 23.2% 
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reported that one or both of their parents have a history of depression, and 14.1% reported that 

they do not know whether or not their parents have struggled with depression.   

First Phase Measures 

Demographics 

  Participants completed a short questionnaire, which included age, gender, race/ethnicity, 

and socioeconomic status, among other demographic variables.  A brief psychological history 

was also collected to assess past diagnosis and treatment of depression.  This information was 

used to describe the sample. 

Social Desirability 

  Participants completed the Marlowe-Crowne Social Desirability scale (MCSD; Crowne 

& Marlowe, 1964) to assess their susceptibility to social influence.  This scale has been found to 

measure the underlying construct of need for approval.  The 33 items describe either desirable, 

uncommon behaviors (e.g., being a good listener) or undesirable, common behaviors (e.g., being 

jealous of others).  Individuals indicated whether an item is true or false of their own behavior.  

Scores can range from 0 to 33 with higher scores indicating a higher need for approval.  Samples 

using this scale have reported alpha coefficients between .73 and .88 (see Paulhus, 1991 for 

review).  The present study had an alpha of .80. 

Coping Style 

  Participants completed the Life Orientation Test-Revised (LOT-R; Scheier, Carver, & 

Bridges, 1994), which is used to measure dispositional optimism and pessimism.  Individuals 

indicated on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree) the 

extent of their agreement with each of ten items.  Three items assess optimistic attitudes and 

three items assess a pessimistic attitude.  The remaining four filler items are not used in scoring.  

Representative items include, “In uncertain times, I usually expect the best and   hardly ever 
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expect things to go my way.”  Items assessing pessimism are reverse scored, and the six nonfiller 

items are summed to produce an overall score.  Higher scores are indicative of more optimistic 

outlooks.  Cronbach’s alpha typically runs in the high .70s to low .80s (Carver & Scheier, 2003; 

Norem, 2002).  The present study had an alpha of .77. 

Emotional Approach Coping 

 Participants completed the Emotional Approach Coping measure (Stanton, et al., 1994), 

which measures the extent to which individuals cope through acknowledging, understanding, and 

expressing emotions.  Individuals indicated on a 5-point Likert scale ranging from 0 (not at all) 

to 4 (very much) how much they perform emotional approach coping behaviors when 

experiencing stress.  A high score indicates that an individual is more likely to utilize emotional 

approach coping in stressful situations.  A sample item is “I felt free to experience and express 

my emotions.”  This scale was used because it has been found to be uncontaminated by 

psychopathological content (Stanton et al., 1994).  The present study had an alpha of .87. 

Center for Epidemiological Studies-Depression 

  Participants completed the Center for Epidemiological Studies-Depression scale (CES-

D; Radloff, 1977), which measures the severity of self-reported depression in adolescents and 

adults.  Individuals indicated on a four-point scale of severity, ranging from 0 to 3 how much 

they have experienced 20 symptoms of depression in the past week.  The CES-D is scored by 

summing the ratings for each of the 20 symptoms, and total scores can range from 0 to 60.  Four 

items are reverse scored.  A high score indicates that an individual is experiencing a higher 

number of depression symptoms.  The ranges previously suggested are: below 16 

(nondepressed), 16 to 20 (mildly depressed), 21 to 30 (moderately depressed), and above 30 

(severely depressed; Devins & Orme, 1985).  Previous research (Weismann, Sholomskas, 
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Pottenger, Prusoff & Locke, 1977) has found the CES-D to have an internal consistency of .85.  

The present study had an alpha of .91. 

Second Phase Participants 

 The primary researcher contacted potential participants for each focus group by phone or 

e-mail according to each participant’s expressed preference.  More participants were recruited 

than needed for each group, as it was assumed that there might be scheduling conflicts and/or 

participant attrition.  If contacted participants reported that they were not interested in the second 

phase of the study, additional participants were recruited.  Due to no shows and attrition, the 

number of participants in each group varied from 3 to 7 individuals. 

 Each focus group was composed of a homogenous subset of participants selected based 

on scores for optimism, social desirability, and depression.  This selection process is elaborated 

in the procedure section.  Placing participants with similar scores on these scales in the same 

focus groups was an attempt to insure that individuals would feel less pressure to conform to 

their peers who differ on these dimensions.  For example, in a heterogeneous focus group, 

individuals who are more pessimistic may feel inclined to agree with their optimistic 

counterparts.  This method also satisfied Glaser and Strauss’ (1967) notion of theoretical 

sampling, which involves choosing initial and subsequent groups that differ based on logic and 

previous evidence (i.e., concepts from literature or experience) that may relate to an emerging 

theory.  These criteria, however, are provisional, as they do not yet have relevance to the theory 

that will evolve from the data.  This flexibility prevents the limiting of amount and type of data 

and allows the researcher to obtain dense and varying concepts for a developing theory (Strauss 

& Corbin, 1990). 

Procedure 
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In the first phase, small groups of 10-20 participants completed informed consent forms 

and were asked to complete a demographic questionnaire as well as the MCSD, LOT-R, 

emotional approach coping measure, and CES-D.  After the first phase of data collection was 

complete, scores from measures were entered twice into an SPSS database by the primary 

researcher and a research assistant.  These databases were then compared to each other and 

original data sources to insure accurate data entry.  Responses that were difficult to interpret 

were discussed and agreed upon by consensus.  Missing data (i.e., responses omitted by 

participants and/or researcher) were also accounted for through interpolation comparing missing 

participant responses with similar responses.  After cleaning the data, total scores for each scale 

were calculated, with appropriate item scores reversed.   

For the second phase of the study, participants who did not express interest in focus 

group participation were filtered out of the database (n = 28).  Next, participants who scored 

above 31 on the CES-D were disregarded for future participation due to potential contamination 

of results by more severe psychopathology (i.e., severe depression; n = 13).  These individuals 

were dropped from the sample in order to rule out depression severity as an explanation of 

results.  The cutoff for these scores was determined from previous research which suggests that 

scores above 30 indicate individuals who are severely depressed (Devins & Orme, 1985).  Total 

scores on the MCSD and LOT-R were converted into z-scores and transformed by adding 10 in 

order to remove negative scores, which were subsequently multiplied to yield comparable scores 

for focus group composition.  Scores on the measures were used to assign interested participants 

to four focus groups.  The participants with the lowest product of MCSD and LOT-R z-scores 

were invited to participate in the first focus group.  The participants with the highest product of 

MCSD and LOT-R z-scores were invited to participate in the second focus group.  A median 

split was performed to create two middle range groups of participants for the third and fourth 
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groups.  Participants below the median product of MCSD and LOT-R z-scores were invited to 

participate in the third group, and participants above the median product of MCSD and LOT-R z-

scores were invited to participate in the fourth and final focus group. 

Focus groups are structured, facilitated discussions of a series of predetermined open-

ended questions, which can be followed by spontaneous prompts and probes seen as necessary 

and appropriate by the moderator.  Focus groups are a preferred technique when the research 

question is driven by the goal of identifying and describing individuals’ perceptions and 

experiences.  The primary researcher moderated discussions about the participants’ experiences 

and thoughts concerning the proposed societal pressure to be positive. The primary researcher, 

who led all four focus groups, had received previous training in moderating focus groups from 

direct observation of focus groups, role-playing, and focus group training manuals. 

Each focus group was held in a generic classroom with chairs placed in a circle with the 

moderator and assistant moderator seated across from each other.  At the beginning of each focus 

group session, each participant completed an informed consent form and was invited to have 

refreshments before the group started.  Once all members had arrived and were seated the 

moderator introduced herself and laid out “ground rules.”  The moderator explained the purpose 

and procedure of focus groups.  Participants were asked to respect each other’s confidentiality 

and right to disagree, and they were encouraged to be open and honest about their own opinions.  

After brief introductions, the moderator began the discussion with an open-ended general 

question.   

The moderator guided the discussion, using predetermined questions and probes.  The 

assistant moderator took notes on group process, noted behavioral observations, operated the 

tape recorder, and timed the discussion.  Each group lasted between 45 and 90 minutes 

depending on the number of focus group members and depth of discussion.  Each focus group 
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met once, each held in the in the same location, on the same day and time for one month over 

four consecutive weeks.  Each participant received additional extra-credit for their time.  After 

each focus group the moderator and assistant moderator debriefed together, expressing each 

other’s perceptions of the discussion group, and making notes for future focus groups. 

 Each focus group was recorded on audiocassette by one tape recorder to ensure a 

comprehensive record of the sessions.  The audiotapes were transcribed verbatim by the primary 

researcher and research assistants using a transcription machine.  The audiotapes were kept in a 

locked research laboratory accessible only to the primary researcher and two research assistants.  

This qualitative data was analyzed using the sociological grounded theory approach to qualitative 

data analysis (Glaser & Strauss, 1967; Strauss & Corbin, 1990).  Initially, coding was completed 

by hand; however, the majority of coding was completed using the qualitative data analysis 

software package, N6. 

Overview of Analyses 

 Grounded theory was chosen as the research method for this study because this area of 

study is relatively unexplored in current psychological research; this method acted to ground 

Held’s (2002) theory in data.  However, due to logistical constraints, some of the procedures for 

grounded theory were not adhered to rigidly.  Specifically, Corbin and Strauss (1990) prefer that 

data analysis begin as soon as the first bit of data is collected.  By collecting additional data after 

initial coding, gaps in the emerging theory may be filled through theoretical sampling.  Although 

this was not done formally through the use of simultaneous coding and collection, the researcher 

used responses from each focus group to tailor the questions and probes for the following groups.  

Another attempt to account for theoretical sampling was the creation of groups based on scores 

on psychological measures, which aided in gathering distinct information about the topic from 
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varying groups.  The remaining canons set by Corbin and Strauss (1990) were followed more 

rigidly.  

Open Coding 

 The initial step of coding in grounded theory is termed open coding, whereby the 

transcript data are closely examined and compared.  The current study used line-by-line analysis 

of the data in order to break down (i.e., “fracture”) the data to identify attributes of emerging 

phenomena, as that has been suggested to yield the most generative results (Strauss & Corbin, 

1990).  Each separate incident or spoken idea was given a descriptive conceptual label.  Similar 

concepts were grouped together and placed in more abstract categories.  In accordance with the 

data, these categories were also given properties and dimensions, which aided in providing a 

more detailed description of each category.  Unrelated concepts were compared with previously 

determined categories and placed in new categories.  If applicable, some data were placed in 

multiple categories.  The categories created during open coding were considered provisional.   

Reflective memos and code notes to be referred to in later coding were created and revised 

throughout this process.  Open coding ended when each transcript was coded and no new 

categories emerged.  Strauss & Corbin (1990) term this “theoretical saturation”, when additional 

analysis does not yield new contributions. 

Axial Coding 

 Original categories were integrated into higher-level abstract concepts, i.e., fewer 

categories, and subcategories based on similarities and/or connections between them.  Axial 

coding refers to the process of understanding the relationships between categories and 

subcategories using the paradigm model proposed by Corbin and Strauss (1990).  This model 

suggests that high level categories (phenomena) be related to subcategories in terms of their 

causal conditions, context, action strategies, intervening conditions, and consequences for the 
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phenomena.  During this stage, original data, memos, notes, and tentative categories that were 

created previously were reviewed multiple times to verify emerging hypotheses. 

Selective Coding 

 In the final phase of selective coding, a story line, or theory, emerges from the 

relationships between categories.  A core category was selected that reflects and integrates the 

central idea of categories and phenomena that have been previously identified.  The theory that 

formed was validated against original data and other coding materials.  The relationships 

between categories, as well as individual responses, were examined.  Data that did not fit the 

theory was used to adapt the theory or determine alternative explanations. 
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RESULTS 

Group Profiles 

 Comparative profiles of the focus groups are provided in Tables 3, which present means 

of ages and scores on psychological measures for each focus group and the first phase sample.  

The order of the groups was prearranged based on theoretical sampling.  The first focus group 

included individuals with low MCSD scores and low LOT-R scores, relative to the rest of the 

sample.  It was predicted that these individuals would be most likely to be aware of and affected 

by the proposed pressure to be positive. 

 Detailed profiles of focus group 1 participants are provided in Tables 4 and 5.  Group 1 

consisted of 7 American females, with age ranging from 18 to 21 (M = 19.29, SD = .96).  The 

majority of the group’s participants were Caucasian (71.4%) and single (85.7%).  Over two 

thirds of the group reported experiencing depression in the past (85.7%), although none reported 

being currently depressed.  None of the group members reported ever being diagnosed with 

depression, nor did they report taking medications for depression.  Only one participant in group 

one reported ever being in therapy for treatment of depression.  Over half of participants denied a 

parental history of depression (57.1%). 

 The first group appeared to be cohesive and interactive, and rapport was easily 

established between the moderator and group.  Members actively discussed topics and there was 

significant agreement and laughter throughout the discussion.  Disagreements were handled 

politely and respectfully.  Most members were talkative and provided answers and opinions to 

the majority of the questions.  Two members appeared more shy; therefore, the moderator 

attempted to be more direct in questioning those individuals.  When asked, more shy members of 

the group provided their comments without hesitation.   In contrast, the moderator had to 
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occasionally redirect the discussion when several group members digressed or dominated the 

conversation.  

 Detailed profiles of focus group 2 participants are provided in Tables 6 and 7.  The 

second group was composed of individuals who scored high on the MCSD and LOT-R.  There 

were 6 group members, 5 females and 1 male, with age ranging from 19 to 42 (M = 25.67, SD = 

8.57).  The majority of the group’s participants were Caucasian (66.7%) and single (66.7%).  As 

in the first group, a majority of group two members reported experiencing some level of 

depression in the past (83.4%), although none reported current depression.  In contrast to the first 

group, two members of group two reported either having been diagnosed with depression, taken 

medications for depression, or been involved in therapy for depression; however, no group 

members reported current medication or therapy for depression.  A majority of group two 

members denied a parental history of depression (83.3%). 

 The second group mirrored the first in terms of behavioral observations and group 

process.  Most of the group members were talkative, respectful, and attentive, despite two group 

members arriving late.  As in the first group, shy members and dominant talkers were easily 

directed by the moderator. 

 Detailed profiles of focus group 3 and 4 participants are provided in Tables 8 through 11.  

The third and fourth groups were made up of individuals who scored in the middle range of the 

MCSD and LOT-R.  The first three focus groups were asked similar questions and probes.  The 

fourth and final group was asked to explain the responses of previous groups, as well as give 

their own answers to similar questions.  Groups three and four were composed of 3 and 4 

females respectively.  The age range of group three was 19 to 51 (M = 30.67, SD = 17.67); the 

age range of group 4 was 18 to 19 (M = 18.5, SD = .58).  The demographics of these groups 

were similar to previous groups. 
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 The last two groups were notably smaller than the first two groups.  Their small size may 

have been due to the length of time that had elapsed since the first phase of the study or the 

nearing of the end of the school semester.  These small groups, especially the third group, were 

somewhat shorter in length than previous groups.  Because of the small size, each member was 

able to answer each question; however, the amount of discussion that followed questions and 

probes was limited.  During the last group, two members appeared to be escalating into a heated 

debate; however, the moderator quickly diffused the situation by validating both members point 

of view and changing the subject.  Throughout all groups rapport was easily established between 

moderator and group members, and many group members expressed an interest in the topics and 

enjoyment in their participation. 

Descriptive Statistics and Correlations 

 Descriptive statistics of psychological measures used in the study for both first and 

second phase participants are presented in Table 3.  As expected from the planned composition 

of focus groups, the first focus group had significantly lower scores on the MCSD (M = 10.29, 

SD = 2.29) and LOT-R (M = 18.14, SD = 1.95) than other groups, and the second focus group 

had significantly higher scores on the MCSD (M = 21.67, SD = 1.86) and LOT-R (M = 25.83, 

SD = 2.93) than other groups.  The MCSD and LOT-R scores for groups three and four lie in the 

middle of the first two groups.  The EAC and CES-D were not utilized in the formation of focus 

groups.   

 Demographic and depression history variables were unassociated with focus group 

participation according to Pearson product-moment correlational analyses, which were computed 

after converting categorical variables into dummy variables.  Therefore, correlations between 

demographic variables for the entire sample are assumed to approximate those for the smaller 

group of focus group participants.  Analyses of variance (ANOVAs) were computed to 



 

 37

determine whether participation in focus groups was related to scores on psychological 

measures.  Focus group participation (i.e., whether or not a participant was a member of a focus 

group) was used as the independent variable, and the mean score for each measure was the 

dependent variable.  There were no significant differences on mean scores of measures (MCSD, 

F (1, 97) = .07, p = .80; LOT-R, F (1.97) = .84, p = .36; EAC, F (1, 97) = 2.07, p = .15; CES-D, 

F (1, 97) < .01, p = 1.00) between those that participated in focus groups and those that did not.   

 For the entire sample, Pearson product-moment correlations were computed between 

demographic and measured variables to explore relationships between variables.  Categorical 

variables with a low frequency of responses were recoded to allow for more meaningful 

relationships.  For example, Nationality was recoded into two categories; American and non-

American, and Ethnicity was recoded into Caucasian and non-Caucasian.  Some relevant 

significant correlations found among variables are presented in Table 12 through 15. 

 A number of significant relationships were found among depression history variables, 

which would be expected.  Unexpectedly, gender was not significantly associated with 

depression variables.  This finding may be related to the disproportionate number of female to 

male participants.  Scores on the CES-D were highly correlated with reports of current 

depression (r = .70, p < .001).  Individuals who reported being depressed in the past, were more 

likely to report being currently depressed, having a past diagnosis of depression, and taking 

medications for depression in the past (r = .31, p < .01; r = .38, p < .001; r = .32, p < .01, 

respectively).  Likewise, a reported diagnosis of depression was associated with a history of 

taking medications for depression (r = .73, p < .001), and currently taking medications for 

depression (r = .24, p = .02).  Past psychotherapy for depression was significantly correlated with 

taking medications for depression (r = .27, p < .001).  Finally, as expected, a history of taking 

medications for depression was significantly associated with a reported history of inpatient 
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psychiatric hospitalization for depression (r = .32, p < .01).  Interestingly, but not surprisingly, 

individuals who reported that their parents had a known history of depression were more likely 

to have their own history of depression than individuals who denied or did not know their 

parental depression (r = .34, p < .01), and to have their own past diagnosis, past and current 

medication use, psychotherapy, and inpatient hospitalization for depression (r = .33, p < .01; r = 

.41, p < .001; r = .28, p < .01; r = .21, p = .04; r = .26, p < .01, respectively).   

 Age of participant was significantly positively correlated with taking medications for 

depression in the past (r = .32, p < .01), currently taking medications for depression (r = .44, p < 

.001), and being involved in psychotherapy for depression in the past (r = .22, p = .03).  Older 

individuals may be more likely or have more opportunity to pursue psychological services than 

younger individuals; however, these results should be viewed with caution as the mean age of 

participants was 21.11 years old.  Also, the distribution of age is positively skewed due to low 

frequency outliers of participants that are older than 25 years old.  Only 12 participants report 

being older than 25 years old, while 87 participants report being younger than 25 years old. 

 Involvement in any committed relationship was positively associated with a reported 

history of depression (r = .24, p = .02), and taking medications for depression in the past (r = .32, 

p < .01).  Individuals in committed relationships were also more likely than single individuals to 

score high on the EAC (r = .21, p = .03), indicating that they are more likely to use emotional 

approach coping.   Individuals who use emotional approach coping may be more successful in 

relationships because they are more likely to communicate their emotions to their partner.  

Individuals who have children were more likely to endorse having taken medications for 

depression in the past (r = .27, p < .01), as well as currently (r = .25, p = .01).  Although these 

parents appear to report utilizing treatment for depression, they also were more likely to score 

high on the LOT (r = .26, p = .01), indicating a more optimistic predisposition.  The associations 
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of relationship status and having children with depression variables may be related to the 

previously discussed correlations with age, as older individuals are also more likely to be in 

committed relationships and have children. 

 Interestingly, participant’s reported nationality was negatively correlated with a report of 

ever being depressed (r = -.32, p < .01), meaning that individuals who are non-American were 

less likely to report ever experiencing depression.  Scores on the MCSD were positively 

correlated with nationality (r = .22, p = .03), meaning that non-Americans were more likely to 

score higher on social desirability. 

 A history of inpatient hospitalization was negatively associated with high social 

desirability scores on the MCSD (r = -.23, p = .03), which may indicate that individuals low on 

social desirability are either more likely to endorse a history of hospitalization or are more likely 

to be admitted to an inpatient hospital.  A past history of being depressed was also negatively 

associated with high social desirability (r = -.26, p = .01) and optimism scores (r = -.23, p = .02).  

Current depression was significantly negatively correlated with optimism (r = -.33, p < .01), and 

being in therapy was negatively associated with higher scores on the LOT   (r = -.22, p = .03).  

Individuals who are optimistic may be less likely to experience or report depression, and may be 

less likely to engage in personal psychotherapy. 

 There were also several significant correlations among measures used in the study.  As 

expected, social desirability was positively associated with optimism (r = .37, p < .001), and both 

were negatively associated with high CES-D depression scores (r = -.28, p < .01; r = -.59, p < 

.001, respectively).  These relationships may indicate that individuals with a high need for 

approval and/or high optimism may subjectively experience or be less likely to report symptoms 

of depression.  Finally, high optimism scores were associated with high scores of emotional 
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approach coping (r = .28, p < .01).  Scores on the MCSD and CES-D were not significantly 

associated with scores on the EAC. 

Theoretical Analyses: Grounding the Theory 

 The end goal of grounded theory analysis is to extract a theory or story line directly from 

the data that explicates a pattern of behavior around a core category.  Figure 1 is a categorical 

representation of the theory that emerged from the qualitative data of the focus groups.   The 

basic theory that emerged from the qualitative data concerned general emotional expression.   

Participants generally centered their discussion of positivity and negativity on personal and 

social views of emotionality.  Across focus groups, participants agreed that specific 

circumstances and consequences determine their own and other individuals’ level of open 

expression.  The valence of emotion, i.e., whether it is judged to be positive or negative, 

appeared to be secondary to the basic rules of emotional expression.  The social pressure 

participants described in the current study seems to be two-fold in nature.  On one hand, 

participants described the general tendency to promote positivity over negativity based on 

potential circumstances and consequences.  On the other hand, participants reported that there 

are generic limits of socially accepted expression of any emotion.  In essence, participants laid 

out rules and standards by which to express and react to either positive or negative emotions.  

The participants’ intricate descriptions of how and when to express various subjective 

experiences provide insight into social pressures that affect many interpersonal interactions.  

Authentic emotional expression appears to be based on a variety of factors. 

Core Category 

 The core category is the main theme, which sums up individual experiences, processes, 

and patterns of behavior that were derived from the data, and it also holds relevance to the 

phenomenon being studied.  It is the central phenomenon around which all other categories are 
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organized by the paradigm model proposed by Strauss and Corbin (1990).  The core category 

should be easily understood and must encapsulate and provide a summary for the important 

categories that have emerged. 

 In this study, a core category was developed that best encompassed the data and 

addressed the initial research question concerning the presence of a pressure to be positive. 

“Enacting Expression” was decided upon by the primary researcher as the core category to 

explain the mechanism by which a social pressure to be positive is enacted.  Enacting Expression 

refers to how, when, and to what extent an individual expresses him/herself.  Expression refers to 

feelings, thoughts, attitudes, and behaviors projected outward from one individual to another.  

These expressions typically appear to be verbalized or enacted physically.  This label does not 

refer to inward expression, or “self-talk.” Expressions may be verbalized responses, statements 

or inquiries, or nonverbal behavior that are either positive or negative in nature. The majority of 

participant responses referred to emotional expression; however, some responses implied 

disclosure of a general, nonemotional nature.  The enactment of emotional expression is 

subjectively experienced as a choice, which an individual bases on several personal, social, and 

contextual factors.  

 As depicted in Figure 1, the Enactment of Expression is dependent on several intervening 

conditions, including the environment (Public/Private), agent of expression (Self/Other), and 

type of expression (Positive/Negative).  Expression also takes place in specific contexts of 

relationships and specified settings.  Participants in the study enumerated a number of strategies 

individuals may utilize that may vary according to the context of expression, which may entail 

either self-expression or reactions to another individual’s expression.  Finally, participants 

explained potential consequences of varying degrees, strategies, and types of expression, which 

are contingent on context.  This groundwork of the theory will be elaborated in the next section, 
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using excerpts from focus group transcripts to illustrate main points from the exact words of 

participants. 

Elaboration of Theory 

 In this section, an explanation will be provided regarding how the interaction between 

intervening conditions, context, strategies, and consequences impact the Enactment of 

Expression.   This interaction will be illustrated further using the participants’ own voices from 

the focus group transcripts.  Each portion of transcript will be labeled as to in the group which 

the response occurred.   

 When participants were asked to respond to questions concerning emotional expression, 

the type of emotion was not always specified.  However, when asked later by the moderator, 

participants reported that they initially associated questions about emotional expression with 

negativity or subjectively distressing emotions.  Therefore, general statements about emotional 

expression may be assumed to be regarding negative emotions, unless otherwise specified by 

either discussion provided or a specific excerpt’s text. 

Intervening Conditions 

 Public/Private.  Most participants agreed that genuine expression is limited to private 

settings because it is discouraged in public settings.  This dimension describes the comfort level 

individuals experience in terms of expression.  While participants acknowledged the importance 

of expression in general, they often referred to a specific “time and place” where it should occur. 

 I mean it’s better to be emotionally expressive than not show any emotions because that’s 
just holding everything in, so, I think the best is knowing when to be emotional and when 
not to.  (Group 2) 

   
 You know there is a time and place I think to really show it, but I don’t think you should 

really keep it in either.  You know, if you are really really upset I think you really should 
show emotion, but like everyone said, there is a time and place to do it.  (Group 2) 

  
 . . .in public places, like if you’re at work or you’re in class.  It’s just not a good place 

where you should [express emotion.] (Group 2) 
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I’ve learned that it’s inappropriate to be like crying during the day, in front of everybody.  
. .I mean, nobody would do that, I mean it’s not something that a person would do. Not 
unless you were really upset about it, something just happened like, you wrecked your 
car. But I mean, if something’s really bothering you, it seems like as a society you pull 
back, so you don’t look inappropriate.  (Group 4) 
 
So, I think in your personal life or your private life, I think it’s more ok to relax and be 
who you are, but when you’re out in public, I think people more or less expect you to be 
on the more positive/happy side.  (Group 2) 
 

Interestingly, participants reported that rules of where to express oneself can be lenient in 

extreme situations, when expression is out of an individual’s control. 

But sometimes you just can’t help it, like if something is really bothering you, you just 
can’t help it.  (Group 2) 
 
. . .but if you’ve just been holding it in and just burst, its not like you can help it.  (Group 
2) 
 

Participants negatively evaluated individuals that violated the rule of emotional expression’s 

private nature. 

Someone that just starts throwing stuff because they are mad at their teacher that she gave 
them a bad grade or something I think that the first thing that comes into people’s mind, 
is that “Wow that person is like, psycho or something.”  (Group 2) 
 
Self/Other.  In addition to rules of appropriate setting in which expression belongs, 

participants in focus groups explained that views of expression varied based on who was the 

locus of expression.  They shared different beliefs about their perceptions of their own 

expression as opposed to someone else’s expression.  Participants described some differences in 

terms of how they respond to another person’s emotional expression.   

I like to listen to other people, if they are having a hard time then I’ll sit down and listen . 
. . everyone needs someone to listen to them.  (Group 1)  

  
 I feel sympathetic and I try to listen.  I don’t really try to talk that much, I try to listen.  

And I try to reassure them, if they are being pessimistic.  (Group 2) 
 
In contrast, some participants reported negative reactions to another’s disclosure. 
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 I have friends that are really, really happy all the time just whew. . .and really, really 
expressive with their emotions and you kind of, it drains me when they are that way 
because I can only put up with so much.  (Group 1) 

  
 I think it gets pretty annoying.  (Group 1)  
 
One reason participants reported that they feel negatively about another person’s disclosure is 

that it caused them to reflect on their own mood or emotion. 

If I’m in a good mood then [an expressive friend is] going to find something to say to put 
me in a bad mood or if I’m in a bad mood she’s going to put me in a worse mood.  
(Group 1) 

  
 I guess it depends on how I’m feeling at the time.  If I’m upset, I don’t really want to hear 

about them being upset.  I mean, seriously, I  have my own problems.  If I’m in a pretty 
good mood, I l listen and I’ll be more sympathetic.  (Group 1) 

 
It appears that participant reactions to disclosure were dependent on frequency and degree of 

disclosure.  For example, one participant in Group 1 stated, “There’s some people like everyday, 

that’s all they talk about, after a while I don’t feel sorry for them anymore.” 

 In general, people who are deemed “overly expressive” were judged negatively by 

participants, with words like “weak,”  “needy,”  “vulnerable,” and “dramatic.”  Participants 

described their own expression in a similar fashion; they described ideal responses from others, 

negative reactions, and concerns about negative judgments of others. 

 Yeah, ‘cause I’m a talker, and like I talk my feelings out- sometimes  
 that’s a bad thing ‘cause I end up making things too complicated but for the most part 

talking about things and getting the positive feedback and getting advice from people 
who care about me um, can actually get me to feel better so it definitely helps me.  
(Group 4) 

  
 I feel like if I was expressing all my emotions all the time. . . I would feel  

like, they don’t need to hear that, I can just kind of keep it to myself.  I’d just feel like I 
was putting all this on other people. They don’t need that.  (Group 4) 
 
. . . that would bother me, if people were like, oh, she’s a really weak person, she can  
handle herself.  (Group 4) 
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 Participants reported that their own and other individuals’ patterns of expression are 

determined by what had been learned previously and what is considered part of individual 

personality. 

  
 My mom is pretty dramatic, I think I get it from her.  (Group 1) 

 
My family was always very open when I was little.  And I think it was a lot of how I was 
brought up, but also my personality.  (Group 2) 

  
 Some people were taught never to say anything.  (Group 2) 
 
 My mom is just like me, she cries all the time, so I think that’s where I  
 get it, I don’t  know if it’s genetic or just the environment, being around it.  (Group 3) 

 
Other people, they vented to somebody in their lives and the person didn’t care, or 
pretended they didn’t care, or didn’t have time for them, whether that was a teacher, 
peers, parents, whatever. Somebody in their life didn’t listen. And so they figure well it’s 
better for me not to tell anybody than to be hurt over it. And I think a lot of people have 
dealt with that somewhere in their past.  (Group 4) 
 

The above excerpts illustrate the similarities and differences in perception of emotional 

expression based on agent of expression.  The participants in this study appear to have developed 

complex interpretations of their own and others’ behavior, which vacillate between acceptance 

and avoidance of expression. 

 Positive/Negative.  Participants also explained that specific types of emotional expression 

are more appropriate than others.  Namely, participants are more likely to express positive 

emotions than negative emotions.  Likewise, participants reported that they are more likely to 

accept and respond positively to positive emotions over negative. 

 If you are happy, you are not going to hold it in if you are in a classroom or in public.  
You’ll be happy about it.  (Group 2) 

  
 I think positive emotions are more acceptable than negative emotions.  (Group 2) 
 
 I express more happier [sic] thoughts more outwardly than negative.  (Group 3) 
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One participant in Group 1 elucidated another common finding concerning valence of emotion, 

by stating, “In America, if you are [considered] emotional, it’s negative emotion.”   

 In each focus group, when directly asked about emotional expression, participants 

initially assumed that the moderator was referring to negative emotions.  Upon further 

discussion, participants delineated different types of emotion as positive (e.g., optimistic, happy) 

or negative (e.g., pessimistic, upset).  Participants acknowledged that expressions can either be at 

extreme ends or take a more balanced form. 

Context 

  Participants often discussed what conditions allowed for more open expression and what 

conditions led to concealment or false disclosure.   All expression appears to take place in a 

specific context, based on relationships between individuals and physical setting. 

 Relationship. One of the most repeated responses during all focus groups was the value 

of relationship closeness to expression of thoughts and/or feelings.  Participants explained that 

open expression with close friends and family occurs more often than in distant relationships 

because there is a higher level of perceived care and concern. 

If you’re close to someone then you’re going to like pour your heart out and you know 
they’re your friend and they care, but if someone you just met or don’t really know that 
well, you don’t necessarily want to give them your life story.  (Group 1) 
 
I  normally like really expressive in my emotions to people that like I’m really close to 
like my boyfriend or my mom or my best friends.  (Group 1) 
 
I think everything relates back to who you are talking to, you can express more with 
certain people.  (Group 1) 

  
 Just because I tend to keep to myself.  Especially if I don’t know the person and I know 

they really don’t care, then I’ll just say, “Fine.”  But if it’s my mom or my family then I’ll 
say, “Well, I’m not doing so well.”  (Group 2) 

 
 I don’t like to talk about my problems with people I don’t know very well.  (Group 2) 
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 It’s not worth the time and I don’t know you and you’re not in my life, why would I have 
to open up to you necessarily?  So it’s just a matter of wasting time explaining to 
somebody that really doesn’t care about my life.  (Group 4) 

 
 Or you might also feel like you’re burdening them you know like I don’t  
 know this person, they’re not gonna care about my problems.  (Group 4) 
 
However, a couple of participants acknowledged that more distant relationships may be 

beneficial to expression in some cases. 

 Maybe they wanted to talk to someone they didn’t really know instead of  
 talking to someone who knows them or knows their problem.  They wanted  
 like an outside view instead of somebody who already knows them.  (Group 2) 
  
 Look at these crisis lines people call and stuff like that.  Sometimes  
 that’s their last resort, they have no one else to talk to.  An outsider might be able to give 

an insight that you didn’t actually think of at that time.  So, in that situation, it would be a 
totally different situation.  (Group 2) 

 
The role or type of relationship also appeared to be important to creating a comfortable context 

in which to express oneself. 

 Like my mom, I can talk to her about anything.  (Group 1) 
  
 I do, I go into it, especially with my mom. Like my dad I don’t.  (Group 1) 
 
 I kind of go into with family without them asking.  (Group 1) 

 
I just I have friends that are more like acquaintances, we go out and have fun but they are 
not really like people I talk to about my issues and my problems.  (Group 1) 
 
They are just my fun friends and I don’t bore them with my problems.  (Group 1) 
 
So usually, I just call my mom and complain to her, to my boyfriend or my close friends 
and they take it because they are my friends and family.  (Group 2) 
 
You can’t sit there and yell at your boss.  Sometimes it’s easier to come home and yell at 
the other person and I usually go into more detail with my boyfriend, if he asks how I’m 
doing.  (Group 2) 

  
 People you don’t know will say things to you and they don’t really- they ask you how 

you are, they don’t really- I seriously doubt they care that much how I am.  (Group 4) 
 
 I don’t tell the people that I run into on my day-to-day basis. I’ll take care of that stuff at 

home, in the privacy of my family, and my own personal time, which is the way to do it. 
(Group 4) 
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However, on some occasions, close relationships, like parents, were considered unsuitable for 

open expression.  Individuals may be hesitant to disclose if they believe they may worry others 

or receive unwanted advice. 

But there is some things I don’t want to talk to my parents about that bother me because I 
don’t want them to like get into the business and try to help it and try to fix it.  (Group 1) 

  
 I am so far from my parents, they live in XX, I guess you tell them all  
 the good stuff and keep them a little less worried.  (Group 3) 
 
 Physical Setting.  Another important contextual theme that emerged from the data was 

specific physical setting.  Participants reported that individuals choose their level and openness 

of expression based on where they are and related demands.  Participants explained that  

expression is highly determined by location and time.  In particular, they reported that they are 

more likely to express themselves or listen to someone else if they have enough time.  They are 

least likely to be open to their own or other’s expression when they are “in passing” and do not 

have, or do not wish to spend, the proper time to commit. 

If I have time to sit there and find out what’s wrong, and like listen to them of course I’m 
going to do it but if I just see them walking and they’re like “I’m having a bad day!” I’m 
like “sorry” and keep going.  (Group 1) 

 
Yeah, it depends on time basically.  (Group 1) 
 
You don’t have time to go into like the entire story. You’re in passing. Even when I’m 
like sitting down with someone and telling them about my day, I don’t go into like full 
details. I think the more in depth the situation is the more likely you are to divulge 
everything to somebody.  (Group 1) 
 
If you are about to go to a class, you can’t get in an in-depth conversation about your life.  
But you know, if you are sitting in between, a break between classes, you actually are 
sitting and having a conversation with a friend, I think you might be a little more 
personal.  (Group 1) 
 
I know 50% of time you’re just passing each other, so if you’re passing on your way to 
class you don’t really have time to sit there and tell them why you’re stressed out about 
every single test and every paper and if something is going wrong why it’s going wrong 
usually it’s just to acknowledge you, usually just in passing.  (Group 3) 
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Participants reported that they area more likely to express negativity in a school setting.  One 

participant in Group 1 stated, “That’s something I like to be pessimistic about, my grades.  So, 

I’m surprised in the end.”  A participant in Group 2 remarked, “You can tend to be more 

grouchy, less smiley when you are in school.” 

 In contrast, participants reported that they consider a work setting to be least compatible 

with negativity. 

I think it’s what’s expected of us, like, like y’all said, you will be sent home if you can’t 
keep it together at work, no matter what’s happened to you, you know, it doesn’t matter- 
they’ll sympathize with you, but you’re not doing your job so you need to go home, it’s 
just, um, it’s just a value that society places on us.  (Group 4) 

  
I think this society, at least, this American Western society is preprogrammed, or try to 
preprogram us to always, not always per se be happy, but to especially when it comes to a 
work environment or something like that, to be on the more happy/positive side.  (Group 
2) 

 
In fact, when asked to compare fictitious individuals that were either pessimistic and expressive, 

or optimistic and unexpressive, most participants judged the pessimist harshly in terms of 

occupational success.  One participant in Group 1 reported that “It’s really hard to work with 

pessimistic people.” 

Strategies 

The impetus of expression is the experience of a feeling or thought in the presence or 

absence of a social interaction.  In terms of one’s own expression, the strategy is a choice of 

whether or not to express openly and outwardly, and whether or not to be authentic in doing so.  

Express/Not Express.  Participants enumerated myriad ways of expressing themselves, 

especially emotionally.  These included writing, exercise, prayer, driving, listening to music, 

yelling, and crying, among others.   Usually the previously explained factors (e.g., relationship, 

setting) determined the decision to be expressive.  One participant stated that she “senses” 

another person’s interest before she expresses her emotions. 
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However, another strategy of many participants is to decide actively not to express 

themselves, based on the previously explained conditions and contexts.  Individuals may choose 

to forgo a truthful elaboration of their negative feelings for a short positive statement (e.g., “I’m 

fine.”) if they do not have an appropriate amount of time. Some participants admitted that 

eventually they “explode.” 

 I keep them in for a long time and then I just explode.  (Group 2) 
  
 I am kind of like her, I keep stuff in for a while and then once I reach my limit then I lose 

it or I start crying or whatever is wrong, I usually say something to the person.  But I’m 
trying to work on it because I know it’s not healthy.  (Group 2) 
 
I’ll go through cycles like, I’ll deal with it and deal with it by myself and then one night, 
I’ll get a hold of one of my best friends, and I’ll just let it all loose, cry and go crazy and 
the next day, I feel great.  (Group 4) 
 

 Another interesting approach participants discussed is how some individuals may express 

themselves falsely by portraying a more positive thought or emotion to others.  This inauthentic 

style appears to aid an individual socially and psychologically.  When describing a fictitious 

person who is “always” optimistic and does not really express negative emotion, one participant 

stated: 

Sometimes those people could be hiding something.  Like you could be really happy with 
everybody and your family could have some deep dark thing that just follows you all the 
time.  And be really depressed.  I’ve gone through bouts of depression and been really 
elated to people like everywhere.  No one knew what was going on, but I was really 
depressed.  But I didn’t show it to anyone.  Because they didn’t need to know.  That’s my 
business and not everyone needs to know that.  And so, that type of personality could 
have something, be hiding something.  (Group 1) 

 
Another participant hypothesized that the same individual 

 . . .could be using [positivity] to hide how she really feels inside, by just being happy all 
the time she could really be depressed, there are high CEO’s and everything and really 
deep down inside they are really unhappy and depressed.  (Group 3) 

 
In general, this positive person was judged by all groups to be more successful in social, 

occupational, and psychological domains.   
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Authenticity.  There are also strategies individuals utilize for responding to another 

person’s expression.  Participants discussed the impersonal, or in contrast personal, nature of 

some responses to expressions.  This is termed Authenticity in the model, and it relates to the 

uniqueness or creativity of responses.  Specifically, when a participant or other expresses 

themselves, is the response genuine and specific or is it a cliché?  Participants reported that they 

often hear positive clichéd messages from acquaintances, coworkers, religious providers, 

teachers, and extended family members.  In general, participants reported that positive clichés, 

like “Cheer up,” are unhelpful responses.  However, they did acknowledge that such statements 

are intended to be friendly, albeit “corny” and “insincere.” 

Well, it doesn’t sound like they really mean it, it’s just something they can say because 
they don’t know what else to say sometimes.  Like, oh cheer up, it’ll look up, they don’t 
really know.  (Group 1) 

  
 It’s not really personal it’s kind of vague, general, and ambiguous.  (Group 1) 

 
I think they’re generally trying to be nice and just trying to appear friendly, and ‘cause I 
know I do too, everyone does it.  (Group 4) 

 
Participants stated that they and others may use such hackneyed advice when they do not know 

what to say. 

But you don’t know what else to say, so it’s kind of an awkward situation, and you want 
to say something but you just don’t know to the extent of what necessarily.  (Group 1) 

 
Yeah, I think I agree with what they were saying about how some people don’t know 
how to handle your situation they say something like that.  Look on the brighter side, it 
could be worse, you could be like, and then they tell you something that is happening in 
the news that’s worse than your situation.  And that’s their way of coping with it.  (Group 
2) 

  
Yeah, it’s sending a cheap signal. It’s basically saying, I’m interested in you and I can tell 
that something’s wrong, but I’m not going to take the time to investigate or to, to give 
you incredibly encouraging words. I’m just going to put forth the least amount of effort.  
(Group 4) 
 

It appears that more genuine, elaborate responses to emotional expression are more appreciated, 

according to participants in this study.  One participant sums this idea up by stating: 
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The greatest thing that you can do is to be- put emotion behind it. The reason that nobody 
likes those things, like chin up and have a good day is because they’ve become so cliché. 
And that people just say it. There’s nothing, there’s no inflection in their voice, they don’t 
have any volume behind it, I’ve found that the best way to get people to talk to you is to 
be real. Be real, and show that you’re concerned. . . Show them some sympathy, be as 
uplifting as you can, be helpful, and be real. That’d be the most effective thing.  (Group 
4) 
 

 Engagement.   The final strategy described by the participants was varying levels of 

interpersonal engagement with expression.  Participants reported that people can choose to 

respond to individual expression, actively, superficially, or not at all.  Some participants stated 

that they actively avoid some individuals who are continually “in crisis,” “overdramatic,” or “too 

negative.”  In contrast, some participants enjoy “being there” for expressive individuals because 

it makes them feel important.  Others felt that their own response depended on the type of 

emotion being expressed.  

Consequences 

The last piece of the theory that emerged from the data is the consequences of expression.  

These are further divided into good and bad consequences.  These simplistic labels were decided 

on rather than using the terms, positive and negative, in an attempt to limit confusion, 

particularly because consequences vary in terms of positive and negative emotions.  Both good 

and bad consequences of expression, of either positive or negative emotions, entail social, 

physical, and general affective features. 

Good Consequences.  As expected, participants reported that general emotional 

expression was healthy and that they “feel better” after they openly express themselves.  They 

often stated that consistent expression of all types of emotion leads to a reduction in physical and 

emotional stress.  Participants also reported that expression lends itself to personal growth.  They 

stated that awareness of thoughts and feelings coupled with expression leads to the discovery of 

solutions to personal problems.  They described feedback from others regarding their expressions 



 

 53

as helpful and reassuring.  They reported that expressing their problems to others helped them 

solve their own problems more quickly than if they kept their experiences to themselves. 

More important to this study, however, are the positive social consequences of 

expression.  Some participants agreed that emotional expression and openness was important in 

developing relationships and “bonds.”   

What happens if you find that one person that you really trust and you don’t know how to 
express your emotions, how are you ever going to get close to someone if you can’t 
express what you’re feeling and thinking and stuff like that, or you’ve had always 
negative or positive emotions from past experiences that you’ve never shared with 
anyone?  Then you finally meet this one person you can’t just give it all out to them.  I 
think it will hurt you in the long run for relationships.  (Group 2) 
 
You could go along and not build relationships with anybody.  People feel connections 
when you share emotional stuff with them.  (Group 1) 
 

Open sharing of emotions also lends itself to empathic behavior on the part of the listener, which 

may aid in the development of close relationships.  Even pessimistic expression was seen by 

participants as having some adaptive social qualities.  For example, one participant reported that 

being pessimistic about a potential dating relationship protects individuals from being hurt if the 

relationship fails to develop.   However, as alluded to earlier, participants tended to judge more 

favorably individuals who expressed positivity than they did those who expressed negativity.  

Participants described a hypothetical individual who was optimistic as “popular,” “fun to be 

around,” “successful,” and “goal-oriented.” 

 Bad Consequences.  Although participants reported beliefs that emotional expression has 

beneficial health effects, some also stated that excessive negativity can be detrimental to health.   

One participant stated that pessimism can put a “negative burden” on your body, and that 

individuals may “live longer if [they] are positive.”  In general, participants in all groups 

described a negative cycle that occurs when an individual expresses negativity.  Specifically, 

participants reported that negative outlooks tended to spread to other areas of their lives, and that 
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other people’s negativity has a negative impact on their own mood or outlook or causes them to 

question themselves. 

 In terms of negative social consequences of expression, participants provided a number 

of labels for hypothetical and real individuals who tend to be more negative or pessimistic.  They 

used words like, “antisocial” and “introverted,” and suggested that pessimists would be less hard 

working and have more problems than their optimistic counterparts.  All groups stated that 

pessimists would not be suited for retail or customer service positions.  Participants reported that 

being around individuals who express negativity often contributes to feelings of being “drained,” 

“annoyed,” defensive, and bored.  In addition, participants stated that their own or another 

person’s negativity tends to “drag down” social groups, and they acknowledged that “no one” 

wants to be around negative people.  Some participants reported beliefs that pessimists cannot be 

helped because they are unwilling to change or get help from others. 

 According to participant responses, it appears that the most important and effective 

consequences, in terms of controlling expressive behavior, were social consequences. Although 

participants seemed generally to judge optimism as more socially adaptive than pessimism, at 

least one participant in each group hypothesized that there should be a balance of both positive 

and negative expression. 

Summary of Qualitative Group Comparisons 

 When asked directly, all focus groups reported a general agreement that they experience a 

social pressure to express positivity over negativity as was initially expected.  All groups stated 

that this pressure is more likely to occur in work or social settings, and least likely to occur in 

school and private settings.  

 The majority of participants acknowledged that genuine emotional expression is valuable, 

even if the emotion expressed is negative.  They reported beneficial health effects and stress 
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reduction following emotional expression.  However, most participants also reported feeling 

drained and worn out when others express negative emotions to them.  They also stated that 

pessimistic or emotionally expressive individuals “bring [participants] down” by causing them to 

reflect on their own emotional state.  All groups reported a general irritation with extreme 

negativity and/or excessive negative or positive emotionality in others.  In contrast, a significant 

number of participants reported that when they express their own emotions to others, they feel 

more connected and perceive that others listen to them.  This is one area where the Self/Other 

component in the model appeared most evident in terms of the discrepancy between views of 

one’s own expression and another individual’s expression. 

 When groups were given prototypical descriptions of optimists and pessimists, most 

participants, even those that scored low on the optimism measure, judged the optimist more 

favorably than the pessimist.  They hypothesized that the optimist would be more successful both 

socially and occupationally.  In contrast, multiple members reported that pessimism was 

beneficial for themselves in some situations (e.g., school) because it prevented disappointment.  

Most group members reported that positive clichés, like “look on the bright side” were not 

helpful to them unless they could sense that the speaker of such cliché was genuine.  Participants 

often stated that when they hear positive clichés, they assume that the person who uses them 

“doesn’t care.”  This assumption that an individual does not genuinely care reportedly 

determines the level of an individual’s self-disclosure. 

 There were also several differences between focus group responses.  The low optimism, 

high social desirability group was the only group to discuss the possibility that individuals may 

feel worse when pressured to be perpetually positive.  They were also the only group to note that 

optimists may be feigning positivity or covering up negativity in their life.  Individuals in the 

high optimism, high social desirability group were the least likely to report being affected by the 
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pressure to be positive.  This could be due to their inherent optimism or their inclination to report 

socially desirable traits.  The high and middle social desirability groups gave the most frequent 

responses concerning the need to maintain positivity in public and the importance of restricting 

expression to private arenas. 

 Both the high and middle optimism groups reported more negative consequences of 

expressing negativity than the pessimism group.  They were more likely to use terms, like 

“weak” and “dramatic” to describe negative or overly expressive individuals.  These groups were 

also more likely than the pessimism group to state that optimism is a choice.  They reported that 

an individual can “overcome” pessimistic attitudes and become more positive.  Only a few 

participants acknowledged that they consider themselves pessimists, and in cases that they did, 

they often referred to past pessimism.  Even members of the low optimism group described 

themselves as optimists.   

 Although there were several qualitative differences between focus group participants who 

varied on psychological dimensions, the basic messages they discussed were similar.  Most 

participants agreed that positivity and related emotions are favored socially by predetermined 

rules and subsequent consequences.  The opposing views of emotional expression as both 

valuable and harmful were also discussed by most participants.  Participants expressed 

preferences for their own expression, as well as for how other individuals should react.  Social 

context, pressure, and consequences create a complex system by which emotions can or cannot 

be expressed openly and accepted. 
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DISCUSSION 

 The results of the current study provide evidence that supports Held’s (2002) position 

that there exists a pressure to be positive in America.  College students who varied on several 

relevant psychological variables agreed that they feel a social pressure to simultaneously project 

positivity and restrict negativity, especially in public.  However, the same individuals purport 

that open and honest expression of their feelings, whether positive or negative, is important for 

health, psychological well-being, and relationships.  This is in accordance with what Held (2002) 

termed productive emotional expression.  Interestingly, in contrast to Held’s (2002) theory, 

individuals in this study reported that they feel pressured to withhold the expression of extreme 

positivity, as well as negativity.  Austenfeld and Stanton (2004) reported that psychological 

researchers generally conclude that emotion-focused coping is associated with dysfunctional 

outcomes.  The current study’s results suggest that this notion is also widely upheld by the 

general public. 

 There appears to be a continual tension between expression and concealment in 

individual experience.  People must adhere to social rules and formalities while also attending to 

their own needs and reactions.  In fact, it appears that social rules hold more sway in terms of 

emotional expression than do individual characteristics, such as actual emotional experience and 

coping style.  Participants in the current study seemed to be keenly aware of unspoken rules that 

dictate when and how specific expressions are acceptable.  In our current cultural zeitgeist, there 

are stereotypical judgments of positivity, negativity, optimism, pessimism, and emotions.  The 

origins of such judgments are not clear; however, the effects they have on an individual’s level 

of expression are profound.  Given the level of negative social stereotypes about pessimists, it is 

no wonder that people would deny or repress their own negativity in the face of others.  



 

 58

Furthermore, individuals who are negative to a higher degree than pessimism, i.e., depression, 

may be at an even greater risk of social isolation, marginalization, and judgment. 

 The finding that people adapt their emotional expression based mainly on potential social 

consequences is in agreement with Zeman and Gardner (1996), who found that young children 

regulated their emotionally expressive behavior, most strongly in the presence of peers.  Children 

were more likely to express themselves when their parents were present.  Participants in the 

present study described monitoring their own emotional expression in social situations and said 

they were more likely to genuinely express themselves in their closest relationships.  Zeman and 

Gardner (1996) suggested that children made decisions to regulate their emotions based on 

expectations of responses.  Participants in this study also reported that they would be more likely 

to express themselves to someone who they knew cared and would respond in a helpful manner.  

Like the children in Zeman and Gardner’s (1996) study, participants were less likely to express 

negative emotions when they feared a negative social response from others.   Finally, participants 

in the current study and the children in Zeman and Gardner’s (1996) study reported that they 

would feel comfortable expressing negative affect to their mothers.  The similarity between these 

two studies suggests that terms of expression are ingrained in people from an early age and 

change little over time. 

 Views of optimism and pessimism are also influenced by early social experience and 

maintained over the life span. It is likely that optimism is encouraged and promoted early in life, 

whether at home or in school.  Even individuals who endorsed pessimistic attitudes on a self-

report measure expressed an awareness of negative social consequences of seeing the “half-

empty” glass, and were capable of both making negative judgments of pessimists and curbing 

their own negative tendencies. However, optimistic individuals were capable of seeing benefits 

in pessimism, and said they occasionally attempt to utilize the more negative coping style for 
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their own advantage.  In this study, defensive pessimism was judged to be a good strategy for 

many individuals in the context of school and relationships, while it was judged to be 

maladaptive in other situations.  Like Norem (2001) suggested, pessimism may have its own 

benefits (e.g., not being disappointed), and both pessimistic and optimistic individuals may be 

more likely to contend that their own primary coping strategy works best in predicting outcomes.   

Clinical Implications 

One of the most robust findings from the study is the value individuals place on close 

relationships.  Participants repeatedly reported that their own expression depended mostly on to 

whom they were speaking.  The constriction of genuine expression to a “close few” seems 

appropriate for healthy individuals with dependable support systems composed of close 

relationships.  However, some individuals may not have safe, supportive relationships on which 

to rely for open expression.  Ingram, Betz, Mindes, Schmitt, and Smith (2001) found that 

unsupportive social interactions, like those discussed by the current study’s participants, 

predicted increased depression, psychological distress, and negative physical effects in 

individuals who disclosed stressful events to others.  These findings suggest that the pressure to 

be positive, when reenacted through unsupportive social interactions, may indeed negatively 

affect mental health.  Psychotherapy can provide individuals, especially those who are more 

socially isolated, with a trusting and supportive environment to comfortably express themselves, 

without judgment and/or social pressure. The results of this study add to a vast body of research 

supporting the importance of a strong therapeutic relationship between client and clinician, to the 

success of psychotherapy.   The findings also suggest that people who express more negativity 

are judged as psychologically unhealthy and are most likely to be negatively evaluated in social 

situations, which provides more support for the value of therapy (and subsequent therapeutic 

goals to increase social support) for these individuals. 
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Because individuals appear to experience a pressure to be positive in most areas of their 

public life, psychotherapy may be an important setting in which to “allow” more negative 

experiences and expressions.  Unfortunately, the current study’s results indicate that in initial 

psychotherapy sessions, some clients that are affected by the proposed social pressure may 

attempt to present themselves in a more positive light because the close therapeutic relationship 

has not yet formed.  Like other social situations, the therapy context is inherently evaluative 

(Kelly, Kahn, & Coulter, 1996), and clients may initially avoid discussing more negative aspects 

of their experiences, given the unacceptable nature of negativity in the “outside” world.    Kelly, 

Kahn, and Coulter (1996) found that clients in a mental health setting presented themselves in a 

more socially desirable manner when they knew that a counselor would be reading their intake 

forms than did clients who thought their forms would remain anonymous. 

Therefore, psychotherapists must project an appropriate level of acceptance for the 

entirety of a client’s experience, as well as encourage openness and genuineness in therapy.  This 

aspect of psychotherapy points to potential pitfalls in psychotherapies that rely exclusively on 

positive psychology.  If a client initially minimizes his/her own negative experiences, and his/her 

therapist colludes with this positive presentation by focusing only on strengths and optimism, the 

client may not fully disclose.   The generalization of the social pressure to be positive to the 

therapy setting may limit the client’s honesty of expression. 

There also may be more detrimental effects of minimizing the “negative” in therapy.  The 

results of Ingram et al.’s (1996) study suggest that minimizing, a generally unsupportive social 

interaction in which attempts are made to force optimism, may actually have a negative impact 

on an individual’s psychological health.  Their results occurred in the context of disclosure of a 

stressful event.  Because psychotherapy is a setting in which individuals are likely to discuss 

negative life events, it is extremely important that a therapist not react in a manner that would be 
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perceived by the client as unsupportive.   If a client senses that a therapist is minimizing the 

negative aspects of their experience, he/she may feel worse.   

There are several ways a clinician can prevent these scenarios.   Therapists should 

acknowledge the social pressure to be positive early in therapy in order to validate client 

concerns that center on self-presentation.  They should also be consciously aware of how they 

are reacting to various negative life events or attitudes portrayed by their clients, and allow for 

client feedback on the efficacy of therapeutic responses.  Also, providing clients with a 

distinction between the negative judgments people hold towards negativity with the 

nonjudgmental nature of therapy may facilitate rapport and client openness. 

The results of the current study also provide further evidence for the importance of 

written disclosure of emotions, as previously suggested by Pennebaker and Beall’s (1986) 

research. Written disclosure can help resolve the conflict between the social pressure to withhold 

emotional expression in many settings and the internal acknowledgement of the value of 

expression.  Perhaps Pennebaker and Beall’s (1986) findings of the health benefits of writing 

have been so significant because individuals in his studies had few other environments in which 

to express themselves, especially regarding something as personal and meaningful as trauma.  

Individuals can write privately about their negative experiences to obtain the health benefits of 

disclosure, while also limiting the negative social consequences of public expression.  This 

technique may also be beneficial therapeutically, as homework in psychotherapy.  Some clients 

may feel more comfortable writing about their experiences outside of therapy before discussing 

them in therapy.   The encouragement of regular written disclosure or journaling in therapy may 

increase the pace of therapeutic progress.     
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Research Implications 

The current study has implications for research as well as practice.  First, results provide 

further evidence for the assertions made in Shedler et al.’s (1993) research, namely that some 

individuals do experience an external pressure to portray themselves as ‘positive’ and ‘healthy.’  

This means that some individuals who participate in psychological research may also be 

overemphasizing or overendorsing more “positive” responses in self-report measures, which 

would limit the validity and reliability of the results.  This implication is rarely accounted for in 

psychological research.  Some researchers attempt to account for social desirability in 

participants in order to prevent the contamination of results by answers designed to portray a 

more socially acceptable demeanor.  However, social desirability refers to a characteristic of 

individuals who need approval from others, not a social pressure.  The social pressure indicated 

in this study appears to affect individuals that score both high and low on a social desirability 

scale.  Therefore, current methods of participant selection may be inappropriate, and there may 

be a need to create additional measures that account for more ubiquitous social phenomena.  The 

lack of focus of most psychological research on societal variables most likely creates results that 

are inapplicable to “real world” scenarios.  Although it is difficult to measure most psychological 

variables naturalistically, substantial improvements in research methodology are needed.   

Limitations 

The current study also had limitations in terms of methodology.  The first phase sample 

was primarily composed of undergraduate students in psychology courses who chose to 

volunteer for participation.  Therefore, the sample used in this study was limited in terms of 

diversity and may have been subject to selection bias.  The focus groups were small and varied 

little demographically, which also limits the generalizability of findings.   The majority of 

participants were young, single, Caucasian women with no children.  Specifically, the results 
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may have been skewed by gender as there was only one male participant.  The results are likely 

heavily impacted by the gender composition of the sample. 

Future attempts to investigate the topic should focus on men’s experience. For example, 

women in the sample talked about feeling comfortable expressing themselves to their family and 

friends.  It would be interesting to see whether men are similar or different in this respect, as men 

are typically viewed as differing from women significantly in terms of emotional expression.  

Also, in general, women may experience more pressure to be positive or “cheerful,” especially in 

regard to certain stereotyped gender roles and expectations.  Finally, the traditionally  negative 

stereotype of women as “emotional” and “dramatic” may relate to how female participants 

reported experiencing the pressure to be positive.  Because gender-specific issues could 

potentially increase or decrease the likelihood and consequences of emotional expression, the 

current findings may be unlikely to generalize to the male experience.   

Likewise, other more variable demographic populations with respect to age, ethnicity, 

sexual orientation, and occupation may provide information that could expand or alter the 

proposed model.  Different clinical populations may also supply additional information about 

social pressure and subsequent expression.   

Another limitation of the current study was the lack of resources available.  The primary 

researcher was solely responsible for the majority of data collection and analysis, which is not 

highly recommended for focus groups or grounded theory development (Strauss & Corbin, 

1990).  Future research could yield more expansive results by using a larger research team to 

create focus group questions, moderate focus groups, code transcripts, and develop categories 

and subsequent theory from data.  Also, more researchers would diminish the likelihood that 

results are personally biased.  For example, the primary researcher for the study is female.  The 

female group members may have responded differently to a male moderator.  Also, the results 
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may have been interpreted differently, i.e., a different theory may have emerged from the data, 

were more researchers involved in the process. 

The data gathering method used in this study may have also affected results.  In 

particular, using focus groups, which are themselves social, public, and impersonal by nature, to 

measure a social pressure may have confounded results.  Although attempts were made to 

control for this possibility (i.e., grouping individuals with similar characteristics together), future 

research might be designed to disconfirm or validate the theoretical model found in this study 

using different methodologies (i.e., quantitative). 

General Conclusions 

Most people spend the majority of their time (and life) pursuing occupational goals and 

requirements.  In this study, work seemed to be a setting where positivity is highly encouraged 

and expected.  Likewise, occupational success and productivity were seen as products of a 

positive attitude.  This finding seems to point to the need for people to have appropriate time 

away from work, where they are not under as much pressure to conform to a specific image and 

be inauthentic.  It also provides an explanation of ironically titled “happy hours,” where many 

employed individuals go to express how they “really” feel about their occupation.  It seems to be 

important to have an outlet to express frustrations, joys, and a gamut of work-related stress, in a 

country that places such a high premium on work productivity.  However, these general 

statements about the work environment should be read with caution given the previously 

discussed limitations of a primarily female sample. 

 In terms of the health implications of positive or negative expression, this study’s 

findings are equally as mixed as previous research (Schofield, 2004; Taylor et al., 2000; Watson 

and Pennebaker, 1989; Wilkinson & Kitzinger, 2000).  However, the results were in accordance 

with previous research that discusses the health benefits of generic expression, and the health 
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consequences of emotional suppression (Brown et al., 1996; Gross and Levenson, 1997; 

Pennebaker & Beall, 1987; Stanton, et al., 2000).  There may be health benefits to open 

expression of both positive and negative experiences, although future research should attempt to 

delineate this issue further.  Pennebaker (1997) found that the more positive emotion words 

participants in his study used when writing about traumatic experiences, the better their 

subsequent health.  A moderate amount of negative emotion words also predicted health.  These 

findings, however, may be related to the severity of the trauma reported.   

Because there appears to be a basic social pressure that limits genuine expression at either 

end of the continuum, health professionals should advocate and provide safe environments for 

expression.  Perhaps the encouragement of openness in professional and/or close relationships 

could lead to decreases in repression/suppression-related health disturbances.  Austenfeld and 

Stanton (2004) found that coping through emotional processing and expression was most useful 

in an emotionally receptive social context. 

Individuals may spend a significant amount of time and energy determining the 

appropriateness of their own expression.  Social pressures and rules that encourage people to be a 

certain way may indirectly affect physical and psychological well-being.  This pressure may be 

particularly hard on individuals who are not optimistic or inclined towards positivity.  Luckily, 

most individuals are also aware of the importance and unequivocal acceptance inherent to close 

relationships.  It is important that psychologists, in particular psychotherapists, guard against 

either ignoring or enforcing social pressures, like the one discussed here.  One of our 

responsibilities as therapists is to help clients who are marginalized (in this case individuals who 

are more expressive or more negative) by society to become more integrated with their 

communities.   
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Genuine expression and subsequent acceptance are at the heart of successful therapy 

outcomes.  This study has found that people would rather receive genuine support and concern, 

even if it is more negative, than “false” or trite positive messages.  Because clinical psychology 

is focused on creating and supporting interpersonal relationships, knowledge of how the inner 

experience of individuals interacts with their appearance, expectations, pressures, perceptions 

and needs is important.  The basic Rogerian principles of authenticity, genuineness, and 

unconditional positive regard seem to be even more relevant at a time when people are expected 

to portray a positive appearance in several areas of their lives.  Although the pressure to be 

positive exists in public and superficial arenas, some types of close relationships can provide a 

sanctuary for both positive and negative experiences to be safely, comfortably, and authentically 

expressed. 
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Table 1 
 
Frequencies of Basic Demographic Information for Phase 1 Participants (N = 99) 
____________________________________________________________________________ 

       Frequency          Percentage            
____________________________________________________________________________ 
Gender       
  
 Male      17  17.2 
  
 Female      82  82.8 
 
Nationality 
  
 American     84  84.8 
  
 Non-American    15  15.2 
 
Ethnicity      
  
 Caucasian     58  58.6 
  
 Hispanic     13  13.1 
 
 African-American    11  11.1 
 
 Asian       7   7.1 
 
 Biracial      5   5.1  
 
 Asian Indian      4   4.0 
 
 Native American     1   1.0 
 
Relationship Status 
  
 Single      70  70.7 
  
 In Committed Relationship   29  29.3 
 
Parental Status 
  
 No Kids     88  88.9 
  
 Have Kids     11  11.1 
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Table 2 
 
Frequencies of Depression History Variables for Phase 1 Participants (N = 99) 
____________________________________________________________________________ 
 
         Frequency          Percentage Frequency   Percentage           
____________________________________________________________________________ 
   
       Yes            No 
 
Currently Depressed    12      12.1          87            87.9 
  
Ever Depressed    77      77.8          22  22.2 
  
Diagnosed with Depression   12      12.1          87  87.9 
 
Currently on Medication    
 For Depression     4        4.0          95  96.0 
 
Ever on Medication  
 For Depression   17      17.2          82  82.8 
 
Currently in Therapy 
 For Depression     1        1.0          98  99.0 
 
Ever in Therapy 
 For Depression   17      17.2          82  82.8 
  
Ever in Inpatient Facility 
 For Depression      2        2.0          97  98.0 
 
Parental History of Depression   23      23.2          76  76.8 
___________________________________________________________________________ 
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Table 3 

Means (Standard Deviations) of Age and Psychological Measure Totals for Four Focus Groups 
(FG) and First Phase Participants 
________________________________________________________________________ 
Variable     FG1              FG2              FG3              FG4                 F   First Phase   
________________________________________________________________________ 
 
N       7                     6                   3                  4                        99 
 
Age                19.29            25.67             30.67            18.50                2.00  16.62  
     (0.96)           (8.57)             (17.67)         (0.58)                 (6.66) 
 
MCSD       10.29 21.67             18.67            20.00              10.01* 16.62 
     (2.29)           (1.86)             (2.31)           (2.70)                (5.53) 
     
LOT-R     18.14 25.83             18.67            23.75                3.51* 20.86 
                           (1.95)           (2.93)             (1.53)           (4.58)                (4.32) 
 
EAC        31.29           28.33              27.33            27.00                  .39 27.09 
                           (6.75)          (9.16)             (9.10)            (5.35)                (6.51) 
 
CES-D     18.14          10.83               16.00            20.00                  .47 16.01 
     (6.04)          (4.36)              (9.54)           (17.00)              (10.44) 
___________________________________________________________________________ 
 
Note: MCSD Range, 0-33; LOT-R Range, 0-50; EAC Range, 0-40; CES-D Range, 0-60;   
 
p < .05.
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Table 4 
 
Frequencies of Demographic Information for Focus Group 1 (N = 7) 
____________________________________________________________________________ 

 
       Frequency          Percentage            

____________________________________________________________________________ 
 
Gender       
  
 Male      0     0 
  
 Female      7  100 
 
Nationality 
  
 American     7  100 
  
 Non-American    0     0 
 
Ethnicity      
  
 Caucasian     5  71.4 
  
 Hispanic     1  14.3 
 
 Biracial     1  14.3 
 
Relationship Status 
  
 Single      6  85.7 
  
 In Committed Relationship   1  14.3 
 
Parental Status 
  
 No Kids     7  100 
  
 Have Kids     0     0 
___________________________________________________________________________ 
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Table 5 
 
Frequencies of Depression History Variables for Focus Group 1 (N = 7) 
____________________________________________________________________________ 
 
         Frequency          Percentage Frequency   Percentage           
____________________________________________________________________________ 
 
       Yes            No 
 
Currently Depressed     0           0           7                     100.0 
  
Ever Depressed     6      85.7           1            14.3 
  
Diagnosed with Depression    0           0                      7                     100.0 
 
Currently on Medication    
 For Depression    0           0           7          100.0 
 
Ever on Medication  
 For Depression    0           0            7          100.0  
 
Currently in Therapy 
 For Depression    0           0           7          100.0 
 
Ever in Therapy 
 For Depression    1      14.3           6           85.7 
  
Ever in Inpatient Facility 
 For Depression    0           0           7          100.0 
 
Parental History of Depression   2      42.9           5            57.1 
___________________________________________________________________________ 
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Table 6 
 
Frequencies of Demographic Information for Focus Group 2 (N = 6) 
____________________________________________________________________________ 

 
       Frequency          Percentage            

____________________________________________________________________________ 
 
Gender       
  
 Male      1              16.7 
  
 Female      5   83.3 
 
Nationality 
  
 American     5   83.3 
  
 Non-American    1   16.7 
 
Ethnicity      
  
 Caucasian     5   66.7 
  
 African American    2   33.3 
 
  
Relationship Status 
  
 Single      4   66.7 
  
 In Committed Relationship   2   33.3 
 
Parental Status 
  
 No Kids     5   83.3 
  
 Have Kids     1   16.7 
___________________________________________________________________________ 
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Table 7 
 
Frequencies of Depression History Variables for Focus Group 2 (N = 6) 
____________________________________________________________________________ 
 
         Frequency          Percentage Frequency   Percentage           
____________________________________________________________________________ 
 
       Yes            No 
 
Currently Depressed     0           0           6                      100.0 
  
Ever Depressed     5      83.3           1            16.7 
  
Diagnosed with Depression    2      33.3                      4                       66.7 
 
Currently on Medication    
 For Depression    0           0           6          100.0 
 
Ever on Medication  
 For Depression    2      33.3            4            66.7  
 
Currently in Therapy 
 For Depression    0           0           6          100.0 
 
Ever in Therapy 
 For Depression    2      33.3           4                       66.7 
  
Ever in Inpatient Facility 
 For Depression    0           0           6                      100.0 
 
Parental History of Depression   1      16.7                      5             83.3 
___________________________________________________________________________ 
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Table 8 
 
Frequencies of Demographic Information for Focus Group 3 (N = 3) 
____________________________________________________________________________ 

 
       Frequency          Percentage            

____________________________________________________________________________ 
 
Gender       
  
 Male      0     0 
  
 Female      3  100 
 
Nationality 
  
 American     3  100 
  
 Non-American    0     0 
 
Ethnicity      
  
 Caucasian     2  66.7 
  
 Hispanic     1  33.3 
 
Relationship Status 
  
 Single      2  66.7 
  
 In Committed Relationship   1  33.3 
 
Parental Status 
  
 No Kids     2  66.7 
  
 Have Kids     1  33.3  
___________________________________________________________________________ 
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Table 9 
 
Frequencies of Depression History Variables for Focus Group 3 (N = 3) 
____________________________________________________________________________ 
 
         Frequency          Percentage Frequency   Percentage           
____________________________________________________________________________ 
 
       Yes            No 
 
Currently Depressed     0           0           3                      100.0 
  
Ever Depressed     2      66.7           1            33.3 
  
Diagnosed with Depression    0           0                      3                     100.0 
 
Currently on Medication    
 For Depression    1      33.3           2            66.7 
 
Ever on Medication  
 For Depression    1      33.3            2            66.7  
 
Currently in Therapy 
 For Depression    0           0           3          100.0 
 
Ever in Therapy 
 For Depression    1      33.3           2           66.7 
  
Ever in Inpatient Facility 
 For Depression    0           0           3          100.0 
 
Parental History of Depression   0           0                      3          100.0 
___________________________________________________________________________ 
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Table 10 
 
Frequencies of Demographic Information for Focus Group 4 (N = 4) 
____________________________________________________________________________ 

 
       Frequency          Percentage            

____________________________________________________________________________ 
 
 
Gender       
  
 Male      0     0 
  
 Female      4  100 
 
Nationality 
  
 American     4  100 
  
 Non-American    0     0 
 
Ethnicity      
  
 Caucasian     3  75.0 
  
 Native American    1  25.0 
 
Relationship Status 
  
 Single      2  50.0 
  
 In Committed Relationship   2  50.0 
 
Parental Status 
  
 No Kids     4  100 
  
 Have Kids     0     0 
___________________________________________________________________________ 
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Table 11 
 
Frequencies of Depression History Variables for Focus Group 4 (N = 4) 
____________________________________________________________________________ 
 
         Frequency          Percentage Frequency   Percentage           
____________________________________________________________________________ 
  
       Yes            No 
 
Currently Depressed     2      50.0           2                       50.0 
  
Ever Depressed     2      50.0           2                       50.0 
  
Diagnosed with Depression    0           0                      4                     100.0 
 
Currently on Medication    
 For Depression    0           0           4          100.0 
 
Ever on Medication  
 For Depression    0           0            4          100.0  
 
Currently in Therapy 
 For Depression    0           0           4          100.0 
 
Ever in Therapy 
 For Depression    0           0           4          100.0 
  
Ever in Inpatient Facility 
 For Depression    0           0           4          100.0 
 
Parental History of Depression   2      50.0                    2            50.0 
___________________________________________________________________________ 
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Table 12 
 
Significant Correlations among Depression History Variables for Phase 1 Participants (N = 99) 
 

 
Variables 1 2 3 4 5 6 7 8 9 10 

 
1. CES-D 
    Total 

--          

 
2. Ever      
Depressed 
 

 .21* --         

3. Current 
Depressed 
 

 .70** .20* --        

4. Ever 
Medication 
 

 .06 .24* -.01 --       

5. Current 
Medication 
 

 .02 .11 -.08  .45** --      

6. Diagnosed  
Depression 
 

 .12 .20*  .15  .73**  .24* --     

7. Ever  
Therapy 
 

 .02 .24*  .08  .57**  .04  .49** --    

8. Current 
Therapy 
 

-.09 .10 -.04 -.05 -.02 -.04 .22* --   

9. Ever 
Inpatient 
 

 .04 .08 -.05  .31** -.02  .17 .32** -.02 --  

10. Parental 
History of 
Depression 

 .30** .18  .38**  .38** -.11  .38** .38** -.06 .26** -- 

 
* p < .05, ** p < .01. 
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Table 13 
 
Significant Correlations among Demographic Variables and Depression History Variables  
 

 
Variables Gender Age Relationship 

Status 
Parental 
Status Nationality 

 
1. Gender --     

 
2. Age 
 

-.23* --    

3. Relationship      
Status 
 

-.18 .36** --   

4. Parental Status 
 -.18 .72**  .17 --  

5. Nationality 
 -.06  .05 -.02  -.06 -- 

6. Ever Depressed 
  .01  .09  .24*  .19 -.32** 

7. Current Depressed 
  .09 -.10 -.10 -.13 -.07 

8. Ever Medication 
 -.01 .32**  .18  .27** -.11 

9. Current Medication 
 -.04 .44**  .32**  .25* -.09 

10. Diagnosed 
Depression 
 

 .01  .07  .17*  .07 -.16 

11. Ever Therapy 
 -.05  .22*  .01  .18  -.19 

12. Current Therapy 
 -.06 -.04  -.07 -.04 -.04 

13. Ever Inpatient 
  .07  .09 .07  .18 -.06 

14. Parental History of 
Depression 
 

 .12  .05  .07  .11 -.10 

 

Note. (N = 99); Relationship Status is defined as Single = 0, In Committed Relationship = 1.  

Parental Status is defined as No Children = 0, Has Children = 1.  Nationality is defined as 

American = 0, Non-American = 1. * p < .05, ** p < .01. 
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Table 14 
 
Significant Correlations among Demographic Variables, Depression History Variables, and 
Psychological Measures for Phase 1 Participants (N = 99) 
 

 
Variables MCSD LOT-R EAC CES-D 

 
Gender -.03 -.15  .11  .12 

 
Age 
 

 .04  .18  .03 -.12 

 Relationship      
Status 
 

-.08  .19  .21* -.08 

Parental Status 
  .04  .26*  .10 -.17 

Nationality 
  .22*  .09  .04 -.01 

Ever Depressed 
 -.26* -.23*  .01  .21* 

Current Depressed 
 -.10 -.33** -.13  .70** 

Ever Medication 
  .07 -.18  .04  .06 

Current 
Medication 
 

 .01  .01 -.04  .02 

Diagnosed 
Depressed 
 

 .01 -.14 -.01  .12 

Ever Therapy 
 -.12 -.22* -.13  .02 

Current Therapy 
 -.16 -.04 -.13 -.09 

Ever Inpatient 
 -.23* -.13 -.01  .04 

Parental History of 
Depression 
 

-.01 -.08  .08  .29** 

Note: Relationship Status is defined as Single = 1, In Committed Relationship = 2.  Parental 

Status is defined as No Children = 0, Has Children = 1.  Nationality is defined as American = 1, 

Non-American = 2. * p < .05, ** p < .1 
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Table 15 
 
Significant Correlations among Psychological Measure Totals for Phase 1 Participants (N = 99) 
 

 
Variables MCSD LOT-R EAC CES-D 

 
MCSD --    

 
LOT-R 
 

 .37** --   

EAC 
  .03  .28** --  

CES-D 
 -.28** -.59** -.08 -- 

 
* p < .05, ** p < .01 



 

       INTERVENING 
        CONDITIONS: 
       -Public/Private 
       -Self/Other 
       -Positive/Negative 
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Figure 1.  Visual model of proposed theory.  Structure based on Straus and Corbin’s (1990) 

grounded theory approach to qualitative data.

 
 
             CORE  
    CATEGORY: 
 
           Enacting 
              
          Expression 
 

        CONTEXT: 
        -Relationship 
        -Physical Setting 

          CONSEQUENCES: 
 
    Good  Bad 
 
    -Social              -Social 
    -Health             -Health 
    -“Feel Better”   -“Feel Worse” 

      STRATEGIES: 
     -Express/Not Express 
  -Authenticity/Engagement 
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APPENDIX A 

INFORMED CONSENT FORM
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University of North Texas  
Institutional Review Board  

Research Consent Form  
 
Subject Name___________________________________ Date __________________  
 
Title of Study  
Self- and Social Perceptions of College Students: Phase 1  
 
Principal Investigator Jessica Mitchell, B.A. 
  
Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the proposed procedures.  It describes the procedures, benefits, 
risks, and discomforts of the study.  It also describes your right to withdraw from the study at any 
time.  
   
Start Date of Study 1/17/2005          End Date of Study 1/17/2006 
     
Purpose of the Study  
This study will examine how college students who vary on personality dimensions view 
themselves and mainstream society.  We hope to learn about different experiences of 
participants, which may help in developing better psychological measures and treatments. 
 
Description of the Study  
This study will be conducted in two phases. In the first phase, participants will be asked to 
complete five questionnaires, which most students can complete in about 30 minutes. Those 
wishing to participate in the second phase of the study will be given the opportunity to provide 
the investigator with contact information for the purpose of scheduling the second phase.  In the 
second phase, groups of 8-10 participants will take part in a focus group, which will last about 90 
minutes in length.  
 
Procedures to be Used  
Questionnaires will be provided to large undergraduate psychology courses and will also be 
available to interested individuals in the psychology research pool. The focus groups will be led 
by research assistants and the principal investigator. Sessions will be audiotaped for later 
transcription and analysis. Upon completion of each phase participants who are enrolled in 
courses providing extra-credit for research participation will be given such credit as provided for 
by their instructors.  Those who do not wish to participate in this study will be given other 
opportunities for extra-credit.  
 
Description of the Foreseeable Risks  
There is minimal risk involved in the current study.  Some participants might experience 
discomfort in response to some questions.  Should a participant experience distress, they may 
receive up to 8 sessions of counseling free of charge at the University of North Texas Counseling 
Center (940-565-2741).  Any participant may end their participation in the study at anytime 
without consequence and still receive extra-credit.  The main risk is that statements made in 
focus group discussion will be overheard by others, resulting in loss of confidentiality. 
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Benefits to the Subjects or Others  
Participants may gain some insight into their own and peer experiences and perceptions.  
Findings from this study may help in the development of better psychological measures and 
treatments, as well as prompt related scientific research. 
  
Procedures for Maintaining Confidentiality of Research Records  
Each participant in the first phase will be assigned a code number for use on questionnaires.  
Informed consent forms with contact information will not be linked to questionnaires, except by 
a corresponding confidential code number, to be kept in a separate locked cabinet.  In the second 
phase, focus groups will be held in a conference-type room in the Psychology Department, not 
associated with the Psychology Clinic.  During the focus groups, participants will be encouraged 
not to use their names since the session will be audiotaped. Should names accidentally be used, 
transcribers are trained to delete them.  Transcribers will be screened out if acquainted with any 
participant.  All questionnaires and audiotapes will be kept under lock and key in the primary 
investigator’s research lab rooms at the University of North Texas and will be destroyed at the 
end of the study.  
 
Review for the Protection of Participants  
This project has been reviewed and approved by the UNT Institutional Review Board (IRB).  
The UNT IRB can be contacted at 940-565-3940 or sbourns@unt.edu with any questions 
regarding the rights of research subjects. 
 
Research Subject's Rights  
I have read or have had read to me all of the above, and I have been given the opportunity to ask 
questions or voice my concerns.  I have been told the risks and/or discomforts as well as the 
possible benefits of the study.  I understand that I do not have to take part in this study and my 
refusal to participate or decision to withdraw will involve no penalty, loss of rights or benefits.  
In case problems or questions arise, I have been told I can contact Jessica Mitchell, Doctoral 
Candidate at 940-565-2631 or Sharon Rae Jenkins, PhD, Psychology Department at 940-565-
2671.   I understand my rights as research subject and I voluntarily consent to participate in this 
study.  I understand what the study is about, how the study is conducted, and why it is being 
performed.  I have been told I will receive a signed copy of this consent form.  
 
 
 
_______Yes, my initials here indicate that I would also like to participate in the second 
phase of the study and I voluntarily provide my contact information.  I have been told that 
this information will be kept confidential by the primary investigator and will be destroyed 
following completion of the study. 
 
Please provide contact information below signature. 
 
 
_________________________________________  _____________________  
Signature of Participant     Date      
 
_________________________________________ 
Participant’s Printed Name 

http://www.unt.edu/ospa/irb/contact.htm
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_____________________________   ____________________________ 
Preferred Phone Number    Preferred Email Address 
 
Special Instructions (Do you prefer phone or email contact?  Can researcher leave message on 
voicemail?): 
 
______________________________________________________________________________
__________________________________________________________________ 
________________________________________________________________________ 
 
For the Investigator or Designee:  
I certify that I have reviewed the contents of this form with the subject signing above.  I have 
explained the known benefits and risks of the research.  It is my opinion that the subject 
understood the explanation.  
     
  
 
_____________________________________ ______________________     
Signature of Principal Investigator    Date  
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APPENDIX B 

DEMOGRAPHIC QUESTIONNAIRE
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Demographic Questionnaire  

Please answer these questions by filling in the blank or marking the appropriate space. 
 

1. How old are you?  _______ 
2. What is your gender? (Please mark one answer)  _____0) Male ______1) Female 
3. What is your nationality (e.g. American, British)?   

______________________________________ 
 
4. What is your ethnic origin (e.g. Caucasian, African-American)?  

______________________________________ 
 

5. What is your current marital status? (Please mark one answer) 
 

______1) Single (never married)   ______4) Widowed 
______2) Married    ______5) Divorced 
______3) In committed relationship ______6) Separated 
 

6. Do you have any children? 
 
______0) No______1) Yes (including step or adopted) 
 
If Yes, How many children? ________ 

 
7. Have you ever been depressed? 

 
______1) No, Never______3) Yes, Several times 
______2) Yes, Once or twice______4) Yes, Fairly often 
 

8.   Are you currently depressed? 
 

______0) No______1) Yes 
 
If Yes to Question 7 or 8: 
Please describe what the experience of being depressed is like for you.  Compared to times when 
you are not depressed, how do you know that you are depressed? 
 
 
 
 
 
 
 
 
 
9. Have you ever been diagnosed with depression by a physician or mental health professional? 

 
______0) No______1) Yes 
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10. Have you ever been prescribed medication for depression? 

 
______0) No (If No, go to Question 12)______1) Yes (If Yes, go to Question 11) 
 

11. Are you currently taking prescribed medication for depression? 
 

______0) No______1) Yes 
 

12. Have you ever received outpatient psychotherapy or counseling? 
 
______0) No______1) Yes______2) Yes, but not for depression 
 

13. Are you currently receiving outpatient psychotherapy or counseling? 
 
______0) No______1) Yes______2) Yes, but not for depression 

 
14. Have you ever been an inpatient in a psychiatric hospital or unit? 

 
______0) No______1) Yes______2) Yes, but not for depression 

 
15. Do either of your parents have a history of depression? 
 

______0) No______1) Yes______2) Don’t Know 
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APPENDIX C 

INITIAL FOCUS GROUP QUESTIONS 



 

 91

Initial Focus Group Questions: 
 

The “How are you?” phenomena 

If asked “how are you?” do you tell the truth? 

Why/Why not?  Are there some situations when you are honest, some not?  Does it 

matter who is asking? Where you are?  What happens if you do?  Any positive outcomes?  

What would you think of a person who told the truth?  How often do you say you are not 

doing well when you aren’t?  How often do you say you are “fine” when you aren’t?  

Some situations honest, some not? (death, exams, illness, loss of job?) 

How do you feel when someone says, “Cheer up,” “Chin up,” “Look on the bright side” some 

other phrases.  Where did you first hear these kinds of messages? 

What happens when you (someone else) says something pessimistic?   

How do you think people view other people who express emotion?  How do you express your 

emotions?  (talking/writing?)  Are there times when you can’t/shouldn’t?  How do you feel when 

someone else expresses negative emotions?  Relationship with the person matter?  (Close to you?  

Acquaintance?  Stranger?)  What might be some consequences to not expressing emotions?  To 

expressing all emotions? 

Any benefits to being a pessimist? 

Any benefits to being an optimist? 

Consequences of these strategies? 

Would you consider a realist to be more optimistic or pessimistic?  Why? 

Carol: Negative description of person: 

Someone who always sees the glass as half-empty, sees possible negative outcomes, tells you 

how they feel even when it is bad (e.g., they are sad, depressed, anxious, etc), not always happy. 

Linda: Positive description of person: 
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Someone who sees the glass as half-full, never seem distressed, always smiling, always seems 

hopeful and always expects the best outcomes. 

Ask group to say what they think of these different types of people.  What are they like?  How 

are they socially? Occupationally? Personally?  Psychologically? 

What happens when you have high expectations for yourself and things turn out badly? What 

happens when you expect the worst and things end up working out better than you expected? 

Do we have names for people who are “negative”? What are some? 

Do you think that American society emphasizes being positive over negative?  How?  What are 

examples of these messages?  Where do we get them from? (media? Books? Psychology?)  How 

does this pressure affect you individually? 

Do you think there are cultural differences in terms of positivity?  Some cultures more accepting 

of negativity?  Some more expressive of emotions? 
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