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ABSTRACT 
	  
Background: Poor partner support is a risk factor for perinatal depression, a disease with adverse 

consequences for mother, baby, and partner.  This pilot study explored changes in partner 

verbal/non-verbal supportive behaviors, including overt displays of emotional expression, during 

interactions between romantic partners and depressed perinatal women participating in Partner-

Assisted Therapy (PAT).  A novel approach for perinatal depression currently under 

investigation, PAT includes the partner of a depressed woman as an active participant in her 

treatment over eight acute sessions and one follow-up. This is the first study to date that 

investigates psychotherapeutic processes by analyzing the spontaneous display of support and 

positive affect in romantic partners during their engagement in psychotherapy sessions.  

Methods: Eleven couples (females between ≥ 8 weeks pregnant and ≤ 12 weeks postpartum, 

diagnosed with Major Depressive Disorder) attended eight weekly psychotherapy sessions along 

with their partners. Two raters coded video recordings from sessions one, four and eight (acute 

phase). Partner support (positive helping behaviors) was coded using the Social Support 

Interaction Coding System, marital affect was coded using the Specific Affect Coding System, 

and warm touch by the male partner to his depressed spouse was recorded by frequency and 

duration of time. The associations between partner support and the change in the female partner’s 

symptoms of depression were then investigated.  

Results: Our hypothesis of the inverse correlation between partner support (an increase over 

time) and treatment outcome was partially supported. The hypotheses that warm touch and 

positive marital affect would increase over time were not supported in this sample. 
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Conclusion: Findings suggest that an increase in partner support over time in treatment is 

partially associated with a decrease in female depressive symptoms. Future investigations with 

larger samples would support more confident interpretations and allow meaningful explorations 

into the processes of partner support and their implication for perinatal depression. 
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CHAPTER ONE 
 

INTRODUCTION 
 

Statement of the Problem 

Depression during pregnancy and the postpartum (perinatal period) has adverse 

consequences for mother, baby, and spouse/partner (Bledsoe and Grote 2006; McQueen, 

Montgomery et al. 2008; Yonkers, Wisner et al. 2009). Although poor partner support is a key 

risk factor for depression in perinatal women, past research has not included partners in treatment 

beyond psycho-education (Brandon et al., in submission). Partner-Assisted Therapy (PAT) for 

perinatal depression is a novel theory-based approach that is currently being tested for safety, 

feasibility, and acceptability. PAT includes the partner of a depressed pregnant or postpartum 

woman in the treatment of her depression, making him an active agent of her recovery during the 

transition to parenthood, a period that has been identified as particularly well suited for clinical 

interventions (Brandon et al., in submission).  

This emerging field offers a unique opportunity to explore how partner support may 

contribute to the course of therapy in this population. Social support focuses on the ways that 

individuals can be helpful or supportive to their partner when they are experiencing personal 

distress (Baucom and Kerig 2004). Social support provided by a partner to his/her spouse has 

been long identified as a key protective factor against stress (Collins and Feeney 2000; Sullivan, 

Pasch et al. 2010) and an essential contributor to marital satisfaction and marital stability (Pasch 

and Bradbury 1998; Sullivan, Pasch et al. 2010). However, partner support has never been 

examined in the context of spontaneous intimate interactions taking place during therapy sessions. 

Exploring partner support in the context of PAT not only has important clinical  
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implications for perinatal women suffering from depression, but could inform therapy in other 

clinical contexts (Brandon, Shivakumar et al. 2011).  The present study will examine whether a 

partner’s support expressed across the active phase of treatment is associated with treatment 

response (i.e., decreased depression), and will explore several process variables that may 

accompany such support (i.e., warm touch and positive marital affect). 

Promising findings in recent research have documented the beneficial effects of 

interpersonal touch on health and well-being (Gallace and Spence 2010). Although rarely 

investigated among romantic partners, there is emerging evidence that warm touch with a 

supportive male partner has specific benefits for women’s stress management and health (Ditzen, 

Neumman et al. 2007; Holt-Lunstad, Birmingham et al. 2008). Thus, quantifying the frequency of 

warm touches from the partner to his depressed female partner provides a rarely implemented 

measure of the impact of partner support. 

 The PAT approach assumes that treatment improves the partner’s support to his wife, which 

enhances the marital relationship by decreasing marital stress and improving the couple’s 

communication (Brandon, Ceccotti et al. 2011). There is ample evidence of the link between 

depressive symptoms in one partner and decreased relationship satisfaction in the romantic dyad.  

Interactions of couples in which one spouse is depressed have been found to be more negative, 

hostile and conflictual (Gottman and Notarius 2000). PAT takes advantage of partners’ 

participation in treatment to help the couple change destructive interactional patterns by 

increasing the empathy and support the partners have for one another and by growing acceptance 

of depression as a treatable illness. It thus assumes that both partners will become more 

competent and better adjusted in their relationship over the course of therapy (Brandon, Ceccotti 

et al. 2011). The literature on emotion has consistently documented the benefits of positive  
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emotions in interpersonal life and how positive emotions can protect individuals from distress 

(Fredrickson 1998). Depression has also been conceptualized as an absence of positive affect 

(Clark and Watson 1991; Keltner and Kring 1998). Consequently, if spouses’ interactions grow 

more supportive during therapy, it is reasonable to expect that both partners will display more 

positive affect when interacting with each other. This study examined whether positive marital 

affect (the emotional expressions of both partners when they interact with each other) increased 

across the course of PAT, and whether positive marital affect was reflected in an increased marital 

satisfaction and a decrease in women’s depressive symptoms. This could be one of the indirect 

processes through which partner’s support contributes to the lifting of female depressive 

symptoms. Marital affect has been studied productively in the context of brief laboratory dyadic 

problem-solving discussions and conflict resolution conversations (Gottman and Notarius 2000; 

Baucom and Kerig 2004; Coan and Gottman 2007). Marital affect has emerged as an important 

predictor of both marital satisfaction and marital stability (Gottman, Coan et al. 1998). However, 

most studies on marital affect take place in the laboratory, with researchers imposing varying 

structure on participants whereas the present study proposed to examine the display of marital 

affect during spontaneous interactions across the course of PAT, as a first step to elucidate 

possible indirect effects (mediators) of partner support to decrease of depression.  

Purpose of the Present Study 

The purpose of this study is to explore the processes through which PAT may be effective.  

Two questions were examined.  First, is partner support during active therapy sessions related to 

female treatment response? Second, is partner support associated with an increase in positive 

marital affect that is related to both partners’ increased marital adjustment and to the woman’s 

decrease in depressive symptoms? 
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Objectives 

1. Investigate whether partner support increases over the course of PAT and is associated 

with the depressed spouse’s response to treatment across the acute phase of therapy (i.e., 

from session one to session eight).  

2. Examine if partner support to his depressed spouse during PAT is associated with an 

increase in positive affect during the marital interactions of both partners, and if this 

hypothesized positive affect partially mediates the woman’s treatment response and both 

partners’ marital adjustment. With awareness of the limitations due to small sample size, 

the study aims were to identify potential factors to measure in a larger study. 
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CHAPTER TWO 

LITERATURE REVIEW 

 

Perinatal depression is common and has adverse effects 

Depression during pregnancy and the postpartum (perinatal depression) is a widespread, 

serious health problem for women, infants and their family. Recent evidence suggests that 

between 14% and 23% of pregnant women will experience a depressive disorder while pregnant 

(Yonkers, Wisner et al. 2009). Depression during pregnancy, is also a powerful predictor of 

postpartum depression (O'Hara and Swain 1996). Approximately 13% of women develop 

postpartum depression, most frequently within the first twelve weeks after delivery (Bledsoe and 

Grote 2006; McQueen, Montgomery et al. 2008). The negative consequences of perinatal 

depression for the mother, her baby and the family at large have been well documented (Bledsoe 

and Grote 2006; McQueen, Montgomery et al. 2008; Yonkers, Wisner et al. 2009). Depression 

during pregnancy has been associated with increased tobacco and substance abuse, lower health-

related quality of life (Nicholson, Setse, Hill-Briggs et al, 2006). Other maternal consequences of 

antenatal depression are increases in operative deliveries, use of epidural anesthesia, risk of 

preeclampsia, and general illness during pregnancy (Yonkers, Wisner et al., 2009). Clinical 

features of newborns of depressed mothers include higher cortisol levels than newborns of non-

depressed mothers, lower than optimal habituation, orientation, motor activity, greater arousal, 

lesser attentiveness, lesser physiological development and increased irritability (Field, Diego, 

Dieter et al., 2004). In addition, depressed mothers have been found to express little positive 

affect towards their infants (flat or negative facial and vocal expression, avoidance of eye contact) 

and rated their infants’ behaviors as more negative, were less playful and attentive with  
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their children than non-depressed mothers. In turn, depressed caregivers' limited or inappropriate 

facial and vocal emotional expressions have direct effects on their infants' learning, behavior, and 

emotional regulation. Research has documented that infants of depressed mothers are less playful 

and active, and display less positive affect, as well as more expressions of sadness and anger 

(Field 1995). 	  

Because of valid ethical concerns surrounding the inclusion of pregnant and lactating 

women in randomized controlled trials, solid evidence of safe and efficacious treatments for 

perinatal depression is lacking.  Antidepressant treatment is usually the first-line approach and, 

although antidepressant use in pregnancy is thought to be of reasonably low-risk to the fetus 

(Yonkers, Wisner et al. 2009), patient-preference research suggests women are reluctant to use 

medications.  Non-pharmacological interventions such as psychotherapy, bright light therapy, 

acupuncture, exercise, and omega fatty acids appear to be more widely acceptable (Goodman 

2009). Recent reviews of psychosocial interventions (Dennis 2005; Dennis, Ross et al. 2007) 

highlighted the need for future research in this area. Alongside the question of efficacy, exploring 

potential unique effects of psychotherapy for this population contributes to the evidence base and 

has public health significance. 

The perinatal period is a time particularly well suited for psychosocial interventions, but 

more investigations are needed to inform treatment during this life transition (Glade, Bean et al., 

2005) and couples experience multiple challenges during their transition to parenthood (Gottman 

and Notarius 2000; Glade, Bean et al. 2005). Although this period is often hopeful, it can also be 

particularly stressful, creating disequilibrium, with both partners experiencing new roles, 

circumstances and demands that may put the marital relationship at risk. As a result, 

approximately 40 to 70% of couples experience a drop in marital quality during the transition to  
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parenthood (Gottman and Notarius 2000). Interventions during this transition may help couples 

adapt to new challenges, perhaps preventing the onset of maternal depression and the emergence 

of marital conflict (Gottman and Notarius 2000; Glade, Bean et al. 2005). Indeed, research 

suggests a robust relationship between marital dissatisfaction and depression (Beach, Smith et al. 

1994; Keltner and Kring 1998) and the experience of depression often creates an “unavailable” 

partner, as the feelings of hopelessness, helplessness, and worthlessness characterizing this illness 

often place the responsibility for interactions on the non-depressed partner (Brandon, Shivakumar 

et al. 2011).  

Including partners in interventions may have protective effects on perinatal depression 

One of the strongest contributors to perinatal depression across studies is poor social 

support, particularly from the partner (O'Hara and Swain 1996; Dennis and Ross 2006; Lancaster, 

Gold et al. 2010). A number of risk factors for perinatal depression have been identified, 

including young age, low income, lower education, personal history of depression and/or anxiety, 

family history of depression, low self-esteem, adverse life events, marital dissatisfaction, and low 

social support, real or perceived by the woman (Dennis 2005; Dennis and Ross 2006; Dennis, 

Ross et al. 2007).  Although many of these risk factors are not amenable to change, psychosocial 

interventions such as PAT are likely to modify the quality of social support (Dennis, Ross et al. 

2007) as well as a woman’s perception of adequate partner support (Dennis and Ross 2006).   

 The benefits of enhancing partner support are emerging. In an intervention for postpartum 

depression (Misri, Kostaras et al. 2000), investigators randomized 29 female participants to either 

a support group involving their male partners for a minimum of four sessions, or a control group 

in which patients attended six individual therapy sessions. Women whose partners attended 
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sessions experienced a significant drop in their depressive symptoms compared to those in the 

control group. Interestingly, women who were assisted by their partners also reported higher 

relationship satisfaction (Misri, Kostaras et al. 2000), potentially reflecting the benefits of 

believing that their partner would be there when things go wrong (Gable, Gonzaga et al. 2006). 

Feelings of intimacy arise and deepen between partners when they engage in behaviors that lead 

one another to feel understood, validated, and cared for, particularly following the disclosure of 

important self-relevant thoughts and feelings (Gable, Reis et al. 2004; Gable, Gonzaga et al. 2006; 

Sullivan, Pasch et al. 2010). Favoring disclosure of important personal information in a 

therapeutic environment while promoting positive helping behaviors are processes that form the 

core of the PAT’s rationale.  

Promising results of interventions designed to enhance the partner support of medical 

patients suggest that the same success is possible with psychiatric patients. To date, including the 

romantic partner of a patient in the treatment of his/her illness has been primarily researched in 

the medical health care setting, in particular for cancer, obesity, smoking and chronic illness. In 

the treatment of psychiatric illnesses, “partner-assisted” or “spouse-assisted” therapy was 

introduced for the treatment of anxiety disorders more than 20 years ago, but has not been 

sufficiently studied (Brandon, Shivakumar et al. 2011).    

Partner-Assisted Therapy (PAT) for the treatment of perinatal depression 

PAT for perinatal depression is a theory-based intervention targeting the risk factor of low 

social support and/or relationship stress in the context of the transition to parenthood. PAT is 

expected to ameliorate depressive symptoms by targeting emotions, role expectancies, and 

perceptions of partner support, incorporating techniques from Interpersonal Psychotherapy and 

Emotionally Focused Couples Therapy (Brandon et al., 2011, in submission). The framework of  
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PAT focuses upon the patient’s experience of her illness and uses the partner (spouse, romantic 

partner, significant other) in the role of supporter/coach or as a co-agent of change and recovery 

(Baucom and Shoham 1998). First, the therapy aims to identify the existing maternal and paternal 

stressors as well as the dyadic expectations each hold around the roles of “mother” and “father”. 

Second, the approach highlights exploring core emotions around the stressors and role 

expectations, examining the expectancies and modifying those that may be unrealistic.  Both 

patient and partner are supported as the pregnant woman’s symptoms and feelings are discussed, 

and strategies for addressing her needs for support are developed collaboratively. Finally, the 

couple’s interactions are examined, particularly as they relate to her depression, and opportunities 

for increasing the partner’s emotional and instrumental support are highlighted, thereby reducing 

the maternal stressors (Brandon et al., in submission). 

 Conceptually, the PAT approach assumes that treatment is improving the partner’s support 

to his wife and thereby extends the treatment outside of therapy, as competent partners learn how 

to use therapy tools in every day interactions with their spouses. Thus increased efficacy of the 

partner’s support should enhance the marital relationship by decreasing marital stress and 

improving communication between partners during their transition to parenthood (see Table 7 in 

Appendix 1).   

The analysis of psychotherapy processes 

This body of literature suggests that there is a need to further our understanding of the key 

mechanisms of change in evidence-based treatment of depression, and that the microanalysis (i.e., 

the detailed observation of extremely small behavioral sequences, occurring every second or few 

seconds) of verbal as well as non-verbal content of therapy sessions may be the best methodology 

to explore change processes (Mergenthaler 1996; Angus, Goldman et al. 2008).  
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However, current evidence is limited to a particularly small number of studies. First, possible 

mechanisms of change have been documented by the thematic microanalysis of psychotherapy 

transcripts of clinician-client interactions (Mergenthaler 1996; Lepper and Mergenthaler 2007; 

Angus, Goldman et al. 2008). Second, the non-verbal display of affect taking place within the 

therapeutic relationship between clients and therapist have been investigated through an analysis 

of body postures and gazes (de Roten, Fivaz-Depeursinge et al. 2000), through the examination of 

mutual smiling sequences (Darwiche, de Roten et al. 2008) and the analysis of prototypical 

affective micro-sequences (Bänninger-Huber 1992). In the proposed study, I will undertake a 

microanalysis of PAT sequences to explore several potential processes through which PAT may 

improve a woman’s perinatal depression and the couple’s relationship quality (i.e., warm touch 

and positive marital affect). 

Role and benefits of warm touch 

Touch is regarded as the non-verbal behavior that is the most capable of intensifying 

intimacy experiences (Prager 1995), and may be an important component in the effects of PAT. 

Research on interpersonal touch has found that people tend to assign interpretation such as 

affection, commitment, control, intimacy and sexual interest to touch behavior (Guerrero and 

Andersen 1994). More recently, Hertenstein, Keltner, Holmes et al. (2009) demonstrated that 

people could identify as many as six distinctive emotions from the experience of being touched on 

the arm by a stranger for one second. Across cultures, touch is central to soothing, signaling 

safety, reward and to the formation of attachments (Oveis, Gruber et al. 2009). There is growing 

evidence of the benefits of warm touch between romantic partners. For example, Grewen, Girdler 

et al., (2004) demonstrated that greater partner support (based on self report) was related to higher 

plasma oxytocin levels in men and women after a brief episode of warm contact. 
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Oxytocin (OT) is a neuropeptide that has been linked to bonding behaviors in some mammalian 

species, including humans (Carter 1998). These higher oxytocin levels are thought to have a 

positive impact on health by regulating the human stress system and subsequently lowering blood 

pressure (Grewen, Girdler et al. 2004). Frequent hugs between spouses in a laboratory experiment 

conducted by Light, Grewen and Amico (2005) have been associated with lower blood pressure 

and higher oxytocin levels in pre-menopausal women. Ditzen, Neumman et al. (2007) 

investigated whether specific kinds of physical interaction between romantic partners could 

reduce psychosocial stress in women. Women who received physical partner contact before the 

laboratory stress experiment exhibited significantly lower cortisol and heart rate responses to 

stress as compared with women who received social support only. Similarly, Holt-Lunstad, 

Birmingham and Light (2008) investigated the influence of an intervention enhancing warm touch 

among healthy married couples, finding that increased warm touch among these romantic dyads 

had a beneficial influence on multiple stress-sensitive systems in both males and females.  

Evidence on warm touch between romantic partners suggests that warm physical contacts with a 

supportive male partner have benefits in terms of stress management and health for women. New 

studies also support that there may be a link between warm touch and relationship satisfaction. 

Preliminary findings of an experiment conducted by Oveis et al. (2011) demonstrated that 

romantic partners who touched more during a five-minute interview also reported more 

satisfaction in their relationship. Although no specific attention to warm touch was given during 

the PAT intervention, the present study proposed to investigate changes over time in the 

frequency of the male partner’s spontaneous physical contacts to his depressed spouse. Increases 

in warm touches may be one of the processes through which the depressed woman perceives to be 

adequately supported by her partner. 
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Role and benefits of positive affect  

Findings from emotion research demonstrate that positive emotions help individuals 

develop cognitive and social resources vital to wellbeing and healthy relationships (Gruber, Oveis 

et al. 2011) and provide methodological tools for studying psychotherapy processes. Exploring 

changes in positive emotions displayed by both partner over the course of PAT is important 

because it could help understand the mechanisms through which PAT may be effective. Positive 

marital affect, as a marker of increased marital adjustment, could be one of the indirect processes 

through which partner’s support contributes to the lifting of the woman’s depressive symptoms. 

There are multiple benefits of positive emotions. While negative emotions lead to narrow 

attention and motivate specific actions, positive emotions broaden thought and action repertoires 

(Fredrickson 1998). In the cognitive domain, they lead individuals to see new connections 

between ideas, integrate and organize information, and generate new solutions to problems. 

Positive emotions also broaden the scope of action, promoting readiness to engage in different 

activities. For example, interest motivates exploration of the environment (Fredrickson 1998; 

Harker and Keltner 2001), and amusement facilitates the acquisition and storage of information as 

well as creative thinking when individuals experience a cognitive shift from one knowledge 

structure to another (Gruber, Oveis et al. 2011). Self-conscious positive emotions such as pride 

are deficient in depression (Diagnostic Manual of Mental Disorders-IV, APA, 2000) and 

contribute to the maintenance of self-esteem by signaling the accomplishment of a valued task to 

the self and to other members of a given cultural group (Gruber, Oveis et al. 2011). Frequent 

positive affect and infrequent negative affect have been found to be essential to subjective  

well-being (Myers and Diener 1995).  
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 There is growing evidence that positive emotions help individuals undo or reduce the 

detrimental effects of negative emotions and distress (Fredrickson 1998). In one study, 

participants who spontaneously smiled after viewing a film that induced negative emotion 

recovered more quickly from the increased cardio-vascular arousal evoked by the disturbing film 

(Fredrickson and Levenson 1998). Bereaved individuals who were able to laugh while talking 

about their deceased spouse were better able to distance themselves from their distress (as 

measured by a dissociation between physiological arousal and subjective distress) and to recover 

more quickly from their loss than those individuals who did not laugh, demonstrating laughter can 

be conceptualized as an adaptive response to stress (Bonanno and Keltner 1997; Keltner and 

Bonanno 1997). Similarly, humor predicts improved psychological functioning during distress 

(Keltner and Bonanno 1997). One study demonstrated that the tendency to use humor as a coping 

mechanism predicted less distress in women 6 months after breast cancer surgery and mediated 

the relationship between global optimism and reduced post-surgery distress (Carver, Pozo et al. 

1993). Taken all together, the numerous benefits of positive emotions and more particularly their 

role in the recovery from negative emotions, suggest that positive emotions are important and 

valuable to study in the context of PAT. An increase in positive affect over the course of 

treatment could indirectly influence treatment response to depression. 

Positive emotions have beneficial consequences in the social realm and more particularly 

in romantic dyads. Cooperative and altruistic individuals display higher levels of positive emotion 

than non-cooperators (Schug, Matsumoto et al. 2010), and positive emotions facilitate mutually 

rewarding social interactions that build, strengthen and maintain social bonds (Gruber, Oveis et 

al. 2011). Individuals prone to positive affect tend to be more socially engaged with  
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others (Harker and Keltner, 2001) and more likely to be in a romantic relationship (Berry and 

Willingham 1997). The expression of positive emotion during conflict discussions predicts 

increased marital satisfaction and the reduced likelihood of divorce. Distressed couples have been 

found to produce an average of 1.49 positive interactions per minute during observed 

conversations in the laboratory, whereas non-distressed couples produced an average of 1.93 

positive interactions per minute, a significant difference (Gottman, Coan et al. 1998). Trait 

positive affect correlated positively with increased commitment to a current relationship and the 

use of constructive rather than destructive strategies to deal with relationship problems (Berry and 

Willingham, 1997). Harker & Keltner (1998) coded the smiles of college women in their 

yearbook photos. The magnitude of the smile at age 21 predicted increased self-reports of the 

disposition to affiliate with others, reduced stress, and increased personal and marital satisfaction 

over the next 30 years. Additional evidence has documented that sharing positive emotions and 

positive events with one’s partner result in greater positive affect and higher reports of life 

satisfaction, over and above the positive affect attributable to the event itself. The perception that 

a partner reacted appropriately to the disclosure of the event has also been associated with greater 

relationship satisfaction and intimacy (Gable, Reis et al. 2004; Gable, Gonzaga et al. 2006). Based 

on this review of the beneficial consequences of positive emotions in romantic relationships, our 

study expected that positive marital affect (the emotional expressions of both partners when they 

interact with each other) would increase across the course of PAT. Our investigation thus 

examined change in the display of marital affect across the active phase of treatment. 

 The scientific study of emotional expressions demonstrates how emotions are effectively 

conveyed in our repertoire of nonverbal behaviors. Facial expressions of emotions provide a rich  
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and powerful means to communicate human experience in its complexity (Bonanno, Keltner et al. 

2002). Facial expressions correlate with the self-reported experience of emotion as well as with 

patterns of autonomic nervous system and central nervous system activity (Keltner, Moffit and 

Stouthamer-Loeber, 1995). Facial expressions of both positive and negative emotions have been 

associated with variations in long-term personal and social adjustment, and this was demonstrated 

even when facial displays were sampled from very brief temporal segments (Bonanno and 

Keltner, 1997; Gottman and Levenson, 1992; Keltner and Bonanno, 1997). For example, facial 

expressions of negative and positive emotions in the early months of bereavement have been 

found to predict long-term grief course (Bonanno and Keltner, 1997). Measuring smile intensity 

and negative facial affect in the photographs of kindergartners and their families reliably captured 

the children’s and their parents’ overall affective style (Oveis, Gruber et al. 2009). Brief samples 

of expressive behavior such as the intensity of college women’s smiles in their yearbook photos 

predicted the individuals’ affective styles and life trajectories (Harker and Keltner, 2001). Brief 

samples of participants’ affective behaviors were used to analyze mechanisms of change in PAT. 

Facial expressions are the primary means by which important information about an individual’s 

experience is communicated socially (Bowlby 1969; Ekman 1992; Ekman 1993; Keltner and 

Kring 1998). Emotional expressions play a vital role in interpersonal processes by coordinating 

social interactions and they influence a wide range of interactions, from spontaneous 

conversations to courtship practices (Keltner and Kring, 1998).  Emotional expressions also 

contribute to adjustment in the context of romantic relationships. The expression of positive 

emotion allows partners to increase intimacy, convey commitment, and dissociate from the 

distress that is likely to arise occasionally in any long-term relationship (Keltner, Kring, and 

Bonanno, 1999).  
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In sum, although they are “fleeting signs of the course of life” (Keltner, Kring and 

Bonanno, 1999), emotional expressions are a remarkable indicator of emotions and enable 

researchers to study the dynamics of emotions in reliable ways. Studying facial expressions adds 

to the knowledge we can obtain from self-reports of emotional experiences. The coding of 

emotional expressions has been applied to pictures (Harker and Keltner 2001; Oveis, Gruber et al. 

2009), to the measurement of the facial expressions of subjects watching brief clips of films 

designed to elicit intense positive and negative emotions (Kring and Sloan 1991). In videotaped 

therapy sessions, the coding of emotional expressions has been utilized in a small number of 

studies, such as the exhaustive case-study analysis of psychoanalytic treatment by Bänninger-

Huber (1992).  

Couple’s observation research has enabled investigators to conceptualize specific micro-analytic 

coding systems that can be applied to measure in a very detailed fashion the affect displayed 

between romantic partners (Gottman and Notarius 2000; Baucom and Kerig 2004). As a result, 

emotional expression has emerged as an important predictor of both marital satisfaction and 

marital stability (Gottman, Coan et al. 1998). For example, there is substantial evidence that 

positive emotions, in addition to helping behaviors in marriage, predict marital stability even 

when observed in the context of problem solving tasks (Pasch, Bradbury et al. 1997; Gottman, 

Coan et al. 1998; Waldinger, Shulz et al. 2004). Coding systems were created to assess a range of 

affective couple behaviors occurring while partners were problem-solving or discussing 

conflictual issues (Gottman and Notarius 2000; Baucom and Kerig 2004). More recently, the 

literature points out that the focus of research should shift from studying conflict and negative 

interactions to studying more positive interactions and communications between partners 

(Heyman 2001; Baucom and Kerig 2004).  
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Given the findings from emotion research and couple’s observation research, this study 

proposed that partners’ change in emotional display will be observable, from less positive and less 

engaged to more positive over the course of PAT. This observation, if confirmed, would shed 

light on the processes of partners’ change. Similar information has been repeatedly used to predict 

marital satisfaction through observing video-recordings of romantic partners interacting during a 

structured task in the laboratory (Gottman and Notarius 2000; Heyman 2001; Baucom and Kerig 

2004; Waldinger, Shulz et al. 2004). However, to date there is no known study that has 

investigated romantic partners’ spontaneous display of dyadic affect during videotaped 

psychotherapy sessions. 

Depression: a deficit in positive affect leading to interpersonal impairments 

 Depression has long been conceptualized as distinctively characterized by the combined 

presence of negative affect in the absence of positive affect and of pleasurable experiences (Clark 

and Watson 1991). In unipolar depression, the enduring experience of sadness is accompanied by 

the incapacity to respond to positive emotional stimuli and to derive pleasure from them 

(anhedonia) (Diagnostic Manual of Mental Disorders-IV, APA 2000). Anhedonia is a distinctive 

feature of depression, distinguishing depression from other psychopathologies such as anxiety 

(Harker and Keltner 2001). People with high levels of negative affect are likely to experience 

emotions such as anxiety and anger, whereas people with low levels of positive affect or even 

with an absence of positive affect will tend to feel sadness and apathy, resulting in the loss of 

pleasurable engagement (Clark and Watson 1991; Keltner and Kring 1998; Gruber, Oveis et al. 

2011). There is substantial evidence that, when compared with healthy controls, depressed 

individuals exhibit a diminished response to pleasant stimuli. Clinically depressed patients  
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display limited facial expressions, particularly expressions of positive emotions (Berenbaum and 

Oltmanns 1992; Sloan, Strauss et al. 1997). If compared with schizophrenic patients and healthy 

controls, depressed individuals show fewer facial expressions in response to positive stimuli, but 

not to negative stimuli (Berenbaum and Oltmanns 1992).  Similarly, depressed women 

demonstrated a reduced response to pleasant film clips in a more recent investigation (Sloan, 

Strauss et al. 2001). A meta-analysis of laboratory studies comparing the emotional reactivity of 

depressed individuals to healthy controls demonstrated that depression is associated with reduced 

reactivity to several different kinds of positive visual stimuli (Bylsma, Morris et al. 2008). Based 

on knowledge regarding depression as a deficit in positive affect, our study expected that 

women’s affect would change positively over the acute phase of treatment, reflecting positive 

change in marital affect and response to treatment.  

 The emotional disturbance that is experienced in depression may lead to interpersonal 

impairments. Clinically depressed individuals have fewer social skills, fewer close relationships, 

less elaborated social networks, less rewarding relationships, fewer social contacts, less social 

support and more marital problems and family arguments (Keltner and Kring, 1998; Harker and 

Keltner, 2001, for a review). First, depressed individuals have been shown to be less expressive 

than non-depressed people, suggesting that they will not provide cues for others' social behavior. 

More generally, they may fail to provide important signals about their own emotional states, 

intentions, and experiences when they interact with others. Consequently, the low positivity of 

depressed individuals is likely to contribute to damage relationships or may fail to initiate or 

maintain relationships (Keltner and Kring 1998). Second, the deficits in emotional self-regulation 

characterizing depression, such as the incapacity to respond to positive stimuli or  use positive 

events to shift into positive emotional states, correspond to deficits in the reward- 
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oriented motivational system of depressed individuals (Tomarkenand and Keener 1998). Such 

emotional self-regulation deficits interfere with social interactions. Because they may not derive 

pleasure or reward from interpersonal relationships, depressed individuals are likely to be 

interpersonally disengaged and to create social contexts that perpetuate their negative experiences 

(Keltner and Kring 1998). Several findings link negative moods and emotions to assessments of 

reduced relationship satisfaction (Keltner and Kring 1998). For example, depressed individuals 

have been found to be more pessimistic in expectations about their current and future social 

relationships than non-depressed individuals, and to perceive family relationships as less 

supportive.  

 Depression specifically appears to undermine the interpersonal interactions and relationship 

satisfaction among romantic dyads (Gottman, Coan et al. 1998; Keltner and Kring 1998), making 

it a particularly important variable to assess in the context of PAT. Gottman and Notarius (2000) 

reviewed studies examining the marital interactions of control couples and couples in which either 

the wife or the husband was clinically depressed. Depressed couples were more negative in their 

interactions than were non-depressed couples, and couples with a depressed wife were more 

negative than couples with a depressed husband. Gotlib and Beach (1995) demonstrated that 

depressed-wives became increasingly negative in their verbal behavior over the course of the 

interaction with their partner and perceived the interaction as more hostile. Beach and Fincham 

(1994) proposed that individuals with high negative affect may be more likely to display negative 

communication patterns in interactions with their partner and may have more marital 

dissatisfaction as a result. They further suggested that increases in positive affect may be 

necessary to improve marital communication in couples where one partner is depressed. 

According to these authors, interventions aimed at changing mood may indirectly facilitate close  
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relationships and interventions aimed at improving marital relationships may also be beneficial 

for treating depression.  

 PAT targets a women’s depression by improving her partner’s support, assuming that his 

participation and more effective support will promote more positive and enjoyable spousal 

interactions, will improve communication and enhance the marital relationship. One aim of the 

proposed study was to explore whether there was an increase in positive affect during partners’ 

interactions while in PAT, and whether positive marital affect was associated with a decrease in 

depressive symptoms and is reflected in increased marital adjustment. 

Rationale, Aims, and Hypotheses of the Present Study 

Rationale 

The review of different but connected fields of research, including emotion research, the 

findings and methods from couples’ observation research and the emergent investigation of warm 

touch, suggests that integrating these approaches could be well suited to further our understanding 

of the complex mechanisms at play in a novel therapeutic approach for perinatal depression.  The 

overt display of emotional expression during partners’ interactions, and a partner’s verbal and 

non-verbal support are expected to inform the process of change over the course of treatment in 

PAT. To date, no study has attempted to investigate the process of change in psychotherapy by 

analyzing the spontaneous display of support and positive affect in romantic partners engaged in 

therapy sessions. Given the prevalence and adverse effects of perinatal depression, understanding 

the impact of psychotherapy in this population has public health significance. 
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Study Aims 

The proposed study aimed to explore the processes by which change occurs for partners 

over the course of partner-assisted therapy (PAT) for perinatal depression, providing initial 

information about potential mediators of treatment response.  

Aim I: Partner support 

• Investigate potential associations between change in the male partner’s support during PAT 

with his depressed spouse’s response to treatment across the acute phase of PAT (i.e., from 

session one to session eight).  

Aim 2: Marital Affect 

• Examine if the partner’s support to his depressed spouse during PAT was associated with an 

increase in positive affect during the marital interactions of both partners, and if this change in 

positive affect partially mediated the woman’s treatment response and both partners’ marital 

adjustment.  

Hypotheses 

Aim 1: Partner support 

• Hypothesis 1.a: We hypothesized that there would be an increase in partner support as 

measured by the frequency of positive helping behaviors and warm touches by the partner to 

his depressed spouse across the acute phase of treatment (i.e., from session one to session 

eight).    

• Hypothesis 1.b: We hypothesized that there would be an inverse association between partner’s 

support (i.e., positive helping behaviors and warm touches) towards his depressed spouse and 

her depression symptom score at session eight. Specifically, we expected depressive 

symptoms to decrease as partner support and warm touch increase. 
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Aim 2: Marital affect 

• Hypothesis 2.a: We hypothesized that the positive marital affect displayed by both partners 

would increase from session one to session eight. 

• Hypothesis 2.b: We hypothesized that the increased support by the male partner to his 

depressed spouse would be associated with increases in displayed positive marital affect by 

both partners, which in turn would predict treatment response of the depressed females and 

would predict the relationship satisfaction of both partners (marital adjustment). That is 

positive affect in spousal interactions would partially mediate the association of husbands’ 

support with treatment outcomes. 

Definitions 

Of note, because the majority of our study’s couples were married (9 out of 11 couples), 

we often refer to partners in all relationships as “spouse”, “husbands” and “wives” to facilitate 

fluency of writing. Similarly, we labeled as “marital” the affect or the interactions that took place 

between the female participants and their male partners, regardless of their official marital status 

(see description of our study’s population in chapter three and Table 1 for additional details). 

Partner Support:  

-‐ Measured by the Frequency of Helping Behaviors by the male partner towards his spouse 

(Positive Instrumental, Positive Emotional, Positive Other) according to the Social Support 

Interaction Coding System (SSICS) – (Pasch, Harris et al. 2004). 

-‐ Warm touch by the male partner was measured by frequency of warm tactile contacts. 
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Marital Affect 

-‐ Measured in both partners when they interact with each other by the Specific Affect Coding 

System (SPAFF) - manualized observational coding system developed for observing specific 

affective behaviors during marital interactions (Coan and Gottman 2007). 

Depressive Symptoms 

-‐ Measured by the Hamilton Rating Scale for Depression-17 Item (HRSD-17) (Hamilton, 

1960): a score of < 9 at Session 8 indicates treatment response. 

Marital Adjustment 

-‐ Relationship satisfaction was assessed by the Dyadic Assessment Scale (DAS), (Spanier and 

Filsinger, 1983).  
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CHAPTER THREE 

METHODS 

 

Participants 

Data from an existing data set collected to test the feasibility and acceptability of PAT for 

perinatal depression was analyzed.  Participants were recruited for the PAT study from patients 

visiting the newly established Women’s Mental Health Center (WMHC) of UT Southwestern for 

evaluation and treatment of mood disorders in the context of reproductive events.  Patients of the 

WMHC were referred from Dallas community health care professionals, the Parkland Health and 

Hospital System, and UT Southwestern affiliated obstetricians. All women who met study 

inclusion criteria were invited to participate during the time of enrollment (June 2008-December 

2010).  A total of fourteen women were approached. Twelve women and their partners were 

recruited who fulfilled inclusion criteria. One couple was disqualified after Session 2 at which 

time partner violence was revealed (see Table 1 for demographic description). Video-recorded 

psychotherapy sessions of the remaining 11 couples were analyzed. Participants had given their 

informed consent to have all of their psychotherapy sessions video-recorded and the Institutional 

Review Boards of the University of Texas Southwestern Medical Center at Dallas had approved 

the study’s procedure. 

Inclusion and Exclusion Criteria 

Women who were 18 years or older, more than 12 weeks estimated gestational age or less 

than 12 weeks postpartum, married or cohabiting with their partner, either not receiving 

psychotropic medication or on a stable regimen (more than 4 weeks), and English-speaking were 

invited to participate and asked to present study participation information to their partners.  
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Exclusion criteria were co-morbid substance abuse/dependence, cognitive disorder or 

schizophrenia, endorsed partner violence, presence of psychotic or manic symptoms, on-going 

individual psychotherapy, and/or the preference to initiate pharmacological treatment (women on 

a stable dose of antidepressant medication were accepted). 

 
Table 1: Demographic Characteristics of Participants Enrolled (N=11 couples) 

 
 
 

Female Participant 
N = 11 
 

Partners 
N = 11 
 

Characteristics Mean (SD) Median (Range) Mean (SD) Median (Range) 
Age (years) 30.6 (4.7) 29 (25-40) 31.2 (4.5) 30 (25-39) 
Relationship Length (years) 3.2 (3) 2.5 (0.5-11) 3.2 (3) 2.5 (0.5 -11) 
Education  16 (1.8) 16 (14-20) 14.5 (2.2) 16 (11-16) 
     
 N= 11 % N=11 % 
Ethnicity     
     Latina/o 3 27.3% 3 27.3% 
     Caucasian 6 54.5% 6 54.5% 
     African American 2 18.2% 2 18.2% 
Pregnancy Status     
     Primigravida 8 72.7% NA  
     Postpartum (at study entrance) 2 18.1% NA  
Marital Status     
     Married 9 81.8%   
     Living together 2 18.2%   
Other Children in Home 4 36.4%   
Household Income     
     > $100,000 4 36.4%   
     $80,000 – 99,999 2 18.2%   
     $60,000 – 79,000 0    
     $40,000 – 59,999 4 36.4%   
     $20,000 – 39,999 0    
     < 19,999 1 9%   
Employment Status     
     Full-time Employed 6 54.6% 11 100% 
     Part-time 1 9% 0  
     Unemployed 4 36.4% 0  
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Design and Procedure 

Design  

The parent study was an open label safety and feasibility trial of Partner-Assisted Therapy 

(PAT).  Prior to study recruitment, institutional approval was given.  All participants received the 

intervention in a pre-post repeated measures design. 

Procedure  

Patients and their partners interested in participating in the PAT study were scheduled for 

a second visit to the WMHC, at which time the fulfillment of inclusion criteria was established 

and the process of consent was completed.   Both partners received the Structured Clinical 

Interview for the Diagnosis of Axis I Mental Disorders (SCID-IV, Research version) and the 

clinician-rated Hamilton Rating Scale for Depression, 17-Item (HRSD-D17). They were 

considered study eligible if the woman met full criteria for Major Depressive Disorder and if her 

Hamilton Rating Scale for Depression, 17-Item (HRSD-D17) score was greater than 16. The 

screening process spanned two clinic visits (intake interview and appointment devoted to 

screening and consent process). 

Course of Partner-Assisted Therapy  

The couples attended eight weekly psychotherapy sessions, with twelve weeks allowed for 

completion of the eight sessions to accommodate unexpected events and changes in schedule.  

The treatment targeted depressive symptoms and partner support, and consisted of three phases of 

treatment over the eight sessions (see Table 7 in Appendix 1).  After being oriented to the process 

of psychotherapy in session one, the first active phase was characterized by accessing the 

depressive experience from the perspectives of both partners, eliciting how they each understood  
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the events or stressors that may have occurred prior to the onset of her depression and any  

associations they may have made between a “trigger” and the symptoms.  The middle phase of 

treatment explored the role expectations each partner had of themselves and other, as well as the 

interactions between them that were perceived as supportive or unsupportive.  Other ways of 

interacting were explored for both their potential effect and likelihood of occurrence (willingness 

of partner to modify behaviors).  The final stage consolidated changes, explored additional 

sources of support, and processed what the experience of therapy had been like for each partner.  

At each visit, participants and partners completed the Edinburgh Postnatal Depression Scale 

(EPDS) to assess the expectant mother’s symptoms.  Each session thus began by a discussion of 

the EPDS scales of symptoms, with particular curiosity around discrepancies between the 

female’s reporting of her own symptoms and her partner’s evaluation of her depressive status. 

Measures	  

At baseline, session four (midpoint), and session eight, all participants completed a battery 

of measures including the Hamilton Rating Scale for Depression, 17-Item (HRSD-D17) and the 

Dyadic Adjustment Scale (DAS) as described below.  In addition to these survey measures, 

several variables of interest were measured through coding of video-recordings of the couples 

during therapy.  The total number of video-recordings of the 50 minute-PAT sessions available 

for analysis was 76 (some sessions were not recorded primarily due to technical difficulties).  

Videos of sessions one, four and eight were analyzed as they corresponded to major data 

collection. Session two was substituted for session one for one couple who did not have a video of 

the first session. Similarly, session seven was substituted for session eight for couples that were 

not video recorded during the final session (3 couples). This resulted in 33 sessions that were 

coded across the 11 couples. 
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Survey measures 

• Marital Adjustment  

Marital adjustment was assessed using the Dyadic Assessment Scale (DAS, Spanier, 

1976). The Dyadic Adjustment Scale (DAS) is a self-report inventory that assesses 

relationship satisfaction or adjustment and is one of the most commonly used measures for 

this purpose (see Appendix 3 for details).  Thirty-two items evaluate several aspects of the 

relationship, including finances, affection, and sexuality.  Factor analysis identified four 

measured aspects of the relationship: Dyadic Satisfaction, Dyadic Cohesion, Dyadic 

Consensus, and Affectional Expression.  The theoretical range of total scores possible is 0-

151, and a score below 100 suggests relationship distress. A single total score was used in 

the study’s analysis.  Internal consistency of the DAS is reported as Cronbach’s α = .96.  

Known-groups validity has been indicated by the ability of the DAS to discriminate 

between married and divorced couples on each item; concurrent validity has been 

demonstrated with a number of other relationship scales (Kurdek, 1999; Spanier and 

Filsinger, 1983)  The DAS has been used at least twice to document marital satisfaction in 

pregnant populations with married or cohabiting couples (Zelkowitz et al., 2004; 

Dimitrovsky et al., 2002) and the Dyadic Satisfaction subscale of the measure has been 

validated in a large (N=3694) longitudinal study of pregnant women, that reported a 

Cronbach’s α range of 0.83 - 0.88 (Mamun et al., 2004). 

• Depressive Symptoms 

The Hamilton Depression Rating Scale (HRSD-D17) is a 17-question multiple choice 

clinician-rated instrument that rates the severity of a patient’s depression (Hamilton 1960).   
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Originally published in 1960 by Hamilton, the revised 17-item version is the most widely 

used outcome measure in treatment studies of major depressive disorder (Zimmerman, 

Posternak et al. 2005).  Satisfactory interrater reliability has been reported (ranging from 

0.88-0.98 for individual items and 0.94 for the total score) (Bech, Gram et al. 1975).  This 

measure has also been used several times in studies of perinatal women suffering from 

depression (Spinelli and Endicott 2003). The properties of the Hamilton-17 have been 

investigated in a population of 150 perinatal women who were between 36 weeks of 

gestation and 16 weeks postpartum (Ross et al., 2003), and in a population of 534 pregnant 

and postpartum women suffering from mental illnesses (28 weeks of gestation to 6 months 

postpartum), documenting that all four scales of the measure were highly predictive of 

Major Depressive Episode (Ji et al, 2011). These investigations also demonstrated that the 

HRSD-D17, like other traditional depression screening and severity measures, is susceptible 

to inflation due to the overlapping symptoms of depression and characteristics of 

pregnancy.  Therefore, the scores for inclusion in our sample (16 versus the common 

threshold of 14) and the score to assume response (9 versus the common threshold of 7) 

were similarly elevated in an effort to prevent false diagnosis and missed response (Spinelli 

1997; Fava, Rush et al. 2003; see Appendix 2 for details). 

Coding Measures 

• Partner Support:   

o Partner support was first measured by the frequency of helping behaviors 

displayed by the male partner towards his depressed spouse during spontaneous 

sequences of dyadic interaction between partners. After identifying the segments during 

which the male partner displays supportive behaviors in a given session,  
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occurrences of Helping behavior (i.e., positive behaviors) were coded using the Social 

Support Interaction Coding System (SSICS)–(Pasch, Harris et al. 2004). This is a 

micro-analytic system, i.e., a system that looks at the dyadic interaction in an extremely 

detailed manner (coding every few seconds), in which each speech turn and non-verbal 

communication of the “Helpee” and the “Helper” is coded for positive and negative 

behaviors. Helper behaviors are classified as either positive instrumental (e.g., specific, 

helpful questions, advice or gestures of support), positive emotional (e.g., reassurance, 

encouragement, validation), positive other (all other positive behaviors facilitating the 

discussion), or negative (e.g., criticism, rejection, blaming, minimization or 

exaggeration, being inattentive or disengaged). Helpers’ behaviors can be coded as “off 

task” or “neutral” (see Appendix 4 for details). Because the purpose of our 

investigation was to characterize the positive support offered by the male partner to his 

spouse, the categories of “off task” or “neutral” were not considered in the present 

analyses, nor were negative behaviors. Similarly the Helpee’s behaviors were not taken 

into account. There are no articles to date that documented the use of the SSICS in the 

pregnant or postpartum population. Satisfactory inter-rater reliabilities of .86-.88 (based 

on intra-class correlations calculations) have been reported for the coding of positive 

helping behaviors of Helpers (Pasch, Bradbury et al. 1999). General validity has not been 

reported for this measure (Kerig & Baucom, 2004).  

o Occurrences of warm touch by the male partner were also recorded as an additional 

measure of his support to the depressed female. Warm touch was measured by  

frequency and duration of tactile contacts when they occurred spontaneously over the 

course of an entire session. 
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• Marital Affect 

The most recent version of The Specific Affect Coding System (SPAFF) conceptualized 

by Coan and Gottman (2007) was used to code the couples' conflict interactions and/or 

problem-solving discussions as they arised spontaneously over the course of a given 

session. The system indexes specific affects expressed during problem resolution 

discussions. SPAFF focuses solely on the affects expressed, drawing on facial expression, 

vocal tone and speech content to characterize the emotions displayed. Coders categorized 

the affects displayed using five positive codes (interest, validation, affection/care, humor, 

enjoyment/delight/enthusiasm), 10 negative codes (anger, disgust, contempt, belligerence, 

domineering, fear/tension/anxiety, defensiveness, whining, sadness, stonewalling), and a 

neutral affect code (see Appendix 5 for details). The SPAFF is the most fully developed 

manualized coding system for observing specific emotions and has been widely used (Kerig 

and Baucom, 2004; Heymann, 2001). The SPAFF manual sets forth rules for coding verbal 

and nonverbal information in order to identify the 16 discrete variables. Because the SPAFF 

was the first second-generation coding system developed, it has the best evidence of 

construct and criterion validity for its constructs (Heyman, 2001). For example, SPAFF 

affection, anger, belligerence, contempt, domineering, humor, sad, and validation codes all 

generated findings supportive of discriminative validity. The high intensity negative 

summary category (i.e., belligerence, defensiveness, contempt) has shown preliminary signs 

of predictive validity. Although these codes have been used in different configurations, it 

appears overall that these negative affects are risk factors for later divorce (Heyman, 2001). 

Studies using SPAFF coding have been able to predict divorce with over 90% accuracy, and 

up to 14 years longitudinally (Kerig & Baucom, 2004). Although the coding system  
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was not used to predict marital stability in our study, it was chosen as the best measure to 

capture the complexity of affect that was displayed during romantic partners’ interactions.   

In a study by Waldinger, Schulz et al. (2004), the performance of naïve raters of emotional 

display that were using the SPAFF were compared to expert raters’ performance. Findings 

indicate that naïve raters’ coding was highly correlated with expert raters. This is consistent 

with the fact that the SPAFF was designed to use coders’ judgments as “culturally 

competent observers” (Coan and Gottman 2007). Culturally informed observers are able to 

code emotional expressions, their subtle cues and the wide variety in which they are 

expressed (rules and exceptions, verbal as well as non-verbal cues) thanks to their 

accumulated knowledge of the cultural context in which they operate. By contrast, technical 

coders acquire coding abilities through training in the identification of discrete physical 

features of emotional expressions and by following explicit rules that may not fully capture 

the complexity of emotional life in the context of interpersonal interactions (Baucom and 

Kerig 2004; Coan and Gottman 2007). 

Data and Coding Procedures 

Videotapes of session one, four and eight for each couple were randomly viewed a first 

time by the investigator in order to identify the temporal sequences during which the male partner 

displayed helping behaviors towards his depressed spouse. These segments were then coded using 

the SSICS. Secondly, meaningful segments of interactions between the female participant and her 

partner were identified in the same fashion by the investigator in order to later code the affect 

display of the dyad using the SPAFF.  The frequency of warm touches was assessed by simply 

counting occurrences and length (in seconds) of warm contacts during entire videotaped sessions.  
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In order to capture warm touch behaviors and because participants were not encouraged to touch 

during therapy, it appeared necessary to count the partner’s tactile contacts when and if they 

occurred during whole sessions.  

Once identified as defined above, video segments were divided up equally and randomly 

selected. Approximately one half of the selected sections were given to each of the two 

independent observers to code, a strategy followed by other researchers (Baucom and Kerig 

2004). The two raters were the investigator, located at UT Southwestern Medical Center in 

Dallas, and a research assistant from the University of North Carolina at Chapel Hill.  

During the training phase of the investigation and in order to become proficient in the two 

coding systems that were utilized, both the investigator and the research assistant practiced on 

video segments that were not from the sessions that would be later analyzed (i.e., none of the 

training coding tapes were from sessions one, four or eight of PAT). Weekly to bi-weekly 

meetings were conducted via Skype over the course of the investigation to first train the research 

assistant, and then to establish and maintain inter-rater reliability between the two raters. During 

the training period, coding disagreements were resolved by reviewing/discussing the videotaped 

behaviors on a case-by-case basis. Due to lack of time, if a disagreement occurred during the final 

coding of the videotaped segments, the researcher made the final decision on the appropriate code 

to use.  

Traditionally, in the field of couple observational research, coders’ agreement is assessed 

on 20 to 25% of the data (Floyd and Rogers 2004).  In our study, 24% of the coded video-

segments were used to evaluate interrater agreement. Interrater agreement was assessed by 

computing Cohen’s Kappa coefficients. The Cohen’s Kappa statistic, commonly used to measure 

interrater reliability, ranges from 0 (agreement by chance) to 1.0 (perfect agreement) with  
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thresholds set for “moderate agreement” (0.40 - 0.59), “substantial agreement” (.60 - .79), or 

“outstanding agreement” (.80 – 1.00)  (Landis & Koch, 1977). Results for this study demonstrated 

moderate to high interrater reliability for both coding systems.  Specifically, for the SSICS, the 

interrater reliability for the coders was found to have a mean Kappa of .79, with a minimum value 

of .45 and a maximum value of .88. For the SPAFF coding of the female marital affect, Cohen’s 

Kappa coefficients had a mean of .77, with a minimum value of .65 and a maximum value of .87. 

For the SPAFF coding of the male marital affect, Cohen’s Kappa coefficients had a mean of .79, 

with a minimum value of .65 and a maximum value of 1.  

Due to lack of additional funding, data was double entered by the study investigator and 

the preparation for data analysis was conducted in Excel, following the guidelines presented in 

Elliot, Hynan et al., 2006. Data was then analyzed using the SPSS statistical software. 

 

Statistical Analysis 

Preliminary Analyses 

The data was evaluated for normality and outliers. The assumption of normality was not 

met for the frequency and duration of warm touch and a non-parametric statistical analysis 

(Friedman analysis of variance) was thus used for this variable. A logarithmic transformation 

(Log Base 10) was performed on the warm touch duration due to the presence of extreme values 

in the distribution of this variable. 

Aim One (Partner support) 

Hypothesis 1.a proposed a change in positive helping behaviors over time (as measured by 

the SSICS). Data met the assumption of normality and was analyzed using a one-way repeated 

measure analysis of variance (ANOVA). The independent variable was time (session 1,  
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session 4 and 8). The dependent variables were 1 - The frequency of positive helping behaviors 

(SSICS), 2 – The frequency and duration of warm touches by the male partner towards the 

depressed female.  

Hypothesis 1.b proposed that partner’s support change between session 1 and session 8 

would predict lower depressive symptoms at session 8. In other terms it suggested that the female 

participant’s depressive symptoms would decrease (from session 1 to session 8) as partner’s 

support (SSICS) increased (from session 1 to session 8) and we expected that there would be an 

inverse association between the change in partner’s support and the change in female depressive 

symptoms between session 1 and session 8. Hypothesis 1. b was analyzed using linear regression.  

Aim 2 (Marital support) 

Hypothesis 2.a proposed that the positive marital affect (displayed by both partners) would 

increase across time (session 1, session 4 and session 8) and was analyzed using a two-way 

repeated measures analysis of variance. The independent variable was time (session 1, 4 and 8), 

and the dependent variables were the mothers’ positive affect and her partners’ positive affect. 

Hypothesis 2.b proposed that the increased support by the male partner to his depressed 

spouse would be associated with increases in displayed positive marital affect by both partners, 

which in turn would predict treatment response of the depressed females and would predict the 

relationship satisfaction of both partners (marital adjustment). Hypothesis 2.b suggested that 

positive affect in spousal interactions would partially mediate the association of husbands’ 

support with treatment outcomes. This hypothesis was examined using a correlational analysis as 

the predicted mediation model was not supported.  
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CHAPTER FOUR 
 

RESULTS 
 

Aim 1: Partner Support and Warm Touch 

Partner Support: 

Hypothesis 1.a predicted an increase in partner support as measured by the frequency of 

positive helping behaviors (SSICS) by the male partner to his depressed spouse from session one 

to session eight. Descriptive statistics for male support are reported in Table 1.a   

Table 1a. Frequency of positive helping behaviors (SSICS) over sessions of PAT 

 M SD 95% CI Median Range 

Session 1 19.18 9.673 12.68 – 25.68 23.00 2 - 28 

Session 4 18.00 10.677 10.83 – 25.17 12.00 2 - 32 

Session 8 21.64 9.058 15.55 – 27.72 22.00 8 - 39 

 

Data met the assumptions of normality and equal variances and were analyzed using a one-way 

repeated measure analysis of variance (ANOVA). The independent variable was time (session 1, 

4 and 8). There were no main effects for time F (1, 10) = .367, p = .558 when the frequency of 

positive behaviors was analyzed. Although the frequency of positive helping behaviors appeared 

to increase over time, this increase was not statistically significant.  

Warm Touch: 

Descriptive statistics for the frequency and duration of warm touch are reported in Table 2.a and 

Table 2.b 
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Table 2a. Frequency of partners’ warm touch over sessions of PAT 

 M SD 95% CI Median Range 

Session 1 4.64 7.801 -.60 – 9.88 1.00 0 - 26 

Session 4 .73 1.272 -.13 – 1.58 0 0 - 4 

Session 8 1.91 2.737 .07 – 3.75 1.00 0 - 8 

 

Table 2b. Duration (in seconds) of partners’ warm touch over sessions of PAT 

 M SD 95% CI Median Range 

Session 1 295.45 621.857 -122.31 – 713.22 2.00 0 - 1997 

Session 4 10.73 26.699 -7.21 – 28.66 0 0 - 89 

Session 8 31.73 64.352 -11.51 – 74.96 1.00 0 - 192 

 

We expected an increase over time in the frequency and duration of the male partner’s 

warm touch towards his depressed spouse.  Frequency data met the assumption of normality and 

we performed a one-way repeated measure analysis of variance (ANOVA). The independent 

variable was time (session 1, 4 and 8). There were no main effects for frequency over time F (1, 

10) = 2.210, p = .168. If anything, the pattern of means suggests the frequency of warm touch 

decreased over time and there was no support for the hypothesis that warm touch would increase 

in frequency over time. 

Data regarding the duration of warm touch did not meet the assumption of normality and 

was analyzed with the non-parametric Friedman test. The test was significant, χ2 (2, N=11) =  
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7.588, p = .023. The Kendall coefficient of concordance was .345, indicated a decrease in the 

duration of warm touch over time. The mean rank for duration for each session was, session 1 = 

2.59, session 4 = 1.64 and session 8 = 1.77. 

Hypothesis 1.b predicted that there would be an inverse association between partner’s 

support (i.e., positive helping behaviors measured by the SSICS) towards his depressed spouse 

and the female depression symptom score at session eight. Specifically, we expected that the 

female participant’s depressive symptoms would decrease (from session 1 to session 8) as 

partner’s support would increase over time. Descriptive statistics for change in depression score 

measured by the Hamilton Rating Scale for Depression-17 Item (HRSD-17) are reported in Table 

2.c.  

Table 2.c. Female participants’ scores on the Hamilton Rating Scale for Depression (HRSD-

17) over sessions of PAT (scores ≤ 9 indicate treatment response). 

 M SD 95% CI Median Range 

Session 1 20.00 6.841 15.40 - 24.60 21.00 8 - 32 

Session 4 12.91 5.612 9.14 - 16.68 13.00 5 - 21 

Session 8 6.36 4.653 3.24 - 9.49 5.00 0 - 16 

 

The pattern of means on the HRSD-17 suggests that female depressive symptoms 

decreased over time. To test this, we conducted a Repeated measures ANOVA for female 

depression scores over time (sessions 1, 4 and 8). The overall effect of time was significant F (2, 

30) = 15.36, p < 0.01, partial eta squared η2 = .51, indicating a moderate relationship between 

time and decrease in symptoms. The Bonferroni post-hoc pairwise testing revealed that session 8  

was significantly different than sessions 1 and 4 and that session 4 was also significantly  
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different than session 1 (see Figure 1 below). 

 

Figure 1: Decrease in depressive symptoms over time 

 

Hypothesis 1. b was analyzed using a linear regression model. A Pearson product-moment 

regression model was computed between the two variables of change in depression score from 

session 1 to session 8 and change in SSICS score from session 1 to session 8. There was a non-

significant negative correlation (r = -.425) between change in depression scores (Y) and changes 

in frequency of positive helping behaviors on the SSICS (X), Y= -.425X + 12.95 R2 = .181, p = 

.452, meaning that 18% of the women’s decrease in depression scores was related to the increase 

in partners helping behaviors on the SSICS. Therefore, an increase in male behaviors was related 

to a non-statistically significant reduction in the females’ depression scores.  

Aim 2: Marital affect 

In Hypothesis 2.a, we expected that the positive marital affect (displayed by both partners 

and measured by the SPAFF) would increase across time (session 1, session 4 and session 8). 

Descriptive statistics regarding the female positive affect are reported in Table 3.a and the male 

positive affect in Table 3.b. 

 

- 39 - 



	  
	  

  	  	  

Table 3.a. Characteristics of Female Positive Affect (SPAFF) over sessions of PAT 

 M SD 95% CI Median Range 

Session 1 46.82 27.734 28.19 – 65.45 35.00 15 - 90 

Session 4 73.45 28.804 54.10 – 92.81 65.00 36 - 116 

Session 8 67.27 32.339 45.55 – 89.00 71.00 12 - 129 

 

Table 3.b. Characteristics of Male Positive Affect (SPAFF) over sessions of PAT 

 M SD 95% CI Median Range 

Session 1 64.00 27.251 45.69 – 82.31 56.00 27 - 104 

Session 4 69.73 32.050 48.20 – 91.26 62.00 20 - 127 

Session 8 68.64 32.974 46.48– 90.79 61.00 36 - 134 

 

To test our hypothesis, we conducted a two-way analyses of variance with one-within 

factor (time) and one between factors (gender). Results indicated a significant main effect for 

gender, F (1, 10) = 7.840, p = .019. There were no significant main effects for time, F (1, 1.5) = 

.558, p = .541 and no significant effects for time by gender, F (1, 1.4) = 2.024, p = .174. Post-hoc 

pairwise tests revealed that females had a greater increase in positive affect over time than males 

but that this increase was not significant. 

Hypothesis 2. b. predicted that the increased support by the male partner to his depressed 

spouse would be associated with increases in displayed positive marital affect by both partners, 

which in turn would predict treatment response of the depressed females and predict the 

relationship satisfaction of both partners (marital adjustment measured by the DAS).  
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The descriptive statistics regarding the female and male Dyadic Adjustment Scale (DAS) for our 

sample are reported respectively in Tables 4.a and 4.b.  

Table 4.a. Characteristics of Female Dyadic Adjustment Scale (DAS) over sessions of PAT 

(Scores < 100 suggest relationship distress). 

 M SD 95% CI Median Range 

Session 1 102.73 8.990 96.69 – 108.77 105 85 - 115 

Session 4 105.64 9.437 99.30 – 111.98 103 94 - 128 

Session 8 107.27 15.831 96.64 – 117.91 106 71 - 131 

 

Table 4.b. Characteristics of Male Dyadic Adjustment Scale (DAS) over sessions of PAT 

(Scores < 100 suggest relationship distress). 

 M SD 95% CI Median Range 

Session 1 104.45 13.148 95.62 – 113.29 105 72 - 119 

Session 4 108.55 9.720 102.02 – 115.08 111 89 - 120 

Session 8 112.18 12.123 104.04 – 120.33 115 88 - 127 

 

To test the effect of time on the Dyadic Adjustment Scale, we conducted a two within 

groups ANOVA to compare session 1 with session 8 (time) and compare genders (females vs. 

partners) and time by gender simultaneously. All effects were non-significant. There were no 

statistical differences between beginning and end of treatment sessions or between genders and no 

interaction between time and gender. 

Hypothesis 2.b suggested that positive affect in spousal interactions would partially 

mediate the association of husbands’ support with treatment outcomes and with the relationship  
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satisfaction of both partners. The mediation model (bootstrapping) that was initially proposed was 

not supported because our analyses revealed no significant changes in marital affect (SPAFF), in 

partners’ positive helping behaviors (SSICS) and in marital adjustment (DAS - Dyadic 

Adjustment Scale). Therefore, we conducted a correlation analysis to examine the associations 

between change in partner support, change in marital affect (both male and female SPAFF), 

change in female depression scores and change in relationship satisfaction for both the males and 

females (DAS) between session 1 and session 8. Results showed evidence of one correlation that 

was significant, positive and expected between the change in female Dyadic Adjustment Scale 

(DAS) and the male Dyadic Adjustment Scale (DAS) over time: Pearson Correlation r = .628, p = 

.038. Pearson Correlations are reported in Table 4c (see page 50).  
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Table 4.c.: Pearson Correlations for session 1 to session 8 changes in depression score 

(HRSD-17), partner support (SSICS), female and male marital affect (SPAFF) and male and 

female relationship satisfaction (DAS), N=11, df = 9.   

P values above 
diagonal 
& 
Pearson 
Correlations  below 
diagonal 

S1 to S8 -  
Depression 
Score 
(HRSD) 

S1 to S8 -  
Partner  
Support 
(SSICS) 

S1 to S8 - 
Female 
Dyadic 
Adjustment 
Scale (DAS) 

S1 to S8 - 
Male Dyadic 
Adjustment 
Scale (DAS) 

S1 to S8 - 
Female 
Positive 
Affect 
(SPAFF) 

S1 to S8 - 
Male 
Positive 
Affect 
(SPAFF) 

S1 to S8 - 
Depression Score 
(HRSD) 

 
1 

 
p =.193 

 
p =.313 

 
p = .348 

 
p = .692 

 
p = .556 

S1 to S8 - Partner 
Support (SSICS) 

 
-.425 

 

 
1 

 
p = .247 

 
     p = .819 

 
p = .883 

 
p = .470 

S1 to S8 - Female 
Dyadic Adjustment 
Scale (DAS) 

 
-.336 

 

 
-.381 

 

 
1 

 
p = .038 

 
p = .841 

 
p = .979 

S1 to S8 - Male 
Dyadic Adjustment 
Scale (DAS) 

 
-.314 

 

 
.078 

 

 
.628 

 

 
1 

 
p = .724 

 
p = .541 

S1 to S8 - Female 
Positive Affect 
(SPAFF) 

 
-.135 

 

 
-.050 

 

 
.069 

 

 
-.121 

 

 
1 

 
p = .206 

S1 to S8 - Male 
Positive Affect 
(SPAFF) 

 
.200 

 

 
.244 

 

 
.009 

 

 
-.207 

 

 
.414 

 

 
1 
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Qualitative Data  

Positive affects were recorded as follows according to the SPAFF. “Interest” was coded 

when one partner demonstrated verbal attention (e.g., clarification seeking) or non-verbal 

attention for his/her spouse (e.g., eye contact, turning towards the spouse, looking at the spouse 

while he/she was talking). “Validation” was coded when one partner communicated 

understanding and acceptance to his/her spouse (e.g., back channeling, direct expression of 

understanding, summarizing, communication of agreement/respect, sentence finishing). “Humor” 

was coded when mutual amusement was observed (e.g., shared laughter, good-natured 

teasing/joking, laughing/smiling at partner). “Affection-Care-Empathy” was recorded when   

comfort, caring and concern were observed between partners (e.g., warm statements, 

compliments, empathy, reminiscing of warm memories). “Enjoyment-Delight” was coded when 

positive interest and/or surprise and enthusiasm were observed (e.g., positive excitement, facial 

expressions of joy and happiness, expansiveness). 

Table 5.a. Positive Affects displayed by Females across sessions 1, 4 and 8. 

 M SD Median Range 

Interest 32.74 18.40 31.5 7 - 74 

Validation 18.09 17.23 14 0 - 69 

Humor 5.79 7.31 0 0 - 24 

Affection-Care-Empathy 1.73 3.23 0 0 - 10 

Enjoyment-Delight 0.88 2.87 0 0 - 12 

 

Tables 5.a and 5.b report the nature of the main positive affects displayed by our study’s 

couples across sessions of PAT. The main positive affects displayed by females were “interest” 
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and “validation”, followed by “humor” and “affection-care-empathy”. The main positive affects 

displayed by males were “interest” and “validation”, followed by “affection-care-empathy” and 

“humor”.  

Table 5.b. Positive Affects displayed by Males across sessions 1, 4 and 8. 

 M SD Median Range 

Interest 33.27 16.8 32 6 - 76 

Validation 21.91 13.36 21 0 – 51 

Affection-Care-Empathy 4.79 6.85 0 0 - 28 

Humor 4.30 5.70 0 0 - 18 

Enjoyment-Delight 0.42 1.71  0 0 - 8 

 

Based on the SPAFF, negative affects were recorded as follows. “Tension” was coded for 

observed occurrences of fear, tension/uneasiness, worry, anxiety or nervous anticipation (e.g., 

fidgeting, nervous laughter, doubt). “Sadness” was recorded for verbal and non-verbal behaviors 

communicating loss, resignation, helplessness, hopelessness, (e.g., tearfulness, expression of hurt 

feelings, sighing, etc). “Anger” was recorded when verbal or non-verbal behaviors expressed 

frustration/impatience/irritation, complaints, angry commands or questions. “Domineering” was 

coded when there were indications of one partner attempting to exert control over his/her spouse 

or threats (e.g., invalidation, lecturing/patronizing, manipulative questions, etc…). “Whining” 

was coded when plaintive (quality of voice) forms of emotional protests were observed. 

“Contempt/Criticism” were coded when blaming, sarcasm, hostile, non-shared humor and other 

forms of lack of respect or intention to hurt were observed, including eye-rolls, character attacks  
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and long list of complaints (kitchen sinking). “Defensiveness” was used when behaviors  

expressed innocent victimhood or righteous indignation (e.g., “yes-but” statements, cross-

complaining, minimization of partner’s complaint or excuses). Some couples displayed close to 

no negative affects (mainly “tension”) while three couples displayed most of the negative affects 

recorded. “Whining” was never observed for males and “sadness” was observed primarily for 

females. “Belligerence”, “Disgust” and “Stonewalling” were coded so rarely and by so few 

spouses that these codes were eliminated from subsequent analyses and are thus not reported in 

our study’s tables. 

Table 6.a. Negative Affects displayed by Females across sessions 1, 4 and 8. 

 M SD Median Range 

Sadness 8.55 9.65 6 0 - 35 

Tension 8.33 7.68 8 0 - 26 

Anger 4.15 7.33 0 0 - 30 

Whining 1.79 3.97 0 0 - 16 

Defensiveness 0.79 2.79 0 0 - 14 

Contempt 0.61 1.98 0 0 - 8 
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Table 6.b. Negative Affects displayed by Males across sessions 1, 4 and 8. 

 M SD Median Range 

Tension 5.52 5.98 6 0 - 20 

Anger 2.97 7.18 0 0 - 24 

Sadness 1.00 3.24 0 0 - 13 

Defensiveness 0.61 2.47 0 0 - 12 

Contempt 0.45 1.46 0 0 - 45 

Domineering 0.36 2.09 0 0 - 12 

 

Tables 6.a and 6.b below report the nature of the negative affects displayed by our study’s 

couples across sessions of PAT. The main negative affects displayed by females were “sadness” 

and “tension”, followed by “anger” and “whining”. The main negative affects displayed by males 

were “tension” and “anger”, followed by “sadness”. 
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CHAPTER FIVE 
 

DISCUSSION 
 
 

The purpose of this investigation was to develop an approach to quantitatively evaluate 

non-verbal expressions of positive partner support in the video recordings of “real time” dyadic 

psychotherapy sessions, and test the usefulness of this approach for assessing associations 

between male partner support and female depressive symptom amelioration. With awareness of 

the limitations of our small sample size (11 couples), the overall goal of the study was to find 

trends that could suggest mechanisms of action to focus upon in future research with the Partner-

Assisted Therapy (PAT) approach. A secondary aim of our study was to adapt the coding systems 

traditionally used in couples observational research (i.e., SSICS for the measurement of partner 

support and SPAFF for the measurement of marital affect) from use in controlled research (by 

assigning a standardized marital conflict task to discussion in a laboratory) to use in uncontrolled 

therapy sessions, where interactions between partners are spontaneous and occur in the presence 

of a third party, the therapist. After completing this task, our next aims were to quantify specified 

overt partner behaviors related to partner support, evaluate potential associations of these 

behaviors with female treatment response, explore in both partners whether male partner support 

was associated with an increase in positive marital affect and marital adjustment and, lastly, 

investigate the relationship of these increases in affect and adjustment to the woman’s decrease in 

depressive symptoms.  This investigation represents the first scientific attempt to apply couple 

observational coding systems to in vivo therapy sessions. 
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Partner Support and Treatment Outcome 

We hypothesized that there would be an increase in partner support while the female 

depression score at session eight would decrease. This hypothesis was partially supported. There 

were significant differences in depressive symptoms (HRSD-17) for the interaction of session by 

person (p<0.001) and the main effects of session (p<0.001). Women had high levels of depressive 

symptoms at baseline (m = 20.00, sd = 6.84) that declined significantly by session 8 (m = 6.36, sd 

= 4.65), the final session in the acute phase of treatment. We also expected that the partner 

support would increase from session one to session eight of PAT. Although the frequency of 

partner supportive behaviors increased as expected between the beginning and the end of 

treatment (12.83% increase over 8 sessions of therapy), this increase did not reach statistical 

significance. This is likely due to the low power of our study, recommending further investigation 

in larger samples.  

Our hypothesis of the inverse correlation between partner support and treatment outcome 

was also partially supported by a moderate Pearson coefficient of -.425 that, though not 

statistically significant (p < .452), suggested that the two variables were inversely correlated in 

the direction that we had expected. In the fields of mental health and psychotherapy research, 

several authors have emphasized the difference between “statistically significant results” and 

“clinically useful results” in measuring treatment effect (Jacobson et al., 1999). In psychotherapy 

research, an effect size based on a correlation of .3, considered small by statistical standards, 

could still mean that patients showed a clinically significant improvement during treatment 

(Rutlege & Loh, 2004). In our study, the correlation indicated a moderate association between 

decrease in female symptoms and increase in male partner support. It is thus reasonable to 

propose that this small pilot study identified a trend that could be further investigated for  
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statistical significance in a larger sample size, adding to our understanding of the possible effects 

of the inclusion of partner support to enhance treatment effects.  To inform such potential future 

research, we conducted a power analysis using the Simple Interactive Statistical Analysis System 

to determine the sample size of future studies that would be adequately powered. A sample size of 

N =11 (our study) achieves a power of 26% with a significance level of 0.05 to detect a 

correlation of -0.425 between partner support and treatment outcome. To increase power to 80% 

(p < 0.05), a sample size of N = 41 would be necessary to reach an effect size of 0.425.  A sample 

of 55 couples would further increase power to detect differences to more than 90%. 

Several factors prevent comparison of our small sample with other reports: 1) No other 

study to date has documented how partner support, measured by the SSICS, may change over 

time during the course of a therapeutic intervention; 2) the SSICS has not been employed to 

measure partner support in the pregnant and postpartum population; 3) studies that used the 

SSICS to investigate the association between partner support and relationship satisfaction or 

marital distress report means of helping behaviors that are computed by dividing the number of 

times each SSICS code was scored for each spouse by the total number of speaking turns of each 

spouse (Sullivan et al., 2010; Pasch & Bradbury, 1998; because our study followed the manual for 

the SSICS, it did not record speaking turns). However, by this first attempt to apply the SSICS to 

therapy sessions, we have provided preliminary evidence that the use of this coding system in 

future therapy research is feasible and reliable. Although time consuming, the SSICS can 

strengthen research by offering an objective and interesting complement to more common self-

report assessments. 
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Warm Touch 

Our hypothesis that the frequency and duration of warm touch would increase over time 

was not supported. Duration of warm touch significantly decreased over time, as did frequency of 

warm touch (although the effect was not significant).  Importantly, as indicated by the means and 

standard deviations per session, there was significant variability in warm touch duration across 

couples and sessions in our sample (Session 1, m = 295.4, sd = 621; Session 8, m = 31.7 seconds, 

sd = 64.35). For example, some male partners never demonstrated affectionate gestures towards 

their spouse in the context of the therapy room, while a few partners (five of them) would leave 

their hands on their spouse’s shoulder for durations of several minutes. The present finding 

regarding the decrease in warm touch duration over time also may suggest that the male partners 

who displayed affectionate touch did so more particularly at the beginning of treatment to support 

their female partners when they were more significantly depressed. As the female partner was less 

depressed or was relatively free of symptoms at the end of treatment, the partners may have felt 

less compelled to use touch. Another intervening factor could be that, in our sample of 11 

couples, five couples occasionally brought their new babies to the PAT sessions (three couples 

became parents during the course of the study, and two were enrolled after the birth of their 

baby). Based on our observation of PAT sessions, it is reasonable to hypothesize that once the 

baby was born, the male partners offered their wives other forms of support than warm touch. For 

example, to enable their spouse to participate fully in the therapy session, male partners often 

offered the instrumental support of holding, feeding, and/or diapering the infant. Another factor to 

take into consideration is that, unlike other studies investigating warm touch between romantic 

partners, no encouragement or instruction was given to the couples to engage in affectionate touch 

during sessions (Gallace & Spence, 2010, Grewen 2005, Light et al, 2005).  

- 51 - 



	  
	  

  	  	  

With these factors taken into consideration, our study may provide preliminary evidence that the 

presence of warm touch is a variable of questionable value for the evaluation of partner support in 

the pregnant and postpartum population. 

Marital Affect 

Our hypothesis that positive marital affect (displayed by both partners) would increase 

across time (session 1, 4 and 8) was not statistically supported. Although positive marital affect 

did increase from the beginning to the end of treatment for both genders, we found gender 

differences in the trend, with females demonstrating a greater increase in positive affect (43.68%) 

than the males (7.25%).  As with the other analyses, the low power of our study may explain this 

finding. However, this larger increase in female positive affect is certainly congruent with 

symptom improvement in the females, suggesting that the reduction in depression in combination 

with the PAT sessions went beyond just ameliorating symptoms to improving interpersonal 

functioning.   

The SPAFF recording of positive and negative affect has been reported in several studies 

investigating marital stability and marital dissolution (Sullivan et al., 2010; Pasch & Bradbury, 

1998; Gottman et al., 1998; Pasch et al., 1997). Of note, these studies often blended together 

affect codes for the purpose of simplicity (e.g. summing both female and male affects and 

combining “validation” with “affection-care-empathy”), or chose to focus on only two or three 

affects relevant to their study hypotheses.  These manuscripts also offered correlations between 

types of affect and other variables, but did not consistently report means or standard deviations as 

directed in the manual (Coan and Gottman, 2007). These differences in data presentation make 

comparison between studies difficult if not impossible. However, our finding that the  

positive affects that were primarily displayed by our study couples were “interest,” “validation,”  
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“humor,” and “affection-care-empathy,” is consistent with prior findings (Sullivan et al., 2010; 

Waldinger et al., 2004). 

Marital Satisfaction:  

We hypothesized that the increased support by the male partner to his depressed spouse 

would be associated with increases in displayed positive marital affect by both partners, which in 

turn would predict treatment response of the depressed females and predict the relationship 

satisfaction of both partners (marital adjustment). Although this hypothesis was not statistically 

supported, the means of the female and male Dyadic Adjustment Scale (DAS) over sessions of 

PAT showed a trend for increase, 4.42% increase for the females and 7.40% increase for the 

males. In our study, the means for the female DAS during the acute phase of PAT (session 1, m = 

102. 73, sd = 8.9; session 8, m = 107.27, sd =15.8) are slightly lower than the means documented 

at one point in time in a large sample of married couples (N = 900 husbands and wives) from the 

non-distressed population (m = 109.75, sd = 16.2) (South et al., 2009). This is not surprising as 

the association between depression and poorer quality of marital adjustment has been well 

established (Mamun et al. 2009). The range of means of the male DAS during the acute phase of 

PAT (session 1, m = 104. 45, sd = 13.1; session 8, m = 112.18, sd = 12.1) is congruent with the 

means reported for men in the large normal/non-distressed sample (m = 108.72, sd =14.8) (South 

et al., 2009). Additionally, it has been reported in the literature that husbands and wives DAS 

scores are highly correlated, producing r values consistently around .70 (Waldinger et al., 2004). 

In our study, males and females DAS were indeed significantly correlated (r = .628, p = .038). 

The interplay between treatment for perinatal depression and marital adjustment needs further 

investigation. 
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Limitations 

The small sample size, while practical for testing the safety, feasibility, and acceptability 

of PAT during its development, limits the interpretations one can draw from the findings. 

Nevertheless, data from this study demonstrated promising trends that can inform future research. 

Our small study sample represented wide diversity in independent variables such as ethnicity, 

marital and pregnancy status, family composition and size, but the small number of enrolled 

couples did not allow for supplementary, more complex analyses between these variables of 

interest and partner support or symptom improvement. We believe this study contributes to the 

existing literature as the first demonstration of the application of basic coding tools from 

laboratory-controlled couples’ research to live psychotherapy settings. This being stated, one 

factor that may limit the possibility of study replication is the cost versus the usefulness of a 

relatively lengthy coding procedure for psychotherapy sessions. From our experience, it would be 

more feasible and informative to use the SSICS coding system alone. Relative to the SPAFF, the 

SSICS offers a more efficient coding system (training and procedure) yet generates a promising 

objective measure of partner supportive behaviors. 

Conclusions and Implications for Future Research 

This exploratory study aimed to elucidate some of the processes involved in PAT during 

treatment for perinatal depression. There is promising evidence that including partners in 

treatment may facilitate partner support and, in turn, bring about a decrease in female depressive 

symptoms. Our results also suggest that the SSICS measure is a feasible way to assess changes in 

partner support, particularly when used to augment traditional self-report measures. Finally, we 

gathered preliminary evidence that the presence/absence of warm touch may not be relevant for  

the evaluation of partner support, marital satisfaction, or treatment response in the pregnant and  
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postpartum population. Although limited in scope, our findings encourage future research to 

further investigate the identified trends toward significance by testing the presented hypotheses in 

larger sample sizes.	  	  The associations between partner support, relationship satisfaction, positive 

marital affect, and successful treatment for perinatal depression may be complex, but are critical 

to identify if we are to properly facilitate healthy transitions to parenthood in today’s couples. 
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APPENDICES 
 
 

Appendix 1: Table 7: Partner-Assisted Therapy Treatment Structure. 
 

Study Measures: 
Appendix 2: Hamilton Rating Scale for Depression – 17 items (HRSD-17) 
Appendix 3: Dyadic Adjustment Scale (DAS) 
Appendix 4: Social Support Interaction Coding System (SSICS) 
Appendix 5: Adapted version of the Specific Affect Coding System (SPAFF)  

 
Other PAT study documents: 
Appendix 6: PAT Consent form partner 
Appendix 7: PAT Consent form woman 
Appendix 8: PAT project summary IRB approval 
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Appendix 1, Table 7: Partner-Assisted Therapy Treatment Structure 
COMMON 
COMPONENTS 
(each session) 

Partners complete Edinburgh Postnatal Depression Scale  symptom measure 
Therapist and partners score EPDS measures and discuss similarities/differences 
Partners are encouraged to express experience of symptoms  

SPECIFIC COMPONENTS OF EACH SESSION 
Session 1: 
Orientation 

The couple is oriented to the process of psychotherapy in this first Conjoint session.  The orientation 
includes a discussion of the following: 

1) Number of sessions is set at eight with a refresher session scheduled six-eight weeks later. 
2) Appointment times are set; rescheduling and cancellation policy stated. 
3) Couple-therapist contact between sessions is clarified. 

a) The couple should be encouraged to call between sessions if either partner has concerns 
about the patient’s suicidality or if other serious symptoms present (psychosis, substance 
abuse, homicidal thoughts or behavior, etc.). 

b) If an emergency call is placed outside office hours, the couple is informed that the on call 
clinician will be paged and will call them on the number they provide the operator within 15 
minutes.  

4) Administration of the Edinburgh Postnatal Depression Scale, original version and partner 
version.  The measure is introduced as a manner of quantifying the intensity of the patient’s 
depression, both from her experience and from her partner’s observations.  It will be completed 
at the beginning of each session throughout the treatment.  Guide the partners through summing 
the items, and discuss the total, curiously noting the similarities/discrepancies between the two 
scores. 

5) Introduce the rationale behind PAT clearly, avoiding jargon. 
a) Brief explanation of attachment theory. 
b) Brief summary of research findings on partner support and perinatal depression. 
c) Invitation to couple to explore any application of this information to their experience of 

depression, particularly the relevant stressors that preceded the onset. 
 

Sessions 2-3: 
Accessing the 
Depressive 
Experience 

The goal of this initial stage of therapy is for the partners to each articulate what the experience of 
depression is like for them and how they understand its onset and course. 
1)   Therapist and couple hypothesize concerning events/stressors/conflicts that may have 
       occurred prior to and since onset. 
2)   Therapist draws out each partner’s needs for the other and mutual perceptions of support; 
      EPDS responses are discussed, exploring mismatches in responses.  
3)   Identify existing behaviors of support and strengths in relationship.  
 

Sessions 4-6: 
Intensifying 
Support and 
Restructuring 
Interactions 

The goal of the middle stage of therapy is to establish her support needs along with responses she 
would perceive as supportive, evaluating his capacity to meet these needs, and identifying others 
who might be able to fill gaps.  Also explored are parental and relationship role expectations, both 
self and other, of partners.  (In couples expecting their first child, this may require more time and 
processing than in couples who have experienced previous childbearing transitions.)   
1) Simultaneously holding in consideration partners’ independent needs for support, therapist 

guides an exploration of how the couple expects their own needs to be met in the face of 
increasing parental responsibilities, strategizing ways and resources for meeting those needs. 

2) Key interactions presented by the couple previously as being unsupportive are revisited and 
these new strategies are applied in scenarios to test for efficacy. 

 
Sessions 7-9: 
Consolidating  
Changes and 
Exploring 
Additional 
Resources for 
Support 

The goal of the final stage of therapy is to review symptom improvement and relationship to positive 
changes in interactions, exploring ways for the couple to continue independent progress. 
1)  If the EPDS scores are above 10, the therapist continues to work with the couple exploring 
      the symptoms, analyzing exacerbating factors, and intensifying support. 
2)  Adjournment involves processing what the experience of therapy has been like for each 
      partner, and agreeing upon actions to take if symptoms return. 
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Revised 6/19/08 
TOTAL = _____________ 

 
 
 

 
HAMILTON RATING SCALE FOR DEPRESSION (17-item) 

 
1. DEPRESSED MOOD (sad, blue, gloomy, weepy, pessimistic, helpless,  
                  hopeless, worthless) 
 0 Not depressed. 
 1 Feeling state only elicited on questioning 
 2 Occasional weeping.  Spontaneously reports feeling states. 
 3 Frequent weeping.  obvious behavioral evidences in face, posture, 

voice.  Speaks mostly about feeling states. 
 4 Exhibits virtually only these feeling states verbally and non-verbally.  

May have “gone beyond weeping”. 

2.  GUILT FEELINGS AND DELUSIONS 
 0 Absent.  
 1 Self-reproach, feels they have let people down. 
 2 Expresses guilt regarding past errors or misdeeds. 
 3 Present illness is deserved punishment. Ruminates over past errors 

and sins. 
 4 Severe self-reproach. Guilty delusions, e.g. making other people ill.  

Deserves to die.  May have accusatory/ denouncing hallucinations. 

3.  SUICIDE 
 0 Absent. 
 1 Feels life is empty, not worth living. 
 2 Recurrent thoughts or wishes about death of self. 
 3 Active suicidal thoughts, threats, gestures. 
 4 Serious suicide attempt. 

4.  INITIAL INSOMNIA 
 0 Absent. 
 1 Mild, infrequent; more than ½ hr occasionally 
 2 Obvious and severe; more than ½ hr usually 

5. MIDDLE INSOMNIA 
 0 Absent (rate 1 if hypnotic is being used). 
 1 Complains of feeling restless and disturbed during night) 
 2 Wakes during night; reads/smokes in bed, up out of bed except to 

void 

6. DELAYED INSOMNIA 
 0 Absent. 
 1 Wakes earlier than usual but goes back to sleep. 
 2 Wakes 1-3 hours before usual; unable to sleep again. 

7.  WORK AND INTERESTS (Apathy: loss of interest in work, hobbies, 
social life.  Anhedonia: unable to feel pleasure) 

 0 No disturbance. 
 1 Feels incapable, listless, less efficient (rate fatigue under #13) 
 2 Has to push to work/play.  No active interests, little satisfaction. 
 3 Clearly decreased efficiency. No spontaneous activity. Marked loss 

of interest. 
 4 Stopped working because of present illness.  Doesn’t shave, bathe, 

etc.  Avoids ward chores, needs urging. 

8.  PSYCHOMOTOR RETARDATION (slowing of thought, speech, 
movement) 

 0 Absent. 
 1 Slightly flattened affect, fixed facial expression. 
 2 Monotonous voice, delayed answering, sits motionless. 
 3 Interview difficult and prolonged.  Moves slowly. 
 4 Depressive stupor.  Interview impossible. 
 

Pt. ID: ______________                          Date: ___________________ 
Pt. Init.: _____________                          Session No.: _____________ 
Rater Init.: ___________ 
 
9.  AGITATION (may co-exist with retardation) 
 0 Absent. 
 1 Fidgety. Clenching fists or chair arm. Kicking feet. 
 2 Wringing hands, pulling hair, picking at hands or clothes.  Restless, 

pacing. 
 3 Can’t sit still.  Much movement and restlessness/ pacing. 
 4 Interview conducted “on the run”, constant pacing, pulling off clothes, 

tearing at hair, constant picking at face/hands. 

10.  PSYCHIC ANXIETY (present illness – not prior disposition.  Tense, 
irritable, apprehensive, fearful, phobic, panic attacks) 

 0 Absent. 
 1 Minimal distress, admitted only on direct questioning. 
 2 Spontaneously expresses discomfort;  worries over trivia. 
 3 Obviously apprehensive in facial expressions and speech. 
 4 Severely anxious, panicky, forgetful. 

11.  SOMATIC ANXIETY (Physio sxs of anxiety: fainting, blurry vision, 
headache, tremor, sweating, flushing, hyperventilation, palpitations, 
indigestion, etc.) 

 0 Absent. 
 1 Trivial. 
 2 Mild. 
 3 Moderate. 
 4 Severe 

12.  APPETITE 
 0 Normal. 
 1 Eats spontaneously, but without pleasure. 
 2 Marked decrease of appetite and food intake.  Eats only with urging, 

requests laxatives. 

13.  SOMATIC ENERGY 
 0 Normal. 
 1 Occasional, mild fatigue, easy tiring, aching. 
 2 Obviously low in energy, constantly tired, heavy dragging feeling in 

limbs. 

14.  LIBIDO 
 0 Normal for age and marital status. 
 1 Mildly decreased drive and satisfaction. 
 2 Definite loss of desire, functional impotence 

15.  HYPOCHONDRIASIS 
 0 Absent. 
 1 Mildly preoccupied w/bodily functions & physical sxs 
 2 Moderately concerned with physical health 
 3 Morbid convictions of organic disease – brain tumor, cancer 
 4 Bizarre delusions – worms eating head, rotting inside, bowels 

blocked 

16.  LOSS OF INSIGHT 
 0 Acknowledges being depressed and ill 
 1 Acknowledges illness but attributes to bad food, climate, work, virus, 

need for rest 
 2 Denies being ill at all 

17.  WEIGHT LOSS 
 0 No weight loss; less than 1 lb by scale 
 1 Probable weight loss; or greater than 1 lb by scale 
 2 Definite weight loss; or greater than 2 lbs by scale 

PAT (Partner-Assisted Therapy) 









 1 

 Social Support Interaction Coding System 
  
 Originally developed by: Bradbury & Pasch, 1994 
  
  
Please contact Lauri Pasch or Kieran Sullivan with any questions: 
 
Kieran Sullivan     Lauri A. Pasch 
Department of Psychology   3333 California Street, Suite 465 
Santa Clara University    University of California, San 
Francisco 
Santa Clara, CA 95053    San Francisco, CA 94143-0848 
408) 554-4480     (415) 476-7760 
ksullivan@scu.edu     lauri.pasch@ucsfmedctr.org 
 
 
A. Preliminary Issues 
 
1. This coding system is designed to assess the behaviors that couples 

display when one spouse is asked to discuss a personal difficulty that 
they would  like to resolve or some personal characteristic that he/she 
would like to  change (this person is the "helpee") while the other spouse 
is allowed to  contribute in whatever way he/she wants (this person is the 
"helper"). 

 
2. This is a working document.  We would appreciate your comments and 

suggestions.  We ask that you contact us before using, citing, or quoting 
it.  If you use the coding system, the proper citation is:  

 
 Pasch, L.A., Harris, K.M., Sullivan, K.T., & Bradbury, T.N.  (2004).  The 

social support interaction coding system.  In P.Kerig and D. Baucom (Eds.) 
Couple Observational Coding Systems. Mahwah, N.J.: Lawrence Erlbaum.  

 
3. Assistance in implementing this coding system can be obtained by 

contacting Dr. Lauri A. Pasch and Dr. Kieran T. Sullivan.  A tape 
providing examples of each code is available, as well as master coded 
tapes. 

 
 
B. Coding Guidelines 
 
1. Code each speaking turn of both spouses.  
2. The coding system has two dimensions:  speaker (helper vs. helpee) and  
   speaker's action (positive, negative, neutral, off-task; see below for  
   specific categories). 
3. Consider the context and tone of each action.  The same literal statement  
   can have distinctly different meanings depending on the interactive  
   context and the tone in which it was conveyed. 
4. Consider alternative behaviors that the helper could have exhibited.  View 
   each behavior as something that the spouse has actively chosen to do in  
   that circumstance, and recognize the person could have chosen otherwise. 
4. Coders should begin listening to each speech turn with the idea that it   

    will be neutral unless it meets criteria for another code.  
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C. Summary of Coding Categories 
 
Same for Helper and Helpee 
 
    NT = Neutral     
    OT = Off-Task     
     
Helper Codes                                Helpee Codes 
 
    PI = Positive Instrumental                 PS = Positive 
    PE = Positive Emotional                    NG = Negative 
    PO = Positive Other                     
    NG = Negative 
 
Note regarding order of codes: 
 
 When a given segment or speaking turn contains content that would 

receive two different codes, use the following order to determine which 
code takes precedence: negative, off-task, neutral, positive. 

 
D. Coding Categories 
 
 
Codes that are the same for Helper and Helpee 
 
Neutral (NT) 
 
1. Descriptive information about the problem that does not meet criteria for 
   positive, negative, or off-task. 
2. Repeated analyses of the problem that do not further contribute to 
   understanding or solutions to the problem. 
3. Use NT for on-task speech that is difficult to understand, ambiguous, or 
   too brief to be coded as positive or negative. 
4. NT is used when a given speech turn contains elements of positive or  
   negative codes but does not meet threshold criteria.  NT may also be used 
    when a given speech turn contains subthreshold elements of both positive 
     and negative codes. 
 
Off-Task (OT) 
 
1. Spouse talks about matters not relevant to the problem under discussion. 
2. Spouse continues to talk about irrelevant material, regardless of who 
   originally took the discussion off-task. 
 
Note: Off-Task is reserved for situations in which the conversation has 

clearly departed from the task at hand.  Speech that strays from the 
topic but seems to follow from the interaction is coded based on its 
content.  Examples that are not Off-Task: 

 
      H: See, whenever we discuss anything it comes back to how irresponsible 
    you are.  You're even like that with money.  Last week you forgot   
          to... 
      H: Talking about this reminds me what a great wife you are.  I'm so 
glad          I married you, honey, aren't you glad? 
 
Note that in these examples, the subsequent speech turns may indeed clearly 
depart from the topic under discussion and thus would be coded Off-task. 
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Helper Codes 
 
Positive Instrumental (PI) 
 
1. Suggests a specific plan of action. 
 "What if we tried getting up a half hour earlier and doing stretches to 
 help your back?" 
2. Gently suggests a new way of handling the problem: 
 "I know you have tried reasoning with her, I wonder if maybe it is time 

to try asking her specifically to change the rules in this case." 
3. Emphasizes need for a specific plan, or demonstrates willingness to 

prepare 
   one with helpee. 
 "Would it help if we tried to think of a few different ways you can 
 respond the next time he does that to you?" 
4. Offers to assist in some specific way. 
5. Offers constructive feedback. 
6. Asks helpee what would be most helpful for him/her (helper) to do. 
 "Do you think it would help if I took the kids for a few hours on 
 Saturday morning so you could focus on getting some work done?" 
7. Asks helpee specific questions aimed at narrowing the problem, or asks    
    helpee questions about the next steps to take: 
 "OK, so tomorrow, when you see Jack, what are you going ask him?" 
 "Is that something that happens only when you see Jim, or does it 
happen          with everyone?" 
8. Suggest strategies for managing feelings or other aspects of the problem: 
 "When you feel nervous like that, you might try rehearsing in your mind 

what you are going to say." 
 
Positive Emotional (PE) 
 
Note:  If a unit can be coded as either PE or PI, code it as PE.  PE and PI  

  take precedence over PO. 
Note:  For PE, the unit must have affect-related content. Use PE when feeling 

 words are used. 
 
1. Helps spouse to express or clarify feelings about problem: 
 "I'm wondering if it has more to do with how you feel about your self 

... that it worries you to admit that you need to go exercise." 
 cf. "You just don't want to admit that you are out of shape." 
2. Tries to bolster spouse's self-esteem. 
 "I can see you getting better at it everyday." 
3. Reassures or consoles spouse. 
4. Conveys understanding of spouse's concerns and difficulties, acknowledges 
   appropriateness of helpee's feelings. 
 "I know this is hard for you, you really loved that job, and it was 
hard  to leave." 
5. Provides genuine, appropriate encouragement (for example, comments on     
    recent improvements regarding the problem): 
 "So that should make you feel good -- that you have taken steps to 

improve things." 
6. Expresses affection, or information to suggest that helpee is loved, cared 
   for, or esteemed. 
7. Expresses commitment to helping the spouse in general--says he/she will   
    "always be there" for helpee. 
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8. Validates spouse as a person. 
9. Expresses concern about spouse. 
10. Helps spouse to be optimistic. 
11. Joins with spouse in expressing feelings (even negative ones) about 
    problem, reveals own feelings in a helpful way: 
 W: “I'm worried that my illness may keep getting worse.” 

H: “I get really worried too when I think about that happening to you.” 
 
Positive Other (PO) 
 
1. Offers a specific, clear analysis of problem (note that this has to be 
more    than simple description and is not a suggestion or advice). 
2. Summarizes in a helpful way what has been said.  (This may include 
   summarizing suggestions that were given or feelings expressed). 
3. Assists spouse in defining problem. 
4. Asks general questions that reveal willingness to help and interest. 
5. Helps spouse reframe problem in a useful way (except when giving advice or 
   making a specific suggestion.) 
 "We have been thinking about this as a self-esteem problem, when       

 maybe it has to do with the environment at your job."  
6. Recognizes humor in situation; helps spouse see humor, uses humor in a 
   useful way.  Note: Humor is coded depending on the specific nature.       
   Sarcastic or belittling humor is negative.  Notice whether laughter is  
   mutual in making coding decisions. 
7. Agreement with spouse, acknowledgement of the appropriateness of helpee's 
    beliefs or interpretations. 
8. Is accepting of spouse's difficulties and shortcomings. 
 H: "My medication affects my energy." 
 W: "I know, we just have to try to accept that and set reasonable 
goals. 
   cf.W: "That's just an excuse not to get your work done." 
9. Makes a positive process comment.  
 "This is turning out easier than I thought." 
10. Comments on value or strength of relationship. 
 "Sure it will be an adjustment, but Lord knows, it's not like we have 

problems adjusting to things." 
11. Reveals own experience in a helpful way (except when giving specific 
    advice or suggestion, which would be PI, or when expressing feelings,    
     which would be PE). 
12. Refocuses discussion after it is off-task. 
 "Let's get back to your problem with Jim, do you think you know how you 
 want  to deal with it?" 
13. Elaborates on previous positive statement. 
14. Encourages helpee to continue speaking. 
15. Attends clearly to partner. 
16. Helps to define what he or she can do that will and won't be helpful. 
 "I'd be happy to remind you to do that, but I'm worried it will sound 
 like I'm nagging." 
 
Negative (NG) 
 
1. Criticizes spouse, spouse's approach to problem, or spouse's behavior. 
 W:  I have trouble controlling my eating habits. 
 H:  Yeah, I have always thought that is a big problem of yours. 
  cf. H:  Yeah, I could see how that might be.  What could help? 
2. Blaming, accusing, criticizing spouse, pointing out spouse's weaknesses 

(Note: These are negative even when they bring the discussion back on-
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task, or point out important problems): 
 "You never can stay on topic -- you are afraid to admit you were 
wrong." 
3. Uses sarcasm, humiliation, sarcastic humor. 
 "I doubt you'd be able to get past the first class." 
4. Asks an insulting, inappropriate, or pointed question with negative tone: 
 "So what have you been doing for the past four years?" 
5. Gives useless advice: 
 "You really just need to figure this out and get on with it." 
6. Expresses boredom or lack of interest in helpee and the problem. 
 "Are we done talking about your weight problem, I really don't see the 
 issue here." 
7. Withdraws from discussion, acts very passive. 
8. Tells spouse what they should do to improve situation. 
 "I already told you, you just have to stop going over to your mother's  
 house, end of story."  
9. Demands that helpee consider his/her recommendations. 
10. Offers analysis of problem without consideration of partner's views or  
    comments. 
11. Talks about self and own problems in unproductive way. 
12. Discounts significance of problem, denies problem. 
13. Expresses doubt or pessimism about helpee's chances of improving or 
    changing (can include reminders of past failures): 
 H:  I used to lift weights three times a week and it was great ... 
 W:  Yeah, but that was only as part of the class you were taking. 
  cf. W:  Yeah -- was there something you learned from the class that could 

get you motivated like that again? 
14. Expresses negative affect (anger, contempt, whining, etc).  Note: 
    Expression of anger or sadness at the source of the problem would not be 
     included here (e.g., "I get really angry also when your mother treats 
you     that way"). 
15. Misses or mishandles easy opportunity to support spouse: 
     W:  So what do you think I should do? 
 H:  Whatever…I don't know. (NG, depending on tone) 
  cf. H:  I'm not quite sure just yet -- what do you see as your options now? 
16. Acts defensively. 
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Helpee Codes 
 
Positive (PS) 
 
1. Offers a specific, clear analysis of problem (note that this has to be 
more    than simple description). 
 "So I'd like to get a promotion at work, but I'm not sure where to  
 start to convince Sally I'm the right person for the job." 
2. Responds to helper's question with thoughtful response, showing that 
he/she    is using spouse as an aid. (May sometimes include disagreement with 
spouse    when part of the analysis and not just rejecting help). 
3. Recognizing how good things will be when problem is resolved; using this 
   recognition as motivation or to emphasize value of relationship. 
4. States needs in clear, useful way. 
 "I think it would really help if I had time on weekends to practice." 
5. Expresses feelings about the problem(even negative ones), especially in 

response to partner's inquiry in a productive way. 
 "I guess I do feel worried about it, not knowing when the next chance  
 will be." 
6. Solicits support or information from spouse. 
7. Gives self benefit of doubt, lowers expectations in productive way: 
 "I just have to give myself credit, like it will take time to get 

comfortable in my new job." 
8. Asks spouse to play a role in implementing the proposed change. 
9. Asks for specific feedback or assistance. 
 "Can you help me to see if I'm doing the exercises right?" 
10. Comments on value of support from spouse, appreciation of support. 
11. Refocuses discussion after it is off-task. 
12. Agreement or validation of suggestion from spouse: 
 W:  So that should make you feel pretty good. 
 H:  Yeah, it does make me feel good. 
13. Gaining strength from past; reflecting on the past in some productive 
way. 
14. Recognizes humor in situation. 
15. Comments positively on process of conversation: 
 "I just feel so much better when I talk about this with you, and you 

say 'You are meant for that line of work.'" 
16. Comments on value or strength of relationship, expresses affection. 
17. Makes a specific and sincere statement of changes he/she will make. 
 
Negative (NG) 
 
1. Expects spouse to take charge of problem. 
 "OK, so how are you going to make me exercise more?" 
2. Rejects help. (Note: Helpee may disagree with helper sincerely and not    
   receive a negative code, as long as he or she acknowledges helpfulness of  
   spouse in some way). 
 "Yeah, but that would never work." (NG) 
 "That would be good, but I wonder if I would be confident enough to do 

it. (PS)   
3. Needless repetition of problem and all the possible solutions. 
4. Pleads with partner to help. 
 "You gotta help me with this, tell me what to do!" 
5. Denies problem, denies responsibility for the problem. 
6. Makes excuses for why the problem persists, acts defensively. 
7. Criticizes spouse for not helping, now or in the past. 
8. Accuses partner of not giving appropriate help, information, revealing  
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   feelings. (Note: Accusations are negative even when they bring out  
   important points or refocus discussion on task). 
 "Why do you refuse to tell me how you feel about my losing weight?" 
9. Makes demands for support or change. 
10. Becomes glum, withdrawn, pessimistic about future change. 
11. Expresses negative affect (anger, contempt, whining, etc) unproductively. 
12. Asks a question but does not allow partner to answer. 
13. Blames partner for problem, holds him/her responsible. 
 "I keep gaining (weight) just because you always bring home candy." 
14. Focuses negatively on process. 
 "You're really not doing much good for me here." 
15. Criticizes partner's behavior. 
 "Excuse me, but I am talking to you." 
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Adapted	  Version	  of	  The	  Specific	  Affect	  Coding	  System	  (SPAFF)	  	  

Coan,	  J.A.,	  &	  Gottman,	  J.M.	  (2007)	  
	  
	  

Rules	  for	  Coding	  
	  
Rule	  1:	  	  
View	  a	  Behavior	  as	  Though	  It	  Were	  Chosen	  From	  a	  Collection	  of	  Possible	  Alternatives	  
Rule	  2:	  	  
View	  Behavior	  as	  if	  It	  Were	  Designed	  to	  Portraya	  Character	  in	  a	  Play	  or	  a	  Film—as	  if	  It	  Were	  Written	  
to	  Follow	  a	  Script	  
Rule	  3:	  	  
Watch	  a	  Person	  as	  if	  You	  Were	  an	  Actor	  Who	  Had	  to	  Play	  That	  Person	  in	  a	  Film	  
	  
	  
	  

SPAFF’s	  Codes:	  
	  

• Verbal	  Content	  
• Facial	  Behaviors	  
• Voice	  Tones	  
• Other	  Forms	  of	  Communication	  	  

(At	  the	  exception	  of	  Warm	  Touch,	  which	  will	  be	  coded	  separately)	  	  
Ex:	  gestures	  such	  as	  offering	  a	  glass	  to	  partner,	  handing	  a	  tissue	  to	  partner,	  etc….	  	  

	  

	  
Coding	  Dimensions:	  

	  
• Function	  of	  the	  code	  in	  interpersonal	  communication	  
• Indicators	  of	  the	  code	  
• Physical	  Cues	  for	  the	  code	  
• Specific	  counter-‐indicators	  regarding	  the	  code.	  	  

	  
Indicators	  and	  physical	  cues	  provide	  information	  about	  behaviors	  that	  probably	  derive	  from	  
the	  presence	  of	  the	  code,	  whereas	  counter-‐indicators	  provide	  information	  about	  behaviors	  
that	  probably	  do	  not	  derive	  from	  the	  presence	  of	  the	  code.	  

	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  



	  
	  
	  

	  
SPAFF’s	  Current	  Codes	  	  
	  
	  

	  
5	  Positive	  Affects	   	   	  	  	  	  	  	   	  

	   	  
• Enjoyment/Enthusiasm/Delight	  	  
• Affection/Care	  	  
• Humor	   	   	   	   	  
• Interest/Surprise	  
• Validation	  
	  
	  
	  
	  

	  
	  
	  

11	  Negative	  Affects	  
	  
• Anger	  
• Sadness	  
• Belligerence	  
• Contempt	  
• Criticism	  
• Disgust	  
• Defensiveness	  
• Domineering/Threats	  
• Fear/Tension	  	  
• Stonewalling	  
• Whining	  

	  

	  
	  

Neutral	  
	  

	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  



Positive	  Affects	  
	  
1. Affection/Care	  

	  
Function	  
Affection	  expresses	  genuine	  caring	  and	  concern	  and	  offers	  comfort.	  Often	  the	  voice	  slows	  and	  becomes	  quieter	  or	  
lower.	  Its	  function	  is	  to	  facilitate	  closeness	  and	  bonding.	  
Indicators	  
1.	  Reminiscing.	  The	  speaker	  shares	  warm	  memories	  of	  something	  she	  &	  the	  receiver	  enjoyed	  together.	  
2.	  Caring/warm	  statements.	  Direct	  statements	  of	  affection	  or	  concern,	  such	  as	  “I	  love	  you,”	  “I	  care	  about	  you,”	  “I	  worry	  
about	  you,”	  and	  so	  forth.	  
3.	  Compliments.	  Statements	  that	  communicate	  pride	  in	  or	  admiration	  of	  one’s	  partner	  (e.g.,	  “you	  are	  so	  smart!”	  or	  “you	  
did	  such	  a	  great	  job	  with	  the	  .	  .	  .”)	  
4.	  Empathy.	  Empathizing	  individuals	  mirror	  the	  affect	  of	  their	  partners.	  Such	  mirroring	  need	  not	  be	  verbal,	  but	  however	  
it	  is	  expressed,	  it	  should	  be	  obvious	  that	  the	  intent	  of	  the	  mirroring	  is	  to	  express	  an	  understanding	  of	  the	  partner’s	  
feelings.	  Importantly,	  empathy	  does	  more	  than	  simply	  validate	  the	  partner’s	  thoughts	  and	  feelings—by	  mirroring	  the	  
affect	  of	  the	  partner	  at	  the	  same	  time,	  it	  conveys	  a	  level	  of	  care	  that	  surpasses	  validation	  per	  se.	  
5.	  The	  common	  cause.	  An	  important	  indicator	  of	  Affection,	  similar	  to	  empathy,	  is	  the	  common	  cause,	  whereby	  
individuals	  engage	  in	  virtually	  any	  affective	  behavior	  together	  as	  a	  form	  of	  building	  trust,	  closeness,	  consensus,	  or	  
bonding	  (Concerned	  questions/statements).	  This	  indicator	  can	  sometimes	  be	  confusing.	  Insults,	  such	  as	  remarking	  that	  
“Bob	  is	  a	  jerk,”	  can	  be	  coded	  Affection	  if	  intended	  to	  express	  obvious	  agreement.	  A	  shared	  anger,	  a	  shared	  fear,	  a	  
shared	  and	  vocalized	  political	  opinion—all	  of	  these	  things	  could	  be	  coded	  Affection.	  
6.	  Flirting.	  When	  individuals	  flirt,	  they	  are	  communicating	  desire	  for	  their	  partners.	  The	  verbal	  expression	  would	  be	  “I	  
want	  you,”	  but	  flirting	  needn’t	  be	  verbal.	  Flirting	  can	  be	  playful,	  sweet,	  warm,	  intense,	  or	  all	  of	  these.	  
Physical	  Cues	  
There	  are	  no	  particular	  AUs	  that	  indicate	  affection,	  but	  Aus	  6	  +	  12	  will	  commonly	  be	  seen.	  
Counter-‐indicators	  
Defensive	  affection.	  Occasionally,	  a	  speaker	  will	  insist	  that	  he	  loves	  the	  receiver	  as	  a	  defensive	  maneuver.	  The	  indicators	  
of	  defensiveness	  (discussed	  later)	  will	  usually	  give	  this	  away.	  Watch	  for	  defensive	  voice	  tone,	  a	  defensive	  context,	  and	  a	  
lack	  of	  warm,	  positive	  feeling	  underlying	  the	  affectionate	  message.	  
	  
2.	  Enthusiasm/Enjoyment/Delight	  
	  
Function	  
The	  function	  of	  enthusiasm	  is	  to	  express	  a	  passionate	  interest	  in	  a	  person	  or	  activity,	  as	  well	  as	  a	  positive	  valence	  
associated	  with	  that	  interest.	  Enthusiasm	  is	  infectious	  and	  often	  sudden,	  loud,	  boisterous,	  and	  energetic.	  Nonverbal	  
behaviors	  prominently	  accompany	  verbal	  expressions	  of	  eagerness	  and	  joy.	  
Indicators	  
1.	  Anticipation.	  Anticipatory	  behaviors	  are	  hopeful,	  future-‐oriented,	  and	  often	  childlike.	  They	  may	  be	  accompanied	  by	  
fidgeting	  and	  distraction.	  
2.	  Positive	  surprise.	  This	  is	  an	  emphatically	  happy	  reaction	  to	  some	  unanticipated	  event	  or	  remark.	  Prominent	  smiles	  
and	  loud	  verbalizations	  characterize	  this	  indicator,	  statements	  with	  exclamation	  points	  (e.g.,	  AU	  1+2+6+12+24,	  
accompanied	  by	  “Really!?”)	  
3.	  Positive	  excitement.	  Similar	  to	  positive	  surprise,	  positive	  excitement	  includes	  expressions	  of	  joy	  and	  anticipation	  at	  
very	  high	  levels	  of	  intensity.	  
4.	  Joy/Happiness/Delight.	  Joyful	  moments	  reflect	  high	  levels	  of	  often	  suddenly	  felt	  happiness,	  similar	  to	  positive	  
surprise	  but	  less	  intense.	  Joy	  will	  frequently	  follow	  receipt	  of	  a	  compliment	  and	  will	  often	  be	  accompanied	  by	  broad,	  
warm	  smiles	  and	  bright,	  alert,	  positive	  facial	  expressions.	  
5.	  Expansiveness.	  Expansive	  individuals	  feel	  creative,	  motivated,	  and	  inspired	  and	  convey	  an	  effervescent	  and	  elated	  
affect.	  
Physical	  Cues	  
AUs	  1+2,	  5,	  6+12,	  23,	  24,	  25–27	  will	  commonly	  be	  seen.	  Individuals	  will	  sometimes	  sit	  up	  or	  forward	  in	  their	  chairs,	  and	  
their	  voices	  will	  increase	  in	  pitch	  and	  volume.	  
Counter-‐indicators	  
1.	  Interest	  indicators.	  Enthusiasm	  can	  sometimes	  look	  like	  Interest	  and	  vice	  versa.	  Interested	  questions	  are	  accompanied	  
by	  positive	  affect	  but	  of	  a	  lower	  intensity	  than	  those	  coded	  Enthusiasm.\	  
2.	  Negative	  Surprise.	  Surprise	  reactions	  are	  not	  unequivocally	  positive,	  and	  it	  is	  important	  to	  be	  watchful	  for	  surprise	  
reactions	  that	  contain	  either	  a	  lack	  of	  positive	  affect	  or	  the	  presence	  of	  negative	  affect.	  



	  
3.	  Humor	  
	  
Function	  
The	  function	  of	  humor	  is	  to	  share	  in	  mutual	  amusement	  and	  joy	  following	  a	  mutually	  recognized	  moment	  of	  absurdity	  or	  
fun.	  Humor	  is	  relatively	  unique	  within	  the	  SPAFF	  in	  that	  it	  cannot	  be	  coded	  in	  isolation.	  The	  humor	  code	  requires	  a	  
moment	  of	  shared	  amusement.	  
Indicators	  
1.	  Good-‐natured	  teasing.	  When	  an	  individual	  teases,	  she	  highlights	  qualities	  or	  behaviors	  in	  her	  partner	  that	  both	  agree	  
are	  somewhat	  ridiculous,	  cute,	  or	  otherwise	  funny.	  
2.	  Wit	  and	  silliness.	  Wit	  is	  expressed	  as	  an	  apt	  or	  clever	  observation	  that	  is	  considered	  by	  both	  individuals	  to	  be	  
humorous.	  This	  could	  manifest	  as	  a	  funny	  observation	  or	  the	  straightforward	  telling	  of	  a	  joke.	  
3.	  Private	  jokes.	  Private	  jokes	  can	  include	  moments	  of	  shared	  laughter	  and	  obvious	  amusement	  that	  derive	  from	  coded	  
messages	  or	  moments	  of	  sudden	  mutually	  recognized	  humor	  that	  are	  opaque	  to	  all	  but	  the	  two	  individuals	  who	  are	  
communicating.	  
4.	  Fun	  and	  exaggeration.	  A	  very	  playful	  form	  of	  humor;	  here	  individuals	  share	  active,	  animated,	  and	  exaggerated	  play	  or	  
imitation	  behavior.	  High	  energy	  and	  a	  deeper	  form	  of	  laughter	  often	  accompany	  this	  indicator.	  
5.	  Nervous	  giggling.	  Occasionally,	  individuals	  will	  begin	  to	  chuckle	  with	  each	  other	  for	  no	  apparent	  reason.	  This	  could	  
result	  from	  a	  private	  joke	  or	  may	  indicate	  a	  brief	  release	  of	  nervous	  tension	  given	  the	  experimental	  context.	  The	  affect	  
underlying	  the	  giggling	  should	  be	  obviously	  positive	  and	  shared,	  unlike	  a	  similar	  form	  of	  giggling	  associated	  with	  the	  
Fear/Tension	  code.	  
Physical	  Cues	  
AUs	  include	  1,	  2,	  6,	  12,	  6	  +	  12,	  and	  25–27.	  
Counter-‐indicators	  
1.	  Unshared	  humor.	  Laughter	  or	  amusement	  that	  is	  not	  shared	  is	  never	  coded	  Humor.	  
2.	  Tense	  humor.	  Humor	  that	  is	  obviously	  both	  a	  nervous	  reaction	  to	  a	  high	  level	  of	  tension	  in	  the	  conversation	  and	  either	  
lacking	  in	  any	  positive	  energy	  or	  unshared	  .	  
3.	  Affectionate	  humor.	  Sometimes	  a	  joke	  will	  be	  coupled	  with	  affectionate	  messages.	  Such	  moments	  are	  more	  properly	  
coded	  Affection.	  
4.	  Belligerent	  humor.	  A	  form	  of	  unshared	  humor,	  one	  individual	  makes	  jokes	  that	  are	  intended	  to	  “get	  a	  rise”	  out	  of	  the	  
other	  or	  make	  the	  other	  angry.	  
5.	  Contemptuous	  humor.	  Jokes	  that	  are	  intended	  to	  be	  hurtful	  or	  insulting	  and	  that	  are	  unshared.	  This	  is	  sometimes	  
confused	  with	  teasing.	  A	  good	  rule	  for	  distinguishing	  contemptuous	  humor	  from	  good-‐natured	  teasing	  is	  to	  attend	  
closely	  to	  the	  degree	  to	  which	  both	  individuals	  are	  amused.	  
	  
4.	  Interest	  
	  
Function	  
The	  function	  of	  this	  behavior	  is	  to	  communicate	  genuine	  interest	  in	  one’s	  partner	  through	  active	  elaboration	  or	  
clarification	  seeking.	  As	  used	  in	  the	  SPAFF,	  Interest	  is	  characterized	  as	  a	  positively	  valenced	  behavior	  that	  emphasizes	  
information	  gathering	  about	  the	  partner	  as	  opposed	  to	  minor	  or	  trivial	  factual	  information.	  
Indicators	  
1.	  Nonverbal	  attention	  with	  positive	  affect.	  Interested	  persons	  will	  frequently	  attempt	  to	  actively	  communicate	  their	  
interest	  through	  nonverbal	  behaviors,	  such	  as	  leaning	  forward	  in	  their	  chairs,	  affecting	  a	  warm	  tone	  of	  voice,	  and	  
making	  steady	  eye	  contact	  (positive	  energy).	  The	  interested	  person	  will	  communicate	  focused,	  respectful,	  and	  active	  
engagement	  with	  what	  his	  or	  her	  partner	  is	  saying.	  If	  cues	  associated	  with	  Fear/Tension	  are	  not	  present,	  the	  interested	  
person	  will	  sometimes	  communicate	  low	  levels	  of	  excitement	  (not	  to	  be	  confused	  with	  Enthusiasm)	  that	  communicates	  
a	  desire	  to	  hear	  more.	  
2.	  Elaboration	  and	  clarification	  seeking.	  Interested	  individuals	  will	  often	  ask	  specific	  questions	  in	  order	  to	  gather	  
additional	  information.	  Frequently,	  such	  questions	  will	  be	  accompanied	  by	  nonverbal	  behaviors	  such	  as	  those	  described	  
in	  indicator	  1.	  It	  is	  important	  that	  questions	  that	  serve	  to	  elicit	  more	  information	  are	  not	  accompanied	  by	  nonverbal	  
negative	  affect,	  as	  such	  affect	  can	  indicate	  other	  affective	  agendas.	  Elaboration	  and	  clarification-‐seeking	  questions	  can	  
include	  questions	  about	  a	  partner’s	  opinions	  and	  questions	  that	  serve	  to	  paraphrase	  what	  a	  partner	  has	  been	  saying.	  
Paraphrasing	  questions	  are	  easy	  to	  confuse	  with	  paraphrasing	  statements	  that	  are	  coded	  as	  Validation	  (discussed	  later).	  
3.	  Open-‐ended	  questions.	  Almost	  any	  question	  that	  does	  not	  require	  a	  “yes”	  or	  “no”	  response	  and	  that	  allows	  the	  
partner	  to	  express	  him-‐	  or	  herself	  in	  greater	  detail.	  
	  
	  



(Interest)	  
Physical	  Cues	  
AUs	  1+2,	  6,	  12,	  6+12,	  leaning	  forward,	  positive	  valence.	  
Counter-‐indicators	  
1.	  Lack	  of	  eye	  contact.	  Eye	  contact	  is	  not	  absolutely	  essential	  for	  coding	  interest,	  but	  a	  lack	  of	  eye	  contact	  can	  indicate	  
that	  interest	  is	  feigned	  or	  that	  questions	  are	  serving	  some	  other	  affective	  function.	  
2.	  No	  pauses	  following	  questions.	  When	  questions	  are	  frequent	  and	  no	  opportunity	  is	  provided	  for	  a	  partner	  to	  respond	  
to	  them,	  it	  is	  unlikely	  that	  genuine	  interest	  is	  being	  observed.	  Relentless	  question	  asking,	  especially	  if	  it	  appears	  to	  be	  
leading	  the	  partner	  to	  a	  very	  specific	  series	  of	  answers,	  can	  be	  a	  sign	  of	  Domineering	  behavior.	  
3.	  Low-‐balling	  questions.	  Similar	  to	  counter-‐indicator	  2,	  low-‐balling	  questions	  are	  those	  to	  which	  there	  is	  only	  one	  
rational	  answer.	  An	  example	  would	  be,	  “Don’t	  you	  want	  me	  to	  be	  happy?”	  Such	  a	  question	  is	  properly	  coded	  as	  
Domineering.	  
4.	  Exchange	  of	  general	  factual	  information.	  It	  is	  important,	  though	  sometimes	  difficult,	  to	  distinguish	  between	  questions	  
that	  communicate	  an	  interest	  in	  the	  partner	  and	  those	  that	  communicate	  an	  interest	  in	  settling	  some	  minor	  factual	  
issue.	  An	  example	  of	  a	  non-‐interested	  (per	  SPAFF)	  question	  might	  be	  “What	  time	  is	  it?”	  
	  
5.	  Validation	  
	  
Function	  	  
The	  function	  of	  validation	  is	  to	  communicate	  sincere	  understanding	  and	  acceptance	  of	  one’s	  partner	  or	  of	  one’s	  
partner’s	  views	  and	  opinions.	  In	  the	  SPAFF,	  Validation	  is	  considered	  to	  be	  a	  positively	  valenced	  behavior.	  
Indicators	  
1.	  Back	  channels.	  Back	  channels	  are	  behaviors	  that	  indicate	  attentive	  and	  affirmative	  listening	  through	  the	  use	  of	  
paralinguistic	  and	  physical	  cues,	  such	  as	  head	  nods	  and	  “uh-‐huhs”	  or	  other	  physical	  and	  vocal	  assenting	  behaviors.	  
Usually,	  back	  channels	  are	  accompanied	  by	  eye	  contact.	  
2.	  Direct	  expressions	  of	  understanding.	  Direct	  expressions	  of	  understanding	  include	  explicit	  expressions	  of	  respect	  or	  
agreement	  (e.g.,	  “I	  agree,”	  or	  “that’s	  a	  very	  good	  point”).	  
3.	  Paraphrasing,	  summarizing.	  In	  this	  behavior,	  individuals	  repeat	  back	  what	  their	  partners	  have	  told	  them,	  usually	  
verbatim,	  but	  sometimes	  in	  a	  slightly	  altered	  style.	  
4.	  Apologies,	  agreement	  and	  respect.	  
5.	  Sentence	  finishing.	  In	  this	  behavior,	  individuals	  will	  place	  endings	  on	  the	  sentences	  their	  partners	  have	  begun.	  This	  
behavior	  lets	  partners	  know	  that	  both	  individuals	  are	  “on	  the	  same	  page.”	  Importantly,	  sentence	  finishing	  is	  an	  indicator	  
of	  validation	  only	  if	  it	  is	  delivered	  in	  a	  package	  of	  positive	  affect	  (see	  “Physical	  Cues”).	  
Physical	  Cues	  
AUs	  1+2,	  6,	  12,	  6+12.	  Head	  nod,	  eye	  contact,	  non-‐confrontational	  voice	  tone.	  
Counter-‐indicators	  
1.	  Lack	  of	  eye	  contact.	  A	  lack	  of	  eye	  contact	  can	  mean	  that	  the	  back	  channels	  being	  offered	  are	  insincere,	  as	  in	  
humoring.	  Back	  channels	  without	  eye	  contact	  can	  also	  be	  associated	  with	  sarcastic	  behavior.	  
2.	  Bobbing	  heads.	  “Bobbing	  heads”	  are	  head	  nods	  that	  appear	  so	  automatic	  and	  repetitive	  that	  they	  essentially	  become	  
meaningless.	  Bobbing	  heads	  can	  also	  be	  a	  sign	  of	  exasperation—a	  kind	  of	  nonverbal	  request	  to	  “shut	  up.”	  
3.	  Affect	  mirroring.	  Sometimes,	  the	  various	  indicators	  of	  validation	  occur	  in	  the	  context	  of	  strong	  mirroring	  of	  affect,	  as	  
when	  an	  individual	  says,	  “I	  understand	  how	  you’re	  feeling”	  while	  expressing	  facial	  signs	  of	  sadness	  in	  response	  to	  their	  
crying	  partners.	  The	  SPAFF	  considers	  such	  expressions	  to	  be	  signs	  of	  empathy,	  and	  such	  signs	  are	  properly	  coded	  
Affection.	  
4.	  Interrupting.	  Sentence	  finishing	  can	  be	  an	  important	  indicator	  of	  Validation,	  but	  if	  the	  sentence	  finishing	  is	  abrupt	  or	  is	  
delivered	  with	  negative	  affect,	  it	  is	  likely	  nothing	  more	  than	  an	  interruption	  related	  to	  Domineering,	  Defensiveness,	  or	  
other	  negative	  affective	  behaviors.	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  



Negative	  Affects	  
	  
1. Anger	  

	  
Function	  
In	  the	  SPAFF,	  anger	  functions	  to	  respond	  to	  perceived	  violations	  of	  the	  speaker’s	  rights	  to	  autonomy	  and	  respect.	  It	  
serves	  as	  a	  kind	  of	  “affective	  underlining”	  of	  displeasure	  and	  complaint,	  indicating	  that	  an	  interpersonal	  boundary	  has	  
been	  transgressed.	  Some	  SPAFF	  coders	  have	  called	  the	  SPAFF	  code	  of	  Anger	  “angry	  affect	  without	  belligerence,	  
contempt,	  defensiveness,	  disgust	  or	  attempts	  to	  dominate.”	  This	  is	  largely	  true.	  
Indicators	  
1.	  Frustration/Impatience.	  A	  relatively	  low	  intensity	  form	  of	  Anger,	  here	  facial	  expressions	  of	  anger	  become	  apparent	  at	  
low	  levels	  and	  the	  voice	  may	  lower	  in	  pitch	  and	  tempo.	  The	  anger	  will	  appear	  constrained	  or	  out	  of	  the	  obvious	  
awareness	  of	  the	  speaker.	  Otherwise,	  the	  person	  may	  not	  express	  anger	  verbally	  at	  all.	  
2.	  Angry	  “I-‐statements.”/Irritation/Annoyance.	  These	  are	  verbal	  statements	  that	  express	  personal	  feelings,	  as	  in	  “I	  am	  
so	  angry!”	  or	  “I	  am	  so	  frustrated	  right	  now!”	  Raising	  voice.	  
3.	  Angry	  questions.	  Questions	  asked	  with	  angry	  affect	  any	  usually	  with	  sharp	  exhalations,	  as	  in	  “Why?!”	  
4.	  Commands.	  Commands	  are	  not	  attempts	  to	  dominate	  but	  rather	  are	  strong,	  affectively	  intense	  attempts	  to	  stop	  a	  
recent	  or	  ongoing	  violation	  of	  the	  speaker’s	  autonomy	  or	  dignity.	  Sharp	  exhalations	  and	  strong	  angry	  affect	  frequently	  
accompany	  commands.	  
Examples	  include	  “Stop!”	  or	  “Don’t	  speak	  to	  me	  like	  I’m	  a	  child!”	  
Physical	  Cues	  
Aus	  	  4,	  5,	  7,	  4+5,	  4+5+7,	  23,	  24.	  The	  lips	  will	  frequently	  thin,	  with	  the	  red	  of	  the	  upper	  lip	  disappearing	  or	  the	  lips	  pressed	  
together;	  the	  teeth	  will	  clench;	  and	  the	  muscles	  of	  the	  jaw	  and	  neck	  will	  tighten.	  The	  voice	  may	  suddenly	  increase	  in	  
pitch,	  amplitude,	  and	  tempo	  and	  may	  include	  a	  kind	  of	  “growl”	  as	  when	  yelling.	  
Counter-‐indicators	  
•	  Blends	  with	  other	  codes.	  Angry	  affect	  is	  frequently	  observed	  during	  moments	  in	  which	  indicators	  of	  other	  negative	  
codes	  are	  present.	  In	  these	  instances,	  Anger	  is	  never	  coded.	  
	  
	  
2. Sadness	  

	  
Function	  
In	  the	  SPAFF,	  the	  Sadness	  code	  refers	  to	  behaviors	  that	  communicate	  loss,	  resignation,	  helplessness,	  pessimism,	  
hopelessness,	  or	  a	  plaintive	  or	  poignant	  quiescence.	  
Indicators	  
1.	  Sighing.	  Sighs,	  especially	  deep	  sighs,	  very	  frequently	  occur	  in	  the	  context	  of	  Sadness.	  Thus	  sighing	  is	  nearly	  always	  
considered	  an	  indication	  of	  sad	  feelings	  (note,	  however,	  “relief”	  as	  a	  counter-‐indicators).	  
2.	  Pouting/Sulking.	  Sadness	  physical	  cues	  in	  the	  context	  of	  being	  rebuffed,	  ignored,	  or	  not	  getting	  one’s	  way.	  	  Pouting	  
may	  cause	  the	  sad	  person	  to	  appear	  to	  withdraw	  from	  the	  conversation.	  
3.	  Resignation.	  Sad	  individuals	  will	  frequently	  behave	  as	  if	  resigned	  or	  hopeless.	  This	  behavior	  is	  communicated	  through	  
a	  pattern	  of	  very	  low	  energy,	  slouching,	  long	  pauses	  between	  words,	  and	  so	  forth.	  In	  the	  resigned	  person,	  nearly	  all	  
movement	  appears	  to	  require	  extra	  effort.	  
4.	  Crying.	  Nearly	  all	  instances	  of	  crying	  indicate	  sadness	  (but	  see	  “happy	  tears”	  as	  a	  counter-‐indicators.)	  Sometimes	  
individuals	  can	  be	  observed	  “choking	  back	  tears,”	  or	  trying	  not	  to	  cry.	  Physical	  cues	  and	  tears	  welling	  up	  in	  the	  eyes	  will	  
give	  them	  away.	  
5.	  Hurt	  feelings.	  In	  response	  to	  moments	  of	  high	  negativity,	  such	  as	  belligerence,	  contempt,	  or	  anger,	  individuals	  will	  
sometimes	  report	  or	  appear	  to	  have	  hurt	  feelings.	  Such	  moments	  are	  coded	  as	  Sadness.	  
Physical	  Cues	  
AUs	  1,	  6,	  15,	  17,	  1+6,	  1+15,	  1+6+15,	  1+6+15+17.	  Shoulders	  may	  droop,	  &	  individuals	  may	  hang	  their	  heads	  or	  look	  down.	  
The	  lips	  and	  the	  chin	  may	  tremble.	  The	  voice	  may	  quaver	  in	  terms	  of	  pitch	  and	  amplitude	  and	  may	  occasionally	  break.	  
Counter-‐indicators	  
1.	  No	  back	  channels.	  A	  lack	  of	  responding	  that	  is	  attributable	  to	  the	  deliberate	  attempt	  to	  communicate	  lack	  of	  interest	  
is	  not	  a	  form	  of	  pouting	  and	  is	  more	  properly	  coded	  Stonewalling.	  
2.	  Relief.	  Individuals	  who	  display	  a	  sudden	  decrease	  in	  energy	  as	  a	  result	  of	  the	  diffusion	  of	  tension	  or	  an	  escape	  from	  
responsibility	  may	  be	  showing	  evidence	  of	  relief,	  which	  may	  be	  coded	  as	  Neutral.	  
3.	  Happy	  tears.	  Happy	  tears	  are	  here	  intended	  to	  mean	  one	  of	  two	  things.	  First,	  tears	  can	  sometimes	  result	  from	  intense	  
laughter.	  Second,	  tears	  can	  sometimes	  result	  from	  sudden	  moments	  of	  shared	  intimacy,	  compliments,	  
accomplishments,	  and	  so	  forth.	  These	  instances	  of	  tears	  are	  more	  properly	  coded	  as	  Humor,	  Enthusiasm,	  or	  Affection.	  



3.	  Belligerence	  
	  
Function	  
The	  function	  of	  Belligerence	  is	  to	  “get	  a	  rise”	  out	  of	  the	  receiver	  through	  provocation	  of	  anger.	  The	  belligerent	  speaker	  
is,	  in	  a	  sense,	  looking	  for	  a	  fight.	  
Indicators	  
1.	  Taunting	  questions.	  These	  are	  questions	  whose	  function	  is	  to	  irritate	  or	  confuse	  the	  receiver.	  An	  example	  might	  
include	  the	  frequent	  and	  irritating	  use	  of	  the	  question	  “Why?”	  in	  the	  context	  of	  a	  serious	  discussion.	  Frequently	  the	  
belligerent	  speaker	  is	  seen	  struggling	  to	  suppress	  a	  smirk	  while	  asking	  taunting	  questions	  as	  the	  receiver	  becomes	  
increasingly	  enraged.	  
2.	  Unreciprocated	  humor.	  Sometimes,	  the	  belligerent	  speaker	  appears	  to	  actually	  believe	  he	  or	  she	  is	  being	  funny,	  even	  
though	  the	  receiver	  is	  obviously	  annoyed.	  Such	  moments	  of	  unreciprocated	  humor	  are	  neither	  playful,	  fun,	  and	  shared	  
(as	  in	  humor),	  nor	  sarcastic,	  mocking,	  &	  insulting	  (as	  in	  contempt).	  Belligerent	  speakers	  do	  not	  appear	  to	  get	  the	  
message	  that	  the	  humor	  is	  not	  universally	  funny,	  or	  the	  fact	  that	  the	  jokes	  are	  annoying	  the	  receiver	  may	  increase	  the	  
level	  of	  humor	  experienced	  by	  the	  speaker.	  
3.	  Interpersonal	  terrorism.	  Here,	  the	  belligerent	  speaker	  is	  posing	  direct	  challenges	  to	  the	  agreed-‐on	  rules	  or	  boundaries	  
of	  the	  relationship.	  Frequently,	  such	  behavior	  takes	  the	  form	  of	  a	  dare,	  as	  in	  “What	  would	  you	  do	  if	  I	  did?”	  or	  “What	  are	  
you	  going	  to	  do	  about	  it?”	  It	  can	  also	  be	  accompanied	  by	  a	  kind	  of	  emotional	  “strutting,”	  whereby	  the	  belligerent	  person	  
will	  make	  use	  of	  loud	  commands	  such	  as	  “Don’t	  interrupt	  me!”	  as	  a	  means	  of	  demonstrating	  his	  or	  her	  power.	  This	  is	  
often	  seen	  in	  violent	  men	  as	  a	  vestigial	  reminder	  of	  how	  dangerous	  they	  can	  be.	  
Physical	  Cues	  
AUs	  1	  or	  2.	  Jaw	  thrust	  forward.	  
Counter-‐indicators	  
1.	  Good-‐natured	  teasing.	  Good-‐natured	  “jabs”	  at	  the	  receiver’s	  foibles	  are	  not	  coded	  as	  belligerence,	  especially	  if	  the	  
humor	  or	  the	  teasing	  appears	  to	  be	  shared.	  
2.	  Hostile	  humor.	  Unreciprocated	  humor	  that	  is	  obviously	  hostile,	  mocking,	  belittling,	  or	  insulting	  is	  coded	  Contempt.	  
	  
	  
4.	  Contempt	  
	  
Function	  
The	  function	  of	  contemptuous	  behavior	  is	  to	  belittle,	  hurt,	  or	  humiliate.	  Contempt	  can	  be	  any	  statement	  made	  from	  a	  
superior	  position	  to	  the	  partner,	  such	  as	  correcting	  an	  angry	  person’s	  grammar.	  Such	  behavior	  deliberately	  and	  
forthrightly	  communicates	  an	  icy	  lack	  of	  respect,	  often	  cruelty.	  On	  theoretical	  and	  empirical	  grounds,	  we	  regard	  this	  
behavior	  as	  extremely	  detrimental	  to	  interpersonal	  relationships	  (Coan	  et	  al.,	  1997;	  Gottman,	  1993a;	  Gottman	  et	  al.,	  
1998;	  Gottman	  &	  Levenson,	  1992),	  and	  so	  the	  SPAFF	  gives	  it	  precedence	  over	  most	  other	  behaviors.	  
Indicators	  
1.	  Sarcasm.	  Sarcasm	  in	  conversation	  frequently	  precedes	  derisive	  laughter	  at	  the	  receiver’s	  expense	  or	  manifests	  as	  a	  
ridiculing	  comment	  regarding	  something	  the	  receiver	  has	  said.	  Frequent	  examples	  include	  the	  ironic	  use	  of	  such	  
statements	  as	  “sure!”	  or	  “I’ll	  bet	  you	  did!”	  	  
2.	  Mockery.	  When	  speakers	  mock,	  they	  repeat	  something	  the	  receiver	  has	  said	  while	  exaggeratedly	  imitating	  the	  
receiver’s	  manner	  of	  speech	  or	  emotional	  state	  for	  the	  purpose	  of	  making	  the	  receiver	  look	  ridiculous	  or	  stupid.	  
3.	  Insults.	  Insults	  are	  active	  and	  straightforward	  forms	  of	  contempt—they	  are	  shows	  of	  disrespect	  for	  the	  receiver	  
through	  obvious	  verbal	  cruelty.	  
4.	  Hostile	  humor.	  Often,	  the	  contemptuous	  speaker	  uses	  a	  form	  of	  unshared	  humor	  that,	  though	  an	  apparent	  joke,	  
utilizes	  sarcasm,	  mocking,	  or	  insults	  to	  achieve	  the	  aim	  of	  contempt.	  By	  delivering	  such	  messages	  as	  a	  “joke,”	  the	  
speaker	  may	  be	  attempting	  to	  leave	  him-‐	  or	  herself	  an	  “out”	  (as	  in,	  “hey,	  I	  was	  only	  joking”).	  Hostile	  humor	  can	  be	  
momentarily	  confusing	  for	  coders	  and	  receivers	  alike.	  The	  contemptuous	  speaker	  may	  laugh	  heartily,	  and	  sometimes	  
the	  receiver	  will	  briefly	  and	  reflexively	  laugh	  along.	  Such	  moments	  are	  not	  coded	  as	  Humor.	  
Physical	  Cues	  
AU	  14	  (uni-‐	  or	  bilateral).	  Note:	  Eye	  rolls	  are	  nearly	  always	  coded	  as	  contempt.	  
Counter-‐indicators	  
Good-‐natured	  teasing.	  Good-‐natured	  “jabs”	  at	  the	  receiver’s	  foibles	  are	  not	  coded	  as	  contempt.	  A	  good	  indication	  that	  
contempt	  is	  not	  occurring	  is	  that	  the	  context	  of	  the	  conversation	  appears	  to	  contradict	  contemptuous	  intentions	  or	  that	  
the	  speaker	  and	  receiver	  appear	  to	  both	  experience	  laughter	  and	  joy	  as	  a	  result	  of	  the	  teasing.	  
	  
	  
	  



5.	  Criticism	  
	  
Function	  
Criticism	  functions	  as	  an	  attack	  on	  someone’s	  character	  or	  personality	  in	  a	  way	  that	  is	  not	  obviously	  insulting,	  as	  in	  
Contempt.	  It	  is	  a	  complaint	  that	  suggests	  that	  the	  partner’s	  personality	  is	  defective.	  It	  is	  often	  accompanied	  by	  blame	  &	  
is	  quite	  distinct	  from	  complaining.	  Complaints	  refer	  to	  specific	  instances	  of	  behavior,	  whereas	  Criticisms	  are	  
characterized	  by	  negative	  global	  assessments	  of	  a	  person’s	  abilities	  or	  value	  as	  a	  person.	  Complaints	  accompanied	  by	  
“you	  always”	  or	  “you	  never”	  statements	  are	  considered	  criticisms.	  Criticism	  may	  or	  may	  not	  make	  reference	  to	  a	  specific	  
event.	  
Indicators	  
1.	  Blaming.	  In	  blaming,	  one	  individual	  assigns	  fault	  to	  another,	  along	  with	  a	  personal	  attack	  or	  global	  accusation,	  as	  in	  
“the	  reason	  the	  engine	  blew	  up	  is	  that	  you	  never	  put	  oil	  in	  it.”	  
2.	  Character	  attacks.	  Often	  expressed	  as	  “you	  never/you	  always”	  generalizations,	  character	  attacks	  are	  critical	  of	  a	  
person’s	  personality	  or	  abilities	  in	  very	  general	  ways.	  
Examples	  include	  statements	  such	  as	  “you	  don’t	  care,”	  “you	  always	  put	  yourself	  first,”	  &	  so	  forth.	  
3.	  Kitchen	  sinking.	  This	  is	  essentially	  a	  long	  list	  of	  complaints.	  
Even	  though	  any	  particular	  item	  on	  the	  list	  may	  not	  fit	  criteria	  for	  Criticism	  per	  se,	  a	  long	  list	  functions	  to	  illustrate	  the	  
incompetence	  or	  personality	  defects	  of	  the	  person	  on	  the	  receiving	  end.	  For	  example,	  an	  individual	  might	  “kitchen	  sink”	  
using	  complaints	  and	  “I”	  statements,	  such	  as,	  “I	  don’t	  feel	  listened	  to	  by	  you,	  and	  you	  don’t	  touch	  me	  very	  often,	  and	  I	  
asked	  you	  to	  do	  certain	  chores,	  but	  you	  didn’t,	  and	  we	  don’t	  do	  very	  many	  fun	  things	  together	  lately.”	  
4.	  Betrayal	  statements.	  Similar	  to	  blaming,	  betrayal	  statements	  specifically	  reference	  trust	  and	  commitment,	  implying	  
that	  the	  person	  on	  the	  receiving	  end	  is	  either	  not	  committed,	  untrustworthy,	  or	  both.	  “How	  could	  you?”	  is	  a	  question	  
frequently	  indicative	  of	  Criticism.	  
5.	  Negative	  mind	  reading.	  Generally	  speaking,	  mind	  reading	  statements	  express	  attributions	  about	  another’s	  feelings,	  
behaviors,	  or	  motives.	  They	  indicate	  Criticism	  when	  negative	  or	  accompanied	  by	  negative	  affect.	  An	  example	  of	  negative	  
mind	  reading	  would	  be	  “you	  just	  don’t	  like	  Tom	  because	  he	  smokes.”	  
Physical	  Cues	  
There	  are	  no	  particular	  AUs	  that	  indicate	  Criticism.	  
Counter-‐indicators	  
•	  Insults.	  Critical	  statements	  designed	  to	  inflict	  gratuitous	  emotional	  pain	  (e.g.,	  “you’re	  an	  idiot”)	  are	  coded	  contempt.	  
	  
	  
6.	  Defensiveness	  
	  
Function	  
Defensiveness	  functions	  to	  deflect	  responsibility	  or	  blame.	  It	  communicates	  a	  kind	  of	  innocent	  victimhood	  or	  righteous	  
indignation	  (e.g.,	  as	  a	  counterattack)	  on	  the	  part	  of	  the	  speaker,	  implying	  that	  whatever	  bad	  thing	  being	  discussed	  is	  not	  
the	  speaker’s	  fault.	  Defensive	  speakers	  can	  engage	  in	  defending	  themselves	  or	  friends	  &	  loved	  ones	  who	  may	  be	  under	  
attack	  by	  their	  partners.	  
Indicators	  
1.	  The	  “yes-‐but.”	  SPAFF	  coders	  refer	  to	  statements	  that	  start	  off	  as	  momentary	  agreements	  but	  very	  quickly	  end	  in	  
disagreements	  as	  “yes-‐buts.”	  They	  are	  common	  indicators	  of	  defensiveness.	  
2.	  Cross-‐complaining.	  This	  behavior	  involves	  meeting	  one	  complaint	  with	  an	  immediate	  counter-‐complaint.	  In	  this	  way,	  
complaints	  are	  simply	  not	  responded	  to—cross-‐complaints	  deflect	  them	  by	  leading	  the	  conversation	  into	  a	  suddenly	  
new	  direction.	  
3.	  Minimization.	  Defensive	  speakers	  will	  frequently	  try	  to	  minimize	  a	  complaint	  by	  asserting	  that	  the	  problem	  they	  are	  
potentially	  responsible	  for	  was	  scarcely	  a	  problem	  in	  the	  first	  place.	  A	  minimizing	  speaker	  might	  say,	  for	  example,	  
“You’re	  right,	  I	  did	  forget	  to	  put	  the	  garbage	  out,	  but	  there	  was	  hardly	  any	  garbage	  anyway,	  so	  it	  really	  isn’t	  a	  problem.	  It	  
can	  wait	  until	  next	  week.”	  
4.	  Excuses.	  Excuses	  are	  attempts	  to	  locate	  responsibility	  or	  blame	  in	  something	  other	  than	  the	  speaker,	  as	  in,	  “well,	  
traffic	  was	  all	  backed	  up,	  there	  was	  nothing	  I	  could	  do.”	  
5.	  Aggressive	  defenses.	  Oftentimes	  a	  speaker	  will	  aggressively	  assert	  things,	  for	  example,	  “I	  did	  not!”	  These	  are	  
vehement	  denials	  of	  responsibility	  that	  come	  across	  as	  childish,	  as	  in	  “did	  not/did	  too”	  interactions.	  
Physical	  Cues	  
AUs	  1,	  2,	  1	  +	  2,	  arms	  folded	  across	  chest.	  The	  voice	  will	  increase	  in	  pitch	  and	  amplitude.	  
Counterindicators	  
Invalidations.	  Statements	  designed	  to	  directly	  contradict	  the	  receiver	  (e.g.,	  “you	  are	  wrong”	  or	  “that’s	  simply	  untrue”),	  
spoken	  in	  a	  lower	  pitched	  voice	  tone,	  are	  more	  properly	  coded	  Domineering.	  



7.	  Disgust	  
	  
Function	  
Disgust	  is	  a	  relatively	  involuntary	  verbal	  or	  nonverbal	  reaction	  to	  a	  stimulus	  that	  is	  perceived	  to	  be	  noxious.	  Harmful	  
substances	  (e.g.,	  feces,	  rotted	  food)	  reliably	  elicit	  disgust,	  but	  disgust	  can	  also	  occur	  for	  moral	  or	  symbolic	  reasons	  
(Rozin,	  Lowery,	  &	  Ebert,	  1994).	  
Indicators	  
1.	  Involuntary	  revulsion.	  Here	  the	  object	  of	  disgust	  is	  some	  obvious	  image	  of,	  or	  reference	  to,	  an	  aversive,	  noxious	  
stimulus,	  as	  in	  momentary	  descriptions	  of	  a	  gruesome	  physical	  injury.	  
2.	  Moral	  objection.	  Here	  the	  object	  of	  disgust	  is	  an	  action	  or	  idea	  that	  the	  speaker	  finds	  repulsive	  for	  moral	  or	  other	  
symbolic	  reasons,	  as	  in	  responses	  to	  undesirable	  sexual	  practices	  or	  even	  political	  positions.	  
Physical	  Cues	  
The	  physical	  cues	  of	  Disgust	  are	  robust	  and	  specific.	  AUs	  9,	  10,	  4,	  15,	  and	  17	  can	  sometimes	  be	  seen,	  either	  singly	  or	  in	  
any	  combination.	  The	  tongue	  will	  sometimes	  protrude,	  and	  the	  head	  will	  sometimes	  turn	  to	  one	  side	  as	  if	  avoiding	  the	  
noxious	  stimulus.	  
Counter-‐indicators	  
1.	  Mockery,	  insults,	  or	  belittlement.	  If	  the	  function	  of	  a	  disgust	  response,	  whether	  verbal	  or	  nonverbal,	  appears	  to	  be	  to	  
communicate	  obvious	  disrespect	  of	  the	  receiver,	  it	  is	  more	  properly	  coded	  as	  Contempt.	  This	  includes	  instances	  in	  which	  
the	  speaker	  appears	  to	  be	  disgusted	  by	  the	  behavior	  of	  the	  receiver.	  
2.	  Disapproval	  without	  Disgust	  affect.	  Disapproval,	  absent	  other	  obvious	  signs	  of	  disgust,	  can	  be	  coded	  Neutral	  (when	  
lacking	  in	  obvious	  affective	  tone),	  Domineering	  (when	  spoken	  in	  a	  patronizing	  tone),	  or	  Anger	  (with	  angry	  affect).	  
	  
	  
8.	  Domineering/Threats	  
	  
Function	  
The	  function	  of	  Domineering	  behavior	  is	  to	  exert	  and	  demonstrate	  control	  over	  one’s	  partner	  or	  a	  conversation.	  
Domineering	  behaviors	  attempt	  to	  impose	  compliance	  on	  the	  receiver’s	  responses	  or	  behaviors.	  Threats	  are	  a	  
particularly	  hostile	  form	  of	  domineering	  behavior	  in	  that	  their	  function	  is	  to	  control	  the	  behavior	  of	  the	  receiver	  by	  
setting	  explicit	  conditions	  under	  which	  the	  receiver	  will	  be	  punished	  for	  behaving	  in	  ways	  the	  speaker	  finds	  undesirable.	  
Indicators	  
1.	  Invalidation.	  Invalidation	  deliberately	  and	  forcefully	  contradicts	  the	  validity	  of	  the	  receiver’s	  point	  of	  view	  (e.g.,	  
“that’s	  just	  wrong”)	  or	  expressed	  feelings	  (e.g.,	  “oh,	  you	  are	  not	  afraid,	  quit	  exaggerating”).	  
2.	  Lecturing	  and	  patronizing.	  This	  indicator	  identifies	  attempts	  to	  belittle	  or	  dis-‐empower	  a	  person	  or	  a	  person’s	  
arguments.	  Many	  “sub-‐indicators”	  suggest	  the	  presence	  of	  lecturing	  and	  patronizing,	  including	  pointing	  or	  wagging	  a	  
finger	  while	  talking,	  citing	  authorities	  (e.g.,	  “well,	  Dr.	  Phil	  says	  .	  .	  .”),	  speaking	  in	  platitudes	  and	  clichés,	  appealing	  to	  an	  
ambiguous	  “everyone”	  (as	  in	  “everyone	  knows”),	  and	  so	  forth.	  A	  distinctly	  patronizing	  quality	  often	  accompanies	  these	  
behaviors.	  Look	  for	  finger	  pointing	  used	  for	  emphasis.	  
3.	  Low	  balling.	  Low	  balling	  expresses	  itself	  in	  the	  form	  of	  questions	  that	  have	  predetermined	  answers.	  The	  questions	  are	  
not	  merely	  rhetorical	  but	  also	  have	  a	  manipulative	  quality,	  such	  as,	  “You	  want	  me	  to	  be	  happy,	  don’t	  you?”	  Low-‐balling	  
behaviors	  are	  similar	  to	  sales	  ploys	  that	  seek	  to	  force	  unwary	  customers	  to	  answer	  “yes”	  to	  very	  simple	  questions	  (e.g.,	  
“Do	  you	  want	  your	  children	  to	  achieve	  their	  potential?”)	  in	  order	  to	  manipulate	  them	  into	  purchasing	  a	  product.	  
4.	  Incessant	  speech.	  By	  using	  incessant	  speech,	  domineering	  persons	  can	  ensure	  that	  the	  receiver	  is	  not	  allowed	  an	  
opportunity	  to	  respond.	  It	  is	  a	  form	  of	  forcibly	  maintaining	  the	  floor	  in	  a	  conversation	  at	  all	  times.	  Incessant	  speech	  
often	  has	  a	  repetitious,	  steady,	  almost	  rhythmic	  quality	  in	  the	  voice.	  When	  speaking	  incessantly,	  domineering	  persons	  
often	  repeat	  or	  summarize	  their	  point	  of	  view	  while	  paying	  very	  little	  attention	  to	  the	  verbal	  content	  of	  things	  said	  by	  
the	  people	  with	  whom	  they	  are	  speaking.	  Look	  for	  finger	  pointing	  used	  for	  emphasis.	  
5.	  Glowering.	  Glowering	  is	  really	  a	  kind	  of	  steady	  gaze,	  often	  characterized	  by	  the	  head	  tilted	  forward	  with	  the	  chin	  
down,	  and	  the	  outer	  portions	  of	  the	  eyebrows	  raised—an	  eyebrow	  configuration	  we	  refer	  to	  as	  “the	  horns”	  because,	  
when	  configured	  in	  this	  way,	  the	  eyebrows	  do	  indeed	  resemble	  horns.	  Thus,	  when	  glowering,	  the	  “horns”	  are	  
emphasized,	  and	  the	  person	  may	  be	  leaning	  the	  head,	  body,	  or	  both	  forward.	  
Indicators	  for	  Threats	  
1.	  Bans.	  These	  are	  direct	  “if/then”	  statements	  that	  forbid	  certain	  behaviors	  and	  threaten	  to	  impose	  punitive	  (sometimes	  
violent)	  consequences	  if	  those	  behaviors	  occur.	  An	  example	  might	  be	  “if	  you	  ever	  speak	  to	  me	  like	  that	  again,	  I’ll.	  .	  .	  .”	  
2.	  Ultimatums.	  Ultimatums	  reflect	  demands	  for	  change	  within	  some	  defined	  context	  or	  time	  period.	  An	  example	  might	  
include	  “if	  you	  don’t	  start	  doing	  your	  share	  around	  here	  by	  next	  month,	  I’m	  moving	  out.”	  
Physical	  Cues	  
AU	  2	  (“the	  horns”),	  head	  forward,	  body	  forward,	  finger	  pointing,	  head	  cocked	  to	  one	  side.	  



Physical	  Cues	  for	  Threats	  
AU	  1,	  2	  (“the	  horns”),	  1+2,	  1+2+5,	  head	  forward,	  body	  forward,	  finger	  pointing,	  head	  cocked	  to	  one	  side.	  
Counter-‐indicators	  
Contemptuous	  patronizing.	  Whenever	  the	  content	  of	  patronizing	  becomes	  blatantly	  insulting,	  it	  should	  be	  coded	  
Contempt.	  
Counter-‐Indicators	  for	  Threats	  
Good-‐natured	  teasing.	  Good-‐natured	  “jabs”	  at	  the	  receiver’s	  foibles	  and	  those	  that	  include	  humorous	  threats	  (as	  in,	  
“ooh,	  I’m	  going	  to	  get	  you	  for	  that!”)	  are	  coded	  as	  Humor.	  
	  
	  
9.	  Fear/Tension	  
	  
Function	  
Fear/Tension	  communicates,	  usually	  involuntarily,	  fear,	  worry,	  anxiety,	  nervous	  anticipation,	  or	  dread.	  
Indicators	  
1.	  Speech	  disturbances.	  Fearful	  or	  tense	  speakers	  will	  often	  have	  a	  difficult	  time	  expressing	  or	  even	  knowing	  what	  they	  
want	  to	  say.	  This	  will	  manifest	  as	  incomplete	  or	  unfinished	  statements,	  stuttering,	  or	  frequent	  and	  rapid	  “uhs”	  and	  
“ahs.”	  Watch	  also	  for	  shallow,	  rapid	  breathing.	  
(Note	  that	  the	  occasional	  use	  of	  “ah,	  “er,”	  or	  “umm”	  can	  simply	  reflect	  attempts	  to	  keep	  the	  floor	  or	  turn	  at	  speech.)	  
2.	  Shifts	  in	  fundamental	  frequency.	  In	  studies	  of	  vocal	  quality,	  chest	  register	  refers	  to	  a	  lower	  pitch	  characterized	  by	  
vibratory	  sensations	  felt	  in	  the	  sternum	  and	  trachea,	  and	  head	  register	  refers	  to	  a	  higher	  pitch	  characterized	  by	  vibratory	  
sensations	  felt	  in	  the	  head.	  Either	  of	  these	  states	  can	  characterize	  a	  fundamental	  frequency,	  or	  the	  lowest	  frequency,	  of	  
sound	  waves	  characterizing	  a	  person’s	  speech.	  In	  fear/tension,	  one	  can	  often	  detect	  a	  shift	  in	  fundamental	  frequency	  
that	  moves	  from	  a	  chest	  register	  to	  a	  head	  register.	  
3.	  Fidgeting.	  Fearful	  or	  tense	  individuals	  will	  fidget,	  repeatedly	  shifting	  their	  position	  in	  their	  chairs	  (as	  if	  in	  the	  “hot	  
seat”),	  plucking	  at	  clothes	  or	  hands,	  rubbing	  their	  faces	  (especially	  the	  temple,	  mouth,	  and	  chin),	  or	  biting	  the	  lips	  or	  
inside	  of	  their	  mouths.	  
4.	  Nervous	  laughter.	  Unshared	  laughter	  or	  giggling	  that	  doesn’t	  appear	  to	  fit	  in	  the	  conversation	  and	  likely	  is	  a	  response	  
to	  nervous	  tension	  (e.g.,	  no	  jokes	  or	  humorous	  moments	  have	  occurred).	  Often,	  the	  fearful	  or	  tense	  individual	  will	  seem	  
unable	  to	  stop.	  The	  smile	  will	  often	  appear	  “pasted	  on”	  (see	  “Physical	  Cues”).	  
5.	  Nervous	  gestures.	  Certain	  gestures	  of	  the	  arms	  and	  face	  can	  indicate	  fear/tension,	  such	  as	  arms	  akimbo	  (folded	  
across	  the	  chest)	  and	  hands	  frequently	  touching	  the	  face.	  
Physical	  Cues	  
AUs	  1,	  2,	  4,	  12,	  20,	  1+2+4,	  1+2+4+5.	  Watch	  for	  frequent	  eye	  movements,	  frequent	  gulping,	  biting	  of	  lips	  and	  inside	  of	  
mouth,	  and	  the	  “unfelt	  smile,”	  a	  smile	  without	  AU6	  that	  has	  been	  associated	  with	  neurophysiological	  patterns	  
suggestive	  of	  behavioral	  withdrawal	  (Ekman	  &	  Davidson,	  1993;	  Ekman,	  Davidson,	  &	  Friesen,	  1990).	  
Counterindicators	  
1.	  Away	  behaviors.	  Away	  behaviors,	  such	  as	  paying	  attention	  to	  trivial	  objects	  in	  the	  room,	  looking	  at	  one’s	  own	  hands	  
or	  nails,	  and	  so	  forth,	  when	  unaccompanied	  by	  anxious	  affect	  and	  when	  in	  the	  context	  of	  high	  negative	  affect,	  are	  more	  
properly	  coded	  as	  Stonewalling.	  
2.	  Foreign	  object.	  Sometimes	  individuals	  will	  become	  occupied	  with	  picking	  their	  teeth	  or	  removing	  something	  from	  
their	  eye	  in	  the	  midst	  of	  a	  conversation.	  Such	  behaviors	  may	  be	  associated	  with	  increased	  anxiety	  but	  are	  more	  likely	  
simply	  Neutral.	  
3.	  Shared	  nervous	  laughter.	  Nervous	  laughter	  that	  is	  shared	  among	  two	  or	  more	  individuals	  can	  quickly	  escalate	  into	  a	  
shared	  moment	  of	  positive	  affect	  that	  is	  more	  properly	  coded	  as	  Humor.	  
	  
	  
10.	  Stonewalling	  
	  
Function	  
Stonewalling	  functions	  to	  communicate	  an	  unwillingness	  to	  listen	  or	  respond	  to	  the	  receiver.	  
Indicators	  
1.	  Active	  away	  behavior.	  The	  speaker	  focuses	  on	  some	  trivial	  object	  in	  order	  to	  avoid	  contact	  with	  the	  receiver.	  Such	  
away	  behavior	  frequently	  entails	  the	  use	  of	  “automanipulation,”	  a	  behavior	  characterized	  by	  playing	  with	  hair	  or	  hands	  
(e.g.,	  cleaning	  fingernails	  or	  looking	  at	  split	  ends).	  This	  behavior	  is	  “active”	  in	  Stonewalling	  in	  that	  it	  is	  not	  a	  function	  of	  
idleness	  but	  rather	  purposefully	  communicates	  an	  unwillingness	  to	  pay	  attention,	  especially	  during	  conversational	  
moments	  characterized	  by	  high	  levels	  of	  negative	  affect.	  The	  “speaker”	  (i.e.,	  the	  contemptuous	  person)	  is	  
communicating	  the	  message,	  “I’d	  rather	  not	  be	  here	  right	  now,	  and	  I	  don’t	  want	  to	  listen	  to	  you.”	  



(Stonewalling)	  
2.	  No	  back	  channels.	  The	  stonewalling	  person	  offers	  no	  vocal	  or	  non-‐vocal	  back	  channels	  such	  as	  one	  would	  find	  in	  
Validation.	  There	  are	  no	  head	  nods,	  the	  neck	  is	  rigid,	  there	  are	  no	  vocal	  or	  verbal	  assents	  (as	  in	  “ummhmmm,”	  “yeah,”	  
“uh-‐huh,”	  etc.),	  and	  no	  other	  verbal	  responses.	  There	  is	  little	  if	  any	  facial	  movement	  and	  certainly	  no	  facial	  mirroring	  or	  
eye	  contact.	  The	  “noback-‐	  channeling”	  behavior	  may	  occur	  very	  abruptly,	  as	  if	  intended	  to	  suddenly	  put	  up	  an	  obvious,	  
though	  technically	  invisible,	  wall	  between	  the	  speaker	  and	  the	  receiver.	  
3.	  Monitoring	  gaze.	  Within	  the	  context	  of	  “no	  back	  channels,”	  stonewalling	  individuals	  will	  occasionally	  steal	  glances	  at	  
their	  partners,	  as	  if	  to	  remind	  their	  partners	  to	  notice	  their	  lack	  of	  listening	  behavior.	  This	  can	  appear	  as	  a	  intermittent	  
glance	  in	  the	  partner’s	  direction,	  as	  if	  the	  partner	  is	  an	  annoyance	  that	  must	  be	  endured,	  much	  as	  one	  might	  
occasionally	  glance	  over	  at	  a	  noisy	  person	  in	  a	  library.	  
Physical	  Cues	  
In	  Stonewalling,	  the	  face	  will	  typically	  appear	  stiff	  or	  frozen.	  The	  jaw	  may	  be	  clenched,	  and	  the	  muscles	  of	  the	  neck	  may	  
be	  obviously	  flexed.	  Other	  times,	  the	  face	  will	  show	  no	  obvious	  signs	  of	  emotion	  at	  all,	  deliberately	  arranged	  to	  appear	  
neutral.	  
Counter-‐indicators	  
1.	  Boredom.	  Individuals	  can	  sometimes	  become	  bored	  or	  otherwise	  run	  out	  of	  things	  to	  say	  to	  each	  other.	  Sometimes,	  
this	  will	  cause	  them	  to	  sit	  quietly	  without	  interacting	  for	  seemingly	  long	  periods	  of	  time.	  Away	  behavior	  can	  characterize	  
these	  moments,	  but	  they	  should	  not	  be	  confused	  with	  Stonewalling	  behavior.	  Stonewalling	  does	  not	  result	  from	  idleness	  
or	  boredom	  but	  is	  rather	  a	  form	  of	  active	  and	  aggressive	  communication,	  most	  frequently	  observed	  during	  heated	  
moments.	  
2.	  Sleepiness.	  If	  an	  individual	  stops	  offering	  back	  channels	  but	  also	  appears	  to	  be	  very	  sleepy	  (as	  sometimes	  happens),	  
his	  or	  her	  behavior	  is	  more	  properly	  coded	  as	  Neutral.	  
3.	  Resignation.	  Sometimes	  individuals	  will	  become	  sad	  or	  defeated	  during	  an	  intense	  conversation.	  During	  such	  
moments,	  they	  can	  appear	  to	  be	  Stonewalling	  for	  want	  of	  back-‐channeling	  behavior.	  It	  is	  important	  to	  recognize	  when	  
this	  is	  occurring	  and	  to	  code	  accordingly.	  Most	  often,	  resigned	  behaviors	  such	  as	  these	  are	  coded	  as	  Sadness.	  
	  
	  
11.	  Whining	  
	  
Function	  
Whining	  functions	  to	  make	  what	  might	  otherwise	  be	  an	  ordinary	  complaint	  into	  a	  plaintive	  or	  pleading	  form	  of	  
emotional	  protest.	  Whining	  suggests	  an	  innocent	  victim	  stance,	  communicating	  something	  like	  “What	  are	  you	  picking	  on	  
me	  for?”	  or	  “What	  about	  all	  the	  good	  I	  do?”	  
Indicators	  
1.	  Whiny	  protest.	  Whining	  is	  really	  characterized	  by	  a	  quality	  of	  voice	  paired	  with	  a	  complaint	  or	  protest.	  This	  voice	  
quality	  is	  high-‐pitched,	  nasal,	  “sing-‐songy,”	  or	  otherwise	  annoyingly	  plaintive.	  For	  example,	  the	  question	  “why”	  might	  be	  
expressed	  in	  a	  high-‐pitched	  voice	  and	  drawn	  out	  with	  an	  exaggerated	  “eeee”	  sound	  at	  the	  end,	  as	  in	  “whyyyyeeee?”	  
Physical	  Cues	  
AUs	  1,	  1	  +	  2,	  1	  +	  2	  +	  15.	  
Counter-‐indicators	  
1.	  Defensive	  whining.	  Sometimes	  defensive	  behaviors	  can	  be	  expressed	  in	  a	  whiny	  voice	  style.	  Such	  moments	  are	  more	  
properly	  coded	  Defensive.	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  



Neutral	  
	  
Function	  
The	  Neutral	  code	  represents	  a	  sort	  of	  “dividing	  line”	  between	  positive	  and	  negative	  SPAFF	  codes.	  It	  is	  relatively	  non-‐
affective	  and	  is	  associated	  with	  the	  exchange	  of	  un-‐valenced	  information.	  
The	  voice	  will	  have	  a	  relaxed	  quality,	  with	  an	  even	  pitch	  and	  volume.	  It	  is	  important	  to	  become	  familiar	  with	  an	  
individual’s	  neutral	  behavior	  early	  on	  in	  a	  coding	  session,	  as	  facial	  morphology	  and	  other	  characterological	  mannerisms	  
that	  are	  actually	  neutral	  for	  a	  given	  person	  can	  often	  seem	  affective	  to	  coders	  unfamiliar	  with	  them.	  
Indicators	  
1.	  Information	  exchanges.	  
2.	  Non-‐codable	  moments.	  Sometimes	  it	  will	  be	  unclear	  whether	  a	  behavior	  is	  affective	  or	  what	  a	  particular	  affective	  
behavior	  represents.	  In	  the	  SPAFF,	  such	  moments	  are	  coded	  Neutral.	  
Physical	  Cues	  
The	  neutral	  face	  is	  apparent,	  though	  care	  must	  be	  taken	  to	  avoid	  coding	  baseline	  facial	  morphologies	  as	  affective	  facial	  
behavior.	  
Counter-‐indicators	  
1.	  Loaded	  issue.	  It	  is	  possible	  that	  a	  moment	  of	  behavior	  that	  seems	  to	  be	  a	  neutral	  exchange	  of	  information	  actually	  
makes	  reference	  to	  an	  issue	  that	  has	  emotional	  relevance	  to	  the	  speaker,	  the	  receiver,	  or	  both.	  Such	  moments	  are	  not	  
properly	  coded	  Neutral.	  
2.	  Any	  codable	  affect.	  
	  


























































