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Brett Q. Ford and Iris B. Mauss

June Gruber

University of California, Berkeley

University of Colorado Boulder

Although people who experience happiness tend to have better psychological health, people who value
happiness to an extreme tend to have worse psychological health, including more depression. We propose
that the extreme valuing of happiness may be a general risk factor for mood disturbances, both depressive
and manic. To test this hypothesis, we examined the relationship between the extreme valuing of
happiness and risk for, diagnosis of, and illness course for bipolar disorder (BD). Supporting our
hypothesis, the extreme valuing of happiness was associated with a measure of increased risk for
developing BD (Studies 1 and 2), increased likelihood of past diagnosis of BD (Studies 2 and 3), and
worse prospective illness course in BD (Study 3), even when controlling for current mood symptoms
(Studies 1–3). These findings indicate that the extreme valuing of happiness is associated with and even
predicts BD. Taken together with previous evidence, these findings suggest that the extreme valuing of
happiness is a general risk factor for mood disturbances. More broadly, what emotions people strive to
feel may play a critical role in psychological health.
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that is in some ways the opposite of depression— even when
controlling for depression.

Happiness not only feels good, but it also promotes health and
adaptive functioning (Barrett & Russell, 1999; Fredrickson, 2001;
Lyubomirsky, King, & Diener, 2005; Veenhoven, 2008). Based on
these associations, it is clear why happiness is such a common and
highly valued goal (Barrett, 1996; Rusting & Larsen, 1995; Tamir
& Ford, 2012a). However, a growing body of research suggests
that people who value happiness to an extreme degree can be less
likely to attain happiness (Mauss, Tamir, Anderson, & Savino,
2011; Mauss et al., 2012; Tamir & Ford, 2012a), and more likely
to experience negative psychological health outcomes (e.g., Ford
& Mauss, 2014; Ford, Shallcross, Mauss, Floerke, & Gruber,
2014; Gruber, Mauss, &Tamir, 2011), including depression (e.g.,
Ford et al., 2014; Mauss et al., 2011). How pervasive are the
effects of valuing happiness to an extreme? We propose that
valuing happiness to an extreme degree promotes disordered emotion regulation and should be a general risk factor for mood
disturbances. To test this idea, we examined whether the extreme
valuing of happiness is linked with risk for, diagnosis of, and
prospective illness course for Bipolar Disorder—a mood disorder

Extreme Valuing of Happiness
Recent theory (Gross, 2014; Mauss & Tamir, 2013) and research (e.g., Tamir, 2009) have begun to examine the emotions
people want to feel— or, people’s emotional values (e.g., to what
extent do people want to feel happy?). Prior work has established
that emotional values shape the emotions people actually try to feel
such that people attempt to up-regulate emotions that they value
more highly (e.g., Tamir & Ford, 2009, 2012b; Tsai, Miao, Seppala, Fung, & Yeung, 2007). However, valuing an emotion does
not necessarily predict the increased experience of the emotion.
Rather, mounting evidence suggests that when people want to feel
certain emotions too frequently (Tamir & Ford, 2012a), or to too
intense a degree (Mauss et al., 2011, 2012), these emotional values
can be unsuccessful and may even have undesirable consequences.
Why might emotional values have undesirable consequences?
Emotional values are an important predictor of whether someone is
motivated to engage in emotion regulation (to reach desired emotional end states). In this conceptualization, emotional values are
an important—and perhaps even necessary—precursor to emotion
regulation because they provide the desired end-state that motivates emotion regulation (Gross, 1999). Essentially, then, disordered emotional values are thought to lead to disordered emotion
regulation, which in turn leads to disordered mood. The pivotal
first question is then whether disordered emotional values are
linked with disordered mood. Prior research suggests that this may
be the case.
Much of the prior research on disordered emotional values has
focused on the extreme valuing of happiness—an interesting case
because happiness is an exceptionally common emotional value
(Barrett, 1996; Rusting & Larsen, 1995; Tamir & Ford, 2012a).
Experimental studies have found that participants induced to value
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happiness more intensely reported worse emotional outcomes
compared with participants not instructed to pursue happiness
(Mauss et al., 2011; Schooler, Ariely, & Loewenstein, 2003).
Extending this research into the domain of disordered mood, the
extreme valuing of happiness has also been linked to higher levels
of depressive symptoms in undergraduates (Ford et al., 2014),
stressed community members (Mauss et al., 2011), and even
people with a history of major depressive disorder (Ford et al.,
2014). The extreme valuing of happiness has also found to be
higher in people with a history of major depressive disorder,
compared with healthy controls (Ford et al., 2014). This research
suggests that the extreme valuing of happiness may lead to lesser
experience of happiness, and even increase the experience of and
risk for depression.

The Extreme Valuing of Happiness and
Mood Disorders
Theorizing suggests that the extreme valuing of happiness may
be linked with mood disorders, and some initial evidence supports
this idea. However, this research has focused almost exclusively
on depression (Ford et al., 2014; Mauss et al., 2011). To assess
whether the extreme valuing of happiness is linked with mood
disorders more generally, it is critical to assess other mood disorders. Assessing bipolar disorder (BD), in particular, affords two
insights. First, BD differs from depression in important ways—
namely, that it includes “highs” of mood, and not only “lows”—
that would allow us to test whether the extreme valuing of happiness is associated with mood disorders broadly speaking rather
than just depression. Second, BD shares a key feature with depression—namely, disordered emotion regulation (Gruber, 2011; Johnson, Gruber, & Eisner, 2007; Kring & Werner, 2004). This shared
feature allows us to begin to understand whether the extreme
valuing of happiness is linked with disorders characterized by
disordered emotion regulation.
Based on prior theory and research, we hypothesize that an
extreme desire to attain and maximize happiness (extreme valuing
of happiness) may be a key precursor of both depression and BD.
However, the emotional values people hold have received little
empirical attention in general (Tamir & Mauss, 2011), and even
less attention in mood disorders such as BD. Thus, in this investigation, we assess the links between the extreme valuing of
happiness and BD. Specifically, we examined links between the
extreme valuing of happiness and risk for, diagnosis of, and illness
course for BD across an undergraduate sample (Study 1), a community sample (Study 2), and a patient sample (Study 3).

The Current Investigation
The current investigation examined whether valuing happiness
to an extreme is more likely to be present in individuals at risk for
and diagnosed with BD. Although much of the research on mania
and BD has examined positive emotion more broadly construed,
the present investigation takes a more specific focus on one aspect
of the positive emotional experience (i.e., happiness).
Study 1 examined whether the extreme valuing of happiness
was associated with increased risk for BD within a large young
adult undergraduate sample, even when controlling for current
symptoms of mania and depression. Examining individual differ-

ences in risk for BD in a nonclinical sample is a key step toward
establishing whether and how valuing happiness might be linked
with BD. Furthermore, controlling for current symptoms helps rule
out the possibility that elevated positive emotion (i.e., manic
symptoms) or other symptoms of BD (i.e., depressive symptoms)
fully account for elevated levels of valuing happiness.
We also assessed different facets of risk for BD to obtain a
better understanding of how the extreme valuing of happiness may
be linked with BD. Risk for BD is a multidimensional construct
and recent evidence (Schalet, Durbin, & Revelle, 2011) suggests
that the Hypomanic Personality Scale— often used to assess risk
for mania, the key criterion of a diagnosis of BD—may contain
three separate factors: mood volatility, social vitality, and excitement. Given our hypothesis that extreme valuing of happiness
should be associated with disordered mood, we expected it to
correlate with mood volatility but not social vitality or excitement.
Study 2 expanded on Study 1 by recruiting a socioeconomically
diverse adult community sample; thus, beginning to ascertain the
generalizability of the relationship between the extreme valuing of
happiness and individual differences in risk for BD. We also
assessed and controlled for depressive symptoms and various
demographic features (including multiple indices of socioeconomic status). Study 2 also allowed us to test whether levels of
valuing happiness are higher in participants who have been previously diagnosed with BD (according to self-report), compared with
individuals who have not been previously diagnosed with any
psychiatric disorders.
Study 3 further extended our approach by recruiting a rigorously
selected patient sample of clinician-diagnosed participants with
remitted Diagnostic and Statistical Manual for Mental DisordersFourth Edition (DSM-IV) BD I (the more severe form of the mood
disorder) and a healthy control group, and controlling for clinicianrated symptoms of depression and mania. This enabled us to test
whether the extreme valuing of happiness extends to a rigorously
defined patient group and, given that this group was remitted,
whether valuing happiness is stable versus tied to the experience of
current symptoms. We also assessed and controlled for the extent
to which participants have heightened activation of motivational
systems linked with extreme goal pursuit. This allowed us to test
whether associations between the extreme valuing of happiness
and BD were because of extreme goal pursuit in general, or if the
associations may be specific to extreme emotional goals (i.e.,
strongly valuing happiness). Finally, we assessed the number of
manic and depressive episodes experienced in the year after the
measurement of valuing happiness; thus, allowing us to test
whether valuing happiness prospectively predicts future manic and
depressive episodes, even when controlling for initial symptom
levels. These prospective longitudinal analyses underscore the
potential causal role of valuing happiness in the illness course and
maintenance of BD.

Study 1: Extreme Valuing of Happiness and BD Risk
in an Undergraduate Sample
This study was designed to assess the relationship between the
extreme valuing of happiness and individual differences in an
assessment of BD risk in a large undergraduate sample. Establishing this relationship lays the foundation for examining the extreme
valuing of happiness as a potential risk factor for BD. This first
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investigation was also designed to systematically rule out potentially confounding phasic symptom profiles (e.g., current symptoms of depression and mania).
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Method
Participants. Participants were 510 undergraduate students
(58% female) from Yale University. Participants ranged from 17 to
46 years of age (M ⫽ 19.92, SD ⫽ 4.32). The sample was
ethnically heterogeneous (White ⫽ 53.4%; Asian American ⫽
19.4%; Black ⫽ 9.6%; Latino/a ⫽ 10.2%; Multiethnic/Other ⫽
7.4%). Participants were recruited to complete this study as part of
a larger research project and received course credit for participation.
Materials.
Extreme valuing of happiness. The extreme valuing of happiness scale (Mauss et al., 2011) consists of seven items measuring
how strongly participants endorse happiness as an emotional goal
to an extreme degree1 rated on a scale of 1 (strongly disagree) to
7 (strongly agree). Responses were averaged to create a mean
valuing happiness score. Internal consistency in the present study
was ␣ ⫽ .72 (M ⫽ 4.06, SD ⫽ 0.98, range ⫽ 1.00 –6.71). This
measure has been used reliably in previous investigations (i.e.,
Ford et al., 2014; Mauss et al., 2012; 2011) to index the pursuit of
happiness to a potentially extreme degree.
BD risk. The Hypomanic Personality Scale (HPS; Eckblad &
Chapman, 1986) was used as a validated and reliable measure of
BD risk. It consists of 48 true–false self-report items capturing
episodic shifts in emotion, manic behavior, and energy levels.
Sample items include: “I often feel excited and happy for no
apparent reason,” and “I frequently find my thoughts are racing.”
The HPS has excellent predictive validity for the onset of manic
and hypomanic episodes, the core criterion for BD (e.g., Eckblad
& Chapman, 1986; Kwapil et al., 2000). Internal consistency of the
HPS in the present study was ␣ ⫽ .86 (M ⫽ 17.63, SD ⫽ 8.08,
range ⫽ 1– 44).
Based on recent evidence that three factors may characterize the
HPS scale (Schalet, Durbin, & Revelle, 2011), we calculated three
subscales: Mood volatility, which includes 15 items (e.g., “I seem
to be a person whose mood goes up and down easily”; ␣ ⫽ .79,
M ⫽ 5.75, SD ⫽ 3.54, range ⫽ 0 –15), Social vitality, which
includes 22 items (e.g., “I seem to have an uncommon ability to
persuade and inspire others”; ␣ ⫽ .77, M ⫽ 8.27, SD ⫽ 4.25,
range ⫽ 0 –20), and Excitement, which includes 8 items (e.g., “I
often get so happy and energetic that I am almost giddy”; ␣ ⫽ .74,
M ⫽ 2.24, SD ⫽ 2.09, range ⫽ 0 – 8).
Depressive symptoms. Participants completed the Beck Depression Inventory-Short Form (BDI-SF; Beck & Beck, 1972), a
13-item, self-report measure assessing current symptoms of depression rated on a scale of 0 (e.g., I do not feel sad) to 3 (e.g., I
am so sad or unhappy that I cannot stand it). Internal consistency
of the BDI-SF was ␣ ⫽ .86 (M ⫽ 5.05, SD ⫽ 4.94, range ⫽ 0 –27).
Manic symptoms. Current symptoms of mania were measured
with the Altman Self-Rating Mania Scale (ASRM; Altman, Hedeker, Peterson, & Davis, 1997), a 5-item self-report inventory with
scores ranging from 5 to 25. Scale items include rating the severity
in the past week of heightened cheerfulness (“I feel happier or
more cheerful than usual all of the time”), inflated self-confidence
(“I feel more self-confident than usual all of the time”), reduced
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need for sleep (“I can go all day or night without any sleep and still
not feel tired”), talkativeness (“I talk constantly and cannot be
interrupted”), and excessive activity level (“I am constantly active
or on the go all the time”). Internal consistency of the ASRM was
␣ ⫽ .75 (M ⫽ 10.44, SD ⫽ 3.73, range ⫽ 5–25).
Procedure. Participants completed all scales using an anonymous online survey, during which other measures not central to the
present study were also obtained (for other articles discussing this
dataset, see Giovanelli, Hoerger, Johnson, & Gruber, 2013; Gruber, Cunningham, Kirkland, & Hay, 2012).

Results
Confounding links with mood symptoms. We first examined how current depressive and manic symptoms were linked
with the extreme valuing of happiness and BD risk given the
potential confounding effect of current mood symptoms (Table 1).
Depressive symptoms were indeed associated with the extreme
valuing of happiness, r ⫽ .35, p ⬍ .001 (95% CI [.26, .43]), and
overall BD risk, r ⫽ .15, p ⫽ .001 (95% CI [.06, .24]). When
examining the subscales of BD risk, depressive symptoms were
associated with the mood volatility subscale of BD risk, r ⫽ .38,
p ⬍ .001 (95% CI [.30, .46]), but not the social vitality subscale of
BD risk, r ⫽ ⫺.07, p ⫽ .11 (95% CI [⫺.16, .02]), or the
excitement HPS subscale of BD risk, r ⫽ .04, p ⫽ .32 (95% CI
[⫺.04, .13]). Manic symptoms were not associated with valuing
happiness, r ⫽ ⫺.03, p ⫽ .55 (95% CI [⫺.12, .06]), but were
associated with overall BD risk, r ⫽ .32, p ⬍ .001 (95% CI [.24,
.41]). When examining the subscales of BD risk, manic symptoms
were associated with the mood volatility subscale of BD risk, r ⫽
.13, p ⫽ .003 (95% CI [.04, .22]), the social vitality subscale of BD
risk, r ⫽ .33, p ⬍ .001 (95% CI [.25, .42]), and the excitement
subscale of BD risk, r ⫽ .32, p ⬍ .001 (95% CI [.23, .40]).
Links between the extreme valuing of happiness and BD
risk. We then examined whether the extreme valuing of happiness was associated with BD risk. Bivariate correlations indicated
that valuing happiness was indeed positively correlated with overall BD risk, r ⫽ .19, p ⬍ .001 (95% CI [.10, .28]). Similar results
emerged when controlling for manic symptoms, depressive symptoms, age, gender, ethnicity (White vs. not), and years of education
in a partial correlation, partial r ⫽ .16, p ⫽ .001 (95% CI [.07,
.25]; Table 1).
When examining the subscales of BD risk, the extreme valuing
of happiness was positively correlated with the mood volatility
subscale of BD risk, r ⫽ .33, p ⬍ .001 (95% CI [.24, .42]; similar
results emerged when controlling for the above variables, r ⫽ .27,
p ⬍ .001 [95% CI [.17, .36]]), and the excitement subscale of BD
risk, r ⫽ .14, p ⫽ .003 (95% CI [.05, .23]; controlling for the above
variables, r ⫽ .13, p ⫽ .006 [95% CI [.04, .22]]), but not the social
vitality subscale of BD risk, r ⫽ .004, p ⫽ .93 (95% CI [⫺.09,
.09]; controlling for the above variables, r ⫽ .02, p ⫽ .65 [95% CI
[⫺.07, .11]]). Analyses comparing the strength of these correla1
Items are as follows: (1) How happy I am at any given moment says a
lot about how worthwhile my life is. (2) If I don’t feel happy, maybe there
is something wrong with me. (3) I value things in life only to the extent that
they influence my personal happiness. (4) I would like to be happier than
I generally am. (5) Feeling happy is extremely important to me. (6) I am
concerned about my happiness even when I feel happy. (7) To have a
meaningful life, I need to feel happy most of the time.
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Table 1
Correlations Between Valuing Happiness, BD Risk, Symptoms, and Demographic Factors (Studies 1 and 2)
Study 1

Study 2

Full sample
(N ⫽ 510)
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Valuing
happiness
BD risk (full scale)
Mood volatility
Social vitality
Excitement
Depressive symptoms
Manic symptoms
Motivational systems linked with general
goal pursuit
Drive
Fun-seeking
Reward- responsiveness
Demographics
Age
Gender (M ⫽ 0, F ⫽ 1)
Ethnicity (White vs. other)
Education (years)
Household income
Employment (employed vs. not)
Relationship status (partnered vs. not)

ⴱ

.19
.33ⴱ
.00
.14ⴱ
.35ⴱ
⫺.03

BD risk
(full scale)

Full sample
(N ⫽ 241)
Valuing
happiness

BD risk
(full scale)

ⴱ

Study 3
Undiagnosed
participants only
(n ⫽ 151)

Valuing
happiness
ⴱ

BD risk
(full scale)

—
.79ⴱ
.81ⴱ
.73ⴱ
.15ⴱ
.32ⴱ

.35
.43ⴱ
.17ⴱ
.28ⴱ
.44ⴱ
—

—
.84ⴱ
.87ⴱ
.78ⴱ
.27ⴱ
—

.28
.35ⴱ
.17†
.15
.29ⴱ
—

—
.83ⴱ
.89ⴱ
.75ⴱ
.14
—

—
—
—

—
—
—

—
—
—

—
—
—

—
—
—

—
—
—

.02
.04
⫺.06
⫺.01
—
—
—

⫺.02
⫺.09ⴱ
.03
⫺.01
—
—
—

⫺.12†
⫺.05
.08
⫺.05
⫺.10
.09
⫺.08

⫺.26ⴱ
⫺.13†
.06
⫺.16ⴱ
⫺.06
.01
⫺.03

⫺.18ⴱ
⫺.13
.04
⫺.04
⫺.09
.07
⫺.10

⫺.23ⴱ
⫺.09
.03
⫺.13
⫺.09
⫺.03
⫺.12

BD
(n ⫽ 32)

CTL
(n ⫽ 30)

Valuing happiness
—
—
—
—
.25
⫺.27

—
—
—
—
.03
⫺.19

.20
.19
.36ⴱ

.04
.03
.33†

.04
⫺.40ⴱ
⫺.39ⴱ
⫺.16
⫺.01
.07
⫺.26

.21
.17
⫺.45ⴱ
⫺.04
⫺.05
⫺.12
⫺.13

Note. BD ⫽ Bipolar Disorder; CTL ⫽ nonclinical control participants.
p ⬍ .10. ⴱ p ⬍ .05.

†

tions indicated that the extreme valuing of happiness was correlated most strongly with mood volatility subscale, as this correlation was larger than the correlation with the excitement subscale,
Steigers z ⫽ 4.47, p ⬍ .001, and larger than the correlation with the
social volatility subscale, Steigers z ⫽ 6.331, p ⬍ .001. The correlation between the extreme valuing of happiness and the excitement
subscale was also larger than the correlation with the social volatility
subscale, Steigers z ⫽ 2.67, p ⫽ .008.

Discussion
This study was the first investigation, to our knowledge, to
examine the connection between the extreme valuing of happiness
and risk for BD. Results suggest that valuing happiness was
associated with risk for BD—indicated by elevated scores on the
hypomanic personality scale—and that this was independent of
demographic factors (i.e., age, gender, ethnicity, and years of
education). More important, this relationship was not accounted
for by current mood symptoms, thus ruling out the possibility that
symptoms of BD risk (e.g., manic symptoms, depressive symptoms) led participants to value happiness much more highly. Additionally, the extreme valuing of happiness was not significantly
associated with mania symptoms, suggesting that valuing happiness may is not simply an attribute of the elevated mood or
increased activity level associated with BD. It is also important to
note that depressive symptoms are not just a potential confound,
they are also a key correlate of valuing happiness (e.g., Mauss et
al., 2011). However, above and beyond the link between valuing
happiness and depression, there is still a significant link between
valuing happiness and risk for BD.

Consistent with our hypotheses, the extreme valuing of happiness was most strongly linked with the mood volatility subscale of
BD risk, compared with the social vitality and the excitement
subscales. These findings suggest that the potential risk posed by
the extreme valuing of happiness may be characterized by its link
with mood volatility, implying a specific link with disordered
mood and emotion regulation.

Study 2: Extreme Valuing of Happiness and BD Risk
in an Adult Community Sample
This study was designed to assess the relationship between the
extreme valuing of happiness and individual differences in BD risk
in a large adult community sample. Replicating the link between
the extreme valuing of valuing happiness and BD risk would
further strengthens the foundation for examining valuing happiness as a potential risk factor for BD. Study 2 also allowed us to
examine whether levels of valuing happiness were higher in participants who reported having been previously diagnosed with BD;
thus, beginning to ascertain whether valuing happiness is associated with the disorder itself, in addition to risk for the disorder.

Method
Participants. A community sample of participants (N ⫽ 241;
55% female) diverse in age (Mage ⫽ 42.88 years, range ⫽ 21–73
years) and socioeconomic status (range of educational attainment ⫽ junior high school to graduate degree; range of annual
household income ⫽ $10,000 or below to $100,000 and above),
was recruited from the Denver metro area to complete this study as
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part of a larger research project. The sample was ethnically mixed
but largely White (White ⫽ 86.6%; Asian ⫽ 1.3%; Black ⫽ 2.1%;
American Indian or Alaskan Native ⫽ 2.5%; Native Hawaiian or
Other Pacific Islander ⫽ 0.8%; Multiethnic ⫽ 6.7%).
Measures.
Extreme valuing of happiness. Participants completed the
same scale as in Study 1 (␣ ⫽ .77, M ⫽ 4.01, SD ⫽ 1.05, range ⫽
1.57–7.00).
BD risk. Participants completed the same HPS scale as in
Study 1 (␣ ⫽ .90, M ⫽ 14.29, SD ⫽ 8.63, range ⫽ 0 – 42). We also
calculated three subscales (Schalet, Durbin, & Revelle, 2011):
Mood volatility (␣ ⫽ .83, M ⫽ 5.03, SD ⫽ 3.64, range ⫽ 0 –14),
Social vitality (␣ ⫽ .82, M ⫽ 6.54, SD ⫽ 4.36, range ⫽ 0 –18), and
Excitement (␣ ⫽ .74, M ⫽ 1.54, SD ⫽ 1.83, range ⫽ 0 – 8).
Depressive symptoms. The Beck Depression Inventory (BDI;
Beck, Steer, & Brown, 1996) consists of 21 items2 assessing
current depressive symptoms rated on a scale of 0 (e.g., I do not
feel sad) to 3 (e.g., I am so sad or unhappy that I cannot stand it)
that were summed to create a composite depressive symptom score
(␣ ⫽ .94, M ⫽ 9.97, SD ⫽ 9.40, range ⫽ 0 – 48).
Procedure. Participants reported their demographic information and whether they had been diagnosed with any psychiatric
disorders at any point in their lives in an online survey lasting ⬃60
min. Six months later, participants completed another online survey lasting ⬃60 min assessing the extreme valuing of happiness
and BD risk. Other measures not central to the present study were
obtained during both surveys (for other articles discussing this
dataset, see Gruber, Kogan, Quoidbach, & Mauss, 2013; Hopp et
al., 2013; Hopp, Troy, & Mauss, 2011; Kogan, Gruber, Shallcross,
Ford, & Mauss, 2013; Mauss, Troy, & LeBourgeois, 2013; Shallcross, Ford, Floerke, & Mauss, 2013; Troy, Shallcross, Davis, &
Mauss, 2013; Troy, Shallcross, & Mauss, 2013).

Results
Analyses on full sample.
Confounding links with mood symptoms. We first examined
how current depressive symptoms were linked with the extreme
valuing of happiness and BD risk within the entire sample of
participants given the potential confounding effect of current mood
symptoms (Table 1).3 Depressive symptoms were indeed associated with the extreme valuing of happiness, r ⫽ .44, p ⬍ .001
(95% CI [.33, .56]), and overall BD risk, r ⫽ .27, p ⬍ .001 (95%
CI [.12, .41]). When examining the subscales of BD risk, depressive symptoms were associated with the mood volatility subscale
of BD risk, r ⫽ .50, p ⬍ .001 (95% CI [.35, .61]), and the
excitement subscale of BD risk, r ⫽ .18, p ⫽ .024 (95% CI [.02,
.33]), but not the social vitality subscale of BD risk, r ⫽ .02, p ⫽
.85 (95% CI [⫺.14, .17]).
Links between the extreme valuing of happiness and BD risk.
We then examined whether the extreme valuing of happiness was
associated with BD risk within the entire sample of participants.
Bivariate correlations indicated that valuing happiness was indeed
positively correlated with overall BD risk, r ⫽ .35, p ⬍ .001 (95%
CI [.20, .48]). Similar results emerged when controlling for depressive symptoms, age, gender, ethnicity (White vs. not), years of
education, annual household income, employment status (employed vs. not), and relationship status (partnered vs. not) in a
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partial correlation, partial r ⫽ .33, p ⫽ .002 (95% CI [.13, .53])
(Table 1).
When examining the subscales of BD risk, the extreme valuing
of happiness was positively correlated with the mood volatility
subscale of BD risk, r ⫽ .43, p ⬍ .001 (95% CI [.28, .55]), similar
results emerged when controlling for the above variables, r ⫽ .34,
p ⫽ .001 (95% CI [.15, .55]), the excitement subscale of BD risk,
r ⫽ .28, p ⬍ .001 (95% CI [.13, .42]; controlling for the above
variables, r ⫽ .22, p ⫽ .038 [95% CI [.01, .47]]), and the social
vitality subscale of BD risk, r ⫽ .17, p ⫽ .03 (95% CI [.02, .31];
controlling for the above variables, r ⫽ .22, p ⫽ .036 [95% CI
[.01, .40]]). Analyses comparing the strength of these correlations
indicated that the extreme valuing of happiness was correlated
most strongly with mood volatility subscale, as this correlation was
larger than the correlation with the excitement subscale, Steigers
z ⫽ 2.43, p ⫽ .015, and larger than the correlation with the social
volatility subscale, Steigers z ⫽ 3.57, p ⬍ .001. The correlation
between the extreme valuing of happiness and the excitement
subscale was not significantly larger than the correlation with the
social volatility subscale, Steigers z ⫽ 1.53, p ⫽ .126.
Analyses on undiagnosed subsample. Within the full sample,
a subsample of participants reported having previously been diagnosed with BD (n ⫽ 19). Thus, to ensure that the positive correlation between the extreme valuing of happiness and BD risk was
not being driven by this subsample, or by individuals who reported
being diagnosed with other mood disorders (e.g., MDD), we ran
the correlation between the extreme valuing of happiness and BD
risk again, including only participants who reported having not
been previously diagnosed with any psychiatric disorder, including
BD (n ⫽ 151). In these analyses, valuing happiness was still
significantly correlated with risk for BD, r ⫽ .28, p ⫽ .004 (95%
CI [.08, .42]), even when controlling for depressive symptoms,
age, gender, ethnicity (White vs. not), years of education, annual
household income, employment status (employed vs. not), and
relationship status (partnered vs. not) in a partial correlation,
partial r ⫽ .34, p ⫽ .008 (95% CI [.08, .52]).
When examining the subscales of BD risk, the extreme valuing
of happiness was positively correlated with the mood volatility
subscale of BD risk, r ⫽ .35, p ⬍ .001 (95% CI [.16, .49]; similar
results emerged when controlling for the above variables, r ⫽ .37,
p ⫽ .004 [95% CI [.12, .60]]), but the correlations were weaker
when examining the excitement subscale of BD risk, r ⫽ .15, p ⫽
.128 [95% CI [⫺.04, .33]]; controlling for the above variables: r ⫽
.14, p ⫽ .294 [95% CI [⫺.14, .45]]), and the social vitality
subscale of BD risk, r ⫽ .17, p ⫽ .083 (95% CI [⫺.02, .30];
controlling for the above variables: r ⫽ .29, p ⫽ .030 [95% CI
[.02, .44]]). Analyses comparing the strength of these correlations
indicated that the extreme valuing of happiness was correlated
most strongly with mood volatility subscale, as this correlation was
larger than the correlation with the excitement subscale, Steigers
z ⫽ 2.46, p ⫽ .014, and larger than the correlation with the social
volatility subscale, Steigers z ⫽ 2.03, p ⫽ .043. The correlation
between the extreme valuing of happiness and the excitement
2
One item referencing suicidal ideation was removed because of IRB
concerns.
3
Manic symptoms were not assessed in the present sample.
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subscale was not significantly larger than the correlation with the
social volatility subscale, Steigers z ⬍ 1, p ⫽ .83.
Analyses on Bipolar Disorder subsample. To take full advantage of the fact that 19 participants in the sample reported previously having been diagnosed with BD, we then examined whether
this BD group reported higher levels of valuing happiness compared the nondiagnosed group. Consistent with our hypotheses, the
extreme valuing of happiness was higher in the BD group (M ⫽
4.67, SD ⫽ 1.33) compared with the nondiagnosed group (M ⫽
3.81, SD ⫽ 0.90), F(1, 169) ⫽ 13.48, p ⬍ .001, p2 ⫽ .07 (95% CI
[.02, .16]; 90% CI [.02, .14]4), even when controlling for the
aforementioned control variables by entering them as covariates,
F(9, 103) ⫽ 4.38, p ⫽ .039, p2 ⫽ .04 (95% CI [.00, .14]; 90% CI
[.001, .12]; see Table 2 for group comparisons of control variables).

Discussion
These findings replicated and extended the findings of Study 1.
The extreme valuing of happiness was associated with increased
BD risk—indicated by elevated scores on the hypomanic personality scale—and this was independent of demographic factors,
including a variety of variables assessing socioeconomic status
(i.e., employment, income, relationship status, and ethnicity). The
pattern of associations between the extreme valuing of happiness
and increased BD risk was also most strongly tied to the BD risk
subscale most closely tied with disordered emotion regulation—
mood volatility. These results replicated when excluding participants who reported having previously been diagnosed with BD
(and who were no longer technically “at risk” for the development
of BD). Establishing this relationship in a diverse community
sample attests to the robust nature of this effect and to its potential
generalizability to many different types of people.
Furthermore, this study demonstrated that levels of valuing
happiness are higher in a sample of individuals previously diagnosed with BD, compared with a control sample. Because of the
small sample size and the self-report measure of BD diagnosis,
these results should be viewed as preliminary. Despite this, these
results suggest that the extreme valuing of happiness may be
linked with (a) the onset of BD because it was associated with risk
for BD in healthy individuals who had not been diagnosed with
BD, and (b) the maintenance of BD because it was higher in
individuals previously diagnosed with BD. These results set the
stage for examining mean differences in a more rigorously selected
patient sample, controlling for manic and depressive symptoms,
and examining causality more directly by using prospective analyses of actual illness course rather than a self-reported risk measure.

Study 3: Extreme Valuing of Happiness in a Clinically
Diagnosed BD Patient Sample
Thus far, the relationship between BD risk and the extreme
valuing of happiness has been supported, but only within nonclinically diagnosed populations. Although an important first step, it
was critical to examine valuing happiness within a DSM-IV diagnosed BD sample to examine whether valuing happiness can
predict clinical outcomes. Clinician-rated depressive and manic
symptoms were also collected to rule out the alternative hypothesis

that current symptoms cause associations between valuing happiness and history of BD. Prospective measurement of illness course
was also assessed to ascertain whether the extreme valuing of
happiness plays a causal role in the maintenance of BD over time.

Method
Participants. Participants were 32 individuals diagnosed with
BD Type I who were currently remitted (neither manic nor depressed) and 30 healthy controls (CTL) who did not meet current
or past criteria for any DSM-IV-TR Axis I disorder. Remitted BD
participants were selected to examine more stable patterns of
emotional goals independent of current mood (Gruber, Harvey, &
Johnson, 2009; Gruber, Harvey, & Purcell, 2011). Both BD and
CTL participants were recruited from the community using online
advertisements and flyers posted in New Haven, CT, and surrounding communities. Exclusion criteria included history of severe head trauma, stroke, neurological disease, severe medical
illness (e.g., autoimmune disorder, HIV/AIDS), or alcohol or substance abuse in the past 6 months. BD and CTL participants were
matched on age, gender, race (White vs. other), years of education,
income, employment status, and partnership status (partnered vs.
not). Demographic and clinical characteristics are provided in
Table 2.
The average age of onset in the BD group was 19.95 years
(SD ⫽ 6.46) and average illness duration was 10.89 years (SD ⫽
9.53). For the BD group, the lifetime average of manic/hypomanic
episodes was 8.55 (SD ⫽ 12.63), the lifetime average of major
depressive episodes was 11.57 (SD ⫽ 17.16), and the average
number of current psychotropic medications was 2.00 (SD ⫽
1.52). BD participants were not excluded on the basis of comorbid
disorders given that BD is commonly comorbid with other disorders (e.g., Kessler et al., 2003; Kessler, Chiu, Demler, Merikangas,
& Walter, 2005). However, we verified that BD disorder was the
primary diagnosis for the BD group (Di Nardo, Moras, Barlow,
Rapee, & Brown, 1993). Participants in the CTL group did not
meet criteria for any current or lifetime Axis I disorders assessed
(i.e., anxiety disorders, major depression, mania/hypomania, dysthymia, schizophrenia, schizoaffective disorder, substance abuse,
eating disorders, hypochondriasis, pain disorder, and adjustment
disorders).
Materials.
Manic symptoms. Current symptoms of mania were measured
using the Young Mania Rating Scale (YMRS; Young, Biggs,
Ziegler, & Meyer, 1978). The YMRS is an 11-item, clinician-rated
measure of current manic symptoms with scores ranging from 0 to
60, with higher scores indicating greater manic severity.
Scores ⱖ7 represent clinically significant manic symptom levels.
Intraclass correlations (ICC; Shrout & Fleiss, 1979) for absolute
agreement between the original interviewer and an independent
rater for approximately one third of study participants (n ⫽ 23)
were strong for the YMRS (ICC ⫽ .98).
Depressive symptoms. Current symptoms of depression were
measured using the Inventory of Depressive Symptomatology
(IDS-C; Rush, Gullion, Basco, Jarrett, & Trivedi, 1996). The
IDS-C is a 30-item, clinician-rated measure of current depressive
4
See Steiger (2004) for a discussion of whether the most appropriate
confidence interval for 2 statistics is 95% or 90%.
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Table 2
Descriptive Statistics for Self-Reported BD Participants and Undiagnosed Participants (in Study 2) and Clinician-Diagnosed BD
Patients and CTL Participants (Study 3)
Study 2
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BD (n ⫽ 19)
Valuing happiness
Depressive symptoms
Manic symptoms
Motivational systems linked with
general goal pursuit
Drive
Fun-seeking
Reward-responsiveness
Demographics
Age
Female (%)
White (%)
Education (years)
Income
Employed (%)
Partnered (%)

Study 3

Undiagnosed (n ⫽ 151)

Statistic
ⴱ

BD (n ⫽ 32)

CTL (n ⫽ 30)

Statistic

4.67 (1.33)
17.59 (11.55)
—

3.81 (0.90)
7.26 (7.67)
—

F ⫽ 13.48
F ⫽ 26.88ⴱ
—

4.11 (1.07)
4.22 (3.27)
1.84 (1.89)

3.18 (.91)
2.00 (1.98)
1.17 (1.05)

F ⫽ 13.47ⴱ
F ⫽ 10.27ⴱ
F ⫽ 2.99†

—
—
—

—
—
—

—
—
—

2.89 (0.76)
3.08 (0.71)
3.42 (0.45)

2.66 (0.64)
2.73 (0.51)
3.27 (0.49)

F ⫽ 1.75
F ⫽ 4.74ⴱ
F ⫽ 1.54

40.89 (10.25)
63.2%
88.9%
4.79 (1.08)
3.35 (1.69)
76.9%
38.9%

42.45 (13.38)
53.0%
84.6%
5.78 (0.90)
5.56 (2.14)
76.4%
59.3%

F ⫽ 0.24
2 ⫽ 0.70
2 ⫽ 0.24
F ⫽ 19.61ⴱ
F ⫽ 16.65ⴱ
2 ⫽ 0.00
2 ⫽ 2.74†

30.81 (9.61)
65.6%
90.6%
15.08 (2.21)
3.16 (1.66)
46.9%
40.6%

31.45 (9.13)
67.9%
90.0%
15.95 (2.41)
3.57 (1.57)
66.7%
56.7%

F ⫽ 0.07
2 ⫽ 0.03
2 ⫽ 0.01
F ⫽ 2.17
F ⫽ 0.99
2 ⫽ 2.47
2 ⫽ 1.60

Note. BD ⫽ bipolar participants; CTL ⫽ nonclinical control participants. Mean values are displayed with SDs in parentheses where applicable. In Study
2, education was measured using degree completion, rather than number of years: 1 (less than seventh grade), 2 (junior high school, 9th grade), 3 (partial
high school, 11th or 12th grade), 4 (high school graduate), 5 (partial college or specialized training), 6 (standard college or university graduate), and 7
(graduate professional training, graduate degree). In Study 2, income was represented as 1 (⬍$10,000), 2 ($10,000 –20,000), 3 ($20,000 –30,000), 4
($30,000 – 40,000), 5 ($40,000 –50,000), 6 ($50,000 –70,000), 7 ($70,000 –100,000), and 8 (⬎$100,000). In Study 3, income was represented as 1
(⬍$10,000), 2 ($10,000 –25,000), 3 ($26,000 –50,000), 4 ($51,000 –75,000), 5 ($76,000 –100,000), and 6 (⬎$100,000).
†
p ⬍ .10. ⴱ p ⬍ .05.

symptoms with scores ranging from 0 to 84, with higher scores
indicating greater depressive severity. Scores ⱖ11 represent clinically significant depressive symptom levels. The IDS-C has been
validated in individuals with BD (Trivedi et al., 2004) and strongly
correlates with other measures of depression severity (Rush et al.,
1996). ICCs for absolute agreement between the original interviewer and an independent rater for approximately one third of
study participants (n ⫽ 23) were also strong for the IDS-C (ICC ⫽
.98).
Diagnostic evaluation. Diagnoses of BD and CTL were confirmed using the Structured Clinical Interview for DSM-IV (SCIDIV; First, Spitzer, Gibbon, & Williams, 1997) that were administered by either a trained clinical psychology faculty member, one
of three psychology doctoral candidates, or a postbaccalaureate
research fellow. Approximately one-third (n ⫽ 29) of videotaped
interviews were rated by an independent reviewer and ratings
matched 100% ( ⫽ 1.0) of primary diagnoses. Current remitted
mood status (i.e., neither manic, depressed, nor mixed mood state)
for all groups was verified according to SCID-IV criteria and
cutoff scores on the YMRS (ⱕ7) and IDS-C (ⱕ11).
Extreme valuing of happiness. Participants completed the
same scale as in Studies 1 and 2 (␣ ⫽ .72, M ⫽ 3.77, SD ⫽ 1.07,
range ⫽ 1.71–6.14). See Table 2 for descriptive statistics.
Motivational systems linked with general goal pursuit. The
extent to which participants are more likely to engage in goal
pursuit in general was assessed using the three Behavioral Approach System subscales from the Behavioral Approach System/
Behavioral Inhibition System Scale (Carver & White, 1994). The
Drive subscale consists of four items measuring to what extent
participants engage in the persistent pursuit of desired goals (“I go
out of my way to get things I want”; ␣ ⫽ .87, M ⫽ 2.78, SD ⫽

0.71, range ⫽ 1.0 –4.0). The Fun-Seeking subscale consists of four
items measuring the desire for new rewards and the willingness to
approach a potentially rewarding event (“I crave excitement and
new sensations”; ␣ ⫽ .76, M ⫽ 2.91, SD ⫽ 0.64, range ⫽ 1.5–4.0).
The Reward-responsiveness subscale consists of five items measuring positive responses to the anticipation or attainment of
reward (“When I’m doing well at something I love to keep at it”;
␣ ⫽ .80, M ⫽ 3.34, SD ⫽ 0.47, range ⫽ 2.4 –4.0). All items were
rated on a scale of 1 (very true for me) to 4 (very false for me).5
Past and prospective illness course. We assessed illness
course parameters (the number of total lifetime manic and depressive episodes, and the number of manic and depressive episodes
experienced in the last 12 months) using the National Institute of
Mental Health retrospective Life-Charting Methodology (NIMHLCMr; Leverich & Post, 1993). The NIMH-LCMr procedure
involves charting a participant’s course of illness from the date of
illness onset. The NIMH-LCMr has been well validated and used
in samples of bipolar participants (e.g., Denicoff et al., 1997;
Leverich & Post, 1993).

5
Our use of covariates was as follows: Depressive symptoms were used
as a covariate in Studies 1–3. Manic symptoms were used as a covariate in
the studies in which they were assessed (Studies 1 and 3). The same basic
demographic characteristics were used as covariates in Studies 1–3: age,
gender, ethnicity, and years of education. Additional demographic characteristics were used as covariates in the studies in which they were assessed
(Studies 2 and 3): household income, employment status, and relationship
status. The BAS subscales were used as covariates in the study in which
they were assessed (Study 3). This slight inconsistency in covariates across
the three studies is because of not all covariates being assessed in all three
studies.

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

218

FORD, MAUSS, AND GRUBER

Procedure. After obtaining informed consent, the SCID-IV
was administered to obtain diagnostic and symptom severity information. Number of lifetime manic episodes (range ⫽ 1–996,
M ⫽ 11.38, SD ⫽ 20.25) and depressive episodes (range ⫽ 0 –99,
M ⫽ 14.39, SD ⫽ 23.05) were assessed in the participants diagnosed with BD disorder using the NIMH-LCMr. All participants
then completed a series of procedures not relevant to the present
study (for other articles discussing this dataset, see Gilbert, NolenHoeksema, & Gruber, 2013; Gruber, Kogan, Mennin, & Murray,
2013; Gruber, Purcell, Perna, & Mikels, 2013; Kang & Gruber,
2013; Purcell, Phillips, & Gruber, 2013). At the end of the session,
participants completed the extreme valuing of happiness and general goal pursuit scales using an online survey. Twelve months
later, BD participants were contacted by phone and trained clinical
interviewers assessed the number of manic episodes (range ⫽ 0 –2,
M ⫽ 0.50, SD ⫽ 0.76) and depressive episodes (range ⫽ 0 –2,
M ⫽ 0.90, SD ⫽ 0.79) experienced in the past 12 months using the
NIMH-LCMr. For both the lifetime number of episodes and episodes experienced in the past year, recovery from an episode was
defined as no manic or depressive episode for at least 2 months.
Otherwise, SCID DSM-IV-TR criteria were followed to determine
the presence or absence of manic or depressive episodes.

Results
We first examined initial symptoms assessed in the first session
as potential confounds. Although both groups scored below standardized cutoffs for manic symptoms (YMRS ⱕ7) and depressive
symptoms (IDS-C ⱕ 11), the BD group scored significantly higher
for depressive symptoms, F(1, 60) ⫽ 10.27, p ⫽ .002, p2 ⫽ .15
(95% CI [.02, .31]; 90% CI [.03, .28]) and marginally higher for
manic symptoms, F(1, 60) ⫽ 2.99, p ⫽ .089, p2 ⫽ .05 (95% CI
[.00, .18]; 90% CI [.00, .16]) compared with the CTL group. Third,
as seen in Table 2, the two groups did not differ with respect to
age, gender, ethnicity, education, employment, or romantic partnership status, ps ⬎ .05.
We next conducted a univariate analysis of variance (ANOVA)
to test group differences (BD, CTL) in valuing happiness. Results
indicated that valuing happiness scores were higher for the BD
group (M ⫽ 4.11, SD ⫽ 1.07) than the CTL group (M ⫽ 3.18,
SD ⫽ 0.91), F(1, 60) ⫽ 13.47, p ⫽ .001, p2 ⫽ .18 (95% CI [.04,
.35]; 90% CI [.06, .32]). Comparable results were obtained in a
parallel analysis of covariance (ANCOVA) analysis when simultaneously controlling for both manic and depressive symptoms,
motivational systems linked with general goal pursuit (assessed
with the three BAS subscales: Drive, Fun-Seeking, and RewardResponsiveness), and demographic factors (age, gender, ethnicity,
education, income, employment, or relationship status), F(13,
44) ⫽ 4.32, p ⫽ .043, p2 ⫽ .09 (95% CI [.00, .27]; 90% CI [.001,
.23]).
Finally, we examined within the BD group whether the extreme
valuing of happiness predicted the number of manic and depressive episodes experienced during the year subsequent to the assessment of valuing happiness. Twenty of the original 32 BD
participants completed the 12-month follow-up session. Of these
participants, 13 reported no manic episodes, 4 reported one manic
episode, and 3 reported two manic episodes. Additionally, 7 reported no depressive episodes, 8 reported one depressive episode,
and 5 reported two depressive episodes. To account for the non-

normal distribution of the frequency of these prospective manic
and depressive episodes, Poisson regression models were used to
examine these outcomes.
Within these participants, there was a significant association
between the extreme valuing of happiness and number of manic
episodes experienced in the subsequent year, B ⫽ .82, SE ⫽ 0.36,
Wald 2 ⫽ 5.24, p ⫽ .022 (95% CI [0.12, 1.53]). This association
held when controlling for initial levels of clinician-rated mania and
depressive symptoms and lifetime number of manic and depressive
episodes as covariates, B ⫽ .91, SE ⫽ 0.43, Wald 2 ⫽ 4.39, p ⫽
.036 (95% CI [0.06, 1.77]). The extreme valuing happiness was not
significantly associated with the number of depressive episodes
experienced in the subsequent year, B ⫽ .39, SE ⫽ 0.24, Wald
2 ⫽ 2.51, p ⫽ .113 (95% CI [⫺0.09, 0.87]), but became a
significant predictor when controlling for initial levels of clinicianrated mania and depressive symptoms and lifetime number of
manic and depressive episodes as covariates, B ⫽ .72, SE ⫽ 0.33,
Wald 2 ⫽ 4.76, p ⫽ .029 (95% CI [0.07, 1.37]).

Discussion
Study 3 replicated and extended the findings of Studies 1 and 2.
Results indicate that the extreme valuing of happiness is stronger
for those with clinician-diagnosed remitted BD, compared with
control participants. More important, this relationship holds when
accounting for clinician-rated current manic and depressive symptoms and when controlling for motivational systems linked with
general goal pursuit. The fact that these findings were obtained in
a remitted group with a history of BD, and that the effects hold
when controlling for current mood symptoms, points to strong
valuing of happiness as a stable risk factor for BD. Furthermore,
the fact that that these effects were independent of general goal
pursuit suggests that the extreme emotional goals like strongly
valuing happiness may represent a unique risk factor for BD.
More importantly, demonstrating that the extreme valuing of
happiness prospectively predicts a worse illness course for BD
patients, even when controlling for initial symptoms, is an important step toward establishing the causal role that high levels of
valuing happiness can play in psychological health. Although these
analyses have low power and may be most appropriately viewed as
preliminary, the fact that the extreme valuing of happiness prospectively predicted both manic and depressive episodes suggests
that valuing happiness is a risk factor for both aspects of BD (the
mania aspect, signified by elevated mood, irritability, and risktaking; and also the depression aspect, signified by anhedonia and
amotivation).

General Discussion
We propose that the extreme valuing of happiness is a general
risk factor for mood disorders. Previous research is largely consistent with this claim—suggesting that extreme valuing of hap6
One BD patient reported more than 100 manic episodes and more than
100 depressive episodes in his or her lifetime. This value was truncated to
99 during data collection to avoid the undue influence of extreme outliers.
Given that these lifetime counts of manic and depressive episodes are used
only as a control variable within a subset of the present analyses, we
retained this participant in the dataset. However, when we exclude this
participant, the pattern of results remains unchanged.
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piness is associated with depression (Ford et al., 2014; Mauss et
al., 2011). However, to assess whether the extreme valuing of
happiness is linked with mood disorders more generally, it is
critical to assess mood disorders other than depression. Thus, the
current investigation examined whether the extreme valuing of
happiness was associated with risk for BD in undergraduate and
community samples (Studies 1 and 2), a history of diagnosis of BD
(Studies 2 and 3), and prospective BD illness course (Study 3).
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Extreme Valuing of Happiness and BD
In support of our hypothesis, we found an association between
the extreme valuing of happiness and risk for, diagnosis of, and
illness course for BD. In support of a relatively stable (vs. transient) link between the extreme valuing of happiness and BD, the
association between valuing happiness and BD held when controlling for current mood symptoms rated by the participants themselves (Studies 1 and 2) and by trained clinicians (Study 3). The
link between BD and extreme valuing of happiness held when
controlling for depressive symptoms, suggesting this link is not
simply because of those with or at risk for BD experiencing higher
levels of depressive symptoms (Studies 1–3). The link between BD
and extreme valuing of happiness also held when controlling for
motivational systems associated with pursuing goals to an extreme
degree in general (Study 3). Given that prior research has established links between BD and the pursuit of extreme goals in
general (see Johnson, 2005, for a review), it was important to
provide evidence that the present pattern of results appears not to
be due simply to those higher in the extreme valuing of happiness
or those with BD being more likely to pursue all goals to an
extreme degree.
We propose that the extreme valuing of happiness may be a risk
factor for the onset and maintenance of BD, and not simply a
consequence of BD. In addition to the experimental evidence
demonstrating a causal link between valuing happiness and
worse mood outcomes (Mauss et al., 2012; 2011), two sets of
evidence from the present data support the interpretation that
the extreme valuing of happiness may be a risk factor for BD
rather than merely a consequence of BD: (a) In Study 3, the
extreme valuing of happiness prospectively predicted worse illness
course for BD patients over the year after the assessment of
valuing happiness, even when controlling for initial levels of
mania and depressive symptoms. Although these findings do not
speak to the role of the extreme valuing of happiness in the onset
of BD, they do offer compelling evidence for the causal role of the
extreme valuing of happiness in the maintenance of BD over time.
(b) If the extreme valuing of happiness were purely a consequence
of the experience of BD (rather than a risk factor), then the
relationship between BD and valuing happiness should be weakened after controlling for current symptoms of depression and
mania. However, we still found a relationship between the extreme
valuing of happiness and BD when controlling for current symptoms and when assessing a sample of remitted/asymptomatic BD.
Taken together, these considerations point toward the extreme
valuing of happiness as a risk factor for BD.

Theoretical Implications
This investigation makes at least two theoretical contributions to
the domains of emotion values and psychological health. First, by
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assessing the extreme valuing of happiness, this investigation adds
to the nascent literature on emotional values (i.e., how people want
to feel). Happiness is generally highly valued (Eid & Diener, 2001;
Rusting & Larsen, 1995; Tsai, 2007). The present findings suggest
that encouraging a mindset to maximize happiness at any cost can
be counterproductive, in that it might increase risk for
psychological-health problems such as BD. More importantly, the
present findings do not mean that the valuing of happiness is
always maladaptive (cf. Ford & Mauss, 2014). Valuing happiness— even to an extreme— could lead to adaptive outcomes if
people are given the right tools to obtain it (e.g., emotion regulatory abilities; cf. Gilbert, 2006; Lyubomirsky, 2008) or if they
define positive emotion more broadly than their personal emotional state (e.g., happiness based on social engagement; Fredrickson, Cohn, Coffey, Pek, & Finkel, 2008; Keltner, 2009; Kesebir &
Diener, 2008; Konow & Earley, 2008; Ryff & Singer, 2008).
Second, extending research on the correlates of extreme valuing
of happiness into the context of bipolar disorder furthers helps us
understand what might account for the link between valuing happiness and mood disorders. Previous research has demonstrated a
link between the extreme valuing of happiness and depression
(Ford et al., 2014; Mauss et al., 2011). Indeed, the mean level of
the extreme valuing of happiness in the present remitted Bipolar
patient sample, M ⫽ 4.11 (SD ⫽ 1.07, n ⫽ 32), is comparable with
the mean level in a previously published remitted Major Depressive Disorder sample, M ⫽ 3.97 (SD ⫽ 1.01, n ⫽ 31; Ford et al.,
2014). The fact that the extreme valuing of happiness is positively
associated with both depression and bipolar disorder might—at
first glance— be perplexing given these mood disorders are characterized by opposing patterns of mood (i.e., depressed vs. elevated). However, BD and MDD share disordered emotion regulation. The fact that the extreme valuing of happiness is linked with
both BD and MDD suggests that the extreme valuing of happiness
may be a risk factor for mood disorders characterized by disordered emotion regulation, perhaps because valuing happiness promotes disordered emotion regulation. This is consistent with our
finding that the risk conferred by the extreme valuing of happiness
was strongest for the mood volatility component of risk for BD—
the subscale most closely linked with disordered emotion regulation—rather than the other social or positive emotionality components of BD.
Although we have speculated here that the extreme valuing of
happiness may shape the experience of mood disorders through
disordered emotion regulation (a common feature of BD and
MDD), these mood disorders differ in terms of the precise ways in
which emotion regulation is disordered. It may be that valuing
happiness is associated with different types of disordered emotion
regulation in the two disorders. For example, the extreme valuing
of happiness may affect BD by making it more likely for individuals to engage in risk-taking activities in pursuit of that happiness.
Thus, the extreme valuing of happiness may promote misguided
emotion regulation attempts (Gross, 2014; Mauss & Tamir, 2013;
Tamir & Ford, 2012b), as individuals strive to maximize happiness
at all costs. The notion of seeking happiness at any cost is also
consistent with biological models of BD, which emphasize the role
of dysregulated dopamine (Berk et al., 2007). The dopaminergic
system is linked with intense “wanting” (Berridge & Robinson,
2003), and one pathway through which this intense wanting could
shape BD is through the intense wanting of emotional states, like
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happiness. Conversely, the extreme valuing of happiness may
contribute to MDD by making it more likely that individuals
engage in rumination in pursuit of happiness. Although the current
investigation was not designed to parse apart the precise mechanisms by which the extreme valuing of happiness exerts its deleterious effects, the present results suggest that wanting to feel
happiness to an extreme degree may have important negative
implications for psychological health.
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Limitations and Future Directions
This research makes a novel contribution to our understanding
of the involvement of emotional values in BD. It also has limitations that suggest directions for future research. First, although
evidence from the present studies help support the conclusion that
the extreme valuing of happiness may be a risk factor for BD
rather than simply a correlate (e.g., prospective analyses), until
further experimental or intervention studies are conducted, it is
difficult to draw firm conclusions about the causal direction of the
link between valuing happiness and BD. Additionally, while Study
3 provides evidence for the prospective role of the extreme valuing
of happiness in BD, Studies 1 and 2 provide evidence for this role
in risk for BD— or hypomanic personality—suggesting that future
studies would also benefit from assessing hypomanic personality
and not just BD.
Second, future research may be served by examining other types
and variations of emotional values. Our focus in the present
investigation was happiness because happiness is such a common
value (Barrett, 1996; Rusting & Larsen, 1995; Tamir & Ford,
2012a). However, happiness may not be the only type of emotional
value that is involved in BD, and not all people try to increase their
happiness. For example, while some people try to feel less unpleasant emotion (e.g., Rusting & Larsen, 1995), others try to feel
more unpleasant emotion (e.g., Hackenbracht & Tamir, 2010;
Tamir & Ford, 2009; Tamir & Ford, 2012b). Each emotional value
may have distinct effects on psychological health (Tamir & Ford,
2012a). It would be interesting to examine whether the extreme
valuing of happiness is empirically distinct from these other emotional values, such as extreme devaluing of sadness. Similarly, the
present investigation assessed extreme valuing of happiness, and
the present findings may not generalize to a more mild and
potentially adaptive focus on experiencing positive states. Further
research would benefit from examining the full spectrum of intensities of various emotional values.
Third, although examining the precise mechanisms by which
valuing happiness exerts its deleterious effects were beyond the
scope of the current investigation, exploring such specific mechanisms (e.g., disordered emotion regulation) will be an important
next step in understanding how the extreme valuing of happiness
might lead to worse psychological health. Given our proposal that
the extreme valuing of happiness is linked with disordered emotion
regulation, it is also an important future direction to assess these
emotional values in other disorders characterized by disordered
emotion regulation (e.g., borderline personality disorder) to better
understand this possible mechanism.
Finally, while there is some reason to believe that happiness is
a universal value (Diener, Sapyta, & Suh, 1998), happiness can
have different meanings across cultures (Lu & Gilmour, 2004;
Uchida, Norasakkunkit, & Kitayama, 2004). Thus, measuring

valuing happiness and its psychological health correlates across
cultures is an important future direction.

Concluding Comment
The present studies used both analogue and patient samples and
both cross-sectional and longitudinal data to provide evidence that
the extreme valuing of happiness is associated with risk for,
diagnosis of, and illness course for BD. These findings highlight
the importance of taking into account how people want to feel to
better understand psychological health.

References
Altman, E. G., Hedeker, D., Peterson, J. L., & Davis, J. M. (1997). The
Altman Self-Rating Mania Scale. Biological Psychiatry, 42, 948 –955.
http://dx.doi.org/10.1016/S0006-3223(96)00548-3
Barrett, L. F. (1996). Hedonic tone, perceived arousal, and item desirability: Three components of self-reported mood. Cognition and Emotion,
10, 47– 68. http://dx.doi.org/10.1080/026999396380385
Barrett, L. F., & Russell, J. A. (1999). The structure of current affect:
Controversies and emerging consensus. Current Directions in Psychological Science, 8, 10 –14. http://dx.doi.org/10.1111/1467-8721.00003
Beck, A. T., & Beck, R. W. (1972). Screening depressed patients in family
practice. A rapid technic. Postgraduate Medicine, 52, 81– 85.
Beck, A. T., Steer, R. A., & Brown, G. K. (1996). Beck Depression
Inventory (2nd ed. manual). San Antonio, TX: The Psychological Corporation.
Berk, M., Dodd, S., Kauer-Sant’Anna, M., Malhi, G. S., Bourin, M.,
Kapczinski, F., & Norman, T. (2007). Dopamine dysregulation syndrome: Implications for a dopamine hypothesis of bipolar disorder. Acta
Psychiatrica Scandinavica, 116, 41– 49. http://dx.doi.org/10.1111/j
.1600-0447.2007.01058.x
Berridge, K. C., & Robinson, T. E. (2003). Parsing reward. Trends in
Neurosciences, 26, 507–513. http://dx.doi.org/10.1016/S0166-2236
(03)00233-9
Carver, C. S., & White, T. L. (1994). Behavioral inhibition, behavioral
activation, and affective responses to impending reward and punishment:
The BIS/BAS scales. Journal of Personality and Social Psychology, 67,
319 –333. http://dx.doi.org/10.1037/0022-3514.67.2.319
Denicoff, K. D., Smith-Jackson, E. E., Disney, E. R., Suddath, R. L.,
Leverich, G. S., & Post, R. M. (1997). Preliminary evidence of the
reliability and validity of the prospective life-chart methodology
(LCM-p). Journal of Psychiatric Research, 31, 593– 603. http://dx.doi
.org/10.1016/S0022-3956(96)00027-1
Diener, E., Sapyta, J. J., & Suh, E. (1998). Subjective well-being is
essential to well-being. Psychological Inquiry, 9, 33–37. http://dx.doi
.org/10.1207/s15327965pli0901_3
Di Nardo, P., Moras, K., Barlow, D. H., Rapee, R. M., & Brown, T. A.
(1993). Reliability of DSM–III–R anxiety disorder categories. Using the
Anxiety Disorders Interview Schedule-Revised (ADIS-R). Archives of
General Psychiatry, 50, 251–256. http://dx.doi.org/10.1001/archpsyc
.1993.01820160009001
Eckblad, M., & Chapman, L. J. (1986). Development and validation of a
scale for hypomanic personality. Journal of Abnormal Psychology, 95,
214 –222. http://dx.doi.org/10.1037/0021-843X.95.3.214
Eid, M., & Diener, E. (2001). Norms for experiencing emotions in different
cultures: Inter- and intranational differences. Journal of Personality and
Social Psychology, 81, 869 – 885. http://dx.doi.org/10.1037/0022-3514
.81.5.869
First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1997).
Structured Clinical Interview for DSM–IV Axis I Disorders (SCID).
Washington, DC: American Psychiatric Press.
Ford, B. Q., & Mauss, I. B. (2014). The paradoxical effects of pursuing

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

VALUING HAPPINESS AND BIPOLAR DISORDER
positive emotion: When and why wanting to feel happy backfires. In J.
Gruber & J. Moskowitz (Eds.), The dark and light sides of positive
emotion (pp. 363–381). New York, NY: Oxford University Press. http://
dx.doi.org/10.1093/acprof:oso/9780199926725.003.0020
Ford, B. Q., Shallcross, A. J., Mauss, I. B., Floerke, V. A., & Gruber, J.
(2014). Desperately seeking happiness: Valuing happiness is associated
with symptoms and diagnosis of depression. Journal of Social and
Clinical Psychology, 33, 891–906.
Fredrickson, B. L. (2001). The role of positive emotions in positive
psychology: The broaden-and-build theory of positive emotions. American Psychologist, 56, 218 –226. http://dx.doi.org/10.1037/003-066X.56
.3.218
Fredrickson, B. L., Cohn, M. A., Coffey, K. A., Pek, J., & Finkel, S. M.
(2008). Open hearts build lives: Positive emotions, induced through
loving-kindness meditation, build consequential personal resources.
Journal of Personality and Social Psychology, 95, 1045–1062. http://dx
.doi.org/10.1037/a0013262
Gilbert, D. T. (2006). Stumbling on happiness. New York, NY: Knopf.
Gilbert, K. E., Nolen-Hoeksema, S., & Gruber, J. (2013). Positive emotion
dysregulation across mood disorders: How amplifying versus dampening predicts emotional reactivity and illness course. Behaviour Research
and Therapy, 51, 736 –741. http://dx.doi.org/10.1016/j.brat.2013.08.004
Giovanelli, A., Hoerger, M., Johnson, S. L., & Gruber, J. (2013). Impulsive
responses to positive mood and reward are related to mania risk. Cognition and Emotion, 27, 1091–1104. http://dx.doi.org/10.1080/02699931
.2013.772048
Gross, J. J. (1999). Emotion and emotion regulation. In L. A. Pervin &
O. P. John (Eds.), Handbook of personality: Theory and research (2nd
ed., pp. 525–552). New York, NY: Guilford Press.
Gross, J. J. (2014). Emotion regulation: Conceptual and empirical foundations. In J. J. Gross (Ed.), Handbook of emotion regulation (2nd ed., pp.
3–20). New York, NY: Guilford Press.
Gruber, J. (2011). When feeling good can be bad: Positive emotion
persistence (PEP) in bipolar disorder. Current Directions in Psychological Science, 20, 217–221. http://dx.doi.org/10.1177/0963721411414632
Gruber, J., Cunningham, W. A., Kirkland, T., & Hay, A. C. (2012). Feeling
stuck in the present? Mania proneness and history associated with
present-oriented time perspective. Emotion, 12, 13–17. http://dx.doi.org/
10.1037/a0025062
Gruber, J., Harvey, A. G., & Johnson, S. L. (2009). Reflective and
ruminative processing of positive emotional memories in bipolar disorder and healthy controls. Behaviour Research and Therapy, 47, 697–
704. http://dx.doi.org/10.1016/j.brat.2009.05.005
Gruber, J., Harvey, A. G., & Purcell, A. (2011). What goes up can come
down? A preliminary investigation of emotion reactivity and emotion
recovery in bipolar disorder. Journal of Affective Disorders, 133, 457–
466. http://dx.doi.org/10.1016/j.jad.2011.05.009
Gruber, J., Kogan, A., Mennin, D., & Murray, G. (2013). Real-world
emotion? An experience-sampling approach to emotion disturbance and
regulation in bipolar disorder. Journal of Abnormal Psychology, 122,
971–983.
Gruber, J., Kogan, A., Quoidbach, J., & Mauss, I. B. (2013). Happiness is
best kept stable: Positive emotion variability is associated with poorer
psychological health. Emotion, 13, 1– 6. http://dx.doi.org/10.1037/
a0030262
Gruber, J., Mauss, I. B., & Tamir, M. (2011). A dark side of happiness?
How, when, and why happiness is not always good. Perspectives on
Psychological Science, 6, 222–233. http://dx.doi.org/10.1177/
1745691611406927
Gruber, J., Purcell, A. L., Perna, M. J., & Mikels, J. A. (2013). Letting go
of the bad: Deficit in maintaining negative, but not positive, emotion in
bipolar disorder. Emotion, 13, 168 –175. http://dx.doi.org/10.1037/
a0029381

221

Hackenbracht, J., & Tamir, M. (2010). Preferences for sadness when
eliciting help: Instrumental motives in sadness regulation. Motivation
and Emotion, 34, 306 –315. http://dx.doi.org/10.1007/s11031-0109180-y
Hopp, H., Shallcross, A. J., Ford, B. Q., Troy, A. S., Floerke, V., Wilhelm,
F., & Mauss, I. B. (2013). High vagal tone protects against future
depressive symptoms under conditions of social support. Biological
Psychology, 93, 143–149. http://dx.doi.org/10.1016/j.biopsycho.2013.01
.004
Hopp, H., Troy, A. S., & Mauss, I. B. (2011). The unconscious pursuit of
emotion regulation: Implications for psychological health. Cognition
and Emotion, 25, 532–545. http://dx.doi.org/10.1080/02699931.2010
.532606
Johnson, S. L. (2005). Mania and dysregulation in goal pursuit: A review.
Clinical Psychology Review, 25, 241–262. http://dx.doi.org/10.1016/j
.cpr.2004.11.002
Johnson, S. L., Gruber, J., & Eisner, L. (2007). “Emotion in bipolar
disorder”. In J. Rottenberg & S. L. Johnson (Eds.), Emotion and psychopathology: Bridging affective and clinical science. Washington, DC:
American Psychological Association (APA) Books.
Kang, Y., & Gruber, J. (2013). Harnessing happiness? Uncontrollable
positive emotion in bipolar disorder, major depression, and healthy
adults. Emotion, 13, 290 –301. http://dx.doi.org/10.1037/a0030780
Keltner, D. (2009). Born to be good: The science of a meaningful life. New
York, NY: Norton.
Kesebir, P., & Diener, E. (2008). In pursuit of happiness: Empirical
answers to philosophical questions. Perspectives on Psychological Science, 3, 117–125. http://dx.doi.org/10.1111/j.1745-6916.2008.00069.x
Kessler, R. C., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas,
K. R., . . . Wang, P. S., & the National Comorbidity Survey Replication.
(2003). The epidemiology of major depressive disorder: Results from the
National Comorbidity Survey Replication (NCS-R). Journal of the
American Medical Association, 289, 3095–3105. http://dx.doi.org/
10.1001/jama.289.23.3095
Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, K. R., & Walters,
E. E. (2005). Prevalence, severity, and comorbidity of 12-month
DSM–IV disorders in the National Comorbidity Survey Replication.
Archives of General Psychiatry, 62, 617– 627. http://dx.doi.org/10.1001/
archpsyc.62.6.617
Kogan, A., Gruber, J., Shallcross, A. J., Ford, B. Q., & Mauss, I. B. (2013).
Too much of a good thing? Cardiac vagal tone’s nonlinear relationship
with well-being. Emotion, 13, 599 – 604. http://dx.doi.org/10.1037/
a0032725
Konow, J., & Earley, J. (2008). The hedonistic paradox: Is homo economicus happier? Journal of Public Economics, 92, 1–33. http://dx.doi
.org/10.1016/j.jpubeco.2007.04.006
Kring, A. M., & Werner, K. H. (2004). Emotion regulation and psychopathology. In P. Philippot & R. S. Feldman (Eds.), The regulation of
emotion (pp. 359 –385). Hove, United Kingdom: Psychology Press.
Kwapil, T. R., Miller, M. B., Zinser, M. C., Chapman, L. J., Chapman, J.,
& Eckblad, M. (2000). A longitudinal study of high scorers on the
hypomanic personality scale. Journal of Abnormal Psychology, 109,
222–226. http://dx.doi.org/10.1037/0021-843X.109.2.222
Leverich, G. S., & Post, R. M. (1993). The NIMH life chart manual for
recurrent affective illness: The LCM. Monograph.
Lu, L., & Gilmour, R. (2004). Culture and conceptions of happiness:
Individual oriented and social oriented SWB. Journal of Happiness
Studies, 5, 269 –291. http://dx.doi.org/10.1007/s10902-004-8789-5
Lyubomirsky, S. (2008). The how of happiness: A practical approach to
getting the life you want. London: Sphere.
Lyubomirsky, S., King, L., & Diener, E. (2005). The benefits of frequent
positive affect: Does happiness lead to success? Psychological Bulletin,
131, 803– 855. http://dx.doi.org/10.1037/0033-2909.131.6.803

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

222

FORD, MAUSS, AND GRUBER

Mauss, I. B., Savino, N. S., Anderson, C. L., Weisbuch, M., Tamir, M., &
Laudenslager, M. L. (2012). The pursuit of happiness can be lonely.
Emotion, 12, 908 –912. http://dx.doi.org/10.1037/a0025299
Mauss, I. B., & Tamir, M. (2013). Emotion goals: How their content,
structure, and operation shape emotion regulation. In J. J. Gross (Ed.),
Handbook of emotion regulation (2nd ed., pp. 361–375). New York,
NY: Guilford Press.
Mauss, I. B., Tamir, M., Anderson, C. L., & Savino, N. S. (2011). Can
seeking happiness make people unhappy? Paradoxical effects of valuing
happiness. Emotion, 11, 807– 815. http://dx.doi.org/10.1037/a0022010
Mauss, I. B., Troy, A. S., & LeBourgeois, M. K. (2013). Poorer sleep
quality is associated with lower emotion-regulation ability in a laboratory paradigm. Cognition and Emotion, 27, 567–576. http://dx.doi.org/
10.1080/02699931.2012.727783
Purcell, A. L., Phillips, M., & Gruber, J. (2013). In your eyes: Does theory
of mind predict impaired life functioning in bipolar disorder? Journal of
Affective Disorders, 151, 1113–1119. http://dx.doi.org/10.1016/j.jad
.2013.06.051
Rush, A. J., Gullion, C. M., Basco, M. R., Jarrett, R. B., & Trivedi, M. H.
(1996). The Inventory of Depressive Symptomatology (IDS): Psychometric properties. Psychological Medicine, 26, 477– 486. http://dx.doi
.org/10.1017/S0033291700035558
Rusting, C., & Larsen, R. (1995). Moods as sources of stimulation: Relationships between personality and desired mood states. Personality and
Individual Differences, 18, 321–329. http://dx.doi.org/10.1016/01918869(94)00157-N
Ryff, C. D., & Singer, B. H. (2008). Know thyself and become what you
are: A eudaimonic approach to psychological well-being. Journal of
Happiness Studies, 9, 13–39. http://dx.doi.org/10.1007/s10902-0069019-0
Schalet, B. D., Durbin, C. E., & Revelle, W. (2011). Multidimensional
structure of the Hypomanic Personality Scale. Psychological Assessment, 23, 504 –522. http://dx.doi.org/10.1037/a0022301
Schooler, J. W., Ariely, D., & Loewenstein, G. (2003). The pursuit and
assessment of happiness can be self-defeating. In J. C. I. Brocas (Ed.),
The psychology of economic decisions (Volume Rationality and WellBeing, pp. 41–70). Oxford: Oxford University Press.
Shallcross, A. J., Ford, B. Q., Floerke, V. A., & Mauss, I. B. (2013).
Getting better with age: The relationship between age, acceptance, and
negative affect. Journal of Personality and Social Psychology, 104,
734 –749. http://dx.doi.org/10.1037/a0031180
Shrout, P. E., & Fleiss, J. L. (1979). Intraclass correlations: Uses in
assessing rater reliability. Psychological Bulletin, 86, 420 – 428. http://
dx.doi.org/10.1037/0033-2909.86.2.420
Steiger, J. H. (2004). Beyond the F test: Effect size confidence intervals
and tests of close fit in the analysis of variance and contrast analysis.
Psychological Methods, 9, 164 –182. http://dx.doi.org/10.1037/1082989X.9.2.164
Tamir, M. (2009). What do people want to feel and why? Pleasure and
utility in emotion regulation. Current Directions in Psychological Science, 18, 101–105. http://dx.doi.org/10.1111/j.1467-8721.2009.01617.x

Tamir, M., & Ford, B. Q. (2009). Choosing to be afraid: Preferences for
fear as a function of goal pursuit. Emotion, 9, 488 – 497. http://dx.doi
.org/10.1037/a0015882
Tamir, M., & Ford, B. Q. (2012a). Should people pursue feelings that feel
good or feelings that do good? Emotional preferences and well-being.
Emotion, 12, 1061–1070. http://dx.doi.org/10.1037/a0027223
Tamir, M., & Ford, B. Q. (2012b). When feeling bad is expected to be
good: Emotion regulation and outcome expectancies in social conflicts.
Emotion, 12, 807– 816. http://dx.doi.org/10.1037/a0024443
Tamir, M., & Mauss, I. B. (2011). Social-cognitive factors in emotion
regulation: Implications for well-being. In I. Nyklicek, A. Vingerhoets,
M. Zeelenberg, & J. Denollet (Eds.), Emotion regulation and well-being
(pp. 31– 47). New York, NY: Springer. http://dx.doi.org/10.1007/978-14419-6953-8_3
Trivedi, M. H., Rush, A. J., Ibrahim, H. M., Carmody, T. J., Biggs, M. M.,
Suppes, T., . . . Kashner, T. M. (2004). The Inventory of Depressive
Symptomatology, Clinician Rating (IDS-C) and Self-Report (IDS-SR),
and the Quick Inventory of Depressive Symptomatology, Clinician
Rating (QIDS-C) and Self-Report (QIDS-SR) in public sector patients
with mood disorders: A psychometric evaluation. Psychological Medicine, 34, 73– 82. http://dx.doi.org/10.1017/S0033291703001107
Troy, A. S., Shallcross, A. J., Davis, T. S., & Mauss, I. B. (2013). History
of mindfulness-based cognitive therapy is associated with increased
cognitive reappraisal ability. Mindfulness, 4, 213–222. http://dx.doi.org/
10.1007/s12671-012-0114-5
Troy, A. S., Shallcross, A. J., & Mauss, I. B. (2013). A person-by-situation
approach to emotion regulation: Cognitive reappraisal can either help or
hurt, depending on the context. Psychological Science, 24, 2505–2514.
http://dx.doi.org/10.1177/0956797613496434
Tsai, J. (2007). Ideal affect: Cultural causes and behavioral consequences.
Perspectives on Psychological Science, 2, 242–259. http://dx.doi.org/
10.1111/j.1745-6916.2007.00043.x
Tsai, J. L., Miao, F. F., Seppala, E., Fung, H. H., & Yeung, D. Y. (2007).
Influence and adjustment goals: Sources of cultural differences in ideal
affect. Journal of Personality and Social Psychology, 92, 1102–1117.
http://dx.doi.org/10.1037/0022-3514.92.6.1102
Uchida, Y., Norasakkunkit, V., & Kitayama, S. (2004). Cultural constructions of happiness: Theory and empirical evidence. Journal of Happiness
Studies, 5, 223–239. http://dx.doi.org/10.1007/s10902-004-8785-9
Veenhoven, R. (2008). Healthy happiness: Effects of happiness on physical
health and the consequences for preventive health care. Journal of
Happiness Studies, 9, 449 – 469. http://dx.doi.org/10.1007/s10902-0069042-1
Young, R. C., Biggs, J. T., Ziegler, V. E., & Meyer, D. A. (1978). A rating
scale for mania: Reliability, validity and sensitivity. The British Journal
of Psychiatry, 133, 429 – 435. http://dx.doi.org/10.1192/bjp.133.5.429

Received February 7, 2014
Revision received November 13, 2014
Accepted November 24, 2014 䡲

